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Preface

My decision to focus on doctor-patient communication in healthcare settings in Jordan for my
study was originally stemmed from some personal experiences. Prior to this research, | had to
accompany my mother to the hospital. She was treated with kidney dialysis and she had to be
hospitalized for a couple of months. I realized from my observation of the communication between
her and her doctor that there was a need to investigate the barriers that influenced their
communication and lead to misunderstandings and conflicts. | observed various doctors used
English medical jargon when they communicated with patients and they exclusively and
intentionally used the English language to exclude patients during the medical visit as a discourse
strategy so as to negotiate their diagnoses and treatments with other doctors, while patients deemed

dissatisfied with that communication style.

In truth, this breakdown in communication between doctors and patients forced me to undertake
this qualitative study about the factors that hinder doctor-patient communication in Jordan or the
factors that enhance their communication. The findings from my study convinced me that the topic

was worth investigating for a PhD thesis.
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Abstract

Communication is a crucial component of clinical practice for both doctors and patients. The
effectiveness of verbal and non-verbal communication between doctors and patients has a
significant impact on health outcomes for patients. Previous studies have shown that language
and socio-cultural factors can have a negative impact on the doctor-patient relationship,
patients’ satisfaction, patients’ adherence to treatment and other related outcomes. The purpose
of this study was to examine the verbal, non-verbal and socio-cultural barriers that preclude
effective doctor-patient (D-P) communication in Jordan leading to poor health outcomes and
identifying the strategies used for effective communication. This study drew conceptually on
Interactional Sociolinguistics Theory (IST) and Communication Accommodation Theory
(CAT) to describe and analyse Jordanian D-P interaction in clinical consultations. It sought to
1) analyse the factors that hinder doctor-patient verbal interaction, 2) explore the non-verbal
communication benefits and barriers in doctor-patient clinical interaction, and 3) critically
examine the socio-cultural barriers that cause ineffective doctor-patient communication and
misunderstanding. A thematic, qualitative approach was employed to interpret the phenomena
under study. Doctor-patient clinical interaction was video-recorded and interviews with doctors
(n=9) and patients (n=18) were audio-recorded. The analysis of audio and video data revealed
that several factors influenced doctor-patient communication, and were divided into three
major dimensions. The verbal dimension included language barriers, health literacy and
disclosure of sensitive information. The non-verbal dimension includes haptic, paralinguistic,
and kinesic cues. Socio-cultural dimension includes gender roles, traditional medicine, and
cultural beliefs. The study also found that participants used a set of strategies for effective
communication, including doctors’ affective and convergent behaviours such as: code-
switching, and positive non-verbal behaviours, such as eye contact and smiling. While some

patients used a story-based interaction style to explain their medical needs, others were affected



by socio-cultural taboo practices. The findings of the study supported the need for Jordanian
doctors and patients to make extra effort to further develop their verbal and non-verbal

communication competence, and socio-cultural awareness during clinical consultations.
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Chapter One: Introduction
1.1 Introduction to the problem

This chapter of the dissertation will outline some background information concerning effective
communication in the medical consultation between doctors and patients, followed by the
problem statement, and aim of the study. Then, the research scope and rationale that the study
addresses are identified, followed by the research questions. Finally, an overview of the

structure of the thesis is presented.

Research indicates that patients and their carers strongly identify the need for better
communication with healthcare professionals, and that poor interaction is the most common
reason for complaints towards doctors (Cordella, 2004; Haw et al., 2018). It is important for
doctors to listen to their patients so they are able to adequately place their illness in a clinical
plan. Good communication is an essential part of ethical and good quality clinical care (Jeffrey,

2005).

Better communication promotes authentic dialogue between patients and doctors and can lead
to benefits for both. Patients who understand their doctors are more likely to acknowledge
medical issues, understand the nature of the care they are receiving and comply with medication
schedule (Travaline et al., 2005). As for doctors, it enables them to have a better understanding
of their patients’ needs and potentially lead to making more accurate diagnoses (Kee et al.,
2018). Furthermore, it fosters a more collaborative relationship leading to job satisfaction

among the doctors. (Ranjan et al., 2015).

In healthcare communication, the ideal scenario is that both the patient and the doctor speak
the same first language and both parties have a similar level of health literacy and knowledge.
However, this is not always the case in D-P interaction in Jordan. Even if they share the same

language, miscommunication and misunderstanding can occur due to different levels of



literacy, knowledge and expertise. To generate worthy, purposeful relationships between health

staff and patients, reciprocal language and understanding are critical (Mustajoki et al., 2015).

Communication is a crucial component of clinical practice for both doctors and patients. The
effectiveness of verbal and non-verbal communication between doctors and patients has a
significant impact on health outcomes for patients (Jain & Krieger, 2011). Professionals should
be conscious of their own verbal and non-verbal behaviour which may result in different patient
outcomes such as satisfaction, trust, and compliance. Non-verbal cues are cues that suggest
understanding and caring about the patient which included smiling, head nodding, hand

movements, leaning forward, direct body posture, and mutual eye contact.

The quality of D-P relationship, and concomitant healthcare outcomes for the patient, can be
enhanced through the use of effective verbal communication. Therefore, specialists in social
and therapeutic sciences are becoming increasingly aware of the significance of language in
healthcare settings between clinicians, as service providers and patients as service users.
Consequently, the utilization of impenetrable technical language can lead to ineffective verbal
interaction between the communicators and this may influence the quality of healthcare, trust
and patients’ satisfaction. Among the linguistic obstacles that may influence the quality of
healthcare services are on one hand, the patient’s level of literacy, and on the other, the over-

use of medical terms and a specialised language for therapeutic purposes by doctors.

This study draws conceptually on Communication Accommodation Theory (CAT), which
conceptualizes non-verbal communication as central to in part signaling affiliation with a
conversational partner. It also plays an important part in emotion management and the
maintenance of the relationship between doctors and patients (Brodie et al., 2016; Jain &
Krieger, 2011; Raddawi, 2015). This study also utilized Interactional Sociolinguistics Theory

(IST) (Gumperz & Cook-Gumperz, 2012; Tannen, 2005), which aims to examine the function



of language in developing social and cultural relations, and to understand the motivation behind

these relations to achieve a common social goal.

Health communication is always expressed in relation to professionals’ experience and
understanding of the cultural setting of the therapeutic social milieu. Moreover, doctors may
have challenges when dealing with patients due to cultural barriers. Healthcare providers and
patients in medical settings face linguistic and cultural challenges, which are often exacerbated
by the lack of cultural awareness of stakeholders (Raddawi, 2015). Among the cultural
differences that influence D-P communication are: Gender differences, patients’ low level of
education and treatment by alternative traditional medicine. Gender has an effect on
communication between doctors and patients. It has been reported that some doctors tend to
face difficulties during a medical consultation with the opposite sex (Rocque & Leanza, 2015).
Patients’ low level of education is considered an additional obstacle that can potentially affect
D-P communication which can impact the level of understanding of their doctors’ diagnoses
and instructions and result in misunderstanding and misinterpretation (Hayes et al., 2017).
Some patients disregard doctors-directed treatment recommendations and instead turn to
alternative traditional medicines, such as using herbal remedies due to cultural or religious

beliefs.

1.2 Problem statement

Unsuccessful communication between doctors and their patients can lead to frustration and
frequently gives rise to patients’ concerns over not being heard (Coran et al., 2013). This study
shed light on language and socio-cultural barriers between doctors and patients and considered
the impact of factors such as: level of education, socio-economic status, and gender on doctor-
patient’s interactions. Jordanian doctors are educated and trained in English as English being

the main the language of instruction in medical schools in Jordan (Hamdan & Hatab, 2009).



Consequently, as they frequently use medical English jargon and many lack linguistic
accommodation skills and cultural competence, this affected the communication and
comprehension of patients who are non-bilingual and from different cultural backgrounds and

regions (urban or rural) in Jordan.

Research indicates that patients with inadequate health literacy face many obstacles, including
the inability to understand their health conditions and the instructions that they are required to
follow in order to manage their illness (Brown, 2016; Koch-Weser et al., 2009; Pagano, 2018;
Schillinger et al., 2002) which may lead to several adverse health outcomes. The current study
addressed this issue which resulted in a lack of comprehension among patients with limited
health literacy (LHL)which caused an inability to express themselves and to comprehend their
doctors. To this effect, the study suggested that to enhance health literacy levels for patients,

the latter need to have a better level of health education.

1.3 Aims of the research

As previously mentioned, this study was conducted at a public hospital in the South of Jordan.
It examined verbal and non-verbal communication through conducting observations and semi-
structured interviews with a total of 28 participants including 10 doctors (9 males & one
female) and 18 patients (12 males & 6 females). It aimed to examine communication barriers
faced by both doctors and patients by using the Interactional Sociolinguistics Theory (IST)
(Gumperz & Cook-Gumperz, 2012; Tannen, 2005) and the Communication Accommodation
Theory (CAT) (Giles, 1975; Giles & Ogay, 2007; Giles & Smith, 1979) as the basis for

analysis. To achieve this overarching aim, this study sought to:

1- Examine and identify the linguistic barriers that cause misunderstanding and confusion
during the medical consultation.

2- Understand the role non-verbal communication plays in Jordanian D-P consultation.



3- Identify the socio-cultural barriers that cause misunderstanding and confusion during

the medical consultation.

The study sought to answer the following research questions:

Research Question 1 (RQ1): What are the factors that hinder doctor-patient verbal interaction?

This question addresses the linguistic barriers that impact D-P communication.

Research Question 2 (RQ2): What are the non-verbal communication benefits and barriers in
doctor-patient communication? This question was designed to gain an in-depth understanding
of non-verbal communication between doctors and patients when they do not share the same

power and cultural backgrounds.

Research Question 3 (RQ3): What are the socio-cultural barriers that cause ineffective doctor-

patient communication and misunderstanding?

1.4 Research scope

The research was a qualitative study limited to a purposive sample of doctors and patients. A
total of 28 participants took part in the research, including 10 GP doctors (9 males & one
female) and 18 patients (12 males & 6 females). The study investigated the barriers between
doctor-patient communication in Jordan. It sought to develop an understanding of the influence
that verbal, non-verbal and socio-cultural factors have on the doctor-patient interaction. Verbal
and non-verbal behaviours provide an in-depth look into the cultural beliefs and assumptions

of society members during their interaction in clinical settings.

Verbal communication refers to individual words that have meaning and the content of speech,
especially face-to-face. This study highlights some of the key barriers that hinder D-P
interaction including lack of ‘common’ language, lack of understanding and low health literacy
as a result of linguistic and language differences among patients and doctors.

8



Convergence strategies by displaying positive non-verbal cues are seen as an important way to
establish a sense of connection with patients which is the core of CAT. Doctors’ use of eye
contact and smiling emerged as evidence of a vital component for the maintenance of patient-
centered healthcare giving, whereas the use of negative non-verbal behaviours, including
expansive body posture and higher pitch, was negatively associated with greater dominance.
So, this research will aid in understanding the non-verbal cues that play a part in creating and

shaping D-P interaction.

Socio-cultural factors should also be considered in attempt to identify the barriers to D-P
communication. Cultural beliefs influence the way that patients interact with their doctors and
adhere to their medical advice. Socio-cultural barriers that appear particularly relevant include
gender impact, patients’ low level of education and, patients’ preference for treatment by
alternative traditional medicine. Other factors that hinder patients from visiting doctors include
the unavailability of medicines, patients’ ignorance of medical advice and word-of-mouth
recommendations. These factors show a glimpse of how cultural barriers may play a role in D-
P communication and how not addressing them could lead to poor interaction, non-compliance
with treatment and dissatisfaction. Although these factors are examined and there is a need for
doctors to be culturally sensitive, the complete role of cultural beliefs in D-P interaction is still

poorly understood in healthcare settings in Jordan.

Data was collected from one pubic hospital selected for the study. Only general practitioners
that are employed by the government hospitals participated in the study. This research included
semi-structured interviews which used a purposive sample of general practitioners and patients
in clinical settings. It also included research observations of participants during their interaction
in medical consultations. A detailed explanation of the research design is presented in Chapter

three.



1.5 Research rationale

For the purpose of examining the face-to-face interaction between doctors and patients during
medical consultations, Interactional Sociolinguistics Theory (Gumperz & Cook-Gumperz,
2012) was used in this study. This theory examines how people engage in a conversation
reflects their linguistic and cultural background which may cause misinterpretation, or lead to
satisfaction. For example, in this study, the IST provided an interpretation of why bilingual
participants code switched in their speech and the motivation behind that. Moreover, this theory
provided interpretations of how the participants used kinesic cues, pitch and intonation during
their interaction. Another theory appropriate to this study was the Communication
Accommodation Theory (CAT). CAT theory can help to understand the health communication
that is essentially intergroup communication where individuals from different groups can
influence each other with different identities (Watson et al., 2016). For example, doctors
attempt to use their medical authority to control the nature and content of the medical
consultation by using divergent strategies such as “topic switches and style shifting” (Street,

1991).

Doctor-patient communication plays an essential role in a variety of patient outcomes ranging
from trust in healthcare to compliance with treatment, and overall satisfaction; however, it is
also a fact that linguistic and cultural barriers can and do indeed influence this communication.
Although the doctors share the cultural background with patients, the language barriers and the
difficulty to translate medical jargon into lay terms (Barrett, 2013) negatively impact the
quality of health service delivered and consequently leads to low satisfaction on the part of the

patients.

Prior to this research, | had to accompany my mother to the hospital. She was treated with

kidney dialysis and she had to be hospitalised for a couple of months. My direct observation of
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the poor communication between her and her doctor motivated me to investigate the barriers

that influence their communication.

The above story typifies some of the many medical interactions that patients experience in
healthcare settings in Jordan. Undoubtedly, the root of most of the communication breakdowns
and misunderstandings that cause conflict are the result of linguistic and cultural differences in
communication and relationship styles. These differences in communication need to be
addressed within a natural healthcare communication setting as they can influence the success

of D-P interaction.

English has been the language of instruction in medical science in Jordan since the introduction
of English in Jordanian schools which dating back to the early 1920s (Hamdan & Hatab, 2009);
accordingly, the native Jordanian-speaking doctors are educated and trained exclusively in
English as the medium of instruction in medical science. Code-switching between English and
Arabic by doctors may affect patients’ comprehension due to little comprehension of medical
English jargon and limited health proficiency. Furthermore, because of the influence of
English, doctors’ linguistic behaviour is intensely impacted, which leads to challenges when
dealing with their patients. Although they did their best to avoid medical English jargon,
particularly with patients with low levels of education and socio-economic backgrounds, there
were some instances where patients did not comprehend their doctors’ advice, and as a result,

received poor medical care.

Therefore, the rationale of this study extends the body of knowledge about the impact of verbal
and non-verbal barriers on D-P communication and could potentially raise greater awareness
of doctors’ chosen communication style with patients. By analysing doctors’ non-verbal
behaviours within medical encounters, and gaining insight into patients’ satisfaction with the

doctor, this may lead to more positive outcomes for both patients and doctors.
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Moreover, a few studies identified how socio-cultural barriers can influence health
communication in Jordan. Notably, much of doctor-patient interaction research is conducted in
other countries. Further, it can help non-Arabic speaking doctors and patients understand the
existing issues investigated in this project and the strategies they use to achieve effective and

successful communication.

1.6 Structure of the thesis
Chapter 1 introduces the background of the study, its aims, purpose and rationale, research

questions and outlines the structure of the thesis.

Chapter 2 describes the theoretical framework of both theories; the CAT and IST for the study
by reviewing current literature on verbal and non-verbal behaviours, focusing on positive and
negative behaviours that cause critical moments in health communication. It also examines the
socio-cultural barriers that impede health communication and factors that influence patient

satisfaction.

Chapter 3 outlines the methodological approach used in the research and explains the methods
used for conducting the research and the collection and analysis of data. Detailed demographic
descriptions of the research participants are provided, including sampling strategies used in the
recruitments of doctors and patients. Detailed descriptions of the steps taken to ensure that

focus on ethical considerations is maintained throughout the research process

Chapters 4, 5, and 6 present the findings drawn from the interviews and observations based on
a selection of themes and provide an explanation of these themes and issues raised. Chapter 4
reports findings in response to research question (1) on verbal communication between doctors
and patients. It gives some insight into the verbal barriers that impact their interaction during a

medical consultation. Chapter 5 reports the findings of the research question (2) on non-verbal
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communication between doctors and patients. It provides an analysis of emerging themes in
relation to non-verbal behaviours that can constitute benefits or barriers in doctor-patient
communication. Chapter 6 reports findings of the research question (3) on socio-cultural
barriers that hinder doctor-patient communication and cause misunderstanding. It gives a short
presentation of the central themes of the most important social and cultural barriers identified

in doctor-patient communication in Jordanian medical settings.

Chapter 7 includes the discussion regarding the research questions posed for the study. It also
summarises the findings associated with each research question by relating them to what was
identified in the literature review, providing conclusions as to how the findings have

contributed to better understanding the verbal and non-verbal issues of D-P interaction.

Chapter 8 presents conclusions drawn about verbal and non-verbal communication between
doctors and patients during a medical consultation, along with the limitations of the research.

Recommendations for future research on the topic are also laid out in the chapter.
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Chapter Two: Literature review and theoretical framework
2.1 Introduction

This chapter seeks, first to highlight the gap in literature by critically reviewing the existing
research outputs in the field of health communication between doctors and patients in Jordan
and at an international level. Second, to identify the theoretical framework and theories guiding
this research Interactional Sociolinguistics Theory (IST) and Communication Accommodation
Theory (CAT), and thus provide a foundation for this research. I intend to examine several
relevant literature to discover the potential communication barriers in health communication
and the professional strategies that have been used to overcome these barriers. It aims to review
relevant publications on the effective D-P relationship that increases health outcomes linked to
satisfaction, and the role that communication accommodation plays in the D-P relationship.
When reviewing D-P communication and the barriers that impact their communication, a
variety of theories can be applied. For the purpose of the research the IST, CAT, and
Professional/Healthcare communication will be used as the theoretical frameworks and
explained. Thus, this chapter focuses on a theoretical and practical perspective in order to
understand the barriers and benefits of verbal and non-verbal communication in healthcare

settings.

In Jordan, the majority of the population communicate in the Arabic language, while most
doctors are trained in English as the language of instruction and as a result, they speak
Jordanian Arabic and Standard English. Hence, doctors may switch from Arabic to English to

manifest knowledge, to accommodate and to reveal their identity.

An obvious hindrance to the doctor-patient relationship is the lack of language understanding
that is necessary for patients to have a safe and high-quality healthcare (Al-Momani et al.,
2017). Lack of understanding between healthcare providers and patients can also be caused by

cultural barriers between the two parties. Numerous cultural beliefs about healthcare exist in
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the Jordanian community. Culture has been recognized as an essential component in how
people experience, distinguish, and comprehend health. It is an integral variable of research in
health communication. However, intercultural differences in health communication may come

from differences in language and communicative behaviour (Guerrero et al., 2018).

Verbal and non-verbal communication - two different but integrated forms of language - are a
significant instrument in doctor-patient interaction. Verbal cues like sounds, words and
utterances to share information with others can influence impressions and health outcomes
(Senft et al., 2018). On the first medical consultation, the style of communication in which a
doctor greets the patient can strongly impact patient-physician communication (Travaline et
al., 2005). Thus, it is important for the doctor to be aware of his non-verbal behaviour when

communicating with his patients.

This study seeks to examine language and socio-cultural barriers critically in D-P interaction
in Jordan. The literature survey will assess only studies that are considered relevant to the
Jordanian context, and these have been categorized under the headings: Language barriers in

D-P communication and socio-cultural barriers in healthcare communication.

Before examining the literature, it is acknowledged that many of the studies discussed in this
chapter have been conducted in countries other than Jordan. As such, caution should be used

when generalising any findings in the Jordanian context.

2.2 Literature review

The literature review identified several potential communication barriers in D-P interaction
such as: language differences, medical jargon, lack of attention and interest, low medical
literacy in patients, language proficiency, health beliefs and attitudes, modesty and privacy,

gender preference for professionals, family involvement, provider characteristics, high
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workload for doctors, lack of medical training in communication skills, preference for

traditional remedies, and a poor healthcare system.

Good communication between doctor and patient is vital for effective treatment and adherence,
and the quality of this communication is essential for successful risk assessment and
management (Cordella, 2004; Pagano, 2018). Failure to communicate effectively can
potentially have negative consequences: patients’ non-adherence to treatments, lower quality

of care and medical errors (Rocque & Leanza, 2015).

2.2.1 Doctor-patient verbal communication

Verbal and nonverbal cues by the doctor and patient are central components in medical
consultations. Adequate communication can lead to satisfying D-P relationships, allowing
doctors and patients to engage in mutual understanding, reach an agreement on concerns and
treatment options and facilitate patients’ adherence to treatment. A low level of education, LHL
(Bdair & Abushaikha, 2018; Hayes et al., 2017), limited English proficiency (LEP) (Goodwin,
2015; Span, 2006), and English medical jargon (Amp et al., 2013; Farahani et al., 2011; Koch-
Weser et al., 2009; Rocque & Leanza, 2015; Taiwo, 2013; Wiener et al., 2013) are the main
communication barriers in D-P interaction. For instance, if healthcare professionals are using
vocabulary and medical terminology that the patient is less likely to understand, then the goal
of the interview will not be achieved (Rocque & Leanza, 2015). Yet, if patients ask questions
for clarification their comprehension of what the doctor communicated will greatly improve

and will also facilitate the cooperation needed to comply with the doctors’ instructions (Aarons,

2005).

Research has identified seven essential phases in D-P communication which include: The D-P
relationship building, opening the discussion, info-gathering, understanding the patient’s

viewpoint, sharing information, reaching an agreement/counseling and terminating the
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consultation usually by the doctor (Barrett, 2013; Holst, 2010; Matusitz & Spear, 2015; Park,

2009).

A key influential factor and critically crucial for relationship development and maintenance is
verbal and non-verbal communication in D-P interaction (Pagano, 2018). Verbal and non-
verbal behaviours affect patient outcomes and satisfaction. However, problems can result from
linguistic and cultural differences in verbal and non-verbal communication between doctors
and patients during their interaction. Beck et al. (2002) developed a theoretical model involving
the interchange between verbal and non-verbal behaviours and identified a set of good
interpersonal communication characteristics that positively influenced patients’ healthcare

outcomes in the following Figure (2.1):

Thorough verbal communication increases satisfactory health outcomes including provider
statements of reassurance and support (Jibaja-Weiss et al., 2011), patient encouragement
(Hesson et al., 2012), longer consultation durations (Galanti, 2014). Other good health
outcomes are positive reinforcement (Beck et al., 2002), bringing humour into the conversation
(McCreaddie & Payne, 2014), patients revealing their emotions (Steele, 2015), time in health
education and information exchange, friendliness (Hillen et al., 2015), courteous behaviour
(Fawole, 2014), orienting the patient during the physical examination, and summarisation of
recommendations and clarification (Beck et al., 2002). Non-verbal behaviours associated with
patient satisfaction and positive outcomes include vocal information (Norris, 2004),
proximity/touch (Elliott et al., 2016; Remland, 2017), positioning, and movement of the head,
face, trunk, and extremities (Eaves & Leathers, 2018; Pease, 2004; Remland, 2017; Wang,

2010).
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Figure 2.1

Domains Of Communication In The Provider-Patient Relationship (Beck et al., 2002, p. 27)

Non-verbal behaviours Verbal behaviours
*  Vocal information *  Gathering information
e  Proximity/touch * Relationship development
¢ Positioning and movement of * Decision making and
head, face, trunk and extremities. | management.

_ —

Affective { Mﬂ_ﬁ_ﬂl
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Interpersonal communication can be divided into verbal and non-verbal communication.
Verbal communication involves using speech, sounds, words, and utterances in order to
exchange information with others. Oral communication happens when an individual sends a

message to another using speech, accordingly an effective message helps to gain the listener’s

attention.

Verbal communication is evidently different from written communication. It can be interpreted
in the light of culture, dialect, and regional location of the receiver. Verbal language not only
conveys significant data about a topic, it often eliminates the ambiguity of the kinesic cue,
particularly given that words can interpret the kinesic cues’ meanings (Gerwing & Landmark

Dalby, 2014). However, this literature review has revealed that verbal language constitutes
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dominant obstacles in communication between doctors and patients. Language barriers result
from the lack of a common language (Periyakoil et al., 2015; Raddawi, 2015; Taylor et al.,
2013). Other obstacles included limited understanding and self-risk management (McLaughlin,

2009), and low health literacy of patients.

2.2.1.1 Language barriers and use of jargon

In order to have effective communication with patients and to provide safe, high-quality health
care, it is necessary to overcome language barriers and understanding of medical terminology.
For example, a study by Brodie et al. (2016) in the United Kingdom reveals that South Asian
patients rated communication lower than white British patients although they were treated
equally and were from the same demographics (such as gender, age, ethnicity, primary
language spoken at home, birthplace, etc.). The study analysis further identifies this disparity
because of language barriers. Brodie et al. (2016) argued that the most effective approach to
lessen the gap in communication among patients will probably need some of these solutions:
physicians’ awareness of poor language proficiency of patients, acknowledgment of cultural
differences in communication and improving patients’ education regarding the healthcare

system resources and responsibilities.

In their qualitative study, Hunter-Adams and Hanna-Andrea (2017) explore the complexity and
importance of language and health communication through the viewpoint of cross-border
migrants. These migrants were looking for antenatal care in Cape Town, South Africa in order
to highlight the importance of high-quality medical interpretation. The study showed that
language barriers result from the lack of a common language. Because of this barrier, patients
considered language a kind of discrimination outside the healthcare setting, and migrants were

being forced to accept interventions that they did not agree to which led them to view healthcare
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in a negative way. However, the findings of this study suggest that it is essential to apply

professional medical interpretation to improve healthcare.

While excellent communication in healthcare settings improves the quality of care and
increases patients’ health literacy, it may produce the opposite effect if a certain type of medical
language is used. Periyakoil et al. (2015) has identified the language, and medical interpretation
issues have been found to be barriers to doctors in conducting effective end-of-life (EOL)
conversations with terminally ill patients in California, United States. These conversations are
very challenging, particularly with ethnic minority patients and their families. Their findings
confirmed strategies in revealing barriers in doctor-patient interaction while conducting
successful EOL conversations. Other researchers stated that medical jargon are difficult to
translate into other languages. For example, Landmark et al. (2017) found that language

barriers result in disagreement between the doctor and patient regarding treatment.

A study in the United States by Inhorn and Fakih (2006) involving Arab Americans seeking
infertility care showed differences in their experiences. Half of the men in the study were either
striving to learn the English language or could not speak it at all. Thus, this barrier affected
their ability to communicate personally in U.S. healthcare settings. The study revealed that
there is a serious need to actively develop and fund research, education, and programs to fight

disease, trauma and anxiety, all barriers to good healthcare for Arab Americans.

Many studies have been conducted to determine the impact of language barriers between
doctors and their patients (Brodie et al., 2016; Nguyen, 2016; Periyakoil et al., 2015; Raddawi,
2015). Hence, doctors should continuously check their patients’ understanding to ensure that

their treatment is understood. Thus, this research addressed this issue in relation to the CAT.
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Based on power equality and shared decision making, health providers’ messages should be
clear and conformed appropriately to the patient’s health and limited language literacy to

enhance patient outcomes (Pagano, 2018).

A review of studies on health communication has revealed that the most identifiable obstacle
for patients is medical terminology which can often create misunderstanding and

communication difficulties in D-P interaction (Aarons, 2005; Fage - Butler & Nisbeth Jensen,

2016; Galanti, 2014; Hoang, 2015; Links et al., 2019; Pieterse et al., 2013). It is a doctor’s
responsibility to use simple language in explaining medical conditions to patients and avoid

medical jargon whenever possible (Pieterse et al., 2013).

Before exploring the potential challenge of English medical jargon on health communication,
we should determine what is considered to be jargon in the medical field. Fields et al. (2008)
defined a medical jargon as “a vocabulary common to a specific group of people, medical
professionals in this case” (p. 344). This suggests that jargon are mostly used among doctors

and medical professionals but not appropriate to patients as they are not from that particular

group.

A study conducted by Links et al. (2019) seeks to describe the common use of medical jargon
by pediatric otolaryngologists when communicating to parents in pediatric otolaryngology or
a surgical setting in the United States. They found that clinicians used more jargon when
parents were involved in informed or shared parent decision-making, which may serve as a
barrier to parental knowledge and quality decision making concerning surgical intervention.
Researchers believe that successful parental involvement may improve communication

between clinicians and parents and create an environment of shared decision making.
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A study by O'Connell et al. (2013) aimed to investigate patients’ understanding of medical
jargon in the breast clinic in the UK in order to identify the terminology that can create
misunderstanding for patients. Their results revealed that many of the medical terms used in
the consultation were not understood by patients and not clarified due to time constraints.
Consequently, these results highlight the need for a clear explanation of medical terminology

when communicating with patients about their care.

The written language of medicine that is associated with academic life is different from
spoken language (Biber et al., 2002). Furthermore, the use of medical jargon by doctors is
directly linked to the medical education they have received. Thus, this may create potential

miscommunications between doctor and patient.

2.2.1.2 Health literacy

The concept of ‘health literacy’ can be viewed from different perspectives with many
interpretations. For Peerson and Saunders (2009), health literacy relates to patients within the
healthcare environment who have the level of knowledge, personal skills and abilities, such as
reading and acting upon written health information in order to communicate their needs to
health professionals and understand necessary procedures and directions. In their study, Baker
and Gollop (2004) defined health literacy as “the degree to which individuals have the capacity
to obtain, process, and understand basic health information and services needed to make
appropriate health decisions” (p.337). Health literacy is also defined as “The degree to which
individuals have the capacity to obtain, process, and understand basic health information and
services needed to make appropriate health decisions” (Ratzan & Parker, 2000, p. vi). For
example, a person’s ability to understand instructions written on prescription drug bottles is

crucial.
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While many definitions for health literacy focus on the reading and writing skills required to
function in the healthcare environment, the definition that has been adopted in this project is,
“the wide range of skills and competencies that people develop to seek out, comprehend,
evaluate and use health information and concepts to make informed choices, reduce health
risks, and increase quality of life” (Zarcadoolas, 2006, p. 55). This definition is selected as it
acknowledges that although health literacy is certainly a function of reading and numeracy
ability, it also includes the capacity to understand and act on messages that are central to

making an informed decision (Liu et al., 2020) in order to maintain and improve health.

LHL may affect patients’ ability to understand complex medical concepts like resuscitation
preferences (Fowler, 2008; Periyakoil et al., 2015). For example, oncologists often use the
word “cure” to indicate survival of five years free from cancer. However, for many cancer
patients and their families, this word means eradication of cancer and retrieval of natural health
(Periyakoil et al., 2015). Consequently, language barriers can complicate health decisions and

impact the quality of care received.

A qualitative study by Barrett (2013) examined health literacy activities and practices
employed by primary care safety net organisations in the United States that serve patients at
high risk for low health literacy. The study assessed some factors that influence the delivery of
primary care safety, including patients’ cultural demographics and health literacy, and
providers’ readiness to work in primary care in a specialty; migration, etc. The study also
revealed that staff appreciate the benefit of communicating with patients in lay terms. Triage
personnel, nurses, physician assistants, and other service providers appear to have a good sense
of finding appropriate ways to break through communication barriers by changing medical
terminology or jargon into lay terms or using visual representations of human anatomy to

communicate procedures. To enhance safe and empowering delivery of services, patients’

23



voices should be heard to articulate their needs, and these skills need to be implemented in the
healthcare system when they access their familial and community networks. Health literacy

was viewed by staff as essential to the delivery of quality and safety healthcare to patients.

Acquah (2011) conducted his study in the Republic of Ghana and demonstrated that the issue
of limited health vocabulary in one language was a challenge to doctors when transferring
medical vocabularies to the indigenous dialects and a challenge associated with explaining the
diagnosis using the indigenous language. He added that the issue of limited health vocabulary
could be further reduplicated in circumstances where a patient is less educated. Illiterate
patients expressed difficulty when trying to explain or understand their health condition.
Furthermore, they may not know the technical terms to describe their symptoms in a way

doctors can understand (Galanti, 2014).

Patients whose level of education would most likely make them unable to comprehend doctors’
use of English medical jargon would likewise result in failing to understand their diagnosis and
treatment. Similarly, a study by Nguyen (2016) has revealed that a level of education and
language barrier can negatively affect how a patient understands their diagnosis and health
condition. The study examined seven patients previously diagnosed with breast cancer and
seven healthcare providers involved with the patients’ medical care. It explored how
underserved Latina breast cancer patients experienced their treatments despite having multiple
social disadvantages and how they perceived their treatment experiences. The HPs
demonstrated that language barriers and limited resources might delay treatment and could lead
to patients’ dissatisfaction. Regardless of the language barriers in this study, family members
that served as interpreters helped patients to build a good relationship with their health
providers. This study recommended overcoming these barriers by educating patients on their

illnesses, providing them with appropriate resources and offering interpreting services.
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In light of this literature review, it is evident that the impact of miscommunication results from
an incompatibility of the language of instruction of medical studies, limited English
proficiency, low level of education, and the daily language used by patients. In some cases,
miscommunication may also occur when a doctor and patient have different first languages or
come from very different language and cultural backgrounds, and in some cases,
miscommunication occurs even when doctors and patients share similar cultural and linguistic

backgrounds.

2.2.1.3 Limited understanding

Sometimes, the patient does not comprehend the doctor’s medical instructions which results in
non-commitment to treatment. To ensure that the patient understands what the doctor says, an
appropriate level of education is necessary for proper treatment to be received (The Joint
Commission, 2007; Improta, 2011; Nguyen, 2016). Patient non-compliance with doctor’s
recommendations is a serious obstacle to the D-P relationship and can adversely affect the
patient’s overall health quality (Domingo, 2010). M. Khan et al. (2014)’s study showed that
most hypertensive patients who were less than 60 years old were non-adherent to the dietary
recommendations. Self-reliance, less peer-influence, and a decrease in fast food consumption
were factors that significantly increased compliance among older patients. This non-
compliance was due in part to patients’ limited health knowledge regarding the severity of the
disease on their health. Therefore, the results suggested the importance of extensive counseling
to patients about the severity of the illness and potential consequences. Effective D-P
communication has the potential to facilitate a more satisfied patient and, consequently, a more

adherent patient.

Effective D-P communication involves the exchange of information to increase patient

compliance. In an assessment of how patients’ beliefs and preferences about medication
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prescribing might affect medication compliance, Goff et al. (2008) found that patients desired
trust and a role in shared decision making about medication prescribing to match their level of
engagement with their beliefs and preferences. Specifically, participants stated that they wanted
their doctor to explain the risks and benefits of treatment options. They felt that good
communication contributed to their comfort and adherence in their doctor’s medical advice,
and conversely, poor communication was felt to lead to a reduction in confidence in medical

advice.

While patient education produces patient adherence, it does not contribute to medication
compliance as shown in the study by Krot and Rudawska (2019) in Poland. The researchers
conducted a study with Polish respondents to investigate the correlations between adherence
to doctors’ recommendations and the patient’s satisfaction along with the influence of their
demographic characteristics (sex and educational background). Their study revealed that the
sex variables affected the correlation between patient satisfaction and forgetting about doctor
medical advice and that men were more satisfied and less likely to forget their doctors” advice
while women were less satisfied and more likely to forget their doctors’ instructions.. The study
also took into account the influence patient’s level of education, patient satisfaction and
forgetting about doctor’s medical advice. The results of the study indicated that the less

educated patient was satisfied and complied more with doctor recommendations.

If patient satisfaction affects his or her adherence to doctor recommendations, then the doctor’s
communication style is an important contributor to adherence to treatment. Within this review,
patient outcomes, such as satisfaction with doctor’s behaviour, adherence to treatment

recommendation and cultural practice will be explored.
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2.2.2 Doctor-patient non-verbal communication

The non-verbal communication is divided into seven different cues: paralinguistics (volume,
pitch, and speed), haptics (physical contact), kinesics (body language), proxemics (personal
space and distance between people), Artifacts (physical appearance, perfume, clothing and
body adornments), Chronemics (the study of time) and Oculesics (the study of eye behavior)
(Pagano, 2018). The two dimensions of nonverbal communication, such as Artifacts, Oculesics
and Chronemics, and others would not be reviewed as they are not the focus of my project and
| would review those nonverbal dimensions that are relevant to my research focus and data.
2.2.2.1 Paralinguistic cues

Pagano (2018) identified three main components in paralinguistics, which involve how

something is said, not what is said. The three components include:

1. Volume: depends upon the patient’s hearing acuity and his perception of voice

2. Tone: should be patient, soft, positive and communicative

3. Speed: doctors may need to slow down their speech.
Importantly, the paralinguistic aspects of speech serve several communicative functions. They
detect emotions: they also add emphasis to a certain part of a message, create a distinctive
identity and regulate the interaction flow via gestures (Martin & Nakayama, 2010). For
example, doctors speaking to their patients with greater pitch may be perceived as dominant
(Kiese-Himmel et al., 2012; Mast & Cousin, 2013) or emotionally incompetent (Kee et al.,
2018).
2.2.2.2 Haptic cues
Haptics is the study of touch in non-verbal communication. Dunn and Goodnight (2016)
described touch behaviours as forms of non-verbal communication that convey a wide range
of emotional expressions, such as happiness, delicacy, attention or love. While touch signals a

desire for closeness and immediacy in interpersonal communication, it could be seen as
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aggressive or outright violent (Eaves & Leathers, 2018). According to one’s cultural
background, people have different views on touching each other. For example, touch is not
tolerable in many Arab and Muslim societies because of the fear of misinterpretation (Martin

& Nakayama, 2010).

When it comes to clinical care, touch is a dominant form of non-verbal communication used
during medical consultations. Clinical touch is necessary for the purpose of diagnosis;
however, non-clinical touch would make some feel uncomfortable. Research has shown that
patients respond differently to touch based on their gendered dynamic of the interaction and
social conventions (Galanti, 2014; Harford & Aljawi, 2013; F. Khan et al., 2014; Tackett et al.,
2018).

2.2.2.3 Kinesic cues

Kinesics includes the study of facial expressions (e.g., smiles, grimaces), gestures, eye
behaviour, postures and movements (e.g., head nods, leaning forward, finger tapping). D-P
relationship can be enhanced through nonverbal communication behaviors that convey a sense
of interpersonal closeness, which is also known as immediacy. Immediacy includes nonverbal
behaviors that exhibit interest and approach, such as smiling and postural shifts (Mitchum,
1989), body and head orientations, moderate body relaxation and initiating and maintaining
eye contact (Eaves & Leathers, 2018). Research has demonstrated that these forms of non-
verbal communication have a positive impact on patient satisfaction (Mast, 2007; Mast &
Cousin, 2013; Palomares et al., 2016). For example, the importance of eye contact in doctor-
patient interaction has frequently been the subject of research (Remland, 2017; Roberts &
Sarangi, 2005; Roberts & Bucksey, 2007). In Kee’s et al. (2018) study, lack of eye contact was
resulted from computer use and patients took this lack of eye contact as a sign of

miscommunication.
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2.3 Sociocultural barriers to healthcare communication

Beyond language and correct diagnosis, in today’s increasingly diverse society, doctors are
faced with patients from different cultural backgrounds. Cultural and religious beliefs are
responsible for the gender preference of doctors and for preferences in alternative medicine.
Any attempt from the doctor in understanding cultural beliefs is important to facilitate
communication during treatment and any lack of understanding about cultural beliefs will

result in patient’s non-compliance, mistrust, and overall dissatisfaction.

2.3.1 The influence of culture on health communication

Research has shown that D-P encounters are affected by the cultural background of patients
(Alabdulaziz et al., 2017; Shaw et al., 2015; Torres, 2004). Neuliep (2015) defined culture as
“an accumulated pattern of values, beliefs, and behaviours, shared by an identifiable group of
people with a common history and verbal and non-verbal symbol systems” (p. 17). The
literature review on health communication and culture has often highlighted the importance of
culture and its influence on health communication. Cultural differences constitute a significant
barrier to effective healthcare communication (Alabdulaziz et al., 2017; Harford, 2015; Jain &
Krieger, 2011; Shahid et al., 2013; Shaw et al., 2015). Indeed, culture has been observed to
cause misunderstanding, less adherence and less satisfaction. The medical consultation is
indirectly influenced by the patient’s religious, social and cultural values. Therefore, it is
important that a doctor should understand a patient’s background, goals, culture, and beliefs to
avoid any adverse outcomes that would negatively hinder the protocol of medical treatment

(Improta, 2011).

The term cultural competence refers to “the set of congruent behaviours, attitudes, and policies

to support cross-cultural work” (Alper, 2018, p. 6) which requires medical awareness, skills,
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and attitudes needed in order to effectively deal with different cultural backgrounds of patients

and to successfully manage and reduce misunderstanding and conflict.

There is a substantial history of scholarly research recognised in the last decade which includes
cultural competence as a necessary issue for health communication and positive health
outcomes (Brodie et al., 2016; Jowsey, 2019; Lee & Kim, 2017; Raddawi, 2015). Baker and
Beagan (2014) asserted in their study in Canada, that doctors should learn about cultural
competence, rather than learn about patients’ healthcare issues. Their findings suggested that
neutrality reinforces positive interaction between doctors and patients. Regarding patients’
cultural backgrounds, it will be essential for countries to energetically gather more data on
patient characteristics to deliver more patient-centred care (Brodie et al., 2016). Hence, verbal
social support (Nazione et al., 2016) and intercultural non-verbal communication knowledge

is useful and powerful (Yang, 2017a).

A recent study by Magarfia (2019) in California, United States acknowledges that doctors must
be culturally and linguistically competent in how Latino patients use metaphorical expressions
in health in order to avoid or have to repair misunderstandings caused by cultural barriers. In
her study, Magafia (2019) uses a linguistic perspective which focuses on how 23 patients of
Mexican-origin express their health issues using linguistic approaches during psychiatric
encounters conducted in Spanish and how they negotiate depending on their cultural contexts.
Her study findings reveal contrasting references to sets of metaphors between a doctor and his

patients, which cause miscommunication.

In the Jordanian community, there are some religious and cultural beliefs about healthcare.
Examples of such beliefs include hesitation in disclosing sexual health issues, cross-gender

interaction, people’s perception of traditional medicine.
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2.3.2 Sexual healthcare studies

Previous studies have shown that a lack of communication in cross-gender interaction was
related to embarrassment and social values (Adams et al., 2017; Naseem, 2018). A professional
practitioner needs outstanding competence when dealing with patients’ sensitive issues and
respecting his/her personal beliefs in order to increase his trust and faith because a lack of
confidence can lead to a lack of compliance and adverse health outcomes. (Galanti, 2014).
Miiller et al. (2014) defines taboos as “prohibitions on behaviours, both acts and utterances,

that a particular society forbids or encourages its members to avoid” (p. 1523).

The majority of sexual health communication research has been focused on addressing the
taboo health issues in Western, African, and Eastern Asian countries , with very little in Arab
countries. For instance, young people in India are afraid to communicate their sexual health
issues to their providers, which constitutes as a taboo issue (Vemula, 2018). For this reason, in
some Indian states, sex education has been banned in schools for fear that it would have an
undesirable influence on school students’ minds. Acquah (2011) summed up the reason behind
patients’ refusal to disclose information in Ghana is because of the nature of their illness. In
her study, doctors reported that patients seemed reluctant to share and disclose sensitive
information such as sex and the reproductive organs and also had a fear of disclosure of
gonorrhoea or HIV/AIDS due to stigma and embarrassment. For example, in her study, Dr

Issaka, one of the participants, clarified:

“When a patient’s problem is a little bit on the private side, especially when it has to do
with pelvic region, or with respect to sexual activity, it takes a long time to tease the
information out of the patient. And that is because some people have deemed it as
culturally inappropriate to talk about these things...you can’t just come and talk about

coitus in front of an unknown person” (pp. 93-94).
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Timraz et al. (2017) explored that a lack of trust in disclosing sensitive information was a
challenge in conducting sensitive research with an Arab American (Ar-Am) population in the
United States. The majority of Ar-Am female survivors were reluctant to disclose their
previous child sexual abuse (CSA) or their post-partum depression (PPD) with an outsider like
the researchers. The researchers acknowledged that mental or sexual health issues are
uncommonly discussed among Arabs. To facilitate building trust, the study employed some
strategies, such as the primary researchers being from the same cultural background and gender
of recruited women and allowing much time during the recruitment process in order for women

to ask questions before they were engaged in the study.

Bye et al. (2018) conducted a mixed-measures survey in the UK with pregnant and postnatal
females with Eating Disorders (ED) that typically cause adverse maternal and infant outcomes
to females of childbearing age. The study has revealed 26% of females reported disclosing their
ED to a healthcare provider engaged in their antenatal care, 72% of females did not disclose
and 71% mentioned the reasons of their refusal: stigma and taboo, lack of opportunity,
preference for self-management, current mental health status and awareness of ED. The study
insists on supporting effective identification of ED and addressing the broad range of ED which
may contribute to reducing stigma, avoiding discrimination, and raising awareness among

women during and after pregnancy.

Sexual health-related topics are considered unacceptable or taboo in several cultures, including
the Arab Islamic culture. However, Islam does not prohibit the discussion of sexual health
topics with patients when sexual health is considered a significant aspect of quality of life and
will speed up a patient’s healing. In Islam, sexual health-related topics have been dealt with in

the Quran and Hadith as sex is considered a blessing to individuals bringing peace and calmness
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to the foundations of life (Khan & Khan, 2015). In explaining this openness in Islam, Aisha,
the wife of the Prophet Mohammed (may peace be upon him), said:

In ) G sy G 2R aaias (&0 a1 HLaiy) £ 4L aas
[How good are the women of Ansar (helpers) that their shyness does not prevent them from
learning religion.]
What Aisha is insisting is that female Muslims should seek knowledge about sexual issues, and
nothing should prevent them not even embarrassment. Therefore, it must be understood that
Islam deals with sexual issues seriously, and Muslims should be aware of the educative aspects
of sexual health for a healthy, happy life (Khan & Khan, 2015). However, due to the cultural

taboos, Muslims are often reluctant to share or disclose sexual health topics which leads to

delays in seeking medical help for their illness (Sheikh et al., 2008).

In Muslim communities, in order to establish a strong, therapeutic relationship with patients,
culturally sensitive communication and demonstrating an understanding and respect for patient
beliefs is required. For instance, discussing sexual matters is not encouraged, and talking about
sexuality is considered taboo in Jordan (Al-Shdayfat & Green, 2012) which constitutes a barrier

when seeking sexual consultation (Al-Momani et al., 2017).

Doctors should use appropriate non-verbal communication during medical encounters in order
to effectively and therapeutically communicate with patients (Matusitz & Spear, 2015). For
example, touch has been considered an effective means of establishing rapport and involvement
with the patient (Remland, 2017; Roberts & Bucksey, 2007). However, there are situations in
which touching is inappropriate in the clinical setting which is specifically constructed by
gender (Larsen & Smith, 1981; Tackett et al., 2018; Zhang & Liu, 2016). Physical examinations

may require the doctor to touch for the necessity of touch in diagnosis (Raffler-Engel, 1989).

! Sahih Muslim 332 ¢
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Thus, the use of touch is highly dependent on the situation, relationship, and the manner of
touch. In order to avoid communication barriers in healthcare, physical touch especially breast
and pelvic exams, for female patients carried out by male doctors should be done in the

presence of a third party, preferably a female relative (Tackett et al., 2018).

Jordanians, particularly those living in the rural areas, tend toward a collectivist view of society
and are relatively conservative in relation to cultural norms involving sexuality. It is
unacceptable and taboo to debate sexual information even within families (Al-Khasawneh,

2002; Gausman et al., 2019).

Al-Momani et al. (2017) stated in their study in Jordan that men were hesitant to talk about
their sexual health problems with female nurses or doctors, even nurses that knew them
personally. They also referred to the fact that doctors would not pay attention to them or provide
information when men talk about their sexual problems. This makes speaking about sexual
issues even with female nurses more popular among females than males in Jordan. However,
females may still feel uncomfortable talking about health issues even to female nurses,

probably because of cultural beliefs.

Bdair and Abushaikha (2018) conducted a descriptive study in Jordan aiming to assess
Jordanian patients' knowledge related to resuming sexual health after coronary artery disease
(CADs). The study revealed that patients have some awareness of sexual health discussion;
however, factors that influence sexual health topics include shyness and embarrassment,
limited information regarding sexual health assessment, lack of private rooms, and educational
resources. The researchers insisted that health education provided to patients can overcome

these barriers in order to improve their sexual health.

To our knowledge, there are currently few studies focusing on sexual health issues and their

impact on D-P interaction in the Arab world, particularly in Jordan. Therefore, this conducted
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research project aims to investigate the role of culture on D-P communication in order to

improve sexual health communication.

2.3.3 The impact of gender on D-P communication

Studies have shown differences in health resulting from essential variances between people of
different genders, races, ethnicities, socioeconomic statuses and geographic locations
(Eberhardt & Pamuk, 2004; Hartley, 2004; NIH, n.d., as cited in Ahmed, 2007). A study by
Degni et al. (2012) aimed to explore communication between health providers and Somali
females when providing reproductive and maternity healthcare in Finland. Their findings
suggested that addressing structural barriers and cultural barriers in care should be considered.
The providers’ perception was that most Somali women prefer female doctors when discussing
sensitive or taboo issues such as contraceptive use, physical and gynaecological examination
due religious and cultural reasons. Doctors’ gender issue made doctors feel frustrated,

particularly when some Somali females refused medical interventions.

In the United States, Inhorn and Fakih (2006) found that male participants sought diagnostic
and treatment services from Arab American (Muslim) doctors, whom would respect their
cultural and linguistic understanding. Gender attitudes and health beliefs cause difficulties in
gender arrangements. A study by Taylor et al. (2013) aimed to investigate whether patients
from ethnic minorities with poor or no English language skills, particularly from Pakistan,
India, Bangladesh, Nepal and Sri Lanka encountered any barriers when accessing health care
in the UK. The study showed that females, particularly Muslims, encountered problems with
gender attitudes, resulting in interpretation problems, wasted appointments or time and
uncertainty over informed consent. If the staff’s gender is not previously known, the female
patient is not allowed - by male members of her family, mainly Muslims - to be examined by

a male doctor even if a female nurse was present.
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In Saudi Arabia, some Saudi women, for example, might be comfortable in discussing with a
male healthcare provider if they were accompanied by a close male relative. Western trained
male doctors and nurses should ask for permission to touch for hands-on medical care in the

case of a female Muslim patient.

A study by Akhu-Zaheya and Masadeh (2015) demonstrated that discussing sexual health
issues is considered a sensitive topic in the Arab-Muslim Jordanian culture. Gender differences
are barriers to cardiac patients when discussing sensitive sexual health issues with health

providers and asking about their sexual health life.

Fear of stigma and shame is one of the factors that impact informal, female carers of mentally
illness husbands or sons who suffer from domestic violence and physical abuse whilst in the
caring role as is shown in a study by AlMakhamreh (2018) in Jordan. The study demonstrated
that gender attitudes influence male and female informal carers in feeling uncomfortable and
embarrassed when disclosing or discussing sensitive marital issues which may result in health
inequality and social isolation. As the Jordanian culture is collective, the study suggested
establishing community centres with the morals of a collective culture to help raise awareness
and educate informal carers, particularly females in developing the mental healthcare system

in Jordan.

2.3.4 The significance of patients’ education

Differences in education level and social class can create barriers that impede effective
communication (Scheppers et al., 2006). There is no doubt that education plays an essential
role in the quality of healthcare treatments. Low literate patients are not capable of relating the
symptoms of their illness naturally in a designed and accurate way (Mustajoki et al., 2015).
There may also be a requirement for more examination by clinicians to less educated patients

who may face mental and intellectual obstacles when communicating.
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Alkatheri and Albekairy (2013) aimed to evaluate patients’ level of education, its effect and
former counseling on medication knowledge among a sample of 90 patients visiting King
Abdul Aziz Medical City, a tertiary care centre in Saudi Arabia. The study demonstrated that
patients of a higher level of education would understand their doctors and have excellent
knowledge of their medications. It was also revealed that age was significantly related to
patients’ education. The authors suggested to design and implement a patient-counseling
program based on patients’ level of education in order to improve medication knowledge of
their medications, particularly side effects. Perhaps, these programs will facilitate the medical

diagnosis that will enhance patient health outcomes.

On the other hand, social class may cause inequality in health communication. Social class was
determined by education in a study by Verlinde et al. (2012). In their review of literature,
patients of a higher social class usually received more information and were more engaged than

patients of a lower social class overall during the communication.

2.3.5 Traditional medicine

The use of traditional medicine (TM) has continuously increased over the past decades with
practices based on theories, beliefs and experiences of an indigenous culture used in the
maintenance of well-being, treatment, diagnosis, or prevention of illness. These practices
incorporate plant, animal, mineral-based medicines and spiritual and healing practices found

in every country.

Latha (2009) defined “Traditional medicine is a method of healthcare which gives a wide range
of cost-effective natural therapies™ (as cited in Sevim, 2011). Traditional medicine is known
by many different terms including alternative medicine, complementary medicine and
alternative therapy. Some studies showed that patients usually do not stop treatment by

traditional medicine. For example in Enugu, Nigeria, Ezeome (2010) elucidated that among the
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reasons for postponement between early consultation and the final treatment is that patients
continued treatment with alternative medicine practitioners, alternative medicine and prayer

house treatments.

Arabic traditional herbal medicine is an element of modern life in the Middle East today and
traditional herbalists are popular in many Arabic communities (Azaizeh et al., 2010). For Arab
Muslims, illness and death should be received with patience, meditation, and prayer. IlIness is
considered a natural occurrence as well as a test of faith, chance for a superior reward if

accepted with patience, or as atonement for sins (Lovering, 2008).

After highlighting the gap in the literature that this study seeks to fill, a variety of theories can
be applied to explain how verbal and non-verbal communication between professionals and
patients is achieved and the factors that hinder their communication during medical

consultations.

2.4 Theoretical Framework
D-P communication can be analysed using interpersonal communication aspects of IST,

Professional/Healthcare communication, and CAT.

2.4.1 Interactional sociolinguistics theory

As introduced earlier, for the purpose of examining D-P communication, IST will be
investigated. Thus, in this section, | will review face-to-face interaction. Second, | briefly
review extant literature on register that was adopted by doctors during treatment and third, |

move into a discussion of literature that focuses on language and power.

2.4.1.1 Face-to-face interaction
The principles of IST highlight the importance of the interactional, social and cultural contexts

of any discourse behaviours. This theory assumes that communication in face-to-face
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encounters between speakers and listeners is concerned with interactive mutual moves and

countermoves to achieve overall expressive interaction (Gumperz & Cook-Gumperz, 2012).

The IST aims to examine how individuals engaged in speech associated with the verbal
processes achieve their communicative goals in real-life situations. It also aims to detect to
what extent speakers’ linguistic and cultural background meets either potentially satisfactory

interaction or causes misinterpretation (Gumperz & Cook-Gumperz, 2012).

The significant theoretical contribution of interactional sociolinguistics is to illustrate that
socio-cultural knowledge does not stand on beliefs and judgments external to interaction, but
rather is embedded within the content of utterances and behaviour in the interaction itself
(Bailey, 2008). For example, in this project, the use of IST was to provide interpretation for
the use of code-switching (CS) as it cannot be taken for granted. Its concern was to describe
why bi/multilingual code switched in their conversations and what particular motivations there
were for their code-switching. Blom and Gumperz (1972) defined CS as a term commonly
used to refer to alternation among different linguistic varieties within the same speech event.
They categorised CS according to motivations: situational and metaphorical. They explained
that bilinguals switch due to situational changes, for instance, two individuals are talking in
one language but then switch to another when another person joins in. In contrast,
metaphorical CS takes place to convey a social meaning such as to express group solidarity.
Ten years later, (Gumperz, 1982a) they defined CS as “the juxtaposition within the same
speech exchange of passages of speech belonging to two different grammatical systems or
subsystems” (p. 59). Gumperz (2005) regarded CS as a contextualization cue which refers to
any verbal sign that interactants strategically use to mark their utterance. In this research, based
on these definitions, CS is observed as a mixture of two languages, in this case Arabic and

English within an utterance.
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IST provided an interpretation of how the use of kinesic cues, pitch, intonation can shape
verbal interaction between doctors and patients. Gumperz (1982a) maintains that these
“contextualization cues” function as signalling mechanisms used by speakers to indicate their

intention when interpreting their utterance (Gordon & Kraut, 2018).

Its analysis is appropriate to all kinds of communicative contexts, as a means of supervising
the communication processes that are so vital in life institutions. Researchers of interactional
sociolinguistics examine audio/videotaped conversation, to identify interactional verbal and
non-verbal communication. The backbone of IST is the detailed transcription of audio and/or
video-recording of interaction (Rampton, 2020) and careful linguistic transcription of recorded

conversation (Gordon, 2011).

2.4.1.2 Register

Another aspect of the interaction process is the use of different registers adopted by doctors
during treatment. A register generally represents definite ways of speaking connected with
specific occupations or social groups. Agha (2006) describes a register as ‘a linguistic
repertoire that is associated, culture-internally, with particular social practices and with
persons who engage in such practices’ (p.24) (as cited in Wardhaugh & Fuller, 2014). Shore
(2015) argues that registers are associated with all types of social institutions and uttered by a
particular occupational group, such as in doctor-patient conversations. It is very likely that
patients with a low level of education may prefer their doctor to use a lower register (Li et al.,
2016). Few studies have investigated this aspect, which is an essential part of accommodation
and interpersonal D-P interaction. Hence, IS theory was employed in this project to explain
how doctors use ‘register’ in medical encounters and to offer interpretations when

communication breakdown occurs (Gordon, 2011).
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2.4.1.3 Language and power

The central concern of IST is to examine language and power. For example, Gumperz (1982b)
addressed in his work how individuals use language to achieve their communicative goals. In
his micro-analyses of recorded interactions, Gumperz addressed the racial equality,
discrimination, class stratification and gender relations (Irimiea, 2018). Respecting language
and power, this project investigated how power distance ‘dominance’ was exercised in medical

encounters between doctors and patients in Jordan.

The fundamental, theoretical contribution of interactional sociolinguistics is to show how
human actions depend on a variety of interactionally well-known cultural practices; that is,
essentially needed to be explored in intercultural communication (Gumperz & Cook-

Gumperz, 2012).

In interpreting the qualitative findings, the approach of interactional sociolinguistics (D-P

interaction, education, gender, and social status) was integrated into this research.

2.4.2 Professional/Healthcare communication

According to Pagano (2018), health communication is defined as “any exchange of
information (verbal, non-verbal, or written) that relates to an individual’s or the public’s health
(clinically, pedagogically, politically, professionally, institutionally, economically,
commercially, legally, etc.)” (p. 2). Effective health communication between the patient and
the health professional has become widely recognized as essential to quality health care,
patient treatment compliance and patient satisfaction (Cordella, 2004; McCabe & Healey,
2018; Pagano, 2018; Pechak et al., 2019; Ruben, 2014). Poor communication between a doctor
and a patient can lead to miscommunication of information, mutual distrust and can result in
various negative outcomes (Bye et al., 2018; Clipper, 2015; Elliott et al., 2016; Haw et al.,

2018; Ohana & Mash, 2015; Penn & Watermeyer, 2017). Because the language of modern
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medicine differs from the everyday language spoken by ordinary people, the result may be
poor health communication between doctors and patients. In a more recent study Zhao et al.
(2019) noted that patients’ limited proficiency caused them to experience anxiety and
discomfort when using their or second language (L2) in seeking or providing information
about health: this may lead to a reluctance to communicate. Thus, when the linguistic

background of patients differs from medical staff, miscommunication is exacerbated.

The other possible reasons why doctors used the English terminology or medical jargon in
their interaction with patients were because they were used to the terms in English, and the
availability of the English terms in the doctors’ linguistic repertoire. According to Milroy and
Muysken (1995), personal experiences affect the speaker’s choice of preference, which
includes their social and educational factors. Thus, language codes may be switched at any
point in the discourse due to the bilingualism of the doctors and their language preferences.
Evidently, although the aim of communication should be comprehension, using specific
terminology indicates an attempt to assert one’s identity. Watson et al. (2016) highlighted that
doctor used nonaccommodative strategies to secure intergroup dominance and assert their
professional identities in written communication and shift duties, and their dissatisfaction with
other specialties. The other factor that could affect the language choice or register used by
doctors is the workplace culture. Indeed, workplace culture can be extremely influential on
the behaviour of employees where they communicate actually using English or specific

terminology on a daily basis (Louhiala-Salminen et al., 2005).

For this reason, this study would like to investigate the factors that hinder D-P communication
in Jordan and the strategies used by doctors when communicating with their patients of LEP

and LHL.
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Kachru (1986) drew on post-structuralist perspectives on the nexus between power and
knowledge conceived by Foucault (1984) to examine the powerful status of the English
language globally and its influence on social, economic and political relations around the
world. This is evident in Jordan, where patients with low literacy face difficulty when they
communicate with their doctors. Therefore, there is a need to improve patient communication

and engage with them positively to promote efficient and effective healthcare.

Better communication leads to an extended dialogue, which can influence patient perceptions
about their health problems, the quality of care they receive and to make more accurate
diagnoses (Belaskri, 2012). However, Hagstrom (2004) indicated that inadequate or
unsatisfactory D-P communication is the most common reason for low patient satisfaction and
often leads to decreased patient compliance. In addition, similar to all human communication,
health communication can take various forms and take place in various contexts. An essential
difference in human communication is between verbal and non-verbal communication, which
can take the form of intrapersonal or interpersonal communication (Berry, 2006). This
research draws on relevant and recent literature to examine verbal and non-verbal dimensions
of D-P communication in Jordan with reference to their gender, age, and social status factors.
One theoretical framework that helps to examine communication behaviours of doctors and
patients is CAT. It predicts why, when and how they adjust their linguistic and behavioural

choices during their interaction.

2.4.3 Communication accommodation theory

At its essence, CAT centres both on verbal and non-verbal issues of interaction. As a starting
point, when people meet each other they unconsciously start to synchronize components of
their verbal (e.g., accent, speech rate) and non-verbal behaviour (e.g., kinesic cue, posture).

This communicative adjustment is the core of Communication Accommodation Theory (CAT).
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The accommodation model is a psychosocial model that was initially developed by Howard
Giles and his associates (Giles, 1975; Giles & Ogay, 2007; Giles & Smith, 1979). They assume
in their model that people tend to accommodate their speech style to their interlocutor(s)

because of the speakers’ desire to receive the listeners' social approval (Giles & Smith, 1979).

CAT theory has much popularity, particularly in health contexts and in the commonly
applicable areas of interpersonal and intergroup contact (Giles, 1975; Giles & Ogay, 2007;
Giles & Smith, 1979; Palomares et al., 2016; Watson et al., 2016). As medical consultations
are considered to be intergroup communication settings where communicators are from
different groups and mutually influencing each other simultaneously, the CAT theory helps to
understand how this communication is influenced by their identities during health
communication (Watson et al., 2016). When a doctor adapts his communication style to meet
the needs of his patient; for example, by talking more slowly, this would reduce the linguistic

differences between them (Watson et al., 2016).

When healthcare providers converge their speech with patients, this convergence has a positive
effect on patient agreement to medical instructions (Hajek et al., 2007). Conversely, the
strategy of divergence is often considered a tactic of social dissociation (Giles, 1980). As an
example, doctors may enhance their power and their medical authority to control the

communication about an illness by using divergent strategies such as “topic switches and style

shifting” (Street, 1991).

2.4.3.1 Convergence

Convergence has been defined as “the process whereby individuals shift their speech styles to
become more like that of those with whom they are interacting” (Giles & Smith, 1979, p. 46).
When individuals converge, their convergence is for social approval from their interlocutors,

accommodative involvement, and/or effective communication with one another (Giles et al.,
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1987). According to Dragojevic et al. (2016), speakers will likely converge more to the
idiosyncratic, communicative behaviours (e.g., speech rate, kinesic cues) of others in order to

appear more similar to them.

Convergence is one of the accommodation strategies that patients prefer when communicating
with their doctors which lead to improved satisfaction as shown in a study by Ahmed and Bates
(2016). Their findings revealed that patients prefer doctors who converge by using emotion
management strategies when reassuring them and reducing their anxiety. To this effect, the
message in verbal communication can be immediate, obvious, and objective (Raddawi, 2015).
When speakers adjust their verbal and non-verbal communication, however, they highlight
similarities (in terms of language, kinesic cues, themes, and other aspects.) among themselves
and another person: this is identified as convergence. Doctors can converge their speech with
patients regardless of their different social groups, by interpreting their medical case or the
recommended treatment using easy-to-understand language (as opposed to using medical

jargon) (Wright et al., 2012).

In healthcare communication, Candlin and Roger (2013) stated that a practitioner might switch
from using medical jargon to lay expressions to ensure the patient’s understanding who may
be from another locality and speak a different dialect. Watson et al. (2016) argued that CAT
theory can help to understand how communication is influenced by the intergroup context and
professionals’ social and professional identities during their healthcare interactions by
converging their speech to meet the needs of the patients or diverging and becoming more
linguistically distant. In this research, Code-switching (CS) is defined as a linguistic
interchange in the form of doctors’ verbal communication to an alternation in context. CS has
been studied extensively in the educational workplace, for educational purposes (Al Masaeed,

2013; Mahsain, 2015; Moodley, 2007) and in dialects studies (Almhairat, 2015; Hayek, 2016).
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Few studies have examined the CS process in the healthcare environment (Alhamami, 2019).
Singo (2014) states that CS is a strategic tool for effective communication in D-P interactions,
particularly when the conversation is in the second language. It can convey the message,

converge with the client, maintain interpersonal relationships and address taboo issues.

In their study, Bourhis et al. (1989) found doctors felt that it is more suitable for health
professionals to converge to the everyday language (EL) of patients rather than maintain
technical medical language (ML). Their study suggested that health communication courses
for doctors and nurses should promote sensitivity to the diversity of speech registers in order

to enhance their ability to communicate more effectively with patients.

2.4.3.2 Divergence

In some consultations, doctors may maximise their power over patients and behave contrary to
the interest or desires of their patients (Giles et al., 1991; Watson et al., 2016). For example,
doctors may want to finish the consultation quickly and get their patients to approve the

recommended course of action (Dryden & Giles as cited in Giles et al., 1991).

Divergence may occur when health professionals communicate medical advice to their
patients and use medical jargon to persuade patients to agree to a treatment option. In such an
instance, providers may patronise patients (e.g., speaking to the patient as if he or she is a child)

(Wright et al., 2012).

A study was conducted by Jain and Krieger (2011) to understand the communication strategies
used by international medical graduates (IMG) in medical encounters used to cope with
language and cultural barriers. It revealed that divergence is valuable for them to maintain
cultural and linguistic differences between themselves and their patients. While verbal
strategies involved efforts to calm and reassure the patient, non-verbal strategies involved

empathetic kinesic cues such as supportive touch, eye contact, and respectful silence (Jain &
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Krieger, 2011). The researchers recommended developing a training manual for international
doctors that covers the socio-cultural practices of the area before they commence medical
practice. However, doctors are aware of non-verbal behaviours such as touch and personal
space to diverge themselves from patients in order to avoid misinterpretations, which can result
in misunderstanding the purpose of the medical examination. In terms of CAT, one motive for
divergence is that individuals’ communicative behaviour in the interaction is oriented away

from interlocutors (Giles & Smith, 1979).

Ahmed and Bates (2016) in their study which examined how patients’ perceptions of doctors’
accommodative behaviours impact their satisfaction during the direct medical encounter,
suggested that patient satisfaction is subject to doctors’ perception of the use of CAT strategies
of convergence and divergence. As a result, patients were more satisfied when doctors were
perceived to diverge moderately in their use of enacted interpersonal control which is most
likely to be accepted as a strategy to make an appropriate complementary relationship between
them. Their findings have implications on how doctors should communicate with patients and

be moderate in the use of convergent and divergent communication accommodation strategies.

2.5 Summary

In summary, the review of the literature shows how health communication can be influenced
by certain factors, such as language, culture, low health literacy, gender, and power distance.
Therefore, studies show that effective communication between doctors and patients is an
important aspect of patient care and crucial to promote an effective and therapeutic patient-
doctor relationship (Improta, 2011; Kalbfleisch, 2009; Kee et al., 2018; Pagano, 2018; Pechak

etal., 2019).

Both theories, IST and CAT offer the best opportunity for understanding the D-P relationship

and the barriers that hinder their communication. This relationship is enhanced with verbal
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behaviour including avoidance of English medical vocabulary, support, longer consultation
duration, passive, dominant doctor behaviour, displaying humour and interest. Non-verbal
behaviours were shown to improve D-P relationship resulting in positive outcomes such as
smiling, direct body orientation, proximity/touch, head nodding, leaning forward, uncrossing
legs and arms and maintaining eye contact. Several studies (Collins et al., 2011; McCabe &
Healey, 2018; Pagano, 2018; Pechak et al., 2019) have reported that effective D-P relationship
can result in higher patient satisfaction, improvement in health outcomes and overall quality

health care.

Sometimes patients do not comply with doctor’s medical advice due to his/her perceptions,
religious beliefs and cultural practices (Galanti, 2014) regarding available alternatives to the
doctor’s treatment recommendations (Villagran et al., 2012). Therefore, an awareness of
common barriers to successful D-P communication and a need to address communication
effectiveness relative to cultural practices and health beliefs will enable professionals to

eradicate these barriers and better identify patients’ health needs, perceptions and expectations.
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Chapter Three: Methodology

3.1 Introduction

This chapter presents the methodological approach, and the methods of data collection and
analysis used in this qualitative study. It consists of five main sections, including an outline of
the qualitative research method used for data collection, the participants involved, the
instrumentation used, analysis procedures, ethical considerations and reflexivity. The chapter

summary highlights the major points of the methodology.

3.2 Qualitative research method

The three important components of a qualitative research process generally include
epistemology, a theoretical perspective and methodology (Crotty, 1998). This chapter
describes the research process in detail, from entering the clinical setting and data collection
using qualitative methods to data reduction using a thematic analysis approach that examines
the effectiveness of health communication. I was responsible for primary data collection. It is
often perceived that the idea of ‘researcher as instrument’ is a risk to qualitative data
interpretation and findings. In contrast to the quantitative approach, qualitative data relates to
the researcher as human research instrument rather than static data (Marriam (2002) as cited in
Nelson, 2015). A detailed look into how non-verbal communication can augment or be
misaligned with the verbal message in medical consultation can be useful. Hence, my
positionality and natural observation of the participants allowed me to gain an opportunity to
process data immediately and to explore hidden interesting patterns in this approach. However,
I quickly recognized that | needed to build rapport with participants in order to create a
comfortable space for disclosure. First, I shared my identity as a researcher and, second, my
beliefs, values and membership of Jordanian communities in order to build a strong connection
with participants so they could open up about difficult experiences they had had previously

when communicating their health. Therefore, | had to talk about my research and interest in
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engaging with participants prior to entering the field. This research used a qualitative method
to investigate communication barriers between doctors and patients. As the methodology for
this thesis is concerned with the nature of the phenomenon discovered (Flick, 2014; Schillinger

et al., 2002), a qualitative approach was chosen to observe and gather data in natural settings.

3.3 Data collection

The use of a qualitative approach in this study is for greater interpretation of data and a better
understanding of “embedded processes” in people’s everyday lives (Rosaline, 2008, p. 13).
Qualitative methods are useful in the current inquiry to provide the opportunity to explore what
types of communication issues occur between doctors and patients in Jordan and what causes
them. This approach offered me the opportunity to elicit the qualitative nature of the research,
particularly, the perception and understanding of the participants in the research. The
participants could share their lived experiences based on their perceptions and expectations
regarding health and the linguistic and sociocultural barriers that cause misunderstanding and

confusion during their medical consultation and treatment.

Semi-structured interviews and participant observations offered an insider’s perspective on the
language and cultural barriers during medical interactions. The interviews encouraged
participants to respond through open-ended questions that led to the generation of a wealth of
data to be elicited by me during the study. In addition to the interviews, a series of obseravation
sessions were conducted so that | could observe the natural interaction between the doctors and

patients during the medical treatments (Taiwo, 2013).

The videos ranged between 01:18 and 17:76 minutes. The average length of the videos was
5.83 minutes. The video data yields 104.86 minutes, a total of 18 consultations, which is about
1.748 hours of language data. The interviews ranged between 05:40 and 30:05 minutes in
duration. The interview data yielded 379.59 minutes, a total of 6.32 audio recordings. |

transcribed all the interviews and translated them into English.
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3.3.1 The clinical settings

My research took place at one of the public hospitals in the South of Jordan. Prior to starting
participant recruitment, one of the receptionists at the hospital escorted me to the clinical
setting. The receptionist also introduced me to the participants who were given in advance an
information sheet about the research and who agreed voluntarily to take part in the research.
In each clinic the interviews were conducted in a general practice room situated in the
emergency department, which included small offices for the GPs and a large ward for physical
examination divided into small sections by curtains. Other interviews were conducted in an
outpatients’ clinic where small offices for the GPs included a couch and small desk with one
chair for the patients and the other for a nurse. Upon entering the hospital, the patient would
check in with the receptionist. A small waiting room was outside the general practice room
where the patients normally wait to be seen by a doctor. Patients have their first consultation
with a GP in a small office where doctor and patient sit face to face over a table in a small
space. If the patient needs physical examination, he/she is examined in the big emergency
room. In the doctors’ office, there were paper records to document the patients’ visits and their

complaints (medical issues) as well as make diagnoses and treatment recommendation.

3.3.2 Participants

This study examined verbal and non-verbal communication between a sample of doctors and
patients in medical settings in Jordan. The nature of my research questions required the
recruitment of specific respondents — bilingual GPs (speaking Arabic, English and languages
other than English) and patients who were from different cultural backgrounds and regions
(urban or rural) in Jordan and were bilingual (Arabic and English) and also non-bilingual. In
other words, the sampling strategy was based on a purposeful process and is the unit from
which all measurements will be based (Groves et al., 2011). Most qualitative researchers use
the term Purposive. This means that samples are based on the careful judgement (Galvan &
Galvan, 2017)of the researcher and suitable participants are considered to be individuals who
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have had experiences and information that is useful for the researcher (Holloway & Gavin,
2016). Therefore, participants who were involved in this project could provide specific
information regarding my research questions (Hollway & Jefferson, 2000; Lindlof & Taylor,
2011). With this approach, | could examine the factors that hindered verbal and non-verbal
doctor-patient (D-P) interaction and sociocultural factors that caused ineffective D-P
interaction during the medical consultation. In order to obtain a rich and adequate description
of data the sample size used was twenty. Based on my perception during interviews and

observations, additional recruitment for participants was unnecessary (Goodwin, 2015).

3.3.2.1 Doctors

Doctors who work and are specialised in general internal medicine at a public hospital in Jordan
from both genders were invited to participate in this project (see Table 3.1). They were
recruited by an email sent to the clinic receptionist and a carbon copy was sent to them to take
part in the research. The study was looking for GP doctors, females or males who were working
in general internal medicine. The basic inclusion criteria for their participation was specified
in the flyers (see Appendix A). The doctors’ level of expertise was based on a specific number
of years of practice, e.g., less than 5 years, 5-10 years, 10-15 years, etc (Breckwoldt et al.,

2012).

All doctors were observed and videotaped in real medical settings. Additionally, they took part
in semi-structured interviews in Arabic, that required no more than 30 minutes of their time, in

which they were audio recorded.
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Table 3.1

Basic Demographics of the Doctors

No. Pseudonym Gender Education Work_
experience

1 Dr Amjad male English Over 10 years

2 Dr Shadi male English Over 10 years

3 Dr Adel male Non-English 5-10 years

4 Dr Ali male Non-English less than 5 years

5 Dr Hassan male English less than 5 years

6 Dr Nabeel male Non-English less than 5 years

7 Dr Sabri male English less than 5 years

8 Dr Salem male English less than 5 years

9 Dr Asma female English less than 5 years

3.3.2.2 Patients

Patients who visited their GP doctors for the first time and were above eighteen years of age
were invited to participate in the study through interviews and observations. Patients returning
for minor, routine, non-sensitive illnesses or injuries were invited to participate in the research
through leaflets which were handed to them by the receptionist. The information provided by
the receptionist to the patients included my contact details for further information on the
research. Patients who agreed to participate in the observation/interview, did so during their
next doctor’s appointment. The patients were given sufficient time to decide about their
participation. The study was looking for adults above 18 years, female or male and Jordanians
who scheduled their first consultation with a GP. The basic inclusion criteria for their

participation was very clear in the flyer (see Appendix B).

All D-P interactions were observed and video-recorded in real medical settings. Additionally,
they completed a semi-structured interview in Arabic, that required no more than 30 minutes
of their time, which was audio-recorded. Patients were informed that their participation was

voluntary, and that they would be given a gift voucher to the amount of 20 $AU. However, all
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participants, except two, refused the gift voucher for their participation as such compensation

is uncommon in Jordanian culture.

The initial plan was to interview 20 patients (10 females, 10 males). However, the total number

of interviewed patients was in fact 18 patients (12 males, 6 females) (see Table 3.2).

Table 3. 2

Basic Demographics and Characteristics of Patients

No. Pseudonym Age Gender Education Language acquisition/

Arabic- English

1 Fadi 46  male Higher-education  Bilingual
2 Jasser 24  male Higher-education  Bilingual
3 Murad 46 male Higher-education  Bilingual
4 Muneer 41 male Higher-education  Bilingual
5 Sameh 37  male Higher-education  Bilingual
6 Ameer 32  male Diploma Monolingual
7 Ahmed 24  male Secondary Monolingual
8 Qais 32 male Secondary Monolingual
9 Sameeh 51 male Secondary Monolingual
10 Tamer 34  male Secondary Monolingual
11 Mamoun 65 male Elementary Monolingual
12 Sami 78  male Elementary Monolingual
13 Areen 40 female Diploma Monolingual
14  Ayat 35 female Secondary Monolingual
15 Rana 27  female Secondary Monolingual
16  Haleema 40 female Elementary Monolingual
17 Muna 42  female Elementary Monolingual
18 Shaymaa 55 female Non-educated Monolingual

3.3.3 Interviews

Interviews with the doctors were designed to address the research questions in this study
because they allowed them the opportunity to tell their experiences and reflect on how they
accommodate their speech to adapt to different situations they faced when communicating in

medical situations (Dorgan et al., 2009; Jain & Krieger, 2011).
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For the purpose of the qualitative method, a semi-structured interview was conducted utilising
tape recordings. It has been claimed that semi-structured interviews first give participants the
freedom to express thoughts and feelings in the privacy of a one on one encounter, (Croucher

& Cronn-Mills, 2014) and second enable researchers to ask follow-up questions.

Completing each semi-structured interview took between 15 and 30 minutes. For the purpose
of accuracy and validity, I did initial checking (Yin, 2015) of data gained from each interview.
Interviews were recorded with the consent of the study participants. Interview questions were
formulated in an open-ended form (Yin, 2015) to allow participants to offer additional
information as well asto provide scope for more elaboration and in-depth exploration of salient
themes in the conversation. All interview recordings were transcribed verbatim to keep an

accurate record of participants’ views.

3.3.4 Participant observation

As part of my data gathering approach, | engaged in participant observation for doctors and
patients at the hospital in the internal medicine clinics. Using the method of observation with
the participants enabled me to widen the focus of the observed situations compared with only

audio or video recordings of consultations (Hahlweg et al., 2017).

All verbal and non-verbal communication issues during the interactions were observed among
doctors and patients within internal medicine clinics. | used a video recorder for capturing
verbal and non-verbal aspects of the dialogue between doctors and patients. The videotaping
was done by a camera set up on a table in each examination room. The video camera was
mounted on a tripod in advance and it was easy to operate once the consultation session started.
In addition, during the observation | used detailed study of video data of the participants using
a coding chart (See Appendix J) which specifically kept track of any non-verbal behaviours

which occurred - such as smiling.
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The goal of the direct observations was to witness the D-P interaction in practice to develop an
understanding of the barriers involved and how they impact the D-P interaction. The reason
behind my presence during the medical consultation was to collect intricate details of verbal
and non-verbal interaction between the doctor and the patient. To assess communication, it was
necessary to directly observe the interaction taking place between the doctor and the patient.
However, | was conscious of the potential effect that the observation would have on patients’
behaviour during the consultation (Erford, 2014). My presence was unavoidable in this

research. Participants gave informed consent for the D-P consultation to be recorded.

3.4 Data analysis

As mentioned above, the data was collected in a public hospital in the South of Jordan through
conducting observations and interviews of the participants. All the interviews and audio
recordings were transcribed and translated from Arabic to English. The interview data gathered
was examined for factors including verbal, non-verbal and socio-cultural interaction in D-P
communication. These transcripts were translated and imported into the analytical software,
Nvivo 12, for coding. | reviewed a sample of transcribed data independently with two of my
bilingual colleagues to make sure that the transcriptions and translations were accurate. A
sample of the translations was also checked by the regular supervisory panel. These
translations were written conceptually, not to the literal meaning of the words (e.g., cultural
specific concepts), in order to ensure the target language data reflect the source language
meaning and bring an acceptable language for the audience. A literally translated equivalent
concepts will not convey the meaning of the original text, leading to a highly probable

misunderstanding and miscommunication.

In the case of the video-recordings, all the videos were seen several times before starting the

transcription. The non-verbal cues were annotated using ELAN from beginning to the end for
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each participant in the video-recording. For example, the kinesic cue “doctor smiles” was coded
by annotating the doctor’s smile and coding when the smile begins and ends temporally as

illustrated in this Fragment 5.17 (See Chapter five):

1 Ms Shayma’a: ¢ _eb 5 ) sbaall (e 5 s Sl (e e S
[ I'm complaining from diabetes, blood pressure and pain in my legs

and back.]
2a Dr Asma: @
2 Dr Asma: fells e Wi je o od Jl

[First of all, could you introduce yourself?]

3 Ms Shayma’a: slepd (oau

[My name is Shayma’a.]
4a Dr Asma: .
4 Dr Asma; Slgw 5 Jal

[ You welcome!]

Firstly, a lot of these methods focused on IST Theory (Gumperz, 2005; Gumperz & Cook-
Gumperz, 2012; Tannen, 2005) and CAT theory (Giles, 1975, 2016; Giles & Ogay, 2007; Giles
& Smith, 1979). The purpose of this study is to expand qualitative studies related to IST theory
and CAT theory. Secondly, it provides greater interpretation of data. For example, Silverman
(2013) argued that qualitative analysis is less formulaic; often requiring the use of a computer
to give quick feedback on the results of emergent questions involving an interactive cycle of
thinking and innovation. Computer programs for qualitative data analysis are designed to make
it easier for researchers to generate a listing of codes, peruse thousands of records and extract
just what is needed for analysis which can speed up the overall analysis process, and test

different hypotheses about relationships.

Researchers can observe participants’ actions (€.g., spoken words, facial expressions, kinesic

cues, the timing of actions and their positioning to the interaction) (Garcia, 2013).

Participants were asked open-ended questions in the interview; this provided a wide variety of
responses and rich descriptions of their experiences. By responding to questions in the

interview in their own words, respondents were able to convey their own experiences.
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Furthermore, this method allowed the patients to disclose vital and often “hidden facets of
human and organisational behaviour” (Qu & Dumay, 2011, p. 246) and brought out delightful
themes during coding and thematic analysis in the collected data (Gray, 2014). Hence, based
on the work of Braun and Clarke (2006) the respondents’ responses to the open-ended

questions were analysed using thematic analysis.

Each interview was transcribed. The names of doctors and patients were omitted from

transcripts; instead, pseudonyms were used.

3.4.1 Thematic analysis

Data was analysed to identify the barriers that impacted D-P relationship in a Jordanian
healthcare setting. Thematic analysis is a qualitative method used to analyse data collected
from interviews (Guest et al., 2012; Owen, 1984). Daly et al. (1997) have termed thematic
analysis as a search for themes that arise as being significant to the explanation of the
phenomenon, whilst (Guest et al., 2012) thematic analysis is defined as “the most useful
[method] in capturing the complexities of meaning within a textual data set” (p.11). It is a form
of pattern realisation within the data, where emerging themes become the categories for
analysis. Based on interview questions, interview content and observation, a coding scheme
was developed which followed the outline by Braun and Clarke (2006) by implementing the
six stages of audio data coding (See 3.4.5 to 3.4.10). Themes were identified then grouped,
moving from specific themes to more theoretical ones. In regards to the coding scheme of video
data I focused only on the critical movements of the participants’ interactions; for example,
non-verbal cues such as eye-contact, head nods, etc. These cues were analysed in ELAN (see

the Coding Procedures 3.4.3.2 to 3.4.3.5).

| selected thematic analysis to analyse responses to the open-ended questions and observation

data in the current study for different reasons: (1) to gain deep insight into the understanding
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of verbal and non-verbal communication during the medical session, (2) to explore the key
themes that emerged from participants perspectives, (3) to observe the gender differences in

D-P interactions based on their life experiences.

3.4.2 Research tools
Mertens and Wilson (2012) claim that the researcher needs to decide whether he/she will use
a software for the analysis of data or will do it manually. They add that there are some factors

that may influence this choice:

1. The amount of time which is available for data analysis.
2. The amount of time needed to learn to use a method.
3. How much data is being collected and analysed?
4. The availability of training and support from the researcher’s institution.
5. The technological equipment or software which may be available to the researcher in
his/her institution.
6. Budget for equipment; accessing and using appropriate software and training
(Adapted from Mertens and Wilsons (2012).
The analysis of audio recordings was done with NVivo software 12, and the analysis of video
recordings was done in ELAN.
| used ELAN for the purpose of displaying nonverbal cues and performing analysis of theses
cues during speech in this study including gestures and their functions and the overlap between
and synchronization of different behavior patterns. It was also used to identify moment-to-
moment participants interactions by generating a file that has a start and end time for a particular
event tier. For example, to identify the extent in which doctors’ levels of dominance impact
their interaction with patients, I analysed the video recordings of the participants’ paralinguistic

cues. | investigated how variability in pitch, or “intonation” in doctors’ voice might convey
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dominance using ELAN. ELAN allowed me to analyse the waveforms and pitch of each line

of a doctor’s speech (ELAN, 2017).

NVivo software 12 was used for coding and data connection. It allowed me to watch (or listen
to) the recording alongside the transcribed file, add in timestamps and cut short sections, as
well as helped me to reshape and reorganize coding, interrogate the data, and have rigor in
dealing with a large amount of data (Wiggins, 2016). It also helped me to organize my data
first into free nodes (i.e., independent categories) and later into tree nodes (e.g., confirmed
categories/themes with assigned properties). Throughout this process, the developing

categories and themes were verified, refined, and elaborated (Gorawara-Bhat et al., 2017).

3.4.3 Using ELAN to annotate non-verbal cues

When gathering data from video recording observations, ELAN (Eudico Linguistic ANnotator)
was used for analysis. ELAN is a linguistic tool (Mertens & Wilson, 2012) used for the making
of text annotations for audio and video records and is accessible for several operating systems:
Linux, Windows, and MacOS X (Brugman et al., 2004; Crasborn et al., 2006). In the data

analysis, the researcher could identify the length of eye contact or eye kinesic cue (Yang, 2010).

3.4.3.1 Coding of Non-verbal Communication Procedures with ELAN

For the purpose of analysing non-verbal behaviours of participants in their interaction, | have
used the notational symbols (See the Appendix 1) that were available in the Microsoft Word
Document and some notational symbols were used by Yang (2010), Onwuegbuzie et al. (2010)
and Hepburn and Bolden (2017). In this study, however, only relevant non-verbal behaviours

to the themes are transcribed and discussed.

Annotation was done in two stages: the first stage was done by me using the Behaviour

Observation Chart (See Appendix J) which provided a brief description recorded at the time of
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observation, and a second stage was performed separately in ELAN. The formal coding scheme

using annotations was developed in ELAN.

3.4.3.2 Kinesic cue annotation

Patients raising concerns about pain sought advice from their doctors in order to reach a
diagnosis and find treatment. This study focused on moments of hand kinesic cues to identify
the location of the pain and to describe symptoms during medical visits. In the transcription of
hand kinesic cues, an important challenge to kinesic cue annotation was to find out the
notational symbol “that captures dimensions relevant to the target of the particular analysis”
(McNeill, 2005). The coding schemes of hand kinesic cues was mainly to describe whether the
hand kinesic cue was deictic/pointing (pointing to an entity or object), metaphoric (putting an
abstract idea into a more literal, concrete form), iconic (mimicking what is conveyed verbally
and making them more concrete and vivid) or beat (moving head, fingers, hands, or arms in/out
or up/down, short and quick) (Norris, 2004). Examples of complete annotations are shown in

Figure 3.1 and 3.2 as follows:

Figure 3.1

Coding Of Hand Kinesic Cue In Elan

% ELAN 59 - Saed 1.eaf % o X
File Edit Annotation Tier Type Search View Options Window Help

Grid | Text | Subtities | Lexicon | Comments | Recognizers | Metadata | Controls

Volume:

Rate:

00:00:50.572 Selectio
U] A BT - [ [pE[ P[0 [ 00 psl sl [el=]olt Selection Mode (] Loop Mode )

e ¥ . v — S e . . . T T T S T S me R .
| 00:00:36.000 00:00:38.000 00:00:40.000 00:00:42.000 00:00:44.000 00:00:46.000 00:00:48.000 00:00:50.000 | 00:00,—
r Saeq MrSaed [LMvSaedclemhedhﬁmﬁsllode‘scm his wzlu]l
T

R Dr{Adel used his left ha,
i
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Figure 3.2

Transcript: Screenshots Of Hand Kinesic Cues From ELAN

0000:38.57) Salt

N AL e [ [ [ (e

00T 00:00:54.599 Sele

KKK DEDE[ DN

Selection 0000000
s[5 [

IEIEIDRECCIC IS

This female patient used a This male patient used an This female patient used

deictic kinesic cue. iconic kinesic cue. metaphoric kinesic cue.

3.4.3.3 Annotation of paralinguistic cues

To identify the extent in which doctors’ levels of dominance impact their interaction with
patients, I analysed the video recordings of the participants’ paralinguistic cues. | investigated
how variability in pitch, or “intonation” in doctors’ voice might convey dominance using
ELAN. ELAN allowed me to analyse the waveforms and pitch of each line of a doctor’s speech
(ELAN, 2017). The rise and fall in volume and pitch are shown in Figure 3.3 and in fragment

5.12 (see Chapter five) as follows:

Figure 3.3

Transcript: Pitch Level From ELAN
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la Dr Nabeel: ¢x _ ¢€x

1 Dr Nabeel: !<li)l a3 )lias {Looking at the medical thermometer}
[Your temperature is good.]
2 Ms Areen: <ladle 33 5 cany Lo Ul ecladlall dailly ) €3 (s
[ Doctor! 1 do not like to take drugs]
3a Dr Nabeel: v 11
3 Dr Nabeel: .. ol
[For ..]
4 Ms Areen: ... due k8 5 anaill3 500 3 58 55 8 (0 A g
[ 1 take an injection for Bronchitis and eye drops from time to time.
So...]
S5a Dr Nabeel: 11 11
5 Dr Nabeel: .. daclui powaill Glabias e A | Aled J<0 & ool 7 jle g | Jles

[Perfect! But they would not help you permanently. | suggest to take
antibiotics for the allergy]

Specifically in this fragment above, the symbol ‘! I’ was used to indicate that the speaker is

interrupting (see Appendix I).

3.4.3.4 Facial expressions annotation

Facial expressions include smiling, laughter and other combinations of facial movements that
make up expressions of disgust, fear, joy, surprise and sadness; this can be interpreted in
different ways depending on human cultural and social backgrounds. Smiling as a kinesic cue
was coded to describe a happy or friendly facial expression. The smile category was defined as
smile occurrences by the doctor’s raising of the lip corners (smile) and lifting of the upper lip

(Grammer et al., 1988). ELAN was used to annotate instances of smiling as a kinesic cue.

Specifically, a symbol ‘@ was used to indicate smiling (see Appendix I) as transcribed in data

fragments 5.17 to 5.20.

3.4.3.5 Head movement annotation
Head nodding was coded in ELAN to describe patients’ head movement as a sign of
acknowledgement and agreement to the doctors’ medical advice. Based on previous research,

a ‘head nod’ was defined as repetitive, involuntary drops of the head on to the chest in
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previously normal persons (WHO, 2012). In this study, ‘Head nod’ occurrences were defined
as the degree in which the patient exhibited up down motion by the position of the patient’s
chin in relation to his shoulder, while looking at the doctor(s). ELAN identified all head
movements falling within this range as nods. The symbol used to indicate a head nod is ‘/\’ as

illustrated in this fragment (5.25) (see Chapter five):

30a Dr Shadi: ¢— C—
3la Mr Muneer: /\ /\
30 Dr Shadi: Aol gl 50y lan juay (e 5 Apnlun Bl (58 45Y Al &l T elaa)

[1 advise to quit smoking because this is the start of new allergic
rhinitis, and there is a possibility of asthma]

32a Dr Shadi: @ )
32b Dr Shadi: c— C—
32 Dr Shadi: leie silai I clawd) (52

[These scary illnesses you afraid of them]
33a Mr Muneer: /\ I\
34 DrShadi:  Osia)ll sadis dandll shall ¢ sl (laal)

[You should stop these elements including smoking, incense, intense
perfumes, and olive trees.]

In the sample annotation above, coding was done when the smile begins and ends temporally.
| viewed the video recordings again and again to make sure all annotations align with the verbal

message.

3.4.4 Using NVivo 12 to Code Verbal Communication

Data obtained from audio recording interviews were analysed using NVivol2. NVivo 12 is
intended to facilitate a style of qualitative thinking of researchers in connecting data and
categories in three ways: visual coding, attributes and node coding (Richards, 1999) with
substantial flexibility in coding (Basit, 2003; Mertens & Wilson, 2012). Braun and Clarke
(2006) provide an outline to guide researchers through the six phases of thematic analysis. The
six stages of audio data coding are presented in Figure 3.4. The choice of electronic coding has
a vital role in the analyses of data to organise and to support the findings in analysing and

explaining the phenomena (Basit, 2003).
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Figure 3.4

Six Stages Of Audio Data Coding (Adapted From Braun & Clarke, 2006)

Phase 1. Immersing in the data

Phase 2: Generating initial codes

Phase 3: Searching for themes

Phase 4: Reviewing themes

Phase 5: Defining and naming themes

Phase 6: Producing the report

3.4.5 Immersing in data

As Braun and Clarke (2006) indicate, the researcher should immerse himself/ herself in the
data to the extent that they are familiar with the depth and breadth of the content. This
involvement in data requires a careful repeated reading of all the Arabic transcripts their
English translations. For coding during this phase, the researcher should take notes or set ideas
needed later in subsequent phases. Once getting fully familiar with this, the researcher is ready
to start generating the initial codes (Braun & Clarke, 2006). For example, when 1 finished

transcribing data, | read and re-read and noted the initial data ideas.

3.4.6 Generating initial codes

This phase includes the creation of initial codes inductively from the raw data or deductively
from theory and prior research (Boyatzis, 1998). Inductively, the researcher may identify the
themes clearly from the data themselves without accommodating to a pre-existing coding frame
or the researcher’s analytic preconceptions. To this point, the thematic analysis is driven by

data (Braun & Clarke, 2006). Deductively, on the other hand, the researcher is driven by the
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theoretical or analytic approach which may produce a less rich explanation of the overall data

(Braun & Clarke, 2006).

In the present study, the codes assigned to the data were determined by: the participants’
experience in regard to verbal and non-verbal interaction (e.g. those whose level of education is low,
were found not committed to the medicine and did’t follow the therapeutic plan) and the impact of the
bilingual and educational background of doctors on interaction with their patients (e.g. “I tried
to explain to him in a very simple way and I felt that I didn’t pass the information well ). Therefore, cultural

issues significantly impact D-P interaction.

3.4.7 Searching for themes
In this phase, based on the similarity between the list of different codes that were
generated from the data, these codes were categorized into fourteen main themes as

follows:

e Lack of a ‘common’ language

e Lack of understanding

e Language and health literacy

e Doctors’ health communication training

e Challenges in diagnosing

e Challenges in acquiring the history

e Challenges in explaining side effects

e The impact of gender on D-P interaction

e The impact of patient’s education in D-P interaction
e Patients’ perceptions on communication with doctors
e Traditional medicine

e The culture impact on communication & health, and
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e Reasons that hinder patients from seeing doctors

e Limitations in treatment of patients
| created tables to visualise the connections between the listed themes and potential sub-themes.
These tables served as a visual image and were established by writing the name of the first
initial theme as the main heading, followed by the subthemes that were related to it (see

Appendix C).

3.4.8 Reviewing themes

This phase started once a set of themes had been created and needed to be refined, combined,
isolated or even rejected (Braun & Clarke, 2006). During this phase, the coded data extracts
for each theme were reviewed to make sure that each had a coherent relation to the data set and
to determine if a coherent pattern was apparent (Braun & Clarke, 2006). Thus, all the
participants’ extracts which represented each theme were read and revised. Those of a set of
themes (i.e., “Language and health literacy”) were needed to be defined and refined (“Low

health literacy of patients™) as shown in the following stage of coding analysis.

3.4.9 Defining and naming themes

As was performed in the preceding data analysis phases, fourteen main themes resulted in
examining communication issues that impact D-P interaction (see Appendix C). Next, the main
features of each theme were identified. This helped to clarify the essence and scope of each
theme and explore any key related sub-themes. Each theme was described by giving it an
appropriate name that captured its essential meaning. Some of main themes have sub-themes
as shown below in Table (3.3). Then quotations from interview transcripts, which best
exemplify the themes, were identified. In defining the themes, the final fourteen themes defined

below (Table 3.3) reflect the final revisions made to the themes.
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Table 3. 3

Final Themes From Coding

1. Lack of a ‘common’ language (ch.4)

1. Perspective of doctors
2. Perspective of patients

2. Lack of understanding (ch.4)

3. Low health literacy of patients (ch.4)

1. Patient’s story-based narrative

4. Challenges in diagnosing with opposite-sex (ch.4)

5. Doctors’ health communication training (ch.4)

6. The impact of gender on D-P interaction (ch.6)

Perspective of patients
Perspective of doctors

7. The impact of patient’s level of education on D-P interaction (ch.6)

Perspective of doctors
Perspective of patients

8. Factors hinder patients from seeing doctors (ch.6)

The unavailability of medicine

Patients’ carelessness of medical advice
Word of mouth
Resources and health services of the hospital

9. Recourses and health services of the hospital

o i) IS (LS

Perspective of patients

10. Limitations in the treatment of patients (ch.6)

1. Patients’ experiences and expectations

11. Patients’ perceptions of communication with doctors (ch.6)

1. Patients’ satisfaction
2. Patients’ dissatisfaction

12. Traditional medicine (ch.6)

. Patients’ perception of traditional medicine
. Traditional medication as a barrier

13. The impact of culture on communication & seeking health (ch.6)

. Presence of a third party

14. Limaitations in treatment of patients

1
2
1. Taboo topics
2
1

. Patient treatment preferences
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3.4.10 Producing the report

This stage was the last step in my data analysis. Braun and Clarke (2006) emphasize that the
report needs to include vivid examples with sufficient evidence of each theme from the data
collected. Here, | contend that several factors affected D-P communication and these factors
were elaborated in three chapters (4,5 & 6). These illustrate the fragments that embedded within
the analytical data in scenarios between doctors and patients during medical consultations in

Jordan.

3.5 Ethical considerations

Ethical approval for this research was obtained from Western Sydney University Ethics
Committee (see Appendix D) and informed consent from the institutional site as required prior
to data collection. The observations and interviews were conducted with a Participant
Information Sheet (see Appendices E & F) and a Consent Form to maintain participant
confidentiality (see Appendices G & H). Those who agreed to participate in the data collection
phase were provided by me with information sheets detailing the aim of the research, research
process, use of collected data and my details. A health researcher should not leave a patient in
a nervous or bothered state. If she/he finds the patient is suffering, a procedure is required for

follow-up (Holloway & Wheeler, 2013).

| introduced myself and provided general details about my study before gathering information
from the participants. They were informed that their participation was voluntary. They were
reassured that the information they supplied would be kept confidential. Additionally, their
names were omitted from the responses to ensure confidentially. Pseudonyms were used for

the purpose of confidentiality.
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3.5.1 Informed consent

Informed consent was obtained from all participants prior the start of the research (see
Appendices G & H). Observations of the participants during data collection raised the greatest
ethical consideration due to obtaining informed consent from all participants. Informed consent
was provided with verbal explanations of the study to all participants. The participants were
given the opportunity to ask questions about the research and were made aware that they could
withdraw from this research at any time without negative consequences. Written consent was

obtained from the participants prior to the start of data collection.

3.5.2 Confidentiality

Confidentiality and anonymity were maintained through the use of pseudonyms in the research
reporting and by changing any details that may reveal the identity of the patients.
Confidentiality of the audio and video recordings have been safeguarded. Data was stored and
managed in the WSU researcher dashboard; it being a secure and locked area. No one other
than me and my two supervisors have access to the data. All data collected was stored in
Cloudstor, a safe cloud storage and file sharing service that all research candidates at Western
Sydney University have free access to. CloudStor is an officially support and recommended
platform for researchers at Western Sydney University and is preferred over third-party

providers such as Dropbox.

3.5.3 Risk or discomfort to the participants

| informed participants right from the beginning that their information would be used for
research purposes only and that no one would disclose it without their consent. In regards to
the interviews, disclosure of participants' identities could be a risk for some participants. For
this reason, some participants did not agree to be interviewed; interviews were conducted only

with those who expressed their consent. At the beginning of the interview, there were some
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demographic questions (name, gender, age, and educational level). One of the questions was
about their willingness to be interviewed by me. In addition, it was explained to the participants
that the interview would be audio recorded only so that their identities could be protected and

also to ensure that they feel comfortable when talking.

Regarding the disclosure of sensitive personal information, | gave the patients the chance to
stop filming at any time by raising their hand to signal me to stop filming. In order to ensure
that patients feel comfortable during the interview, | specifically asked each patient whether

she/he had a preferred location in mind where the interview could be conducted.

3.6 Reflexivity

Reflexivity allows qualitative researchers to explicitly display their embodied individuality and
its effects on the research process and highlight their interests, attitudes and their motivations
in choosing their research topic, interview questions and interviewees (Finlay & Gough, 2003).
By being reflexive, | was able to observe the poor communication between doctors and patients
in the clinical settings in Jordan; this became the essence of my research. My mother -
unfortunately passed away of kidney failure in 2017- was treated with kidney dialysis and |
had to stay with her more than one month at the hospital which enabled me to observe the
interaction between her and her doctors. There were a lot of miscommunications due to
language barriers, use of English medical jargon, use of English between doctors in front of
her, ultimately leading to misdiagnosis, mistreatment, and overall dissatisfaction. This
motivated me to study this field in order to examine the barriers that influence D-P
communication in Jordan. In addition, I consciously used my individual personal experiences
as an educator and a linguist working in different educational settings in different countries to

inform my interpretations. | constantly reminded myself that | am part of the Jordanian culture
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and my experiences became a tool that | used to improve my research skills which helped me

to better understand my participants’ lived experiences.

As my research field is located within constructionism, | endeavoured to engage with my
participants in order to know what was going on with them during medical consultations, and
moreover, to find out the reality behind their actions. Engaging in reflexivity during a
qualitative research process has been explained by Crotty (1998) who stated that ‘meanings are
constructed by human beings’ (p. 43), therefore, their experiences are socially constructed. As
| engaged in reflexivity, | ensured that participants’ experiences were transcribed and analysed
accurately in order to reveal their real stories and interpretations through careful distinguishing

of the concepts and categories.

3.7 Summary

This chapter discussed the methodological approach and research design of the study;
furthermore, it discussed the ethical considerations. It focused on qualitative research methods
including inclusion/exclusion criteria for the participants employed in the study, the research
tools in the collection of data and data analysis. The use of thematic analysis and its relevance
in the study was also discussed. The analysis of the data collected is discussed in the next three

chapters.
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Chapter Four: Doctor-patient verbal interaction
4.1 Introduction

This chapter aims to examine the factors that hinder Jordanian doctor-patient verbal interaction.
It focuses on the transcribed verbal dialogue obtained from the doctor-patient interactions
specifically the medical consultation and interviews data relating to the factors that hinder D-

P verbal communication.

Jordanian D-P interaction is different from that of another cultural context. First, Jordanian
doctors are educated exclusively in English as English is the main the language of instruction
in medical schools in Jordan (Hamdan & Hatab, 2009), regardless of the fact that Arabic is the
official language in Jordan (Al-Wer, 2005); this can impact their communication with patients.
Second, Jordanian thinking - which is part of the Arab world - is fundamentally gendered as it
takes the interaction between male and female as a serious and sensitive issue which is affected
mainly by traditional Eastern conceptions of the nature of women and men. Finally, Jordanian
community stems from Bedouin origins and talking about any a sensitive topic is considered
taboo (Al-Shdayfat & Green, 2012), this created a significant impact when diagnosing patients

of the opposite-sex.

Based on the first research question ‘What are the factors that hinder Jordanian doctor-patient
verbal interaction?’ in this study and the strategies used to avoid the impact of these factors on
D-P interaction, five subthemes emerged from the interview transcripts and observations of the
D-P consultations the thematic analysis: 4.2) Lack of ‘common’ language, 4.3) Lack of
understanding 4.4) Low health literacy of patients, 4.5) Code-switching motivations, 4.6)

Challenges in diagnosing with opposite-sex, 4.7) Doctors’ health communication training.
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The main factors that appeared to impact the patient understanding and health outcomes were
revealed by both doctors and patients. This chapter of the study provides some insights on how
a lack of ‘common’ language and lack of understanding make it difficult for many doctors
when they communicate with their patients. Health literacy negatively impacts patients’
understanding because of the low level of patients’ education, or because of limited health
information knowledge needed to make appropriate health decisions (Taiwo, 2013). Code-
switching is a strategy used by bilinguals to signal several functions. The study found that
Jordanian doctors usually code-switch to facilitate interaction with patients for linguistic and
social reasons. Although all of the patients preferred conversing in Arabic, there were some
instances of code-switching among bilingual doctors inserting English into Jordanian Arabic
speech for two main reasons: filling lexical gaps and accommodation. Diagnosing the opposite-
sex appeared to be a barrier for effective D-P interaction. Religious and cultural beliefs can
potentially affect a patient’s preference in being diagnosed and having treatment choices which
make it challenging to doctors when diagnosing. Doctor gender appeared to influence patients’
adherence to treatments and the need for decision making. A better understanding of the
participant’s perceptions and their health interaction can uncover barriers to Jordanian
healthcare systems, as well as enhance doctor-patient interaction. Finally, professional training
for doctors can foster effective D-P communication and enable successful diagnosis and
treatment. This study revealed that the majority of doctors did not receive this particular

training during their university coursework.

For all humankinds, verbal communication is a specific capacity to utilise discourse sounds,
words, articulations, (and letters in the composed talk), etc., i.e., in the indigenous language.
Verbal communication basically relies on the use of speech and in hearing organs that
individuals are equipped with which are responsible for the production and perception of verbal

language (Belaskri, 2012). Verbal behaviours are associated with either positive or negative
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health outcomes, depending on the details of the verbal behaviours (Domingo, 2010), and there
is evidence that socio-cultural factors such as gender, patients’ education, patients’ cultural

beliefs also have an impact on D-P verbal interaction.

4.2 Lack of ‘common’ language

As a subtheme, lack of ‘common’ language is a major source of misunderstanding

between doctors and patients from the perspective of both doctors and patients.

4.2.1 Perspective of doctors

All doctors viewed it their personal responsibility and a natural part of their work to be able to
communicate effectively with their patients (Barrett, 2013). Mainly, doctors appreciate the
benefit of communicating with patients in lay terms. Doctors appeared to have the ability of
finding appropriate ways to break through communication barriers by changing medical
terminology or jargon into lay terms (Barrett, 2013; Holst, 2010). However, for some, there
were two obstacles; use of medical English jargon in explaining medication and side effects or
diagnosing and communicating problems and the lack of patients’ knowledge in providing a

full explanation about their illnesses.

Dr Asma summed up the reason behind the use of medical English jargon as an obstacle which

requires the doctor to communicate a diagnosis in the simplest language (Pagano, 2018).

Fragment | Date source Doctor Gender | Age | Education language | Religion
4.1 Interview DrAsma |F 27 | English Muslim

G el O Aal paall (g iVl ake cnal 068 21 oAl Wl iy s A pulad) lallaas b adl s "
Uie ol i a5l Gl i el g pall (S Ll L iy g sall duo 5 a5 558 i
iV Gl 5 jolan ppaiacld I oLV () Gl sall 138 8 5 ey (Gl el Aapk (e agl) 7 i Leagdi )

" all gellial )55 L) Ll (e el des il clglani 15

[Some English terms do not have synonyms in the Arabic language. We are trying to explain

the nature of the disease to the patient. For example, when you tell the patient that he/she has
a “plantar nerve “in Arabic, he will not understand. Therefore, we explain the nature of the
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disease, what it is, what is happening to him and what he should do. Translation into Arabic is
not always preferable. Some terms are not understandable even in Arabic.]

Although Dr Asma struggles with explaining illness diagnosis in lay terms (Barrett, 2013), it

is clear that she has good sense when dealing with the medical terminology appropriately by

using shortcuts that are common to patients which can be understood to meet patients’

comprehension and communication needs (Holst, 2010; Ohana & Mash, 2015).

Similar to other studies, the issue of non-equivalent health vocabulary in one language was a

challenge to doctors in a study by Acquah (2011). Dr Amartefio, a male diabetes specialist,

based on his experience said (Acquah, 2011, p. 68):

[Translating the medical terms even to people who speak English can be tough. With
the less educated person, it’s really difficult getting them to understand diagnosis, so
sometimes | have to use pictures to be able to communicate. And there are instances
where | get the feeling | did not communicate well, but that is not my fault because
the language is not just coming. As time goes on, I try to build my vocabulary in some
of the local languages.]

Another instance that reflected apparent difficulty with medical terms was in the following

example:
Fragment | Date source Doctor: Asma Patient: Ms. Haleema
4.2 Observation | Gender | Age | Religion | Education | Gender | Age | Religion | Education
F 27 | Muslim |B.A  of | F 46 | Muslim | Primary
Medicine
1 Dr Asma: .ol asd lie " pSusi ¥ " cuai Wla
[Let’s bring the “Otoscope” for ear examination. )

2 Ms Haleema: $13a o Sulill o5

[What is meant by “Telescope”?]
3 Dr. Asma: s AlSe 8 13) Ca gy 5 30 adaady (33U HUaie s o€ 55 691 1 s i 5Y)

oA e S AL
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with the eardrum or something else.]

[1t is an “Otoscope”. The Otoscope is a speculum for ear

examination. We put it inside the ear to see if there's a problem




The doctor used one of the communication strategies with her patient: She brought the

“Otoscope” and explained to the patient what is meant by “Otoscope” and what it is used for.

The patient’s inability to understand what is meant by “Otoscope” urged her to ask about it.
The doctor was an effective communicator and was able to continually pick up on Ms Haleema
‘s lack of adequate vocabulary and, through reiterating the word “Otoscope” and explaining
what it was, she achieved better mutual understanding. In order to fix a hearing problem, Dr
Asma put forth additional effort to show her patient the correct word (Koch-Weser et al., 2009)
by using the strategy of ‘Repair’. The repair can be done by actions that direct the interaction

to understanding problem solving, hearing, or speaking (Benjamin & Mazeland, 2013).

Dr Asma, in particular, had difficulty switching between medical English jargon and lack of
appropriate vocabulary by the patient. She used the word “Otoscope” when talking to her
patient. Both those of register (medical terminology) and those using erroneous vocabulary
selection resulting from mishearing concepts, fundamentally caused misinterpretation and
ineffective linguistic communication (Barrett, 2013; Links et al., 2019). A phenomenon that
has been described as a ‘mondegreen’ occurred when patients may mishear words based on
their personal and preliminary Lexicon (Aronson, 2009 as cited in Berger & Cartmill, 2017).
If patients have not tried out the concepts with friends and relatives, this may accurately

generate malapropisms (Berger & Cartmill, 2017).

Another instance of malapropisms is in this following example:

Fragment | Date source Doctor: Hassan Patient: Ms Ayat
4.3 Observation | Gender | Age | Religion | Education | Gender | Age | Religion | Education
M 26 | Muslim |B.A  of | F 35 | Muslim | Secondary
Medicine
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1 Dr Hassan: § S alf L
[Do you have severe pain?]

2 Ms Ayat: .sts dakiall & o ol Loud
[Yes, | have pain but just in this area.]
3 Dr Hassan: ¢ &1 olSa (gaaai (5 5080
[Can you point where you feel pain?]
4 Ms Ayat: [Pointing to the pain]
5 Dr Hassan: foleS b
[And your hands?]
6 Ms Ayat: .ae OY32 Gar GeY)
[1 suffer from tearing my hands down.]
7 Dr Hassan: fluad jaa
[You mean ‘numbness’?]
8 Ms Ayat: ol
[Yes]

In the observation above, Dr Hassan asked Ms Ayat if she had a pain in her wrist as result of
slipping. She replied that she had a pain only in a particular area ‘W dikial i L Al e’ (line
2) [Yes, it has a pain but just in this area]. Dr Hassan continued to identify the location of pain
and asked her ‘¢ al¥) JlSa ga2a3 5,38 (line 3) [Can you point where you feel pain?]. Then, she
pointed to the location of the pain (line 4) (see also Figure 5.24). Dr Hassan asked her if she
also suffered from pain in both her hands (line 5). She replied ‘ae O¥33 G YV (line 6) [I
suffer from tearing my hands down]. The patient was unable to express precisely what she
suffered from, she substituted the word of a similar sound (Mendez, 2011) ¥’ (line 6)
[tearing down] instead of ‘3’ [numbness] incorrectly. The doctor was not hesitant to address
the error in her inappropriate word selection (Cambridge, 1999) by correcting the term into

‘03’ [numbness].

In attempting to fix the communication barriers that occurred, the doctor used the strategy of
“Repair” in correcting patients without fear of damaging the rapport he has built with her, but
it can also increase to improve their communication with doctors which may lead to improved
health outcomes through improved quality-of-care in the future (Berger & Cartmill, 2017,

Gavrielides, 2017).
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Some doctors complain about the lack of patients’ knowledge in providing a full explanation
about their illnesses, which can create a barrier for doctors as a result of the patients’ lack of

understanding and lack of experience with medical terms. Dr Shadi states:

Fragment | Date source Doctor Gender | Age | Education language Religion
4.4 Interview Dr Shadi | M 65 English Muslim

e L ) Al g me Led) ad) Al cOlalS Jaaly o) Saall (ed cdie S lee Y ey yall Ulaa) AISEN "
o sall pand (5K 38 5l AT e e G el Jlas O Legd La 1315 laal) 038 agly o) cang (S3 alall Al

" pall A3Eal) (g S Canla 5Vl g3 a LSHK)

[The problem is sometimes when the patient does not express his complaint well. It is possible
to utter words that are considered meaningful for him and carry another meaning for us.
However, the intelligent doctor should understand these words or terms, and if he does not

understand them, he should ask the patient to think of another expression, or it might be that
the clinical examination will reveal to any doctor the real complaint.]

Dr Shadi states that patients may employ different lexical items than doctors for the same
concept (Aarons, 2005; Fage-Butler & Nisbeth Jensen, 2016) based on their LHL which may
create misunderstanding. Patients’ choice of language depends on the vocabulary that they are
familiar with as well as how well they express themselves in their daily spoken language
(Acquah, 2011). Therefore, without an adequate level of information about their illness and
treatment, patients may have a negative experience (Ball et al., 2015) if they cannot
appropriately explain what they suffer from. In the case of doctors, lack of patient information
may not facilitate their diagnosis, or the medical advice given to the patients (Aarons, 2005;

Barrett, 2013).

Some doctors observed that patients in their mid-40s were particularly affected by language
barriers due to their low level of education. This is a good example for a doctor when the
patients’ level of education (Nguyen, 2016) and lack of cultural self-awareness contributes to
a lack of comprehension on the part of the patient. Lu and Wan (2018) have defined cultural

self-awareness by the degree of the individuals’ awareness of how culture can influence them
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which can make an important and positive contribution to cultural identification and can have

a positive impact on their well-being.

Fragment | Date source Doctor | Gender | Age | Education language | Religion
4.5 Interview DrAli | M 28 | Ukraine Muslim
Rae lallacan 8 So2a A sall g B30 31 e Ul Jsy (A sl sl 31 algtl)) i M J s Ll

o yae N ing ¢0pma Y any ) Ui e ) (pmal a1 3 e ST 5 e alall Lob afiall g W Lgagdy
"_am%&@»&‘;ﬁucﬁuw‘)bm 2 Jid.ga.g‘)i

[When you tell the patient that he has “Appendicitis”, he would say: “I know the
“Appendicitis” but what is meant by “The worm”? ... some medical terms could only be

understood by the educated patients and are not understood by the uneducated. Most patients
here are over 40 and do not have a high level of literacy.]

Dr. Ali argues that the level of patients education and lack of cultural self-awareness impact
patients understanding of medical terms (Farahani et al., 2011) particularly the older patients
who are less likely to have knowledge about their illnesses because of a decline in their
cognitive abilities (Barnett, 2006; Domingo, 2010; Mutchler et al., 2007; Okrainec et al., 2015;
Taiwo, 2013). However, for Mr. Ameer, there was no obstacle in using medical English jargon
to address his previous medication to his doctor during the medical consultation as illustrated

in the following example:

Fragment | Date source Doctor: Nabeel Patient: Mr Ameer
4.6 Observation | Gender | Age | Religion | Education | Gender | Age | Religion | Education
M 28 | Muslim |B.AA  of | M 32 | Muslim | Diploma
Medicine
1 Dr Nabeel: fcis/ ol

[Did you take analgesics?]
2 Mr Ameer: ... ) _» = ‘Cold and Flu® Jsai <da)
[I took Panadol Cold & Flu. I have taken it from a private

pharmacy...]

Mr. Ameer had the opportunity to produce the medical term (Fage-Butler & Nisbeth Jensen,

2016; Koch-Weser et al., 2009) ‘Panadol Cold & Flu’ which clearly indicates his familiarity of
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this medical term during obtaining the history (Koch-Weser et al., 2009) which belongs to the

category ‘medication brand names’ (p. 647).

When the researcher asked him to give the reason behind his production of this medical term,

he replied:

Fragment | Date source Patient | Gender | Age | Education level Religion

4.7 Interview Mr M 32 | Diploma Muslim
Ameer

" S agdS B SA (5 gl (pa g AR ("
[From culture and doctors.]

It should be highlighted that the kind of knowledge of medical terminology that Mr Ameer has
is, thus, not restricted to his ‘experiential knowledge’ (Fage-Butler & Nisbeth Jensen, 2016),

but caused by exposure to several medical treatments in the past (Koch-Weser et al., 2009).

4.2.2 Perspective of patients
Patients identified two obstacles that affected their understanding when communicating with
their doctors: The use of medical English jargon by doctors and the use of English between

doctors in front of them.

4.2.2.1 The use of medical English Jargon

On the part of patients, use of medical English jargon by doctors, which is unfamiliar to
patients, created another aspect of communication barrier (Amp et al., 2013; Farahani et al.,
2011; Koch-Weser et al., 2009; Rocque & Leanza, 2015; Taiwo, 2013; Wiener et al., 2013) as

evident in the following fragment below:

Mr Tamer, one patient illustrates this barrier:

Fragment | Date source Patient | Gender | Age | Education level Religion
4.8 Interview Mr M 34 | Secondary Muslim
Tamer
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58Sl ARkl i (e ()55 Lo W iny i iag fAdaiall iy |53 60 Le e 5 g0 ) 535Sy ) S 5 KAl
" ed Ay e Anadad) Cilallacadll g Aalll ) S ¢

[The majority of doctors here are not from our region, which would make their language and
the medical terms that they used seem weird.]

Mr Tamer claims that a clear language is essential for mutual understanding between doctors
and patients particularly when doctors do not share the same “traditional rural accent” (Hayek,
2016, p. 109) of the region. When the researcher asked him if his/her doctor would explain any
medical terminology that he/she uses during the medical consultation or if he needs

clarification of any ambiguity, he replied:

Fragment | Date source Patient | Gender | Age | Education level Religion
4.9 Interview Mr M 34 | Secondary Muslim
Tamer

" A Dl AR (0 5S p o IS) AR ey il 4l 4] dinde 3 gaie sa 43 Jlud Y 7
[1 have to ask, because of his profession and education, he is used to using English terms.]
Mr Tamer argues that the nature of doctors’ education (Hamdan & Hatab, 2009) - English
being the main the language of instruction in medical schools in Jordan - possibly is the main
reason behind the use of English and medical English jargon during the medical consultation

(Al Heeti & Al Abdely, 2016; Beaugrande et al., 1994; Improta, 2011).

The patient Ms Rana has described the misunderstanding that occurred between her and her

doctor as a result of language barriers:

Fragment | Date source | Patient Gender | Age | Education level Religion
4.10 Interview MsRana | F 27 | Secondary Muslim

M Sy cagdl sas H Lyl oG ATy (5] (Sa (IS S

[He spoke a lot of English terms, and finally, I said to him, “I want to understand”, and he
made me understand.]
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Ms Rana identified that language as a barrier caused treatment misunderstanding which likely
first lead to frustration for her in receiving quality treatment. She advocated for herself by

asking for clarification about her diagnosis in order to help her understand her illness better.

Span (2006) maintained that language barriers could negatively impact the health outcomes of
limited English proficient patients. Therefore, it is the responsibility of doctors to guarantee
mutual understanding, educate patients on their condition and improve health outcomes

(Aarons, 2005; Hayes et al., 2017; Sturm, 2016).

4.2.2.2 The use of English between doctors in front of patients

Patients reported in the interviews that doctors exclusively use the English language in order
to either intentionally or unintentionally exclude them during consultation as a discourse
strategy so that they can negotiate their diagnoses and treatments with other doctors, for
example, the patient’s potentially terminal illness (such as cancer) or when dealing with a
sensitive topic. Adegbija (2004) stated that English was used among doctors to exclude the
patient from discussion on the nature of illnesess or prescriptions being made. In this study,
patients were not satisfied with doctors’ behaviour in terms of speaking English between them

in front of them as evident in the following fragment below:

In a past experience, Mr Ameer stated that he was excluded by his doctor in a medical encounter
when he negotiated his illness and treatment with his colleague. When the doctor did so in

English, it made him to feel neglected.

Fragment | Date source | Patient Gender | Age | Education level Religion
411 Interview Mr Ameer | M 32 Diploma Muslim

Sy o8 ula S ay g alaiYL B ) Sal) ae Sy (S8 saie 33 ) Al (g Alef S Lal A JB Gy 5
" Mb&&)ﬁ&u@ﬁ)}ﬁﬂ\@éﬁc%

[Nearly a year ago when | was suffering from appendicitis, the doctor was speaking with a
female doctor in English. 1 wished to know what they were talking about. He might be
consulting her for something. |1 was not able to understand them.]
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Mr Ameer added:

Fragment | Date source | Patient Gender | Age | Education level Religion
4.12 Interview Mr Ameer | M 32 Diploma Muslim

Migls Clalhua 5 (s laiVl | shabaty ¢ aly V1 sSay Ola Lo ad ool (sie <y U i)

[I got annoyed! I thought | had something serious and they did not want to tell me, so they were
using English and medical terms.]

Here, Mr Ameer was extremely angry when his doctor used English to discuss the nature of

his illness with another doctor and led him to feel that his condition was serious.

What is clear in the two Fragments (4.11 & 4.12) is that the use of English between doctors as
discourse strategy may result in dissatisfaction on the part of the patients. This breakdown in
communication between doctors and patients often leads to patient dissatisfaction. Even though
it was mentioned earlier that Mr Ameer was a patient with good literacy and ability to use a
few English medical terms, he was apparently losing a battle in understanding what the doctors

were talking about in English right next to him.

Similar to Mr Ameer, Mr Mamoun spoke from his past experience in that he faced a breakdown

in communication with his doctor due to the use of English as is obvious in the Fragment below:

Fragment | Date source | Patient Gender | Age | Education level | Religion
4.13 Interview Mr Mamoun | M 65 Primary Muslim

s OIS ) Sl i liie Sy JU8 08 I ) alld &y la) Abl a5 55 Sy o Tl
"JY) e zOle daai,

[For instance, the doctor was talking in English with another doctor and I asked him: ‘What

did you say? He said: | was talking about changing your previous prescribed medicine and
give you another one.]

Mr Mamoun did not voice his dissatisfaction with his doctor’s communication style directly,
instead he asked him: ‘What did you say?’ to reveal ambiguity. Claramita et al. (2013) argued
that doctors unintentionally distance themselves from patients in clinical encounters, while

patients seem dissatisfied with that communication style.
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Seen in the light of the above Fragments (4.11, 4.12 & 4.13), doctors use English on purpose
to either intentionally or unintentionally exclude patients in the discussion of serious topics and
sensitive treatments which may result in anxiety to them. This partially accounts for why most
doctors use English as a way of concealing illnesses and treatments from patients. According
to the Communication Accommodation Theory (Giles et al., 1991), doctors use unique styles
of communication to highlight differences between them and their patients. CAT can help us
to understand how communication is influenced by the intergroup context and how doctors
negotiate and communicate their professional identities in organisations . According to Watson
et al. (2016) and Palomares et al. (2016), this divergence at the level of social inequality is
applied by intergroup dynamics that exist in society in order to maintain social identity and

power over patients by using the strategy of exclusion in case of the use of English.

4.3 Lack of understanding

Sometimes, patients do not remember or understand instructions and they do not adhere to
medical treatments. Hence, there is a need for doctors to provide patients with education about
their health condition to understand the basic health information needed for better health
outcomes. If the patient is well educated, lack of compliance to medication, lack of self-risk

management and imposing certain types of medication can be avoided and improved.

Some doctors recognised non-commitment to treatment as an obstacle experienced (Cirici
Amell et al., 2018) by all patients, not only those with poor or no English language skills but
uneducated ones also. It is commonly accepted that medications should be taken regularly to

make an important difference toward positive health outcomes.

There was concern that too many patients did not remember instructions or adhere to
medication, such as using the tablets in terms of colour and shape, for taking medication as Dr.

Salem said:
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Doctor Gender
Dr Salem | M

Date source
Interview

Fragment
4.14

Age
27

Education language
English

Religion
Muslim

Aalrial) Aghall 8 s Ldie 8393 ge S o2 5 3AL el ) 4501 o 4lSaty History 4 23U sy W"
Lall 1 sal) S8 ellSay o) gl lliia gy jpean s clgiland 58 il ¢ Lggle 3L (Chronic)d sy Ui e
e Cirn Lo sl gl ey Le (5Le) Dl o) 50 ol chie (e s i) 138 5 (il had Lgdde 5 clianll

" Slal L g yan e am palle Arill i€ e A ial 3aY) 8 Blial | (sl sl g Cojr L ¢t

[When we take his history and ask him what medicines he had been taking even educated
patients, he doesn’t know the chronic drugs he is taking and even their names. He would
describe the drugs according to their shape; something with the white pill and it has a line in
the text or hypertension drug (cal. 5) which is not logical. He doesn’t know what his
medications are and when he was diagnosed and even the name of the disease. Sometimes in
case of uncommon diseases, the patients do not even know them.]

Apparently, Dr Salem is not satisfied with patients’ overall understanding of their health issues
(Levinson et al., 1993). Dr Salem also argues that lack of understanding is not only an obstacle
limited to people who can’t read or write, but also prevalent among educated people.
Accordingly, low literacy meant patients are at a high risk of not being able to process and

understand the basic health information accurately.

Another concern for doctors was that some patients requested other medications which were
not prescribed by their doctors due to the lack of comprehension (Levinson et al., 1993) and
lack of self-risk management (McLaughlin, 2009) resulting in comparatively worse health

outcomes as Dr Nabeel states:

Fragment | Date source Doctor | Gender | Age | Education language | Religion
4.15 Interview Dr M 28 | Ukraine Muslim
Nabeel

" Jead¥) J g A ey s Juad) 4 | s s g Slall (e (yama g osi | gan i |l glay (msall mny "

[Some patients attempt to impose a certain medication as they believe it would be the best
and that means we are obliged to say: It is the best.]

Dr Ali faces the same obstacle with his patient. He claims:

Fragment

Date source

Doctor

Gender

Age

Education language

Religion

4.16

Interview

Dr Ali

M

28

Ukraine

Muslim
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[Some patients would ask for medication by its name, for example, “Voltaren”. If you would

ask 90% of doctors in Jordan, you will find that they give it to patients, not for its efficiency,
but because the patient asks for it.]

Dr Ali and Dr Salm are stating that despite the drawbacks of the requested medications, patients

requests for medication would impact their prescribing decisions (McKinlay et al., 2014).

Unlike to what Dr Salem argued (see Fragment 4.14), most doctors identified the need to
provide patients with education about their condition to make treatment decisions and
understand their treatment and medication. They described patients who had no education
about their condition having more difficulties with their treatments, and thus having a lack of
understanding of their health outcomes than those who are able to understand their diseases
and treatment (The Joint Commission, 2007). Dr Hassan and Dr Salem asserted this issue

respectively:

Fragment | Date source Doctor Gender | Age | Education language | Religion
4.17 Interview Dr Hassan | M 26 | English Muslim

5 s 43} oy sl Gl ag Ll s sl aiia je pand B dlile Jewn S aleia G sall (i sS W "
. " S 4 P

[When a patient is highly educated that may enable us to examine his disease efficiently,
particularly when he asks a certain type of medicine, in this case you can identify his low level
of education.]

Fragment | Date source Doctor Gender | Age | Education language | Religion
4.18 Interview Dr Salem | M 27 | English Muslim

o) sall 8 Al Sl g6 ¥y Leie Campy 480 ¢ ST il ST agdy (S L JS “ highly educated” oS Le JS
Lga 3ilis Lag ol sall (3 (paa jila (e agadlS (8] agadi palall o) agadi Juaadll (5 giue (5 68 O Sa A Lt | S
Ma ) Adaally

[The more educated are more able to understand their own problem, as they search it and
learn about it, even their adherence to medication is better. Whereas less educated do not
adhere to the medication and they don’t follow the therapeutic plan.]
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Based on doctors’ arguments, without education about their condition, patients may not

understand the treatment and may not adhere to medication (Barnett, 2006).

While this finding from this study is consistent with other studies where patient education has
been associated with improved patient adherence (Aarons, 2005; The Joint Commission, 2007;
Improta, 2011; Maly et al., 2010; Nguyen, 2016), it is inconsistent with results obtained from
a study by Baughn (2012) that revealed no a linear relationship between patient education level
and patient reported compliance. Thus, in this study patient education significantly improves
adherence; hence, language literacy is the most obvious link to health literacy (see Figure 4.1).
For instance, if patients do not have basic reading skills and understanding of health

information, this will surely affect their ability to read instructions on medications.

Figure 4.1

Language Literacy and Health Literacy

4.4 Low health literacy of patients

As doctors spoke of their interaction health literacy emerged as a subtheme. Health literacy is
defined as “The degree to which individuals have the capacity to obtain, process, and

understand basic health information and services needed to make appropriate health decisions.”
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(Nielsen-Bohlman, 2004, p. 5). In this study, patients’ low health literacy results, poor

comprehension and lack of medical awareness may be linked to many poor health outcomes.

4.4.1 Patient’s story-based narrative

Most doctors expressed dissatisfaction in patients’ ability to comprehend and express
themselves. For example, some patients tend to talk about their symptoms by telling a story;
however, sometimes doctors do not have enough time to listen to the entire story. Thus, they
might interrupt and ask specific questions (see chapter 5 section 5.2.2.3) (Harvey & Koteyko,

2013). Dr Asma claims:

Fragment | Date source Doctor Gender | Age | Education language | Religion
4.19 Interview DrAsma |F 27 | English Muslim

3800 Gy S Ul s ¢ G pall samy Aal peall andall iy (0 0 (o0 ) shos S 028 0o (Madly (3585 ) (i "

omial G ol 53 Ul oY) ol
[You may ask about something, and he/she answers another thing. | usually ask specific
questions that need to be answered in two words, such as, this “appears” or “not”? There

“is”? or there “is no”?”. This enables me to get the specific information that I need from the
patient.]

Dr Asma feels that interrupting patients may primarily control the consultation and gain the
information vital to diagnose and obtain a health status within the time constraints. In other
words, when there are fewer than needed doctors in a hospital to cater for all patients, the
duration of consultations is very limited. On the other hand, the use of closed questions can
close down a patients’ story (Robertson & Clegg, 2016) making the patients feel disappointed
in the doctors. The result from this interruption may affect the trust felt between them (Pagano,
2018). This study revealed that patients wanted to be listened to and wished for the doctor to
spend more time with them (Pagano, 2018). For example, Mr Ameer mentioned that one of the

reasons behind his overall satisfaction of doctors was their active listening.

Fragment | Date source | Patient Gender | Age | Education level | Religion
4.20 Interview Mr Ameer M 32 Diploma Muslim
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[He should make me comfortable, and he should care about me. He should listen to me while
examining me and give me medication; thus, | am satisfied.]

Another patient, Mr Murad insists listening is a basic need in communication with a doctor and
treatment agreement. Overall, listening was found mostly associated with greater patient

satisfaction (Aarons, 2005; Henry et al., 2012) in this study.

Fragment | Date source | Patient Gender | Age | Education level | Religion
4.21 Interview Mr Murad M 46 Diploma Muslim

e Al Say W ) s el el e 4d g 13) 5 ¢ S) el Jual 5 ¢ rale Gl mansyy 5 lie Jufiasy cadall (IS 1) "
o s @l ) el Jem g Lo (s iad s Okl 22l s (A Dy jaeay Ca cJual sl (o alaial 4l il
H@Zul

[If you feel that doctor is not concerned about you the communication ends. What happens is
that you take medicine and go without bothering about whether it is useful or not.]

Dr Sabri argues that although he listens to patients’ complaints, some cannot express their

complaints due to their limited understanding as is clearly shown in this fragment:

Fragment | Date source Doctor Gender | Age | Education language | Religion
4.22 Interview DrSabri | M 27 | English Muslim

e IS s el n el (558l panin s el die aal je S gani g ¢ i ge i Uy Tagla
AN (8 Glea e (e G pall el 58 L il gad aad (g L 4] dlliay o pall Gans e i
"ldaalll (e ddaad 8 jalad )5S Saa (a8 G SLE G ST San D Ul (Y S (e (e sy el Jaiay,

[Of course, we have to diagnose the disease and listen to the patient’s complaint and ask him
how long he has been suffering from these symptoms. We follow a certain protocol. Some
patients tell you that they do not want to be examined... he would fall in my eyes, sorry for the
word because perhaps | have doubts about something that may turn serious at one moment.]

Dr Sabri states that doctors and patients need to work together to pursue care that improves

health and patients’ satisfaction.

Doctors’ low expectation of patients’ health literacy results from a lack of patient medical

awareness, lack of comprehension, and lack of understanding (See Figure 4.2). The interviews
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revealed that the majority of doctors expressed little satisfaction of patients’ medical

knowledge as Dr Ali states in the following fragment:

Religion
Muslim

Date source
Interview

Fragment Doctor Gender | Age | Education language
4.23 Dr Ali M 28 | Ukraine

Sy Gl die gaa o s o R e caod Uin) I pia JVARE 5 el A8 a Bgraa o 8 ST
" ) 3 el o3a cc‘r:: DS oda L I3 o AlDlun o (Al e daa Jalai,

[The most difficult thing is the culture of disease, the culture of the society we live. There is a
lack of patient’s health awareness that hinders dealing with him easily or smoothly. Hence,
this is the main issuej.

Without consulting a doctor, some patients took medication at the wrong time of day or stopped
their therapy if they were concerned about the side effects. This non-compliance leads to

difficulty in medication as Dr Ali explains:

Religion
Muslim

Education language
Ukraine

Doctor Gender | Age
Dr Ali M 28

Date source
Interview

Fragment
4.24

RS A PUPRY) ‘3.'\...\:.‘3‘ 2.,:,5\1\ }i Q\JM Gl ale g ci*\.U\ C\_‘\L‘uj‘ il A (pe cdudl uag).ell (e

[There is no cooperation by the patient himself; he does not understand the medical advice, he
does not accept the medicine prescribed by the doctor, because he wants a certain medicine.]

Figure 4.2

Three Levels Of Issues With Patients

Health
. awareness
Understandi issues
ng issues
Comprehens
ion issues

Dr Ali also states that lack of health awareness is the main reason for lack of comprehension

among patients:
Fragment [ Date source Doctor Gender | Age | Education language | Religion
4.25 Interview Dr Ali M 28 | Ukraine Muslim

91



_"cd;d\m‘;c}l\d}mcéjj ‘L;M\@s)zetcds;@d,u‘ta;d\‘;etcds:g‘;u@kgc}"

[Generally, there is a lack of medical awareness in society. We should try to raise the level of
medical awareness in society.]

He added when the researcher asked him how to raise the level of medical awareness in

patients:
Fragment | Date source Doctor Gender | Age | Education language | Religion
4.26 Interview Dr Ali M 28 | Ukraine Muslim

?M‘ S 6‘555:\){\]\ ?M\ @0 ima J\;}A 65 43) ¢ laall s e RBAY dua e cg..a';.ﬂ\ g_s':’\J BT ‘;ﬂ\ "
oe KIS e U."‘)‘y‘ e «M\ USLA\J\ @ 3 U»J\.JA]L) ‘U“:‘)ﬂl-.’ Slia &= ‘; c‘;\U:u)J\ e\.ﬁéxﬂ\ Lﬁ) ‘g;u}}\
.VVQ\L}JMQ\J”_,J‘)&}Q’S{.] SLHM”USMQ\.QMQ\.JjJi J:!‘jﬁjj:ug\.i}:\;j‘ Silalizadll ﬁ\)ﬁj@‘iw‘

[In my personal opinion, such as in the American or in the Russian or in the British education
system or even in healthcare settings, there is awareness in learning about various diseases,

antibiotics and certain medicines and the benefits of them or learning about other medicines
that might be prohibited].

Dr Ali identified lack of medical awareness as a general barrier for doctors providing treatment
and patients’ understanding of this treatment. Presumably, patients’ level of comprehension of
the doctor’s advice or instructions would be greatly enhanced by a higher level of education

(Pagano, 2018) which would aid successful communication with doctors (Aarons, 2005).

Consequently, doctors argued that some patients had different needs; for example, some
expected them to teach and explain more, while others just wanted to finish their medication.
In the example below, Mr Ahmad, a 24-year-old male patient has limited medical knowledge
about the treatment. The researcher observed his attempt before video recording to convince
the doctor, Dr Sabri, to give him a certain type of injection without being examined. Dr Sabri

however, did not agree with him as he had a duty of care and asked him to enter the examination

room.
Fragment | Date source Doctor: Sabri Patient: Mr Ahmad
4.27 Observation | Gender | Age | Religion | Education | Gender | Age | Religion | Education
M 27 | Muslim [B.A  of | M 24 | Muslim | Secondary
Medicine
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1 Dr Sabri: (sl dlyic Caias A saie Lo "ol " 5 ) clilaey U

[No problem! I will give you an “Allerfin” injection to relieve
sensitivity.]

2 Mr Ahmad: «<aiay 81 s U
[I need something to relieve sensitivity.]

3 Dr. Sabri: s sl s pa Ji 7 ale JS8 duluall Gl jel caiddy i) elile aali
e Bilat Cla s 13l dliana e Jadlad ¢l 13 (5 g dliae M gl ja
[I understand that it relieves the sensitivity and its symptoms generally
get decreased with sensitivity tablets. It is Haram, potentially harmful,
to take antibiotics if you want to improve your health but if you do not,
I will prescribe antibiotics for you.]

4 Mr Ahmad: ¢ W gals Y
[No, I don’t want.]

As a basis and starting point for a dialectic dialogue, Dr Sabri used the patient’s understanding
of the medication to convince him of what he should take to decrease the sensitivity he suffered
from (see Line 3). Assessing the patient’s understanding of the illness and giving him the
necessary knowledge to manage his or her health is important not only to reach an agreement

(Nunstedt et al., 2017) but to increase his self-care ability (Ekman et al., 2011).

Dr Salem states that medical knowledge can create a barrier to patients understanding their

treatment and medication:

Fragment | Date source Doctor Gender | Age | Education language | Religion
4.28 Interview Dr Salem | M 27 | English Muslim

‘\_l\‘;.\s.\h_\.\SQ_ASS\M@‘\ASMMOJJQ&U\S}@U@‘)AUIS‘é&k_lféj‘&_\‘)lé_\nJA‘UAJ‘)AUISL;}IA\ o\
M\M@M\u)@ym\‘;ﬂw i (g ye Ul g clill dliae 8 A0S0 gaie 5 geadid paa (g U
umém\b\c\hs;u “L“C\.u_dsl\dm;:u.n.d‘u\dl.m_u}‘Lméuj&um\ﬂcy\dmub(Ventnclesand
atria) Osbad) Gl lgian i b ge Caalla alal Gadla a5 Aa) jea ey Laline 5 Ul (38 jase Aaalll Gl 3
B e g oalill Aliae jlas el 3535 ‘Jﬂ\uM‘;MEMM\JLS;iLgm U (PP RN
S b Al ‘_ge;..mj\ sy s A CJLMAJ\ ‘_g‘zﬂ (Hypertrophy ) Lt suan Gl Q) dlac 4
(Hypertrophy ) (e 2l 43Y (against high pressure) bia 4al sy e Jaxua olaily €3 4l J 581 2805 ¢
A.AJL.AS\b\bcﬁ\a&‘ja&uﬁtuc@}w}g%}%éﬁb|uﬁbﬁﬂ\@\uﬂscéb
Qg by A Gl 5 A8 e il Alime Al au i )y yhaal A8S) (a0rta) oY) Al Cim L
o B ka5 Ll S5 ey pall (oS5 ¢ )alls 4l (Q0TTR) 2 seae JAiiy il dliae sl CaS
OS5 A8y yhay 4l 81 el S Laie Alaal) 5800 ) 3 seae 25 e Gaali Wl L) 55 ¢ 334 5(Very simple)
ashadll Cilm g e 3 Cagun s,
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[A patient asked me “what is the relation of hypertension in the heart muscle?” and “why
does this affect the heart muscle? ”.  want to explain to him that we have “ventricles and atria”
and at that moment I couldn’t think what it means in Arabic. Then honestly while he was sitting
in front of me, | used my mobile, and I translated it into Arabic “ce3¥ 5 bl in the heart. |
want to tell him that there is swelling in the heart muscles or an increase in the thickness of the
heart muscle wall and I couldn’t find the term which is increasing or swelling the muscle. So,
I said “hypertrophy” in the heart muscle and why it happens because the blood is flowing
against high pressure and | will tell him no; it is in facing high pressure. | felt that he gets lost
between the English word and the Arabic word and he became distracted as he didn’t get
enough information. | had to draw the heart muscle on a paper and the artery that comes out
of the heart. However, I didn’t know till now what its name is in Arabic and how the blood
flows and how when there is pressure in the “aorta” and how the heart muscle is making an
extra effort like when we go to the gym, we make an extra effort, and the muscle we have is
growing bigger. [ tried to explain to him in a very simple way, and I felt that I didn’t pass on
the information well.]

When the patient did not seem to understand his medical problem, in order to verify that the
patient understands his disease and diagnosis, Dr Salem felt it his personal responsibility in
helping the patient understand his medical issue by drawing pictures and providing a full
explanation. Doctors can use helpful strategies such as diagrams or pictures when referring to
medical terms to ensure mutual understanding as well as effective interaction with their patients

(Barrett, 2013; Barrett et al., 2008; Berger & Cartmill, 2017).

Patients who had LEP reported varying levels of English fluency and literacy. Some reported
that they could understand spoken English but had limited understanding of written
communication in English. Twelve of the patients reported the inability to read or write
English. Regardless of LEP, all patients preferred Arabic for communication. Patients
described their experiences as they looked for understanding their health issue and health

instructions including medication. Mr. Sami, a male patient spoke from his experience:

Fragment | Date source | Patient Gender | Age | Education level | Religion
4.29 Interview Mr Sami M 37 High/ B. A Muslim

MLl g sl i pall e s s ccanbl] o i au Clalhiasl] e sl S S5 Lol il
[When you understand some English terms, it helps the doctor, by saving time and purpose.]

He added:
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Fragment | Date source | Patient Gender | Age | Education level | Religion
4.30 Interview Mr Sami M 37 High/ B. A Muslim

" Cpndl s sae 8 2K 6 S 5 adai¥) o Y Gl gl 5 SN Lagly A pels 0¥ (s ani 7
[Yes, but you know that doctors sometimes use English words during their speech.]

In his belief, Mr Sami claimed that patients should be more aware of their chosen words based
on their health education; this would particularly save a great deal of time and make for a more
satisfactory D-P interaction despite the presence of a relatively some English words by doctors

during their interaction with patients.

Past research suggests that patients with LHL who have been diagnosed with an illness may
not understand their health circumstances and the instructions that they are required to follow
in order to manage their illness (Brown, 2016; Koch-Weser et al., 2009; Pagano, 2018;
Schillinger et al., 2002). As a result, a patient may experience several adverse health outcomes
which may lead the patient to experience an inability to follow recommendations; this could
be serious. Patients with LHL may experience a high risk for medication mix-ups and dosage
errors. Patients are negatively affected by inappropriate medicine labelling and avoidable

medication interactions in all literacy levels (The Joint Commission, 2007).

4.5 Code-switching motivations

CS is acommunicative strategy used by bilinguals to signal several psycholinguistic and social
functions (Alkhlaifat et al., 2020). During the medical consultations, numerous CS instances
among doctors and patients were noted. The study found that Jordanian bilingual doctors
inserted English into Jordanian Arabic speech for psycholinguistic and social reasons. The
Communication Accommodation Theory (Dragojevic et al., 2016; Gallois et al., 2005; Giles,
1975; Giles et al., 1991; Giles & Ogay, 2007; Giles & Smith, 1979) seeks to identify the social

and psychological motivations for codeswitching among doctors and patients. In this study,
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code-switching among doctors and patients during the medical consultation basically occurred

to facilitate D-P interaction and for two main reasons: filling lexical gaps and accommodation.

4.5.1 Code-switching to fill a lexical gap

In this study, despite the fact that doctors and patients have social differences in relation to the
power inequality and interaction, doctors are able to alleviate these. To achieve this, doctors
use code-switching when monolingual patients do not understand their message. Code-
switching is a natural outcome of languages in interaction, as doctors are educated in a language
other than English (Magana, 2013). Code-switching is commonly observed in interactions
where a minimum of two languages, dialects or registers are used interchangeably within a

specific genre (song, talk) during a discourse in a multilingual setting (Eastman, 1992).

Given their bilingual educational background, most doctors speak Arabic (the local dialect),
English and languages other than English. Fifteen patients were considered monolingual in
Arabic based on the fact that Arabic is the official language in Jordan (Al-Wer, 2005) and three

of them were considered bilingual in Arabic and English based on their education in English.

Since the doctors are defined as bilingual participants who regularly alternate between English
and Arabic and different dialects (the Northern dialect and Southern dialect), code-switching
is thus available mainly in four main phases of the medical encounters: obtaining the medical
history, clarifying information, revealing the diagnosis and the condition management (Heath,

1992).

As seen in the following Fragment 4.31, while the doctor avoids medical English jargon in
some cases he code-switches from Arabic to English, which may not be obvious to the patient,
by using the medical term “severity”. Here, perhaps, the code-switch was used because of
easier accessibility and retrieval from memory to fill a lexical gap. Subsequently, the doctor

code-switches from English to Arabic to accommodate to the language of the patient. This
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accommodation may require a switch in language from English to Arabic as in the following

example:

Mr Sami visited the hospital as he had difficulty breathing due to common cold symptoms,
including cough, fever and a runny nose. Mr Sami described his health problem to Dr Salem
who negotiated the information, which led to a diagnosis of the flu. In his interview with Mr
Sami, Dr Salem code-switched from Arabic to English although this may not be obvious to the

patient, such as using the English medical term ‘severity’ (line 3).

Fragment | Date source Doctor: Salem Patient: Mr Sami
4.31 Observation | Gender | Age | Religion | Education | Gender | Age | Religion | Education
M 27 | Muslim |B.AA  of | M 37 | Muslim | High/ B.
Medicine A
1 Dr Salem: ¢ elas Gl je ¥ (38 il i
[When did these symptoms start?]
2 Mr Sami: ¢es b Ly
[Nearly two days ago.]
3 Dr Salem: ¢ " severity" (s Je (ap o
[Two days ago, with the same severity?]
4 Mr Sami: o8l (i cpas

[Yes, the same.]
5 Dr Salem: f_a sl 504 i (Hesitation) iz
[1 mean, the same severity of illness?]
6 Mr Sami: s 25ll (udi cans
[Yes, the same.]

Here, the doctor was surprised that Mr Sami did not have this severe illness checked until two
days later. Nor could he believe that his patient had not realised the severity of his medical
condition to the point that he could not help uttering ‘severity’ in English. The doctor’s
paralinguistic cue such as ‘hesitation’ (Line 5) was useful in refreshing the memory bank and
then switching to the Arabic language. Hence, CS was inserted due to the easier accessibility

and retrieval from memory. In his interaction with Mr. Sami, Dr Salem may code-switch from
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English and used the Arabic term “u=_<ll 325" (Line 5) not only to gather information about the
patient’s illness but moreover, to accommodate his speech style to the patient. Another
motivation for CS is for the purpose of confirmation. The doctor is proficient in English and
used technical terms. However, the patient was brought up in Jordan in one language and was
not fluent in the medical register in English as the doctor was. Nevertheless, the patient’s reply
would have indexed the patient’s high level of education in English as he confirmed twice
“Yes, the same” (Line 4 &6). According to Gallois et al. (2005), this patient used the
accommodation as a strategy to signal his involvement, in order not to appear distant from the

doctor.

Similarly, in the following Fragment 4.32, Dr Ali code-switches when interacting with Mr
Tamer. In this instance, the doctor is clarifying information about the patient’s illness and using

the English terminology “Pain” (Line 5).

Fragment | Date source Doctor: Ali Patient: Mr Tamer
4.32 Observation | Gender | Age | Religion | Education | Gender | Age | Religion | Education
M 28 | Muslim |B.AA  of | M 34 | Muslim | Secondary
Medicine
1 Dr Ali: <yl 13 Sl 5 2alall g3V cilebu gued sl al a5 03 1 sa )y Jasy )
Sl ylaaile ae |sa 4t LS Jhy
[You put oil into your ear, and it remains up to five hours and then you
turn your head to the other side? Unfortunately, this oil can leave residues
inside. Do you dry your ear after?]
2 Mr Tamer: —ais el
[Yes, | do]
3 Dr Ali: faisy b
[What do you use for that?]
4 Mr Tamer: O3 calaie Guiy Caliy
[1 usually dry it with cotton swabs]
5 Dr Ali: fpain ¢ dxie
[Do you have pain here?]
6 Mr Tamer: $<asSy
[No, I don’t. What do you mean?]
7 Dr Ali: ga5 &=
[ Pain means ache.]
8 Mr Tamer: & ¢ax
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[Yes, | have.]

Dr Ali code switched due to the lack of immediate availability of the required word or for its
easy retrieval from memory (Gardner-Chloros, 2009). Hence, he code-switched from Arabic
to English as he might speak to fill a lexical gap. English synonyms were integrated either due
to the habitual use of the word or for their easier accessibility or retrieval from memory.
According to Milroy and Muysken (1995), a speaker’s choice of preference code depends
largely on their life experiences, which includes their social and educational factors. Thus,
language codes may be switched at any point in the discourse due to the bilingualism of the
doctors and their language preference. In order to function effectively for better mutual
understanding and to avoid misunderstanding, Dr Ali used the strategy of repair. Tarone (1980)
defined ‘repair’ as ‘the discoursal rules for who corrects whom, when and the correction of a
linguistic form as well as negotiation of intended meaning’ (p. 427). Dr Ali deployed

immediate repair strategy after CS to ensure there was understanding of what had been uttered.

It was observed that the participants could code switch due to the unavailability of a word or
phrase in their mother tongue. Hence, they may code switch from Arabic to English within the
conversation to fill a lexical gap (Alkhlaifat et al., 2020). Perhaps, English synonyms were
integrated either because of their unavailability in Jordanian Arabic or for their easier

accessibility or retrieval from memory.

This demonstrates code-switching, where participants filled in missing words or phrases from
memory due to the psycholinguistic state of the speakers (Gardner-Chloros, 2009; Jevtovié et
al., 2020). An insertion of words or phrases by speakers may also correlate with the fact that
the words or phrases are retrieved more rapidly in dialogue (Ariffin & Rafik-Galea, 2009;
Green & Wei, 2014). This is similar to other studies conducted in the context of education, as

discussed in the literature review (see Mahsain (2015) and (Al-Hourani & Qasim, 2016).
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4.5.2 Code-switching for accommodation purposes

While it is true that there are social differences between doctors and patients in relation to the
power inequality (Giles & Ogay, 2007) and communication, doctors made attempts to alleviate
these for effective communication purposes. Hence, doctors worked toward achieving this goal
and used CS when monolingual patients did not understand their message. Hofstede and Bond
(1988) describe this as power distance, that is the extent to which a culture believes and accepts
unequal power in institutions and organizations. The relationship between patients and doctors
is based on respect, moreover, doctors need to be respected by their patients for their medical
expertise and specialized knowledge and skills (Cordella, 2004). For example, in high power
distance cultures, doctors saw themselves as having expert knowledge of patients’ health
conditions, instead of valuing themselves as being equal and cooperative (Lawton et al., 2015)
. Due to doctors’ professional expertise, patients feel that they are in a powerlessness position
during medical consultations and should obey doctors’ instructions, thereby increasing the

doctors’ power in terms of their status and interpersonal roles (Rocque & Leanza, 2015).

Gallois et al. (2005) stated that the speakers vary in their speech styles either to distance or
strengthen the relationship between themselves and other speakers according to their social
identity. For the purpose of convergence, they adapt their speech style with others (Palomares
et al., 2016; Watson et al., 2016). During the conversation, participants collaborate to create a
meaningful message. The analysis of the data showed that participants code-switched either to

converge or equalize power relations between them.

In the example above in Fragment (4.32), while the doctor uses the English terminology “Pain”
(Line 5) to fill a lexical gap, the patient interrupts him and asks for clarification. The doctor
code-switches from English into Arabic “a>5” (Line 7) to accommodate to the language of the

patient. In addition, by virtue of the doctor’s knowledge of his patient, he can accommodate
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his patient’s level of English proficiency (Wood, 2019). The patient’s misunderstanding of the

doctor’s terminology may contribute to failure in the treatment process.

On the other hand, there was also an instance where the patient would switch to English words

and medical English jargon even though there were linguistic equivalents in order to

accommaodate with his doctor as in the example below:

Fragment | Date source Doctor: Amjad Patient: Mr Fadi
4.33 Observation | Gender | Age | Religion | Education | Gender | Age | Religion | Education
M 54 | Muslim |B.A  of | M 46 | Muslim | High/ B.
Medicine A
1 Dr Amjad: fellle i
[What is your complaint?]
2 Mr Fadi: < _aiTrauma J Cuia y=3 Ul
[I have a trauma.]
3 Dr. Amjad: fla) ¢ s il
[You were injured?]
4 Mr Fadi: Jul¥) as el e
[From lego? for children]
5 Dr Amjad: flele Caed
[You fell off it?]
6 Mr Fadi: 3d L lele Cse
[1 fell off it and | did not see it.]
7 Dr Amjad: $s2ls Zéa Lgl)
[Does it have a sharp edge?]
8 Mr Fadi: zmssa cpal
[Yes, right.]

In Fragment 4.33, Mr Fadi is a dentist who has trauma in his foot, and he switches to the use

of English medical jargon to accommodate with the doctor. Mr Fadi attempts to make himself

more similar and intelligible to Dr Amjad when he replied © <

saiTrauma J <us a5 U (line

2) [I have a trauma.] and used the technical register ‘Trauma’. Dr Fadi’s use of the medical

term may imply that he is not a layperson without knowledge of the medical field. According

to Bullock and Toribio (2009), CS by proficient bilinguals may occur within particular cultural

groups. Giles and Smith (1979) argued that individuals could attempt to make themselves more

2 Lego are plastic construction toys for children.
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similar and intelligible to others by lessening their typical accents, slowing down their speech,
or delivering of their message that aims listener’s familiarity with the topic of discussion.
According to the CAT, the patient is accommodating with the doctor as he is adjusting his
speech behaviour with the speech behaviour of the doctor. This indicates that this patient is
trying to converge and consider the doctor as part of his in-group (doctors) and not trying to
distance himself from the doctor (Alkhlaifat et al., 2020; Palomares et al., 2016). However, the
doctor’s language choice will be analysed as an attempt to distance himself from the patient by
choosing a different code (in this case, Arabic). According to the Communication
Accommodation Theory (CAT), if the speaker refuses to accommodate the language of
conversation of other interlocutors, then this leads to divergence (Giles & Smith, 1979;

Palomares et al., 2016).

In the second extract of the same conversation, the doctor advises the patient about the
treatment required in the case of trauma, but the patient does not agree and strongly suggests

another treatment as observed in the following fragment:

Fragment | Date source Doctor: Amjad Patient: Mr Fadi
4.34 Observation | Gender | Age | Religion | Education | Gender | Age | Religion | Education
M 54 | Muslim | B A of | M 46 | Muslim | High/ B.
Medicine A
1 Dr Amjad: Seli ) s ddala las (53
[This wound need stitching. What’s your opinion?]
2 Mr Fadi: Sutures ¢ Ul Aklall Juady L Ul
[1 don't prefer sewing. | want sutures.]
3 Dr Amjad: L3 a5Y da side 3o
[But it is open, it needs stitching.]
4 Mr Fadi: €88
[A lot?]
5 Dr. Amjad: Abba lay s gide ol

[Yes, it is open. It needs stitching.]
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In this fragment 4.34, the patient’s desire to converge creates familiarity and creation of an
informal environment that can be explained using Giles’s accommodation theory, which
assumes that communicators adjust to a situation either to converge or to diverge from the
listener. There are two important motives for convergence by Mr Fadi in this fragment, one is
the desire to get approval for the suggested treatment from Dr Amjad. The evidence is that of
similarity-attraction: The more similar we are to our interlocutor, the more he or she will like
or respect us and the more social approval gaining we can expect (Byme (1971) as cited in
Giles & Ogay, 2007). Second, it is possible to break the power discrepancy created by the
doctor's professional status and bring the doctor and the patient closer (Youssef, 1993) since
doctors are highly educated in English. This can also be interpreted in terms of diglossia that
the official language could be more attractive and more rational than the local language
according to Ferguson's concept of diglossia (Fasold, 1984). Consequently, using English terms
could portray the patient as prestigious and seem to be a way of expressing convergence with

the doctor (Singo, 2014).

On the other hand, Dr Amjad again does not adapt to Mr Fadi’s speech style which asserts his
medical expertise, his power role as a medical professional and Mr Fadi’s role as a patient
under treatment. Emphasising the differences in speech leads to divergence between speakers
(Palomares et al., 2016). This is similar to Gumperz’s notion (1982a) of ‘we-code’ and ‘they-
code’, in which interlocutors differ their verbal and non-verbal communication according to
their relationship with the other interlocutors during the language interactions and its
motivational factor for code choice. For this reason, the Communication Accommodation

Theory aims to identify the motivational factors behind the variation in speech styles.

When two speakers converse, convergence between them can also take place in relation to the

content of what they say. Speakers can defer to the listener and increase mutual clarification as
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they believe that the listener holds the knowledge (Giles & Smith, 1979). For example, as
mentioned earlier in Fragment 4.31 during the consultation with the patient, Mr Sami (male,
37), he replied to the question ‘¢ “severity” o e a2 <7 (line 3) [Two days ago, with the
same severity?] with an expected adjacency “yes, the same”. This type of code-switching is
motivated by the content of the preceding question. In fact, some patients may be engaged with
doctors in a collaborative process and social negotiation leading to satisfaction; not just

engaging in a one-way information flow D-P clinical interaction.

Likewise, this key finding is similar to other studies elsewhere (Singo, 2014; Wood, 2019)
which have shown that code-switching is a strategy used by speakers for seeking to diverge
and converge in their speech in order to accommodate the other interlocutors for effective
communication. The use of code-switching would enhance not only communication but also

“the bridging of language separation” (Mabule, 2015, p. 345).

4.6 Challenges in diagnosing with opposite-sex

An understanding of doctors’ motivations and patients’ satisfaction in order to improve
healthcare delivery and safety, and given the difficulties that challenge doctors - particularly in
rural areas - has increased the importance in health communication and healthcare research

(Farokhzadian et al., 2015).

This theme has identified and describes the main challenge by doctors in diagnosing based on
their negative experiences in general practice. The main concern for doctors was regarding
gender preferences in dealing with patients. In fact, gender among other factors is an important
consideration during the medical visit, and it should be considered in studies examining the

doctor-patient interaction (Bertakis, 2009; D’ Agostino & Bylund, 2014; Penman, 2015).
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The vast majority of doctors in the study agreed that gender differences influence the D-P
relationship and diagnosing in terms of religious and cultural belief, and expression of
complaints about sensitive issues. Dr Salem considered the exposure of female patients’ body
would be uncomfortable and against their religious beliefs. Nigab-wearing patients

occasionally refuse to expose their faces.

Fragment | Date source Doctor Gender | Age | Education language | Religion
4.35 Interview Dr Salem | M 27 | English Muslim

gila Ganidl ) cadlad ol W Gl 8 43) 5 "sore throat" (e oS ¢l Al 5 peds il 5 ia Ul Ay o "
Ul lgia cailizat Ul dal joay clS A (ol sall (e 138 ila Capdii le ()50 (e inlle iy Q) xd 5 LgS) b b
"L il Cma Ul LS 48] (g jtall Capda e Alals clf Y cle

[A patient came to me, and she was wearing a veil, complaining about sore throat and she
suffered from pain when she swallowed. | asked to check her throat; she refused to raise
the veil. She said, “examine me without seeing my throat”. This is one of the situations that
| was really upset because you are coming to see a doctor that is supposed to whom you
complain. I'm hard to reveal.]

Dr Salem replied when the researcher asked him if this female patient would probably take

off the veil in the presence of a female doctor and not a male doctor:

Fragment | Date source Doctor Gender | Age | Education language | Religion
4.36 Interview Dr Salem | M 27 | English Muslim

Culla Wl sister gie 25 5a Ul ‘sistergga.'n:M\&@in%}&ﬁoi@@k& cliy A M
L@.\M&ud&cyw_ﬂ\uﬂuﬂq\ 13 (Ol A S (e dua o sd (3 i s%)uﬂde‘gw\‘fﬂ
Ul Ul Ay gria 8 La A g JS) Gandhy 2 sa ge alnd) ()5S0 clasa ] 5 Gilra LedSaly dgana (aads

"duay e aain Guali @) JS)

[Yes, but at that moment | had a female nurse when | asked that | check it out, but she
refused, and this differs from place to place. Simply, if we move to the main cities, we may
ask her to check her body, you may examine with ease, but here there is a difficulty with
some but not all.]

Dr Salem believed that nigab-wearing patients might not accept to be examined by male

doctors because of religious reasons:

Fragment | Date source Doctor Gender | Age | Education language | Religion
4.37 Interview Dr Salem | M 27 | English Muslim

" gl pgn 55 20 U YAl 8 Y IS S Lgtiny L) R s
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[1t is because of culture. As far as possible, we avoid that as much as possible except in
case of emergencies; we may direct them to female doctors if it is possible.]

Another evidence on how gender differences impact diagnosing is in the following example.

Although Dr Nabeel has no challenges in diagnosing patients - if he did have difficulty in
examining patients’ complaints he would refer it to a specialist or laboratories where required
analysis tests could be performed - gender differences emerge making it difficult when he

diagnoses them.

Fragment | Date source Doctor | Gender | Age | Education language | Religion
4.38 Interview Dr M 28 | Ukraine Muslim
Nabeel

e Adsal 5l (an 31 Ul Guaatal o5 g sral el 8 Lo ddanal 5 065 ) Y sl YT
o 5i AUl 5 ALlS Gl e W) Sy La ) o il Lellas Lo 13) LY Jllail) 255 @i g Colaluad) (pabaial

"ol

[No, most of the cases are clear, no difficulty, and if there is something difficult, we can
refer the patient to a specialist or a lab where analysis tests could be done. More precisely,
females. If you do not ask them, they do not tell all the symptoms, and thus you become
lost.]

In this example, Dr Nabeel reported the main cause for a patient refusing to reveal all the
symptoms (Al Momani, 2014; Ball et al., 2015) is shyness. A female patient may feel shy to
share sensitive information about private medical issues with male doctors. Previous studies in
this area have examined how the gender of both doctors and patients impact the process of care
(Al Momani, 2014; Bertakis, 2009; D’ Agostino & Bylund, 2014; Farahani et al., 2011; Padela
& Pozo, 2011; Pagano, 2018). Islam encourages individuals to consult health providers of the
same gender about their health problems (Al Momani, 2014; Padela & Pozo, 2011). In seeking
a healthcare provider, the first choice for Muslim female patients would be a Muslim female
doctor, followed by a non-Muslim female doctor. However, when no female doctors are
available, a Muslim male doctor is the second choice and a non-Muslim male doctor the third

choice (Padela & Pozo, 2011).
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The expectation for patients avoiding physical and eye contact with a healthcare provider of
the opposite gender can impede doctor-patient interactions (Abudari et al., 2016; Attum et al.,
in press; Tackett et al., 2018), as is evident in the fragments above and in observation data in
chapter 5. Some doctors were aware of this and referred patients of the opposite gender to a

doctor of the same gender.

4.7. Doctors’ health communication training

Many interactions between doctors and patients are often not science, but the communication
of that science. Thus, communication skills can be improved with effective training (Boissy et
al., 2016). This study looked into the perception of doctors regarding health communication
training during their medical education. The main theme emerging from the question ‘Have
you received any (intercultural) health communication training as part of your university
coursework? was their lack of health communication skills and training. The study revealed
that the majority of doctors did not receive any training during their university coursework. For
example, some doctors reported that training was not required to accomplish their university
coursework. They added that they gained clinical experience by dealing with many patients

and from the close supervision of senior doctors.

Dr Hassan spoke about the lack of health communication training provided to help them to

communicate with their patients in the clinical setting during their medical education.

Fragment | Date source Doctor Gender | Age | Education language | Religion
4.39 Interview Dr Hassan | M 26 | English Muslim

“alaii Lie 5 SY) L) 3 pilae 53 5ad) aa ¢ Al (538 o Cina lie (187

[There was a weakness in this respect, but with dealing with patients and senior doctors,
we gained experience.]

Dr Hassan stated that they can overcome this gap of inadequate training by improving their
communication skills through personal experience and by observing senior doctors’ treatments

with patients.
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Similar to Dr Hassan, Dr Amjad claimed that his education lacked instruction on how to

communicate with patients consisting of the basics only which was insufficient for clinical

interaction.
Fragment | Date source Doctor Gender | Age | Education language | Religion
4.40 Interview Dr Amjad | M 45 | English Muslim

“ S e b€ o 6 Al Laldal (g sall e el aliza (S Lo Y CauSU”

[Unfortunately, not. Most of the communicative skills learned from dealing with the
patient. As basics in my study program, it was not too much.]

Dr Amjad identified that medical education should go beyond medical knowledge to
effectively communicate with patients and fully engage with their experiences (Ha &

Longnecker, 2010).

Doctors acknowledged the importance of past experiences with patients as this training is not
part of the medical school curriculum. For example, Dr Shadi claimed that despite not receiving
communication training during medical school, he demonstrated effective doctor-patient

communication skills through intensive supervision by senior doctors during his study.

Fragment | Date source Doctor | Gender | Age | Education language Religion

4.41 Interview Dr Shadi | M 65 English Muslim

) o g Tl 5 Tl Ll laad ) gilS. iy il 8 Lgpuiati (5 8 Lad A0 Al (e Ll 50 0 58 Jgla LS Liaf
LA aplall Cadle (5led (i (aagal) pe R Jani el J sl US| M iy yall dpia el 5yl | slee]
ML ity (a5 ¢ gl iy i yall (e e laall 02l (oS Jual )

[We were practicing in the hospitals from the second year of our medical education and
above. Our professors always asked us to obtain the history of patients. I mean we spent
the whole day dealing with patients and writing up. This enabled me as a doctor to
communicate with the patient and write it down.]

To sum up, doctors expressed that the discipline of communication skills was not well taught
as part of a classroom curriculum at medical schools (Alnasser et al., 2017). Doctors relied on
past experiences with patients or observing senior doctors’ treatments to enhance their
communication skills with patients. It is a significant finding that doctors in Jordan are taught

in English while they are practising in healthcare settings where the main language is Arabic.
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This finding suggested that doctors’ training may influence the quality of D-P communication
(Kee et al., 2018; Montague, 2018; Zibande & Pamukoglu, 2013). Indeed, communication
skills training should be considered as an integral part of quality medical care and the training

addressed to doctors in Jordan.

4.8 Summary

It is concluded from the analysis of our interview and observation data that verbal
communication is important in the doctor-patient healing relationship and can help or hinder
the patient in their quest to heal. The selected subthemes were lack of common language, lack

of understanding, language and health literacy, and code-switching motivations.

Inappropriate communication rooted in lack of common language resulted from the use of
medical English jargon by doctors in explaining medication and side effects, diagnosing and
communicating with patients and the use of English between doctors in front of patients.
Patients often cannot provide accurate information about their illnesses when they explain what

they suffer from.

Lack of understanding among patients was identified as an obstacle by doctors as a result of a
low level of education in making treatment decisions and understanding their treatment and

medication.

Doctors experienced health literacy challenges and obstacles when attempting to engage and
activate patients with low literacy who may not understand their health circumstances and the

instructions that are needed for better health outcomes.

In this chapter, code-switching played two roles: filling a lexical gap, as well as for
accommodation. Code-switching can be identified as filling a lexical gap when participants

switch from Arabic to the English language due to the unavailability of a word or phrase in
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their mother tongue, Jordanian Arabic, or for their easier accessibility or retrieval from
memory. A unique function of code-switching was observed; the desire to converge and bring

familiarity and creation to an informal setting in conversation.

Doctors cited religious and cultural factors which impacted the interaction with female patients
which created a barrier to delivering safe care. Female patients were shown to prefer to be

examined from same gender.
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Chapter Five: Non-verbal communication in Doctor-Patient
Interaction
5.1 Introduction

This chapter effectively addresses the second research question in this study ‘What are the non-
verbal communication benefits and barriers in doctor-patient communication?” Non-verbal
cues have been conceptualized as multidimensional in nature (Eaves & Leathers, 2018), and
can occur simultaneously and in overlap during a conversation. They include those precise
cues such as smiling, nodding and body posture (D’Agostino & Bylund, 2014) which match
and demonstrate features of the verbal communication and often deliver messages and convey
emotions that are unaffected by direct conscious analysis by the communicators (Friedman,
1979). Given that the focus of non-verbal communication occurs in a social interaction
(between doctor and patient), in this study | use three dimensions to classify the different non-
verbal cues examined. These three dimensions include: body language (Kinesics), use of voice

(Paralinguistics), and communication through touch (Haptics) (Mdller et al., 2014).

The videotaped consultations and interviews provided a rich data source on how general
practitioners communicate non-verbally with patients when they do not share the same power
and cultural background. The analysis of video data identified eight main themes: 5.2.1) Touch
or not to touch, 5.2.2.1), Expansive body posture, 5.2.2.2) Dominant doctor’s high-pitched
voice, 5.2.2.3) Doctors interrupting patients, 5.3.1) Eye contact for communication
enhancement, 5.3.2) Smiling as an accommodative strategy, 5.3.3) Hand kinesic cue for pain
communication, and 5.3.4) Head nodding. All non-verbal behaviours were analysed using

ELAN (see chapter three sections 3.4.3.1 & 3.4.3.2).

Doctors consider therapeutic touching as necessary for a proper medical examination. Medical
professionals are competent in “clinical touch such as to palpate, poke, feel, or otherwise touch

a patient for the purpose of diagnosis” (Vorpahl, 2018, p. 12). While physical examination has
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made clinical touch accessible and legitimate to the doctor (Mitchum, 1989), it may have lower
patient satisfaction scores (Larsen & Smith, 1981). The doctor’s clinical touch of male-female
gender may be considered a violation of their physical privacy. It has been observed that there
is a high level of comfort and understanding between a female patient and a female doctor
during medical examination (Bertakis, 2009). In Islam, non-verbal communication through
touch is affected by cultural norms that should be maintained in the form of modesty and the
use of touch-based in comforting patients particularly between cross-gender is not welcome

nor appreciated (Rassool, 2014).

Analysis and interpretation of non-verbal interaction during medical encounters between
doctors and patients was conducted using a detailed study of video data of doctor-patient
encounters (see chapter 3 section 3.4.3). Many patients were very humble and cooperative
while speaking to their doctors and used a lot of head-nodding, which highlights
acknowledgment and cooperation rather than submission to doctors’ expertise and medical
treatments in Jordan. On the other hand, many doctors used their body orientation as a sign of
cooperation throughout the medical consultation, which expressed power and reflected their

intention to lead patients and increase their compliance to their advice and instructions.

Although this chapter sought to flesh out the explicit sources of miscommunications in D-P
interaction when observing the consultations and medical interviews, there were indications of
effective communication including eye contact for communication enhancement and smiling
for accommodative purposes. Eye contact is a very effective signal in clinical communication
and the cause of a satisfying interaction (Henry et al., 2012). In this study, doctors and patients

maintained eye contact during all consultations.
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5.2 Non-verbal communication barriers that cause ineffective D-P interaction

5.2.1 To touch or not to touch? Touch and gender

To explore the impact of therapeutic touch on patient perceptions, a thorough thematic video
analysis was conducted and analysed using ELAN (ELAN 5.7 Windows). As previously
mentioned, participants were videotaped and their behaviours were coded using ELAN
software to determine when touching occurred, and when it did not. However, during medical
consultations, participants interacted differently to touch in both cross-gender and same-

gender touch based on their sex, cultural and religious beliefs.

5.2.1.1 Cross-gender touch

In dealing with patients of the opposite gender, doctors seldom touched them clinically as
observed by the researcher. In terms of clinical touch, proximity and posture, male doctors
treated female patients differently, in an attempt to accommodate the patients’ cultural and
religious beliefs (see Fragment 5.1 & 5.2, and Figures 5.1 to 5.10 below). However, to ensure
those female patients could have privacy and confidentiality during their treatment as a result
of their involvement, much of the touching during examination was not available for camera

recording.

It is found that the doctor’s gender may impact patient care when examining cross-gender
patients. There was less clinical touch performed by the doctors as a result of dealing with
cross-gender, which was associated with greater satisfaction as in the Fragment 5.1 from the

interview transcript shown below:

Fragment | Date source Doctor: Hassan Patient: Ms Ayat
51 Observation | Gender | Age | Religion | Education | Gender | Age | Religion | Education
M 26 | Muslim |B.A  of | F 35 | Muslim | Secondary
Medicine
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la Dr Hassan: €x CX

1b Dr Hassan: L 1 L1
1 Dr Hassan: ¢ »élw iz 5l ol il led la
[Did you experience a sprain in your wrist or direct hit?]

2a Ms Ayat: cC— C—
2b Ms Ayat: CX—CX
2 Ms Ayat: ....cla 45 5l o) cia) g cils el Ul LY

[No. I slipped off, and my hand turned to the corner....]
3 Dr Hassan: {Moving his right hand from his back to the

front and back again (see Figures 5.2 t0 5.7)}
4a Ms Ayat: G

4 Ms Ayat: L (Y33 muall jla 5 (50 il 1S 13 ¢ el caa) Lali
[This turned to blue with numbness in the morning.]
5a Dr Hassan: Cx————— CX
5 Dr Hassan: $4lSie 38 all 8
[Do you have any trouble with movement in your hand?]
6a MsAyat.:C—»  C—
6 Ms Ayat:  O¥33 led Al G Y

[ No. I have only a feeling of numbness in my hand.]

Notational symbol Meaning

L7 Speaker leans forward while talking

C X Indicates that the speaker gazes to an object (e.g. to a
body organ)

C— Speaker is gazing towards the other party

Lp Down pointing backhand index

Dr Hassan’s position in leaning forward (line 1b) conveys an interest and involvement in his
interaction with the patient (Roberts & Bucksey, 2007). He visually examined Ms Ayat’s hand
without using his hand and uses questions (Line 5) to get information as part of the diagnosis.
Doctors normally use their hands to move the patient’s hand and ask whether the movement

causes pain or not, but not in this case.

In Figure 5.1, while Dr Hassan simultaneously communicates with the female patient Ms Ayat
in different modes (such as suitable physical distance and direct gaze), he is certainly also
avoiding the mode of clinical touch with the patient. When analysing doctor’s kinesic cues and

posture, we gain much insight into the avoidance of clinical touch.
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Figure 5.1

00:00:01.399 Selection: 00:00:00.000 - 00

(TR DR eI [] (bS5 k] [<]

Dr Hassan is clasping hands behind his back while

examining the patient

Although Dr Hassan expressed his desire for immediacy (see Section 2.2.2.2) by exhibiting his
interest in listening to Ms Ayat’s complaint by leaning forward and maintaining eye contact,
he did not touch Ms Ayat even for examination. Unconsciously, his hand kinesic cue in Figures
5.2, 5.3 & 5.4 show his desire to examine her with clinical touch, but he avoided it (see Figure

5.5,5.6 &5.7).

Figure 5.2 Figure 5.3 Figure 5.4

00:00:43.

Selectio

Al)]ﬂ:rlbilbﬂbllbl [bsC

Selectan 000 90 000 .00 00:00:44.032 Selectior

[TICRECREIE

NIRRT RN STETe o] I EIEIDICA T IS
Dr Hassan starts to move Dr Hassan is moving his right Dr Hassan is moving his right
his right hand from his back hand from his back to the hand from his back to the
to the front front front

To avoid clinical touch associated with ambiguous interpretation, Dr Hassan assumed that Ms
Ayat does not want to be touched by a male who is not a family member, even as part of a
medical examination. Fragment 5.1 reveals how the female patient presents pain to the doctor

via verbal communication (lines 2,4 & 6) and non-verbal behaviours including pointing and
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gazing to the source of pain (lines 2a,2b, 4a & 6a). The doctor does not touch the patient’s
hand. Rather, he asks her specific questions (lines 1 & 5) whilst maintaining eye contact to

avoid directly touching her hand.

Figure 5.5 Figure 5.6 Figure 5.7

0000:42.925 Seloctin 00:00:44.227 Selec!
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Dr Hassan starts to return his Dr Hassan returns his right Dr Hassan returns his right

right hand to his back hand to his back hand to his back

Ms Ayat expressed her reluctance to be clinically touched by a male doctor and her preference

to be consulted by a female doctor. She said:

Fragment | Date source | Patient Gender | Age | Education level | Religion
5.2 Interview Ms Ayat | F 35 | Secondary Muslim

MOSSA (e iy 55 58 (e L (g sty GO 8l e STl oAl i Y dal juall @l

[To speak frankly, | feel more comfortable with a female doctor, not male. There are
things you would like to ask a female doctor about them since you feel embarrassed by a male
doctor.]

Ms Ayat assumed that she would be more reluctant to share or disclose sensitive health issues
with a male doctor than with a female doctor because she feels embarrassed. Thus, the non-
existence of a female doctor could be a barrier in care-seeking (Rassool, 2014; Tackett et al.,

2018).

Similarly, as in the situation below, the differences in gender complicate the use of no-touch
with patients. In order to accomplish certain therapeutic tasks, male doctors sometimes face

difficulties in providing care that requires physical closeness and clinical touch because of the
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social conventions in relation to male and female interactions in Jordan as shown in the

following Fragment 5.3:

Fragment | Date source Doctor: Nabeel Patient: Ms Rana
5.3 Observation | Gender | Age | Religion | Education | Gender | Age | Religion | Education
M 28 | Muslim |B.A  of | F 27 | Muslim | Secondary
Medicine
la Dr Nabeel: c— B O
1 Dr Nabeel: felyie ¢ & 4 s ual eVl e {Carrying the Otoscope to examine Ms

[Do you have any symptoms?]

Rana.}

2a Ms Rana: ¥ ¥ {Pointing to her throat.}
Ms Rana: o5 (e el (84 pa Gaesall (530 A ey

[For the past two days, | have had difficulty in swallowing.]
3a Dr Nabeel: L7 L1
3 Dr Nabeel: falSia lgd Sadl o {Walking towards Ms Rana to examine her right

ear}
[Only right ear affected?]

4 Ms Rana: ¢ {Showing Dr Nabeel her right ear.}

[Yes]
5 Dr Nabeel: 4:3&{Waiting Ms Rana to show him her left ear.}

[The left ear please.]
6 Ms Rana: {Showing Dr Nabeel her left ear.}

Notational symbol

Meaning

L1

Speaker leans forward while talking

&

Right pointing backhand index

Dr Nabeel was observing and maintaining the social and cultural norms with Ms Rana because

in Islam it is inappropriate socio-culturally to communicate through touch with cross-genders,

particularly for modesty and health purposes (Rassool, 2014). During the medical examination,

Ms Rana, who was wearing a veil, responded to Dr Nabeel’s body orientation (line 3) when he

walked towards her and leant over to examine her ears (line 3a) using the ‘otoscope’. She did

this by showing him her right ear (see Figure 5.8), then her left ear (line 6) (see Figure 5.9)

upon understanding his body orientation (line 3a).
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Figure 5.8 Figure 5.9
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In Figure 5.10 below, Dr Nabeel kept his left hand beside his body while looking through the
‘otoscope’ in Ms Rana’s ear, he leaned towards her without touching her also taking care not
to touch her ear. It was clear that it would be much easier for Dr Nabeel to use his left hand to

hold the patient’s ear and examine it.

Figure 5.10
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Dr Nabeel is examining Ms Rana’s ears without
clinical touch

A female patient may be uncomfortable and may feel threatened if clinically touched by a male
doctor. Nevertheless, patients may be less likely to feel defensive and threatened when clinical

touch is initiated by a doctor from the same-gender as opposed to touch from a cross-gender
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doctor. In saying this, male doctors tend to use less task-related clinical touch with female
patients (Andersen et al., 1987; Street Jr. & Buller, 1988). Because of the fear of
misinterpretation of touch, doctors avoid unnecessary clinical touching and keep an appropriate

physical distance with female patients.

As shown in the scenario above 5.3 Dr. Hassan demonstrated cultural self-awareness that can
be understood by his observance to the cultural and religious beliefs of patients by avoiding
cross- gender touch. When avoiding misinterpretation by means of clinical touch in the physical
exam, Dr Hassan states:

A el Cuniy Sy jall g 3 8 O 6Y (5 omll panidll die (S History a1 L sy Jlay salally Ui
Ml (a5 Jial

[I am usually far away when | get the history from the patient, but during the clinical
examination, no. Here, we are careful with females. Clinical examination only occurs in the
presence of a nurse.]

Dr Hassan is aware that gender could be a factor in the female patients’ perception and the
Jordanian community when it comes to clinically touching cross-gender in a way consistent
with the norms of the cultures involved. It is important to consider that cultural and religious
factors influence gender differences in non-verbal health interaction (see chapter 6 section 6.2).
In order for doctors to achieve cultural competence and deliver high-quality care to Muslim
patients, who are culturally sensitive, an understanding of the ramifications of the Islamic faith
and Islamic beliefs is essential when dealing with cross-gender patients in terms of touch
(Rassool, 2014). In the United States, because touching members of the opposite-gender is
often perceived as sexual, therapists tend to avoid touching to minimize misinterpretation (Zur
& Nordmarken, 2011). Similarly, both cross-gender, non-clinical and clinical touch in Muslim
interaction is perceived as less legitimate and more sexual unless on the condition that a female
nurse is present, preferably a female (Tackett et al., 2018), as Dr Hassan stated above (Fragment

5.4). This is an example of divergence perceived in an avoidance of clinical touch as non-
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verbal behaviour with patients. Doctors are careful to diverge themselves in order to avoid
conflict and misinterpretations with patients and take care when to diverge using strategies that
best fit the particular patient-doctor relationship (Ahmed & Bates, 2016). This divergence, one
of the principles of CAT, was displaced during the medical encounter in terms of divergent
non-verbal behaviours (Farzadnia & Giles, 2015; Giles, 2008), including tense (as opposed to

relaxed) body posture or an avoidable clinical touch, even a therapeutic one.

5.2.1.2 Same-gender touch

Touch is a powerful tool when communicating positive emotions. Hall (1966) suggested that
people in northern Europe, the United States, and the Far East engage in touching less
frequently (as cited in Martin & Nakayama, 2010), whereas in Arabic and Islamic cultures,
touch is frequently accepted. The same applies in Muslim, clinical interaction where touching
members of the same-gender feels comfortable for both patients and doctors in the Jordanian

culture during the examination, as shown below Figure 5.11, 5.12& 5.13.

Figure 5.11 Figure 5.12 Figure 5.13
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Dr Adel is gathering Dr Adel is using touch when Dr Adel is using touch when
information while touching examining Mr Saed’s ears examining Mr Saed’s chest

Mr Saed’s hands
In Figure 5.11 and 5.12, Dr Adel seemed more relaxed and comfortable whilst examining Mr
Saed’s ears and chest respectively with his hands. In fragment 5.5, Dr Adel examined and

touched Mr Saed clinically without verbal orientation.
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Fragment | Date source Doctor: Adel Patient: Mr Saed

55 Observation | Gender | Age | Religion | Education | Gender | Age | Religion | Education

Continued

from 5.22 M 32 | Muslim |B. A of | M 78 | Muslim | Primary
Medicine

11 Dr Adel: felxie g Sull yaa
[Is your diabetes new?]
12 Mr Saed: 405 Y

[No, I swear]
13 Dr Adel: {Examining Mr Saed’s left ear. }
14 Mr Saed: zic (egie g e ghal¥l pany SI3) {Examining Mr Saed’s right ear.}

[Sometimes | cannot hear well.]

At the beginning of Fragment 5.5, Mr Saed was facing Dr Adel and was ready for examination.
Dr Adel then gazed at Mr Saed’s face and listened to his story. Mr Saed, unprompted by Dr
Adel, began to turn his face showing his left and right ears respectively. As he began to turn
his face, Dr Adel took a closer look at the source of the complaint. Upon looking at the ears,
Dr Adel asked, “S¢laie s Sull aaa” [Is your diabetes new?] (line 11), Mr Saed replied: <4 s ¥
[No, I swear.] (line 12) and continued describing the problem (line 14). Swearing statements
using the religious expressions “I swear” or “wallahi” and other popular oath expressions in
Jordanian culture are a reflection of the impact Islamic attitudes have on the Arabic culture
(Al-Khawaldeh, 2018). It is considered a way to make an affirmation in reference to Islamic
religion, and therefore, it is a trustworthy expression (Al-Issa, 2003). In turning his face, Mr

Saed invited Dr Adel temporarily to examine his ears without verbal orientations.

However, touch is an excellent tool for creating rapport, strengthening the relationship and
cooperation, particularly with elderly patients (Gabbard-Alley, 1995) as is apparent in Figure
5.11. As Mr Saed sat on the bed and was ready to reply, Dr Adel began to social touch his
hands and started making notes of his name, his age and his real complaint. It is important to
note that Dr Adel’s use of social touch was positively associated with rapport (Elliott et al.,
2016; Remland, 2017) and was an encouragement to comply (Eaton et al., 1987; Wang, 2010),

which may have been associated with patient satisfaction and gender (Duggan & Parrott, 2001).
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According to CAT, this accommodation behaviour by convergent non-verbal touch is

indicative of the desire to build rapport, warmth and strengthening of the doctor-patient

relationship (Giles, 2008).

It seems that the majority of male patients are diagnosed using clinical touch by their male

doctors and same applied to female patients and female doctors, regardless of whether it was

clinical or non-clinical touch. This also occurred in the following medical interview as seen in

Fragment 5.6 between Dr Shadi and Mr Muneer:

Figure 5.14 Figure 5.15

ORI AL
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Dr Shadi is removing Mr Muneer’s shirt Dr Shadi is listening to Mr Muneer’s
from the upper part of his chest lungs from his back
Fragment | Date source Doctor: Shadi Patient: Mr Muneer
5.6 Observation | Gender | Age | Religion | Education | Gender | Age | Religion | Education
M 65 | Muslim | B.A of | M 41 | Muslim | B. A
Medicine
1 Dr Shadi: .. & &l jaa (asés Lla {Standing and turning to examine Mr Muneer.}
[Let me examine your lungs, Mr Muneer.]
2 Mr Muneer: {Coughs before Dr Shadi starts to remove Mr Muneer’s shirt from
upper part of his chest.}
3 Dr Shadi: .. s & (i 32 {Starts examining Mr Muneer’s lungs through
the stethoscope.}
[Take a deep breath, Mr Muneer.]
4 Mr Muneer: {Taking a deep breath.}
5 Dr Shadi: <l (e 4a A
[Breathe out.]
6 Mr Muneer: {Breathing out}
7 Dr Shadi: (-4 32 {Listening to Mr Muneer’s lungs from the back through

the stethoscope.}
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[Take a breath, please!]
8 Mr Muneer: {Taking a deep breath.}

Similar to the earlier example with the patient Mr Saed (Fragment 5.5), the physical
examination preceded by Dr Shadi asking for Mr Muneer’s permission to examine his lungs.
It is assumed that approval is granted because it does not threaten the same gender interaction.
In Figure 5.14, Mr Muneer was ready for the physical examination by showing his desire to be
examined which enabled Dr Shadi to lift his shirt from the upper part of his chest and insert the
stethoscope in order to listen to sounds in his lungs. In this instance, Dr Shadi asked Mr Muneer
in (line 3) to take a deep breath and breathe out (line 5). After Dr Shadi finished examining Mr
Muneer’s lungs, he turned to examine his lungs from his back (see Figure 5.15) without giving
him any verbal indication that he was going to do so, just instructing him to take another deep

breath (line 7).

Analyses have revealed that participants responded to clinical touch based on the gendered
dynamic of the interaction (Cocksedge et al., 2013; Galanti, 2014; Joshi et al., 2010;
Marcinowicz et al., 2010; Rocque & Leanza, 2015; Tackett et al., 2018). This is not consistent
with other study findings which revealed that participant gender did not influence touch in
interaction (Vorpahl, 2018; Weinberger et al., 1981). It is possible that the gender of a
participant could have impacted their perceptions of the medical encounter. Although this study
did not examine significant relationships between clinical touch and patient perceptions, it
provides an opportunity for researchers to investigate these perceptions differently in terms of

clinical touch and social touch in the future.

5.2.2 Power Distance
Another theme that emerged from the health communication between doctors and patients is
power distance in medical encounters. According to Hofstede and Bond (1988), power distance

is the extent to which a culture believes and accepts unequal power in institutions and
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organisations. There is a desired impression that doctors wish patients to respect them. For
example, in high power distance cultures, doctors may view themselves as leaders on patient
health barriers, instead of valuing themselves as being equal and cooperative (Lawton et al.,
2015). Obviously, patients in the medical consultations are in a powerless position since
doctors have more medical expertise about the patients’ complaint, increasing their power in
terms of their status and interpersonal roles. Doctors can use Kkinesic cues or distance

themselves from patients to display control and knowledge.

Listening and watching medical consultations allowed me to examine this barrier within its
context. Apparently, the language, education and cultural differences among participants,

including body posture, pitch of voice, and other kinesic cues impact D-P interaction.

5.2.2.1 Expansive body posture

Body language can imply a point of conflict in medical consultation. Therefore, it is expected
that doctors display good body language skills that reflect they are interested in and paying
attention to patients in order to increase their satisfaction and greater comprehension of
treatment instructions. Accordingly, doctors’ body posture can be a strong indicator of power
(Eaves & Leathers, 2018; Muiller et al., 2014) and can reflect the temporary nature of their
engagement with the patients which could cause them to withhold important information and

lead to non-involvement in their interaction.

With regard to body posture, analysis of videotape data indicated that the majority of doctors
used their body orientation quite extensively throughout the medical consultation. Generally,
doctors adopted a relaxed position and straightening of the torso during their interaction with
patients as opposed to constricted postures of patients. The Fragment 5.17 shown below

demonstrates this aspect of D-P non-verbal interaction:
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Figure 5.16 Figure 5.17
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Dr Sabri straightened his torso and Dr Sabri held his arms behind his back

oriented towards Mr Ahmad

Figure 5.18 Figure 5.19
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Dr Sabri keeps holding his arms behind Dr Sabri keeps holding his arms behind
his back his back
la :Dr Sabri: ¥ ¥
1 Dr Sabri: €0 mSU any) Sl sam ula
[All right. What is your name?]

2 Mr Ahmad: el o

[My name is Ahmad.]
3a DrSabri:¥_ ¥
3 Dr Sabri: €s e

[From where?]

4 Mr Ahmad: 2} (=

[I'm from Irbid.]
5a DrSabri:¥_ ¥
5 Dr Sabri: $hasall cns o

[From where exactly?]

6 Mr Ahmad: s

[From Jtaita.]
7a DrSabri: ¥ ¥
7 Dr Sabri: 4 (e s Ul 43y

[Because I'm from Jtaita, too.]
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8a Mr Ahmad: @ ; ©
8 Mr Ahmad: (s b g 5 Slal 14l
[Really! You are welcome, dear!]

Notational symbol Meaning
Indicates the speaker is smiling while speaking
¥ Indicates the speaker is bending/straightening the torso

As the patient Mr Ahmad was sitting on the bed, doctor Sabri entered the room and initiated
the dialogue asking Mr Ahmed “SUi) m S aw) 3 32l) sass .l (line 1) [All right. Dear, what
is your name?]. His gaze and body orientation were convergently organised and oriented
toward Mr Ahmad respectively (See Figure 5.16). In this Figure 5.16 Dr Sabri also folded his
arms which indicates an engagement (Norris, 2004). In the next few seconds, Dr Sabri
maintained his gaze but slightly adjusted his body posture by holding his arms and placing
them on his back (See Figure 5.17, 5.18 & 5.19) as he was communicated in lines 1, 3, 5 and
7. His back was actually touching the wall. Apparently, Dr Sabri was relaxed and appeared
confident during the consultation. Although he maintained eye contact with Mr Ahmad to
encourage him to give all necessary information, his non-verbal postural message may
unintentionally influence his interaction with Mr Ahmad, who might feel in a position of

powerlessness.

In the situation below, postural shifts by Dr Ali a 28-year-old male had been taken in two
snapshots (See Figures 5.20 & 5.21) as he changed to another posture. To illustrate the
movement, Dr Ali appeared relaxed in terms of expansive postural positions. He was standing

during the medical interview with Mr Tamer a 34-year-old male patient.
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Figure 5.20

Dr Ali straightened his torso while
standing and put his left hand on the

bed and his right arm akimbo

Figure 5.21
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Dr Ali maintained a fixed posture
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In Figure 5.20, Dr Ali was standing and put his left hand on the bed and right hand on his trunk.

In the first opening Fragment 5.8, he questioned the patient about his chief complaint (line 1)

while he gazed away from Mr Tamer. The patient described his complaint in (line 2) while

maintaining eye contact (line 2a) with Dr Ali.

Fragment | Date source Doctor: Ali Patient: Mr Tamer
5.8 Observation | Gender | Age | Religion | Education | Gender | Age | Religion | Education
M 28 | Muslim |B.AA  of | M 34 | Muslim | Secondary
Medicine
la Dr Ali: ¢ €x
1b Dr Ali: ¥ ¥
1 Dr Ali; fhauall oli 5 o3 1Juasil {He is standing and putting his left hand on the bed
and right hand on his trunk, shifting his eyes towards the wall.}
[Please, what exactly your complaint?]
2a Mr Tamer: ¢c— C—
2b Mr Tamer: A\ A\
2C Mr Tamer: s r
2 Mr Tamer: O35 4Sa (gaie jla ¢ 5 ke JAT aas ¢ 35a 50 IS U ) 580 e (e 0 8 s
[I came here before two days to the doctor who was here. After the
recent raining falls, I complained from an itch in my ears...]
3a Dr Ali: ¥ ¥
3 Dr Ali: #4500 dllacfe oile cuba
[Right! Did he give you drugs?]
4a Mr Tamer: ¢c— c—
4 Mr Tamer: (saladl cuilss ) 5 Gund & 9ol Jlac
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[He gave me drugs for Bronchitis and Revanin tablets.]

Notational symbol Meaning

/\ Symbolises the upward and downward nodding of the head,
respectively

¥ Indicates the speaker is bending/straightening the torso

s Right pointing backhand index

C— Speaker is gazing towards the other party

C X Indicates that the speaker gazes to an object (e.g. to a body
organ)

Dr Alj, in line 1a, first shifted his gaze to the wall while his body remained oriented towards
the wall (line 1b). As Mr Tamer explained his complaint (line 2), Dr Ali maintained a fixed
posture (line 3a). It could be inferred from this that that Dr Ali’s shift of gaze and his posture
towards the wall may indicate disengagement. Mr Tamer’s eye contact (lines 2a & 4a) and
listening behaviour, on the other hand, are of great importance in this interaction and convey a
genuine interest in his story (Brennan, 2016), which was frequently noted throughout the

transcript.

Analysis of these medical interviews shows that a relaxed posture while standing indicates
higher ratings of power (Eaves & Leathers, 2018). This relaxation in posture and body has been
found to relate primarily to status differences (Mehrabian, 1972) between the doctors and

patients.

5.2.2.2 Dominant doctor’s high-pitched voice

It has been argued that a person’s voice strongly affects the impression that a person makes for
himself/herself and allows to differentiate one from another and strongly affect specific kinds
of personality characteristics (Eaves & Leathers, 2018). The videotaped consultations showed
doctors displaying a more dominant high-pitched voice. This wave length below (Figure 5.1)
from ELAN shows the rise and fall in volume and pitch in Dr Shadi’s voice (see also Chapter

3 section 3.4.3.3).
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Figure 5.1
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An example is provided here for illustration:

Fragment | Date source Doctor: Shadi Patient: Mr Muneer
5.9 Observation | Gender | Age | Religion | Education | Gender | Age | Religion | Education
M 65 | Muslim |B.A  of M 41 | Muslim |B. A
Medicine
1 Mr Muneer: _ 582 ddlal) elias,
[May God Give you wellness, doctor!]
2a Dr Shadi: 1t 1

2 Dr Shadi: s ¢
[Brother Muneer.]

3 Mr Muneer: pxd
[Yes, it is]
4 Dr Shadi: S 5 Sl
[You 're welcome!]
5 Mr Muneer: <l Sa

[You re welcome, too!]

6a Dr Shadi: 1 1
6 Dr Shadi: f<liad
[What is wrong with you?]
7 Mr Muneer: <lalos &)
[God bless you!]
8a Dr Shadi: 1 1

8 Dr Shadi: e ¢k s
[What is wrong with you, brother Muneer?]

Notational symbol Meaning

1 The up-arrow marks sharp rises in pitch or
tone of voice
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In Fragment 5.9, the male patient, Mr Muneer was very humble as he used certain verbal
expressions such as initiating the dialogue with the Arabic traditional welcoming expression
“ )5 Adlall eblaay” (line 1) [May God Gives you wellness, doctor!]. On the other hand, Dr
Shadi’s paralinguistic cues conveyed dominance through high-pitched voice while he was
collecting demographic information about Mr Muneer’s name. He uttered Mr Muneer’s full
name ‘e #” (line 2) [Brother Muneer] with a louder voice or high pitch tone (line 2a). Mr
Muneer responded with a natural voice and answered “»= (line 3) [Yes, it is]. Dr Shadi
continued his intention in expressing power and dominance through high-pitched voice (line
6a), but this time asking about the reason behind Mr Muneer’s visit “<lia>” (line 6) [What is
wrong with you?]. It seemed that Mr Muneer did not understand the question and replied with
a polite answer “cllus & (line 7) [God bless you!]. However, this response by Mr Muneer led
Dr Shadi to ask the question again in a different way but with a high-pitch voice still (line 8a)

“ e 714 3 (line 8) [What is wrong with you brother?].

After examining Mr Muneer’s chest and lungs, Dr Shadi diagnosed Mr Muneer with bronchitis,
and the following continued Fragment 5.10 from the consultation conveyed a dominant high-

pitched voice as follows:

Fragment | Date source Doctor: Shadi Patient: Mr Muneer
5.10 Observation | Gender | Age | Religion | Education | Gender | Age | Religion | Education
Continued
from M 65 | Muslim |B.A  of | M 41 | Muslim | B. A
Fragment Medicine
5.11
18 Dr Shadi: f¢ax

[Do you smoke?]
19 Mr Muneer: <y a5 5l G GAN

[Yes, I smoke, but I decrease smoking this period.]
20 Dr Shadi: $4ls i 5

[And also, narghile3?]

3 Narghile /'na:giler/ is an oriental tobacco pipe with a long tube that draws the smoke
through water; a hookah. Retrieved from: https://www.lexico.com/definition/narghile.
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21 Mr Muneer: oS Jil 4l i
[And I also smoke Narghile, too.]
22 Dr Shadi: 8 V) 5 jad Sl 8
[Do you have trees at home? Or not?]
23 Mr Muneer: S8 ¥
[No, there is not.]
24 Dr Muneer: s psead daie 843 e Jaiy Wila sl @lin€ (e 5 i Sady ) (al je Y1 S
¢ndsd Gpal) el dpubin Sl dlvie il ey 4 sell Slilual A 3d mgd
ade dlalef (e ga i 5 4dlanall (o 4 jusi z ke dlilasi Uy
[All of the symptoms you told me about and from your current
cough reveals that you have severe bronchitis. It means originally
that you had allergic rhinitis appeared these couple of days. I will
give you a medicine to get from the pharmacy, and you should
return to me to teach you how to take it.]
25a Mr Muneer: /\ I\
25 Mr Muneer: 4 ¢l o)
[If God willing.]
26 Dr Shadi: #aal ga A ecluaill e go o ) ¢ & jual Cilaw go a0 )
[1t is bronchodilator therapy which is a nasal spray.]
27a Mr Muneer: /\ /\
27 Mr Muneer: 4 LS ()
[If God willing.]
28a Dr Shadi: 1 1
28 Dr Shadi: 4 ¢L& ()
[If God willing.]
29a Mr Muneer: /\ I\
29 Mr Muneer: 4 ¢Ls ¢
[If God willing.]
Notational symbol Meaning
/\ Symbolise the upward and downward
nodding of the head, respectively
1 The up-arrow marks sharp rises in pitch or
tone of voice

After Mr Muneer revealed that he was a smoker and because he was ill, he had to decrease

smoking (line 19). Dr Shadi appeared dissatisfied with his smoking behaviour and expressed

that all of the symptoms he suffered from as a result of the severe bronchitis affected his body

(line 24). He advised him to obtain the medicine from the pharmacy and return to him. Mr

Muneer after hearing this unexpected diagnose had to reply “4l <L o (line 25) [If God

willing.] as he head-nodded (line 25a), showing an agreement on the prescribed medicine. To
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make sure that Mr Muneer understood the prescribed medicine, Dr Shadi explained more about
this medicine and named it “zlaal (& A ecluaill Clas oo oa M) ¢ & jaial Cilas se o4 A (line 26)
[1t is bronchodilator therapy which is a nasal spray.] Mr Muneer again had to reply and agree
“d i o (line 27) [If God willing.] with head-nodding (line 27a) to acknowledge his
understanding of Dr Shadi’ explanation of the medicine. However, it seemed that Mr Muneer’
first reply “4¥ L& oo (line 27) [If God willing.] was not sufficient and led Dr Shadi to ask for
Mr Muneer’s confirmation of his understanding by asking “4 ¢L& ¢, (line 28) [If God willing.]
in a high-pitched voice (line 28a). Mr Muneer nodded his head (line 29a) and confirmed to Dr
Shadi that he understood what he had said by replying: “d «L& ¢, (line 29) [If God willing.] It
is possible that Dr Shadi intended to dominate and control the interaction by putting pressure
on Mr Muneer to obey and follow his instructions since Mr Muneer showed carelessness

regarding his health by smoking narghile although he was ill.

In the Fragment above, the participants’ use of the religious expressions “d L3 o) /in sha'
allah/ [If God willing.] is taken for granted as a fact that is not negotiable in the Jordanian
community. It means that the speaker is trying to give a positive reply to a yes/no question
meaning to say ‘OK’ and make an invocation to Allah [God] enabling him to achieve what he

desires (Mehawesh & Jaradat, 2015, p. 325).

It has been shown that some doctors display greater dominance and speak with greater pitch
(Kiese-Himmel et al., 2012; Mast & Cousin, 2013; Remland, 2017; Ruben, 2014). However,
in this study, the pitch of voice was not examined in terms of doctors’ gender and patients’

perception of doctors’ high pitch of voice.

5.2.2.3 Doctors interrupting patients
Interruption of others is tolerable in many cultures, but not in the Jordanian culture which could

cause a person to lose face, thus affecting or ruining his/her relationship with others. Doctors
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who interrupt patients are likely to be perceived as dominant (Eaves & Leathers, 2018; Rhoades
et al., 2001). In this study, numerous interruptions, are non-verbal indicators of power, status,
and dominance, emerged from the observation data. The researcher noticed that doctors tended
to interrupt patients during the medical consultations. Doctors tended to frequently interrupt
patients before they finished speaking in order to dominate the conversation, time, and exert
their power in the interaction. This may also be because some patients use story-telling talk
which is time-consuming and doctors are busy. The following fragments serve to exemplify

the use of interruptions emerging from the observed medical consultations.

Fragment | Date source Doctor: Shadi Patient: Mr Muneer
511 Observation | Gender | Age | Religion | Education | Gender | Age | Religion | Education
Continued
from M 65 | Muslim | B A of | M 41 | Muslim | B.A
Fragment Medicine
5.9
8 Dr Shadi: e 1l s
[What is wrong with you, brother Muneer?]
9 Mr Muneer: \elé A oalall Gie sla Y1 (e 58

[Doctor! Since last day...]
10a Dr Shadi: /\——/\

10 axd
[Yes]
11 Muneer: a5 VY 1)) s o

[Since 11 or 12 days,..]
12a Dr Shadi: /\—— /\

12 azd
[Yes]
13 Mr Muneer: abl Az ) s2al gae il ) 33 olas) silia
[1 got a flu and it lasted for four or five days ago.]
14a Dr Shadi: !! I
14 Dr Shadi: olije i€y sl sa dadl
[Muscle Spasm! And you were sweating.]
15 Mr Muneer: i (il a5 Cuw s daes 5 umed (538 58N (A 20k Daw lal 5 aad
Al il 5 @y Baas pa Ol
[Yes, I got runny nose last Thursday, Friday, and
Saturday. However, | got severe cough on
Sunday, and it affected me till ....]
16a Dr Shadi: !'! I
16 Dr Shadi: ST clisl & 5l Jlgd 5 Jid4a<ll

[Does the cough get worse during night and day? Or does it occur at
certain times?]
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17 Mr Muneer: ST Jllb (s ¢ e 5 J
[Yes, it affects me night and during the day but more at night.]

Notational symbol Meaning

I Indicates the speaker is interrupting.

/\ Symbolize the wupward and downward
nodding of the head, respectively

In the above example, Dr Shadi was gathering medical history from Mr Muneer. Mr Muneer
answered the question ‘¢l & »> (Line 8) [What is wrong with you, brother Muneer?], and
started talking about how he got the flu (Lines 9 & 11). Dr Shadi acknowledged and nodded
his head twice (lines 10a &12a) by saying ‘=3 (Lines 10 &12) to indicate he is listening to the
details and request for information. Mr Muneer continued to narrate his story (Line 13) when
Dr Shadi interrupted him (Line 14a) and said; ‘Q8_e &S ¢l 8 454" (Line 14) [Muscle Spasm!
And you were sweating.] Mr Muneer continued explaining his health condition when Dr Shadi
interrupted him again in Line (16a) and said ‘i1 <ld il & 5 s 5 Jd4ash 5 (line 16) [Does the
cough get worse during night and day? Or does it occur at certain times?] even before the
patient finished telling him what had happened. On the other hand, these interruptions by Dr
Shadi in lines (14a & 16a) served the purpose of acknowledging what Mr Muneer had said as
well as understanding his message, hence also demonstrating Dr Shadi’s medical expertise
through diagnosis of patient symptoms (e.g., sweating) and using relevant medical terms (e.g.,

Muscle Spasm).

Another instance of the dominant role of doctors in the medical interview is in the following
consultation. D’ Agostino and Bylund (2014) reported that doctors have been shown to interrupt
patients more than patients interrupt doctors. This similarity appeared to occur in all the
medical consultations. Interruptions were initiated almost exclusively by doctors, and can be

seen in this dialogue taken from the consultation between Dr Nabeel and Ms Areen:
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Fragment | Date source Doctor: Nabeel Patient: Ms Areen
512 Observation | Gender | Age | Religion | Education | Gender | Age | Religion | Education
M 28 | Muslim |B.A  of | F 40 | Muslim | Diploma
Medicine
la Dr Nabeel: ¢x Cx
1 Dr Nabeel: !<li)l a3 )lias {Looking at the medical thermometer.}
[Your temperature is good.]
2 Ms Areen: <ladle 33 5 cany Lo Ul ecladlall dailly ) €3 (s
[Doctor! I do not like to take drugs.]
3a Dr Nabeel: 11 11
3 Dr Nabeel: .. ol
[For ..]
4 Ms Areen: ... dxe 5 5h8 5 Ganaills ) 5 8 53 58 G 38 g G
[I take an injection for bronchitis and eye drops from time to time.
So,..]
5a Dr Nabeel: v 11
5 Dr Nabeel: .. ¢heludy uaill Glabias bie 4| Aled JS0 & sae b & sl G | b,

[Perfect! But they would not help you permanently. | suggest to
take antibiotics for the allergy.]

Notational symbol

Meaning

Indicates the speaker is interrupting

C X

Indicates the speaker gazes to an object (e.g.,
to a body organ)

After Dr Nabeel measures Ms Areen’ temperature, the patient replies ¢ «ladlall duilly ) ¢3Sy

cladle 335 sy L U (line 2) [Doctor! | do not like to take drugs.], hence expressing that she

does not like taking drugs and prefers to engage in various herbal medications before consulting

a doctor (see Fragment 6.49). Dr Nabeel interrupted her (line 3a) and said * ..oW&’ [For..] in

an attempt to convince her, but Ms Areen continued her argument that although she does not

prefer to engage in herbal medications, she might take certain types of these medications from

time to time (line 4). Dr Nabeel interrupted her again (line 5a) and did not give her time and

space to express her thoughts by saying ¢ (asesill Glalias lie 4| Jled S sacly 7 jle G | Jlas

<aeludy (line 5) [Perfect! But they would not help you permanently. | suggest to take antibiotics

for the allergy.]. His second interruption might be a sign of disagreeing with her.
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It is clear that doctors are dominating the consultation by asking open-ended questions aimed
at receiving one-word answers about the patient’s health, this often disregards additional
responses the patient may provide. This finding is interesting considering the fact that many
studies found that non-verbal behaviours such as interruptions can interfere with the patient’s
storylines thereby missing important information (Cordella, 2004; D’Agostino & Bylund,
2014; Hine, 2013). Therefore, the impact of doctor’s non-verbal communication of dominance

and control can be obstructive for effective D-P communication.

5.3 Getting the message across: effective non-verbal communication in D-P
interaction

5.3.1 Eye contact for communication enhancement

Eye contact is probably most likely the main issue in non-verbal communication that has been
considered extensively. It includes the characteristics of ‘glancing at somebody’ or looking and
‘eye contact.” Glancing at someone means to look at his facial expression or potentially look
in the eyes of another person. In this study, eye contact is recognised whenever this expression
is concurrent and, thus mutual (Scherer & Wallbott, 1984 as cited in Knofler & Imhof, 2007),
and should not be ignored. Eye contact reveals that the doctor is engaged and listening to the
patient (Remland, 2017). It is also significant because it refers to evidence of a vital progression
for patient-centred maintenance in which it may demonstrate to the doctor the affectional and

informational signals articulated by the patient.

Since all eighteen encounters are videotaped, eye contact occasionally works as a good
indicator of successful communication and a positive relationship between doctors and
patients. The doctors and the patients maintained eye contact in all consultations. Sometimes,
eye contact is accompanied with other body language, such as shaking of the head, the shoulder,

or hand pointing. For example, in the following Fragment 5.13:
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Fragment | Date source Doctor: Nabeel Patient: Mr Muneer
5.13 Observation | Gender | Age | Religion | Education | Gender | Age | Religion | Education
Continued
from M 65 | Muslim | B A of | M 41 | Muslim | B. A
5.9 Medicine
8a Dr Shadi: C— C—
8 Dr Shadi: e il pa
[What is wrong with you, brother Muneer?]
9a Mr Muneer: C— C—
9 Mr Muneer: el LU bl (e slag V) G 530
[Doctor! Since last day...]
10a Dr Shadi: C—_ C—
10 prd
[Yes]
1la Muneer: C— C—
11 Muneer: as VY 5 V) s
[Since 11 or 12 days ago,..]
12a Dr Shadi: /\ _—_/\
12b Dr Shadi: C—___C—
12 axd
[Yes]
13a Mr Muneer: C— C—
13 Mr Muneer: oLl &y ) saal (2o s | 33 183 _iila
[1 got a flu and it lasted for four or five days.]
14a Dr Shadi: !! I
14b DrShadi: > C—
14 Dr Shadi: ¢le iS¢l 58 dadl
[Muscle Spasm! And you were sweating.]
14c Mr Muneer: C— C—
15a Mr Muneer: C— C—
15 Mr Muneer: <aa; (il a5 Cun gdaes 5 i (53 5NN A 2003 Dw ulal 5 aad
Al clls 5 B AaS e Dl |
[Yes, I got runny nose last Thursday, Friday, and Saturday.
However, | got severe cough on Sunday, and it affected me till ....]
16a Dr Shadi: C— C—
16 Dr Shadi: Jisl il & 5 Jles 5 Jddas) 4

[Does the cough get worse during night and day? Or does it occur in

certain times?]

17a
17

Mr Muneer: C_f C—
Mr Muneer: S b Ga ¢l 5 dd

[Yes, it affects me night and during the day but more at night.]

Notational symbol

Meaning

C—

Speaker is gazing towards the other party

Al

Symbolise the upward and downward
nodding of the head, respectively
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When Mr Muneer arrived at the hospital with asthma in his chest, Dr Shadi opened the
conversation with an opening question “!_” (line 8) [What’s wrong with you?]. Meanwhile
he maintained eye contact (line 8a) with Mr Muneer as he engaged with him in conversation.
The patient responded to the doctor’s initiating question by stating that he had developed
asthma nearly two weeks ago (lines 11& 13). Dr Shadi interrupted him (line 14a) and said € 4=4l
Qe iS5 ¢4’ (line 14) [Muscle Spasm! And you were sweating], as he maintained eye contact
with him (linel4b). The patient continued explaining the symptoms of his asthma whilst

maintaining eye contact with Dr Shadi (line 15a & 17 a).

In Fragment 5.14, the doctor maintains eye contact with the patient; this encourages the patient
to finish explaining his medical complaint. In Fragment 5.14 below, a similar pattern is
observed. Dr Nabeel displays his attention toward the patient by maintaining direct eye contact

with Mr Mamoun as follows:

Fragment | Date source Doctor: Nabeel Patient: Mr Mamoun
5.14 Observation | Gender | Age | Religion | Education | Gender | Age | Religion | Education
M 28 | Muslim |B.AA  of | M 65 | Muslim | Primary

Medicine

la Dr Nabeel: C—_ C—

1 Dr Nabeel: f<tikis o3 {Holding the medical record}

[What is your complaint?]

2a Mr Mamoun: C— C—

2b Mr Mamoun: °r P

2 Mr Mamoun: ils pdlae g3ad )y Jge (8 L 5 dmlea (gaie JilSA

[1 suffer from allergy (unspecified), eye irritation, a cold and
permanent sneezing]

3a Dr Nabeel: C— C—
3 Dr Nabeel: foal e ¥) (53 dlae aily e (10

[When did these symptoms start?]
4a Mr Mamoun: /\ /\
4b Mr Mamoun: C— C—
4 Mr Mamoun: e ssl (e L i dll 5

[1 swear, since two weeks ago]

5a Dr Nabeel: C— C—
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5 Dr Nabeel: £l 8 (S 5 uldac
[Sneezing and mucous?]

6a Mr Mamoun: /\ —/\
6b Mr Mamoun: C—___ C—
6 Mr Mamoun: o/
[Yes]
Notational symbol Meaning
/\ Symbolise the upward and downward
nodding of the head, respectively
s Right pointing backhand index

After greeting Mr Mamoun and asking his name and age, Dr Nabeel initiated the medical
interview by asking Mr Mamoun’ what his complaint is (line 1) while keeping his eyes on him
(line 1a). Mr Mamoun started to describe his ailment (line 2) as he pointed to the source of the
symptoms (line 2b) and maintained eye contact with Dr Nabeel (line2a). He successfully
encouraged Dr Nabeel to keep looking at him. Dr Nabeel got clarification about Mr Mamoun’s
health condition by asking “Sual e ¥ s das aily e (0 (line 3) [When did these symptoms
start?] as he placed the file on the side of the bed. He turned around to continue listening to
Mr Mamoun with a direct gaze (line 3a). In avoiding using the medical record while Mr
Mamoun was speaking, Dr Nabeel showed he was determined not to miss any details and
information provided by Mr Mamoun. He displayed a sustained eye gaze in order to encourage
him to disclose his complaint and any necessary information. It has been shown that
maintaining eye contact (line 5a) with the patient seems to convey attention, warmth, value and
understanding (Clipper, 2015; Roberts & Bucksey, 2007). More specifically this study would
indicate that doctors are more effective when they maintain eye contact with patients in order

to create and maintain a positive relationship with them (Morgan et al., 2017).

5.3.2 Smiling as an accommaodative strategy
The study noted that doctors were very polite in their interaction with patients using positive

non-verbal behaviours such as smiling. It is also noted that the patients were more satisfied
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when doctors smiled because smiling conveys various desirable indicators, such as
encouragement, sympathy, trust, care and warmth. During the interview, when the researcher

asked the patients how they would like their doctor to treat them, Mr Sami replied:

Fragment | Date source | Patient Gender | Age | Education level | Religion
5.15 Interview Mr Sami M 37 High/ Bachelor | Muslim

”

oo iz _po oS An pam g !
[He should have a sense of humour. He should be funny and smiley.]

’

In Mr Sami’s case, smiling and using humour will meet his satisfaction and result in better
health outcomes. As seen, when the doctor has a sense of humour?, the tension and seriousness
of the medical encounter can be softened which will create a friendly environment that will
have positive results on patients’ health outcomes (Harvey & Koteyko, 2013; Ridley et al.,

2014) and overall satisfaction. Similarly, Ms Ayat claimed:

Fragment Date source | Patient Gender | Age | Education level Religion

5.16 Interview Ms Ayat F 35 Secondary Muslim

Main) s Sl g eclleain g daiiy g sl da s S 4l cunbl] o oad Lol 4
[When you visit the doctor, his face should be happy and smiley. He should listen to you, and
his language should be clear.]

Ms Ayat prefers her doctor to have a happy and smiley facial expression as this is perceived as
more friendly and caring. Also, she prefers a doctor who has a willingness to listen and whose
language is clear and understandable. Ms Ayat expects that the doctor should use some non-
verbal behaviours such as smiling and some verbal behaviours such as listening and clear

language to establish a good relationship with her.

* Humor is ‘a communication strategy that is used consciously or subconsciously to create amusement
or to disguise serious messages with an allegedly amusing surface’ Schopf, A. C., Martin, G. S., &
Keating, M. A. (2017). Humor as a communication strategy in provider—patient communication in a
chronic care setting. Qualitative Health Research, 27(3), 374-390.
https://doi.org/10.1177/1049732315620773. In this study it is used by doctors to show care, support,
or create warmth, and closeness.
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In alignment with Ms Ayat’s expectation, doctors viewed the non-verbal behaviour “smiling”

as a strategy for building trust and intimacy with patients; this is particularly successful when

greeting patients (Eaves & Leathers, 2018). For the most part, doctors were found to use

convergence strategies by showing positive facial expressions such as smiling at the beginning

of consultations. In other words, this was shown in the first component of the medical interview

by the greetings, as is evident in the following two fragments from observation data:

At the beginning of the consultation, Dr Asma was smiling and showing interest in her patient

Ms Shayma’a by welcoming her after asking her name as follows:

Fragment | Date source Doctor: Asma Patient: Ms Shayma’a
5.17 Observation | Gender | Age | Religion | Education | Gender | Age | Religion | Education
F 27 | Muslim |B.A  of | F 55 | Muslim | Primary
Medicine
1 Ms Shayma’a: ¢ eb 5 Aa) sbaall (a e 5 g Sl a je (e (S
[I’'m complaining from diabetes, blood pressure and pain in my
legs and back.]
2a Dr Asma; @
2 Dr Asma; $ella e L e ¢ 5 Ul
[First of all, could you introduce yourself?]
3 Ms Shayma’a: slapd oan
[My name is Shaimaa.]
4a Dr Asma: .
4 Dr Asma; g 5 dal
[You’re welcome!]
Notational symbol Meaning
© Indicates the speaker is smiling while
speaking

Dr Asma greeted and showed interest in Ms Shyama’a by using words or statements that show

care and concern throughout the consultation such as the statement “e 5 3l (line 4) [You re

welcome!] accompanied by smiling (line 4a). Dr Asma interrupted Ms Shayma’a with a smile

(line 2a) and asked about her name (Line 2), thus intending to show interest in building a good
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interpersonal relationship with Ms Shayma’a and to establish a warmth atmosphere. As a result,

this might help her to feel more comfortable during the consultation.

In the second Fragment 5.18 between Dr Sabri (27 years old, educated in English) and the

patient Mr Ahmed, smiling and humour were used to build a friendly relationship and mutual

trust between the doctor and patient.

Fragment | Date source Doctor: Sabri Patient: Mr Ahmad
5.18 Observation | Gender | Age | Religion | Education | Gender | Age | Religion | Education
M 27 | Muslim |B. A of | M 24 | Muslim | Primary
Medicine
1 Dr Sabri: €0 s S el Sl gams b
[All right. Dear, what is your name?]
2 Mr Ahmad: 2esi oeul
[My name is Ahmad.]
3 Dr Sabri: €025 e
[From where?]
4 Mr Ahmad: ) ;=
[I’'m from Irbid]
5 Dr Sabri: $huall cny o
[From where exactly?]
6 Mr Ahmad: 4iis s
[From Jtaita]
7a Dr Sabri: @
7 Dr Sabri: s (e g Ul 45y
[Because I'm from Jtaita, too]
8a Mr Ahmad: @ ©
8 Mr Ahmad: (s b Sleas 5 Sl 14l
[Really! You are welcome, dear!]
9a Drsabri: @ @
9 Dr Sabri: (s b 4 s
[God bless you, dear!]
Notational symbol Meaning
@ Indicates the speaker is smiling while
speaking

In the example above, Dr Sabri was collecting some demographic information by asking Mr

Ahmad personal questions (line 1,3, & 5). Dr Sabri demonstrated that he was not only

142




collecting this demographic information as a medical procedure but for the purpose of
indicating that he cared to know where Mr Ahmad lived and inquiring further by asking exactly
where he was from. Mr Ahmad specified the exact name of the town (line 6), and then Dr Sabri
replied “dida (e sa s Ul 45Y” (line 7) [Because | 'm from Jtaita, too] specifying he lived in the
same town which it was not surprising for him. Accordingly, Mr Ahmad was happy and smiling
(line 8a) when Dr Sabri shared this personal information with him about his town’ location and
replied “caw b e 5 Sl 14y (line 8) [Really! You are welcome, dear!]. As a show of
appreciation to Mr Ahmad’ answer, Dr Sabri smiled (line 9a) and replied “sxw b 4l da” (line

9) [God bless youl].

Dr Sabri showed genuine interest in the information he was collecting about Mr Ahamed and
used a strategy of convergence not only in displaying the non-verbal accommodation by
smiling (line 7a & 9a) but also in verbal accommodation in replying “gxw L 4 da” (line 9)

[God bless you, dear!].

Smiling was not only used as an accommodative strategy in exchanging personal information
which helped move the D-P interaction forward but it was also noticeable in humorous
moments which helped break the tension during the medical consultation. Similarly, In the
continued observation in Fragment 5.19, Dr Sabri was trying to close the distance between him

and Mr Ahamed by using sense of humour as seen below:

Fragment | Date source Doctor: Sabri Patient: Mr Ahmad
5.19 Observation | Gender | Age | Religion | Education | Gender | Age | Religion | Education
Continued
from 5.18 M 27 | Muslim | B A of | M 24 | Muslim | Secondary
Medicine
10 Dr Sabri: Ui &l jee ula
[All right. How old are you?]
11 Mr Ahmad: =i 5 cnodie 5 430
[Twenty-three and half years old.]
12 Dr Sabri: Lu s @l s (ued &lin 5 An S € gal 5 npde 54500
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[Twenty-three and a half years old? It is nearly only five years between

us.]
13a Mr Ahmad: £ _£
13b MrAhmad: @ @
13 Mr Ahmad: 48 jeall sars b Sl
[Really? I wish you dear a long life.]
14a Dr Sabri: @
14 Dr Sabri: alela o)) <llay &)
[God bless you.]
15 Dr Sabri: f0axn
[Do you smoke?]
16 Mr Ahmad: il i g 3%
[1 smoke only narghile.]
17a Dr Sabri: © ©
17 Dr Sabri: gl it Le cla (lLie e‘g.a.u\ ik G ;“'\J.-.\.Aﬂ‘ o 1ala
18a Mr Ahmad: £ #

[Narghile? But it is from dairy products, and that is why you do not
consider it like smoking.]

Notational symbol Meaning
Indicates the speaker is smiling while
speaking

£ Indicates the speaker is laughing

The interaction with Mr Ahmad continued in Fragment 5.19 with an exchange of demographic
information about his age this time. This interaction had a humorous effect. It seemed that Mr
Ahmad was more relaxed when involved in this dialogue as observed on his facial expressions
and body language. Also, the use of humour served its purpose; to lighten the tone of the
interaction (Hine, 2013) and establish an interpersonal relationship (Kalbfleisch, 2009). Dr
Sabri asked Mr Ahmad about his age (line 10), and Mr Ahmad said that he was 23 and a half
years old (line 11). Then Dr Sabri asked, “¢ L&l &l gis (sed Gl 5 G Jixg § gl 5 (npde 5 48087
(line 12) [23 and half years old?]. This rhetorical question was spontaneous, not in the form
of question and answer, but for sense of humour. Dr Sabri added, © &) siw aed Elin 5 Jn S
L a7 (linel2) [Twenty-three and a half years old? It is nearly only five years between us]. The
intention behind Dr Sabri’s added comment was to make the consultation feel more
conversational, in a friendly atmosphere. The reaction was a comical one. Mr Ahmad raised

his intonation, started to smile (line 13 b) and laugh (line 13a) and replied, « !l sass b Sl
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41” (line 12) [Really? | wish you dear a long life] admitting that he was actually surprised. Dr

Sabri then showed appreciation of Mr Ahmad’ compliment with a smile (line 14a).

As we examine Fragment 5.19, Dr Sabri also used smiling and humour in another instance (line
17a) when asking Mr Ahmad if he smokes or not (line 15). Since Mr Ahmad smoked “narghile”
only (line 16), he dismissed it as a problem in Fragment 5.19 which led Dr Sabri to respond
with humour (17a) “Olaa a yielh L cla olic ¢calall clitie e Ala Y1 G 1la ) (line 17)
[Narghile? But it is from dairy products, and that is why you do not consider it like smoking].
In response to Dr Sabri’s humour, Mr Ahmad produced laughter (line 18a) as an indicator he
was more relaxed. Dr Sabri took this opportunity to advise that narghile is another a form of
smoking which adversely impacts patient’s health (line 40). Essentially, his non-verbal
behaviour such as smiling conveyed a powerful signal of caring and concern about Mr
Ahmad’s well-being and contributed to the successful clinical encounter. In essence, these
humorous moments can contribute significantly to a greater understanding of the patient and

the patient’s needs (Kalbfleisch, 2009).

In Fragment below 5.20 is another evident case of smiling and humour initiated by Dr Shadi,

who is a GP educated in English.

Fragment | Date source Doctor: Shadi Patient: Mr Sameeh
5.20 Observation | Gender | Age | Religion | Education | Gender | Age | Religion | Education
M 65 | Muslim |B.A  of M 51 | Muslim | Secondary
Medicine
1 Dr Shadi: ¢ qaew ae L <l Jaidily 5
[What are you doing for a living, uncle Sameeh?]
2 Mr Sameeh: 2cliic s Gu Ll 38 e A cala ga )

[I was an employee at the Youth Centre, but now I'm retired.]
3a DrShadi: @
3 Dr Shadi: Jay e dayy 5208 ¢dad Jaiy Lo <) Jay Sacliia
[Retired? It means that you do not make an effort and sit relaxed.]
4a Mr Sameeh: @
4 Mr Sameeh: (ned (Al s acliia

145



[1 retired two months ago.]
5a Dr Shadi: @
5 Dr Shadi:.... e JStaall Gy Telly 5 Ly ad iy Uaf G ¢ @l g e Gpacliall | gl g8y ) 0 03

[In foreign countries, they used to congratulate the retired people,
But here you do not even think about it. It is the start of troubles in

your life.]
6a Mr Sameeh: @ © {He was being measured for his
pressure by a nurse}
7 Dr Shadi: s (e dad e sy acliidl oy
[A retired person would start searching for another job.]
Notational symbol Meaning
© Indicates the speaker is smiling while
speaking

In greeting Mr Sameeh, Dr Shadi used the social honorific ‘»= L’ (line 1) [Uncle] to close the
distance between him and Mr Sameeh. Dr Shadi used various social honorifics not only with
Mr Sameeh, but with Mr Muneer (see Fragment 5.9) when he said ‘&1’ [Brother] many times
throughout the Fragment. Dr Sabri also used another social honorific ‘s’ [Dear] when he
was collecting demographic information about Mr Ahmad (See Fragment 5.7). Social
honorifics are used in Jordanian context to express respect to the addressee and to promote
cohesion and solidarity with him/her for different purposes (e.g., greetings, questions, requests,

etc.) (Farghal & Shakir, 1994; Rababah & Malkawi, 2012).

In Fragment 5.20 above, Dr Shadi was complimenting Mr Sameeh for being retired and not
making much effort (line 3). He used a culturally appropriate topic to create a humorous effect
by saying the Jordanian cultural expression ‘d>_ e d>, 528 which literally means sitting
with crossed legs’. This metaphorically means ‘sitting relaxed without making an effort’. In
line 3a, Dr Shadi smiled while using a humorous statement about retirement saying that in the
foreign countries, they used to congratulate the retired people and view it as a reward, but in
Jordan, Mr Sameeh would not want to think about it as it would add to the troubles in his life.
Mr Sameeh smiled (line 6a) and did not even reply in agreement to Dr Shadi’ truth about retired

people although it was said in humour. Overall, Dr Shadi used humour in his interaction with

146



Mr Sameeh to close the social distance between them. This is a CAT strategy for making
medical advice better understood and accepted. This is done by converging to lower status

groups by changing language in order to gain their approval and acceptance (Giles et al., 1987).

This finding is consistent with research indicating that doctors’ positive non-verbal behaviours
such as smiling creates a friendly and positive environment for patients and may convey
various desirable demonstrations such as encouragement, care and understanding (Gorawara-
Bhat et al., 2017; Hillen et al., 2015; Jannat, 2018). Although doctors were very polite in their
interaction with patients, smiled and offered caring and encouraging comments (Fawole, 2014),
they used different non-verbal cues (showed power through expansive body language (see
5.2.2.1) and paralinguistic cues to display their dominance) (see 5.2.2.2). Also, doctors were
evaluated in a positive way when they smiled a lot (Mast & Cousin, 2013) and had a sense of
humour (McCreaddie & Payne, 2014). To emphasize this, the medical advice was as a result

contextualized to each individual patient who would likely accept it willingly.

It is also found that humour was present in D-P interaction to break the tension of the medical
encounter (Domingo, 2010; Hine, 2013) and to improve connection in the unfamiliar

environment (Magana, 2013; Montague, 2018).

5.3.3 Hand kinesic cue for pain communication

Another form of non-verbal communication that is perceived as a key non-verbal cue in D-P
communication is kinesic cues. Patients express pain through emotional expressions (e.g.,
Kinesic cues, crying, screaming, moaning, clenching teeth) (Regnard, 2004). Kinesic cues are
spontaneous movements of the hands and arms and can be produced naturally and
spontaneously during the conversation (Rowbotham et al., 2012). For example, hand kinesic
cues can reinforce a patient’s description and location of the pain. In this study, patients used

hand kinesic cues to identify the location of the pain and to describe their symptoms to the
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doctor during medical consultations. For instance, in Figures 5.23, 5.24, and 5.25 below, Ms
Ayat used her deictic kinesic cues (McNeill, 2005) to signal the location of her pain and to
describe her symptoms to Dr Hassan:

Figure 5.23 Figure 5.24 Figure 5.25

00:00:54.599 Selectio
00:00:01.398 Selection: 00:00:00.000 - 00

IR DEDE D] BSIETE] [=] KRN [BIS1E (& WO D[ (MDA [bs]

020044770 Selection: 0080000000

Ms Ayat placed her right palm flat down Ms Ayat pointed to her left wrist ~ Ms Ayat clenched her left

to describe the symptoms in her left hand. with her right index finger. fist to describe her symptoms.
She placed her right hand down, fingers

pointing down onto the left hand to signal

the location of pain.

Fragment | Date source Doctor: Hassan Patient: Ms Ayat

5.21° Observation | Gender | Age | Religion | Education | Gender | Age | Religion | Education

M 26 Muslim | B.A  of | F 35 | Muslim
Medicine

1 Dr Hassan: ¢ _slw ol ¢l 5l Lgd la
[Did you experience a sprain in your wrist or direct hit?]
2a Ms Ayat: &

2 Ms Ayat: ...l dl 3U sl ) g cila el Ul Y
[No. I slipped off, and my hand turned to the corner....]
3a Dr Hassan: L 1 L1
3b Dr Hassan: C x C X
3c Dr Hassan: :: ::
4a Ms Ayat: [ D
4 Ms Ayat: L oY muall Jla 5550 il 4K 13 ¢ el caaf Ll

[This turned blue with numbness in the morning.]

5 Dr Hassan: f4lS.iedS o) 8
[Do you have any trouble with movement in your hand?]
6a MsAyat.: @ &

5 This fragment used Fragment 5.1; however, it is being analysed according to different nonverbal cues.
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6 Ms Ayat: Y33 lgd dda G Y
[No. I have only a feeling of numbness in my hand.]

Notational symbol Meaning

bp Down pointing backhand index

s Right pointing backhand index

$) Clenching fist

L7 Speaker leans forward while talking

Indicates the speaker pauses or remains silent

C X Indicates the speaker gazes to an object (e.g., to a
body organ)

When Dr Hassan asked Ms Ayat [Did you experience a sprain in your wrist or direct hit?]
(Line 1), she performed a deictic kinesic cue (Line 2a) to explain her injury. This deictic kinesic
cue not only points to the location of pain, but it also means that Ms Ayat asserted that she did
not experience a sprain in her fist or from a direct hit, but she slipped off, her hand turning to
the corner (Line 2). Ms Ayat’s deictic kinesic cue captured Dr Hassan’s attention, hence she
leaned forward (line 3a) and looked at her hand (line 3b) (See Figure 5.23). She continued
describing what she felt when she slipped off by using another deictic kinesic cue (line 4a) (See
Figure 5.24) to point with her right index finger to the numbness in her left wrist. She also
moved her hand by clenching her left fist (line 6a) (See Figure 5.25) to show that she had a

feeling of numbness in her left hand.

Figure 5.26 Figure 5.27 Figure 5.28

Selectis

i i s § i ) u 00:00:27.480
I A =M DRI D] [ ] WA EC My D ThE [ [

......

Mr Saed points to his chest Mr Saed points to his lungs Mr Saed points to his right
posterior calve

149



Figure 5.29 Figure 5.30 Figure 5.31

00:00:33.567 Select 00:00:35.131 Selectio 00:00:38.573 Selectio

] A E A e[ 2]  [Ps] M EC M D[ [ M D] [Ps] IRIEIEIEINCAC T ICIERN
Mr Saed points to his left Mr Saed points to his back Mr Saed clenches his right fist
posterior calve to describe his walk
Figure 5.32

00:00:51.591 Selecy

LA o [P [ 20 [20] bS]

Dr Adel uses his left hand to
signal the source of the

headache

The hand kinesic cue was aimed at communicating an emotional meaning, whereas the verbal
message was used to communicate the direct meaning to Ms Ayat. Similar to this scenario, Mr
Saed used hand kinesic cues to signal where the pain was and to describe his symptoms to Dr

Adel as seen in Figures 5.26, 5.27, 5.28, 5.29, 5.30 and 5.31.

Fragment | Date source Doctor: Adel Patient: Mr  Saed
5.22 Observation | Gender | Age | Religion | Education | Gender | Age | Religion | Education
M 32 | Muslim | B A of | M 78 | Muslim | Primary
Medicine
1 Dr Adel: $& jee 4,38
[What is your age?]
2 Mr Saed: 4is YA (5 e
[I'm 78 years old.]
3 Dr Adel: ! el A5k
[Wish you a long life!]
4a Mr Saed: > el I N A o
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4 Mr Saed: ;\J}w‘fﬁﬁd}&}cﬁjgwc :Ln_)\‘_gla.ncugg\)aiggwb\

4b O i ) = o

4 Mr Saed: <) os e el il jod be aa gll e pLY) Giary  iaa g Boleal) il leS (5 pela
[I suffer from clogged arteries and asthma. | also suffer from pain across
my two posterior calves; the left and right. | have also a pain in my back
that sometimes does not enable me to walk and thus I crawl.]

5 Dr Adel: felieli 44 o gl
[What is your complaint, today?]
6 Mr Saed: g p sall
[I get dizzy.]
7 Dr Adel: g 2as
[Do you have a headache?]
8 Mr Saed: fla)
[What?]
9a Dr Adel: » ¢+ {Pointing to his head}
9 Dr Adel: fg 2as
[Do you have a headache?]
10 Mr Saed: g 2as <ol
[Yes, | have a headache.]
Notational symbol Meaning
s Right pointing backhand index
$) Clenching fist

In this observation, Mr Saed immediately started describing his symptoms without a leading
question from Dr Adel and explained that he suffered from clogged arteries and asthma (Line
4). He used deictic kinesic cues to point to the location of the pain across his two posterior
calves; the left and right (line 4a, Figures 5.28 & 5.29), his back (line 4b, Figure 30) and his
chest (line 4a, Figures 5.26, 5.27). He continued to describe how he walked based on his
worsening condition and used an iconic kinesic cue (line 4b) to show that he crawled (see
Figure 5.31). A deictic kinesic cue was also performed by Dr Adel (see Figure 5.32) when he
asked Mr Saed whether he suffers from a headache or not (Line 7). Dr Adel used a deictic
kinesic cue (line 9a) when Mr Saed did not understand his question ‘g 2<=<’ (Line 9) [Do you
have a headache?]. Crane and Crane (2010) insisted that doctors should use non-verbal
communications strategies when interacting with patients such as gazing, head nodding and
body orientation to promote positive clinical outcomes. Hand kinesic cues can often be
displayed interdependently and concurrently with spoken language, slightly preceding the part
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of speech with which they are associated (Norris, 2004). Throughout the patients’ responses in
Figures 5.26 to 5.31, patients relied on hand kinesic cues to mimic what they want to
communicate verbally. Such kinesic cues are particularly useful when the patients vivify the

location of pain and verbally describe their symptoms.

The observations presented provide further evidence for previous findings on the relevance of
non-verbal behaviours for pain communication (Chapman, 2017; Mast & Cousin, 2013;
Robinson, 2006). Patients can express themselves verbally through words or non-verbally

using kinesic cues to convey much information about pain.

5.3.4 Head nodding

The majority of patients were very polite while speaking to the doctors. During the
conversation, there was a lot of head nodding from the patients accompanied by verbal
communication such as the word “+/,»=i " [Yes]. For example, depending on the question asked
or task at hand during a medical encounter, head nodding and other non-verbal and gestural
behaviours (doctors’ body posture) while speaking and listening were signs of power distance.
These gestural behaviours and verbal interactions consisting of head nods and the word “Yes”
were associated with a positive response, either to cooperate or to acknowledge the doctor’s

statement.

5.3.4.1 Head nodding for cooperation

During conversations, patients displayed a lot of head nodding indicating cooperation with
their doctors and understanding the medical treatments. The conversations consisted of doctors
who are the experts and patients who are merely required to cooperate. For example, across
Fragment 5.23, the patient maintains his gaze and body orientation toward the doctor (Figure

5.33).
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Figure 5.33

Selection: 00.00.00.000 - 0C

000210535
B R [ IR [ 2 [ b [ 2l ps| skl [«

his head

Mr Ahamed is gazing and nodding

Fragment

Date source

Doctor: Sabri

Patient: Mr

Ahmad

5.23
continued
from 5.19

Observation

Gender | Age

Religion

Education

Gender

Age

Religion

Education

M 27

Muslim

B.A of
Medicine

M

24

Muslim

Secondary

19 Dr Sabri: (s Gleill sic oy yal (5 sn dae Lled Cigual oo 1o ile ¢ o 8 Cans Sal L

s g paille e LaSdl e Jaidy g saall aliad) 4y

[When | say the cause is a virus; it means no need to prescribe antibiotics to

a patient that has a viral infection because antibiotics works against bacteria not viruses.]

20a
20b
20

Mr Ahmad: /\__ /\
Mr Ahmad: ¢—__ C—
Mr Ahmad: ol cdlle Ciagh

[I got it. Right!]

Notational symbol

Meaning

/\ Symbolises the upward and downward
nodding of the head, respectively.
C— Speaker is gazing towards the other party

As mentioned in Chapter 4.4, Mr Ahmed was observed prior to videotaping convincing Dr

Sabri to give him a certain type of injection without examination with which Dr Sabri did not

agree and asked him to enter the examination room. Dr Sabri agreed to Mr Ahamed’s request

after listening and giving him time and space to express his thoughts by helping him to

recognise the risk of taking a prescription antibiotic without consulting a doctor. In Fragment

(5.23), when Mr Ahmad communicated with Dr Sabri, his response ‘plai cchle Ciagd” (line 20) “I

got it. Right!” was accompanied by repeated nodding of his head (line 20a) and eye contact
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(line 20b). In this case, head-nodding by Mr Ahmad may not mean he actually understands or
agrees with what Dr Sabri says but could be a sign of cooperation. Evidence of this claim is
that in this scenario (see Fragment 5.24), Dr Sabri continues to explain to Mr Ahmad that some

patients will insist on certain medications regardless of their doctor’ advice. The encounter

continues:
Fragment | Date source Doctor: Sabri Patient: Mr  Ahmad
5.24 Observation | Gender | Age | Religion | Education | Gender | Age | Religion | Education
continued M 27 | Muslim |BAA  of | M 24 | Muslim | Secondary
from 5.23 -

Medicine
21 Dr Sabri: flaly &y s 0y 5b

[What sort of injection do you want?]

22 Mr Ahmad: (e (55 Cadais 5l s
[I want an injection to get a little relief from pain ..]
23 Dr Sabri:  Aklall &) (g2 Ul (e chiay 300 e gan M 5 GlasSa ) (S 55685 ) & ghany

o) 5 Bl Lgd yeay Yt s S 43 Lk il o) Aala)
[They may prescribe Votrex or Dexa injection. You may ask if it is true
or not! It is not. However, I prescribe it to avoid patients’ annoyance. A
patient may request this mixed injection.]

24a Mr Ahmad: £ £
24 Mr Ahmad: ol (e 8 e
[It might he doesn’t know this fact.]
25 Dr Sabri: Jals ) JS Sy chald) Qhall 8 Le i
[In medicine, we do not use to mix injections. Injection should be
prescribed alone.]
26a Mr Ahmad: /\___/\
26 Mr Ahmad: L5
[Right]
27 Dr Sabri... a3 sz 5 15aT 5 ¥ sl (o el 45 oay sall g o)) g5l e liie
[However, at the end, the patient will take it.]
28a Mr Ahmad: /\__ /\
28 Mr Ahmad: sl
[Sure]

Notational symbol Meaning
£ Indicates the speaker is laughing
/\ Symbolises the upward and downward

nodding of the head, respectively

Dr Sabri states in this fragment that patients do not listen to doctor’s advice regarding the type
of medication they should take; it should be based on their health condition, not on personal
preference. Moreover, they take the wrong medication and incorrect dosage which can
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adversely impact their health. In his case, he overcomes this challenge by giving these difficult
patients what they request and not based on their diagnosis. After all, they will take the
medicine they want, which is frustrating to doctors. In accordance with Dr Sabri’s claim, Mr
Ahmad nods his head (line 26a& 28a) to cooperate with Dr Sabri, however, will not necessarily
follow his medical advice if not convinced. According to IST, patients’ cooperation could be
interpreted as a form of exchanges of moves serving to achieve their communicative goals

(Gumperz & Cook-Gumperz, 2012).

5.3.4.2 Head nodding for acknowledgement

Head nodding throughout the medical consultations appeared to be a display of
acknowledgment to doctors’ expertise and understanding of their medical treatments. The
single head nod may be produced alone, or combined with expressions such as “mh hm” and
“okay” (Mdller et al., 2014). In this study, head nodding was expressed alone or accompanied

with acknowledging expressions such as “s/,»=i ” [Yes].

Figure 5.34

Selewton 008000030 -8

|4]M;u]ui«u]ubﬂi:]nhqn|>| pslEl=l (=
Dr Shadi is shaking his head while

Mr Muneer is nodding his head

Similar to this scenario, Mr Muneer nodded his head in agreement to Dr Shadi’s
recommendation (See Figure 5.34). However, his acknowledgement does not necessarily mean
‘Yes, | agree’—it may usually mean ‘Yes, I hear you’. To illustrate this notion, let us consider

Fragment (5.25). Mr Muneer is a 41-year-old engineer, presented earlier in this medical
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interview his main health complaint is a bronchial infection developed by a cough and

shortness of breath that caused him extreme pain and discomfort particularly at night.

Fragment | Date source Doctor: Shadi Patient: Mr Muneer
5.25 Observation | Gender | Age | Religion | Education | Gender | Age | Religion | Education
Continued
from M 65 | Muslim | B A of | M 41 | Muslim | B. A
Fragment Medicine
5.10
30a Dr Shadi: ¢— C—
30b Mr Muneer: /\ /\
30 DrShadi: &)l sl si) e yreay (e 5 daubin 5l (30 Y Gl & 35 dlaa]
[1 advise you to quit smoking because this is the start of new allergic
rhinitis, and there is a possibility of asthma.]
3la Dr Shadi: @ @
31b Dr Shadi: ¢— C—
31 Dr Shadi: leie silai I sleu) (g2a
[These names you afraid of.]
32 Mr Muneer: /\ I\
33 DrShadi:  osu)ll sadis dandll shall ¢ ) aall (laal)

[Smoking, incense, intense perfumes, and olive trees.]

Notational symbol Meaning

/\ Symbolise the upward and downward nodding of the head,
respectively

@ Indicates that the speaker shakes his/her head from side to side

C— Speaker is gazing towards the other party

The above Fragment 5.25 powerfully illustrates the point that Dr Shadi was dominating the
medical interview by adopting some linguistic features such as floor-holding and some non-
verbal behaviours such as body posture (see 5.2.2.1), a high-pitched voice (see 5.2.2.2), and so
on. This clearly made him appear higher in status and power in comparison to the relatively
less powerful and silent Mr Muneer. As a warning or “threat” (Burgoon & Dunbar, 2006, p.
282) Dr Shadi shook his head (line 32a) and made eye contact (line 32b) to direct Mr Muneer
to listen to his medical advice (Pagano, 2018) in quitting smoking in order to avoid developing
allergic rhinitis and asthma. Rejecting the doctor’s advice is considered an act of resistance,

possibly risking negative consequences to the health of the patient. Thus, Mr Muneer
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immediately nodded his head (line 3la & 33a) to possibly show his agreement and
understanding, a response to reveal that he was likely to be receptive to his doctor’s

recommendation even though normally would have been reluctant to do so.

Two possible explanations of the findings are: first, patients who perceived themselves as less
powerful (Goffman, 1961) than doctors who have the medical knowledge about their condition
(Ahmed & Bates, 2016; Cordella, 2004; Magana, 2013), and second the influence of high-
power distance culture in their non-verbal communication resulting in showing respect to the
high status of doctors (Ge et al., 2009; Pagano, 2018; Wang, 2010). Hence, they expressed
understanding and agreement (Muller et al.,, 2014) by affective-relational skills in
communication including maintaining eye contact and head nodding (Eaves & Leathers, 2018;
Pease, 2004; Remland, 2017; Wang, 2010). However, in some cultures, the Jordanian being
one of them, when a patient nods his head this does not necessarily mean a “Yes” answer. It
could be a sign of respect for the authority and high, social status of doctors, even though he

does not understand the doctor’s explanation (Mulyana, 2016).

5.4 Summary

This chapter attempted to identify the non-verbal cues that hinder doctor-patient
communication, which could be necessary for effective communication. The non-verbal cues
were analysed from data collected by direct observations of participants during their medical
interaction and enhanced with interview data. This project identified four non-verbal barriers
that impact D-P interaction: Touch or not to touch, Expansive body posture, Dominant high-
pitched voice of doctors and Doctors interrupting patients. The findings also showed that
doctors were effective in communicating with patients using non-verbal cues such as eye

contact and smiling. Similarly, patients using non-verbal strategies such as head nodding as
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cooperative and acknowledging behaviour and hand Kkinesic cues to point to the location of

their health condition and communicate their symptoms seemed to be effective.
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Chapter Six: Socio-linguistic and cultural influence on doctor-patient
Interaction
6.1 Introduction

This chapter outlines a summary of key findings to shed some light on the third research
question in this study “What are the socio-cultural barriers that cause ineffective doctor-patient
communication and misunderstanding?”. Using the thematic analysis and Nvivol2 as an
analytical tool, seven main themes were identified and analysed. They are 1) The impact of
gender on D-P interaction, 2) The impact of patient’s level of education on D-P interaction, 3)
Factors that hinder patients from seeing doctors, 4) Limitations in the treatment of patients, 5)
Patients’ perceptions of communication with doctors, 6) Traditional medicine, 7) The impact

of culture on communication & seeking health (See Figure 6.1).

Figure 6.1

Key Themes of Socio-Linguistic And Cultural Influence On D-P Interaction

Subthemes have also been identified under each of the seven themes with the findings presented under
the relevant subheadings, illustrated by fragments from interview data and observations.
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Physical proximity and the posture of doctors and patients in the consulting room can have an impact
on patient experience and may have an overall negative effect on their interaction (Morgan et al., 2017).
As previously explained in the methodology chapter (See section 3.3.1), the clinical settings included
small offices for the GPs and a big emergency room for physical examination divided by curtains into
small sections. The outpatients’ clinics included small offices for the GPs equipped with a couch and
a small desk with one chair for the patient and the other for a nurse. This would make it challenging

for Arabic speakers and those of Muslim backgrounds in terms of limited space, proximity, and touch.

Most of the patients reported that they had encountered cultural barriers when interacting with their
doctors. Many patients felt that cultural differences made interaction during consultation more difficult
when doctors were of a different gender to them. In the Arab world as a rule, women may allow doctors
to expose some parts of their body for examination even though they do not expose it to anybody else
even possibly their husbands. In Jordan, in general it would not be any different but of course, there
are some patients who are very strict and would not allow a male doctor to expose even the non-
sensitive parts of their bodies for medical examination even in the presence of a trusted relative. People

can sense whether the actions of the doctor during the investigation is professional or not.

6.2 The impact of gender on D-P interaction

Gender was identified as an issue that influenced D-P interaction, trust and respondents’
satisfaction. The patients were asked about their doctors’ gender preference and to identify
whether doctors’ gender had any impact on their communication during the consultation. Ten
patients initially said they had no particular preference as to the gender of the doctor during the
consultation; however, six of them proceeded to declare that they preferred to be examined by

the same-sex gender when disclosing sensitive information.
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6.2.1 Perspective of patients

In response to the questions “How you do choose your doctor? Does the doctor’s gender

(female or male) impact your interaction?”” Mr Muneer replies:

Fragment | Date source | Patient Gender | Age | Education level | Religion
6.1 Interview Mr Muneer | M 41 BA Muslim

"aadl U LaSlall 328N g Ul ¢ il La "6
[No, it does not. What I care about are the medical benefits.]
When the researcher asked him if gender preference would impact him in case of a sensitive

related topic, he replied:

Fragment | Date source | Patient Gender | Age | Education level | Religion
6.2 Interview Mr Muneer | M 41 BA Muslim

Cany 8 ) ga Sl dadl Dlad Al e daid 4] Wl J sl Al 4alill (e aplall Juadl s2a ) 5a YL

".dASi Jﬁi iz lag cc.;bji J.ﬁ\bﬂ)};_: QJ}J

[In such cases, | would rather be examined by a male doctor from a religious aspect and to

avoid embarrassment. | feel shy when talking with a female doctor about some stuff. I might
not be able to explain to her what | feel.]

Another respondent argues:

Fragment | Date source | Patient Gender | Age | Education level | Religion
6.3 Interview Mr Murad M 46 Diploma Muslim

"_%usﬁmyjéumy;swu.‘;ﬁ\i}iﬁh;\yc'&)w|&)}Jgh\‘,s\el.cds.&g"

[Generally speaking, one seeks expertise whether he is a male or a female doctor. | do not care
whether he is Muslim or Christian.]

Mr Murad contends that the expertise of a doctor is more important to him than issues of gender
and his internal desire to be examined by a male doctor. This contradictory response resulted

from the question “Does your doctor's gender matter in discussing sensitive issues?”” He insists:

Fragment | Date source | Patient Gender | Age | Education level | Religion
6.4 Interview Mr Murad M 46 Diploma Muslim
".)S.A C“ G_LL "

[Certainly, | would rather choose a male doctor.]

& Arabic text is left-aligned to fit the layout, and always placed left in the flow of the document wherever a block
of Arabic text would be.
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Only one female patient, Ms Rana, expresses no gender preference when seeking a doctor. She
argues that her preference is based on characteristics such as understanding her health

condition, how she is dealt with as a patient and being an expert with outstanding medical

knowledge.
Fragment | Date source | Patient Gender | Age | Education level Religion
6.5 Interview MsRana |F 27 Secondary Muslim

",‘;33‘;_'\.4):;:\} s(;_"\ﬂ} ‘G‘)S(‘G'S"GG‘:'(’M ¢ uyﬂ\w;%ub\ "
[1 do not care about his gender; the most important thing is that he understands me and gives
me my right.]

Likewise, five female patients and three male patients reported higher gender sensitivity where

gender preference was reported an issue. One of the participants, Ms Haleema, comments:

Fragment | Date source | Patient Gender | Age | Education level Religion
6.6 Interview Ms Haleema | F 46 Elementary Muslim

Ll Sl oa i (5 (o) e dll mans Y o (iny dlgd (Sl (521 Len ) () (i o) IS Ll (S35

"l Sl eadun ) giSall (o) S
[I can tell a female doctor what | want as she is a female like me, for example, if | suffer from
a pain in my breast, | cannot tell a male doctor about it because | feel shy.]

For Ms Haleema, it is embarrassing to discuss any sexual activity related to any part of the
body with opposite-sex health professionals as this is perceived a taboo subject. This was

highlighted by Dr Nabeel (See Fragment 6.68) as gender differences impacting diagnoses.

Another female patient, Ms Shayma’a argues:

Fragment | Date source | Patient Gender | Age | Education level Religion
6.7 Interview | Ms. Shayma’a | F 55 | llliterate Muslim

"N A (U g Ly el Liiaee Dlia ALSET k)5S0 pe 5y 53S0 4] Juzadl "
[I prefer a female doctor. We do complain about our stomach, feet or back to a male doctor
but not women sensitive issues.]

Ms Shayma’a feels embarrassed and uncomfortable if she is consulted by a male doctor,

particularly when she complains about sensitive issues. In the observation, she was examined
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by a female doctor upon her request, even though a male doctor was available at the time she

visited the hospital.

As noted, patients’ preference for the gender of a doctor appeared culturally determined by
their beliefs and attitudes in terms of topics of a sexual nature. In Jordan, seeking help for
sexual health problems could be perceived as taboo (Akhu-Zaheya & Masadeh, 2015; Al-

Momani et al., 2017).

Regarding the influence a female patients’ age has on her interaction with the opposite-sex, it
does not seem to play any role during medical consultations. Therefore, age does not affect a
female patients’ overall satisfaction and interaction in this study, however, this it may be not
generalized to all female patients in Jordan because of the diverse cultural communities in
Jordan. However, what does have a great effect on D-P communication is a patients’ religious
beliefs. Religious beliefs of Muslim patients were found to affect their health behaviour with
doctors. Muslim patients may be reluctant to share information regarding sexual health,
particularly females whose first preference for healthcare professionals is a Muslim female,
followed by a non-Muslim female, a Muslim male, and lastly a non-Muslim male (Tackett et
al., 2018).

6.2.2 Perspective of doctors

On the part of doctors, the findings revealed that their gender influences their interaction with
the opposite-sex. The majority of doctors identified their gender impacts their interaction with
patients; however, only one doctor, Dr Shadi believed that there is no gender influence on his

interaction with patients. The following examples illustrate this finding:

Dr Shadi states:

Fragment | Date source | Doctor Gender | Age | Education language | Religion
6.8 Interview | Dr Shadi M 65 | English Muslim

"JaA 5 aadie g Uadat fS) 5 agilSia e Euaally | sagun SGY)
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[Females talk much about their health condition. They are also more conservative, afraid, and
shy.]

Dr Asma claims that a male patient is more reluctant to disclose sensitive information - such

as sexual organs, women’s needs or any sexual health-related topics - to a female doctor, as

indicated below:

Fragment | Date source | Doctor Gender | Age | Education language | Religion
6.9 Interview | DrAsma |[F 27 | English Muslim

iy Jalall () 55 Ll ¢ S Ulas 55 6360 )38 Aipee oLl (e Dl (S 43 iy Ja iy 45Y ol Ly i

"da e sl (e e e aae

[Yes, nearly, as a male patient becomes shy to complain from certain things to a female doctor
but dealing with girls is easier.]

Dr Sabri also points out that the gender issue in D-P interaction is typical in the Jordanian

community, as seen in this Fragment 6.10:

Fragment | Date source Doctor Gender | Age | Education language | Religion
6.10 Interview Dr Sabri | M 27 English Muslim

"8l a) 5 das e Sain e lial kg g gall A gra (50l 4 Szl "

[Certainly, as we are from Arabic culture, we differentiate between male and female. There
will be somehow a difficulty regarding this issue.]

For him, Jordanian thinking, which is part of the Arab world, is fundamentally gendered as it
takes the interaction between male and female as a serious and sensitive issue. This is mainly
influenced by traditional Eastern conceptions of women and men in nature which is similar to

what Dr Salem discussed in chapter 4 (See Fragments 4.35 & 4.36).

Although some doctors as described above think that gender has a great influence on
communication with patients, others, for example, Dr Amjad, when asked if his gender might

affect his interaction with patients, he said:

Fragment | Date source | Doctor Gender | Age | Education language | Religion
6.11 Interview DrAmjad | M 54 English Muslim

" dgnh ol s b e daladl) | gallay el Blal (Sally sie ) L
[1 do not think so. Sometimes females request to deal with a male doctor and not a female one.]
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Dr Amjad perceives from his work experience that women are sometimes not reluctant to
request to be examined by a male doctor and feel more relaxed during consultations with the
opposite-sex. However, when the researcher asked him “what kind of information does your

patient want to hide from you?”, he replied:

Fragment | Date source | Doctor Gender | Age | Education language | Religion
6.12 Interview Dr Amjad | M 54 English Muslim

ddind) e glaall ol (aa dpaddll il glaal) (Sae”
[Probably, very personal information, or sensitive information.]

Although one doctor said that some women did not mind being examined by a male doctor,
this finding highlights that cultural and religious beliefs can be a barrier in communication with
doctors of the opposite gender (Rocque & Leanza, 2015). Moreover, an understanding of
cultural and religious beliefs by doctors can help to meet patients’ preferences in term of

doctors’ gender.

6.3 The impact of patient’s level of education on D-P interaction

Education is one of the factors affecting communication between doctors and patients, which
is directly associated with patients’ level of education as presented here. Level of education
can impact a patients’ level of understanding of their doctors’ advice and instructions which
may lead to misunderstanding and misinterpretation (Hayes et al., 2017). Previous research in
Jordan has indicated that the appropriate level of education can help patients in understanding
medication and increase their medical awareness (Al-Khasawneh, 2002; Bdair & Abushaikha,
2018). For example, Al-Shdayfat and Green (2012) and Akhu-Zaheya and Masadeh (2015)
acknowledged the importance of sexual health education for patients in relation to discussing

sexual issues, such as sexual relationships and sexual needs.
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6.3.1 Perspective of doctors

In this study, seven doctors identified that the level of patients’ education and lack of
cooperation are two factors generally affecting patients’ comprehension of their health
conditions. Two of the doctors stated that there is no direct influence of patient’s education on
comprehension. Explicitly, from doctors’ perspectives, patients are more efficient in
communication and are able to provide detailed information about their conditions if their level

of education is higher.

Dr Salem insists that successful communication is influenced by the level of education of the
patient to the extent that patients with higher educational levels tend to engage in full
understanding of their health condition and medication compliance, whereas those with a low
level of education are viewed as less engaging and have difficulty in understanding the

treatment and medication as clearly indicated in this Fragment:

Date source
Interview

Doctor Gender | Age
DrSalem | M 27

Education language
English

Religion
Muslim

Fragment
6.13

5 simuall 05K G pa (Sile Jaan Ulald ¢ jal) (o ol (5 sinall (53 8 ¢ g s Blal (m jall Allia 3
o e 4] (s (b allia 5 ey A glaall 28l S A g5 ¢ olrae il 535 eli) Al gy o dn oalail)

€ o) oal) 138 32 gy 0y (a8 | dae ol i) 8 Uil 4 gaia 4a) 5 very low 4xs educationss sive o s
Col sl 138 (pe g (S U Apilall Cilie Liaall (555 (S s $4) 5Ly (oS

[When examining patients, sometimes what faces me is the difference of educational level
between the patients. Sometimes, a highly educated patient enables me to communicate with
him easily and he can receive the information that you want to explain. While a patient whose
level of education is very low, you may have difficulty in communicating with him or how he
would take that medication? What would be the side effects that can be produced from this
drug? How to take it?]

In Dr Ali’s view, a patient’s education level represents 60% of the difficulties he encounters
when dealing with patients and 40% are other factors such as lack of medical awareness in the

society, and lack of cooperation.

Fragment

Date source

Doctor

Gender

Age

Education language

Religion

6.14

Interview

Dr Ali

M

28

Ukraine

Muslim
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[The level of the patient’s education represents approximately 60% of these difficulties, but
this is not the issue, you can meet educated patients who cooperate with you and understand
you; however, others do not.]

Dr Ali acknowledges though that the level of education plays a role in the patient’s
comprehension of his treatment. He argues that the level of education impacts the
understanding of medical terms; the higher the level of education, the more health awareness
(See Fragment 4.26). In addition, it seems other factors play a role as well. Patients’ lack of
cooperation results in poor doctor-patient communication and influences the carrying out of
doctor’s instructions. Dr Ali explains why such patients are perceived to be uncooperative in

the following Fragment 6.15:

Fragment | Date source | Doctor Gender | Age | Education language | Religion
6.15 Interview Dr Ali M 28 Ukraine Muslim

" nma o) 93 o2y (Al :\.1.,*53“2” ji Y saall e ale 5 dkall CJ.»A.\]\ Clagiul ple (ja At eyl (e "

[The patient himself is uncooperative. He does not understand the medical advice and he does
not accept the medicine prescribed by the doctor. Instead, he wants certain medicine.]

Dr Ali argues that some patients requested other medications that were not prescribed by their

doctors due to lack of understanding (McKinlay et al., 2014) (See more details in section 4.3).

Patients’ personalities or disposition may create a challenge for doctors in not enabling them
to be involved in the interaction properly; they could also feel that their high level of education

gives them the right to interfere in the doctors’ treatment as seen in the following example:

Fragment | Date source | Doctor Gender | Age | Education language | Religion
6.16 Interview Dr Amjad | M 54 English Muslim

Laseadl) g pall () (eSally catld ] ysimg o g 5l e L ) Cafia alls <o gy M CiEiall (iany (g il Ulal "
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[But sometimes we have to put up with some well-educated patients who think themselves
excessively cultured and understand everything. On the contrary, dealing with a simple patient
is much easier than dealing with the excessively cultured patient who wishes to dictate the
diagnosis and treatment.]
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Dr Amjad agreed with the view that a patient’s education is essential. However, he insists that
well-educated patients with personalities that are difficult to work with are sometimes
suspicious of their doctor’s motives for prescribing certain medications, in contrast, uneducated
patients can be more compliant with treatment. While Dr Amjad’ attitude was perceived
negative and not cooperative in regard to patient education, Dr Shadi viewed education as the

most important factor to improve patient safety.

Fragment | Date source | Doctor Gender | Age | Education language | Religion
6.17 Interview [ Dr Shadi [ M 65 | English Muslim

lalbiadll any Jantiog 38 o3 Y a0 Y A (o jall | (g yall Tan aga el (5 siasall o GG Y Ll "
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[Of course. No doubt that the level of education is very important in a patient. An illiterate
patient may use some old terms, but the literate one can select the appropriate term. Today due
to the availability of the Internet, patients would know, such as difficulty in breathing, chest
pain, and other illnesses. Thus, a person’s education plays a role in understanding the patient’s
complaint quickly].
Similar to other doctors’ argument (see Fragments 4.17 & 4.18), Dr Shadi argues that patients
with a better educational background are more likely to take a collaborative role in doctor-
patient communication and they can use the appropriate medical term when explaining his/her

health conditions (Amp et al., 2013).

6.3.2 Perspective of patients
The level of understanding of the patients’ illness, as well as prescribed medication, was
explored in this finding from observation data and from patients’ perspectives. In other words,

their level of education impacts their understanding of health treatment and medication.

In the Arab world, the age classification for older people is from 60 years and older which is
adopted by demographers (Halaseh, 2019; Khraif et al., 2015). Most of the patients in this study
were educated (See Table 6.1) which may be due, in part, to the fact that most of the patients

were under 60 years of age. As mentioned earlier younger patients are significantly associated
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with a high level of education compared with the low level of education in older age patients

(Halaseh, 2019).

Table 6.1

Basic Demographics Of The Patients

No. Pseudonym Age Gender Education Language acquisition/
Arabic- English

1 Fadi 46  male Higher education  Bilingual
2 Jasser 24  male  Higher education  Bilingual
3 Murad 46  male Higher education  Bilingual
4 Muneer 41 male  Higher education  Bilingual
5 Sameh 37  male Higher education  Bilingual
6 Ameer 32 male Diploma Monolingual

7 Ahmed 24  male Secondary Monolingual
8 Qais 32 male  Secondary Monolingual

9 Sameeh 51 male Secondary Monolingual

10 Tamer 34  male Secondary Monolingual

11 Mamoun 65 male Elementary Monolingual

12 Sami 78  male Elementary Monolingual

13 Areen 40 female Diploma Monolingual

14 Ayat 35 female Secondary Monolingual

15 Rana 27  female Secondary Monolingual

16 Haleema 40 female Elementary Monolingual

17 Muna 42  female Elementary Monolingual

18 Shaymaa 55 female Non-educated Monolingual

All of the patients insisted that they understood their doctor’s explanation of the diagnosis and

medication regardless of their level of education.

When the researcher asked Mr Ameer if he fully understood his health condition and

medication after being diagnosed by Dr Nabeel (male GP, 28 years old), he reported:
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Fragment | Date source | Patient Gender | Age | Education level | Religion
6.18 Interview Mr Ameer M 32 Diploma Muslim
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[Yes, he did. I knew what my health condition is precisely, and he gave me the appropriate
drug. He also told me to come back if I do not recover.]

Although Ms Shayma’a reported that there was no difficulty in understanding her GP’s
instruction and diagnoses, when the researcher asked her about the reason behind the
miscomprehension of a doctor’s diagnosis and instructions, she outlined that the level of
education is the main hindrance to her understanding. In her case, in order to overcome this

difficulty, she would ask the pharmacist to explain the medication, this being part of his job

description.
Fragment | Date source | Patient Gender | Age | Education level Religion
6.19 Interview | Ms. Shayma’a | F 55 | Illiterate Muslim

"R ¥ asalle CM\ k_e).a.a\ C-’J\ &.\M Jsall :Lu\ Ul ) O5S Jalisa "

[Perhaps he might be illiterate like me. The doctor writes the drugs, and I go to the pharmacist
who explains it to me.]

Mr Muneer had no difficulty in understanding the doctor’s diagnosis or medical instructions of

dosages of drugs because they were organized well and were explained precisely step by step.

Fragment | Date source | Patient Gender | Age | Education level | Religion
6.20 Interview Mr Muneer | M 41 BA Muslim

e b g Al el cahall e sl Cudaef Ay Hl @8 Ul g Ul Gl graa g1 gl 5 Le dally Ll
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[For me, I did not face any difficulties. I felt that 1 was relaxed, told the doctor about my

condition who diagnosed it and prescribed the drug. He told me how to use it, and | had no
difficulty in understanding the instructions because they were organized well.]

Mr Muneer stated that the doctor effectively communicated with him by adopting a positive
communicative style. He first explained to him his health condition to ensure that he had a
better understanding of his condition, he then prescribed the medicine and provided a step-by-

step set of instructions on how to take his new medication.
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Although patients argued that they have no difficulty in understanding doctors’ instructions

and diagnoses, the researcher observed some instances where the opposite occurred as

indicated in the following example:

Fragment | Date source Doctor: Ali Patient: Mr Tamer
6.21 Observation | Gender | Age | Religion | Education | Gender | Age | Religion | Education
M 28 | Muslim |B.A  of | M 34 | Muslim | Secondary
Medicine
1 Dr Ali: <l (e i 32 {He is using his stethoscope on Mr Tamer’s back and keeps
listening to his breathing.}
[Take a deep breath, please!]
2 Mr Tamer: {Breathing}
3 Dr Ali: @8l 5 gale (83 {He keeps listening to Mr Tamer’s breathing.}
[Take a normal breath and then release!]
4 Mr Tamer: {Breathing}
5 Dr Ali: ¢Sl s 4akidi{Pointing to the left side of Mr Tamer’s chest.}
[Is this side being affected more?]
6 Mr Tamer:
[Yes]
7 Dr Ali: % _dlla Jd 4 sl
[Have you taken any injection before?]
8 Mr Tamer: ¥
[No, I did not]
9 Dr Ali: Sl U
[For allergy?]
10 Mr Tamer: 135k Jiida Lo (38 25l s 3 e Il <Y
[No, I did not. This is the first time that | had experienced such thing
and | did not have flu either.]
11 Dr Ali: fale JS& "allergy"dlaic Lo Jiny
[Do you mean that you generally do not have an allergy?]
12 Mr Tamer: & Y
[No, I do not have]
13 Mr Tamer: <8 5 Jass (i jle dadi ) (S il A3 (e Lo @S Ul Cne sad (10 (538
:\.Udi A;J\ Lgm L
[This is before two weeks ago. I did not care about it and assured
myself that it is possible a cold or any small symptom which does not
need a medicine.]
14 Dr Ali: aaly dlvie 3 43¥ 5 a8 lilae | (g Liase 4a cub {Shaking his head}

[All right! Now, I will place you on nebulization because you have
phlegm.]

Although Dr Ali tried to explain some terms during the medical encounter (See Fragment 4.32),

there were still other moments when the medical terms were not explained to Mr Tamer. For

example, in this Fragment (6.21) it was found that Dr Ali tended to use the medical term
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“allergy” (Line 11) without explaining it to Mr Tamer. He assumed that Mr Tamer understood
the medical term when he replied: “8« ¥” [No, I do not have] (Line 12). It is not clear whether
Mr Tamer understood the term, or was reluctant to pose the question. Therefore, it is the
doctor’s responsibility to ensure that the patient understands what he is saying and to explain
the medical terms to the patient no matter what his/her level of education is. In some cases,
patients showed respect for the doctors and perceived themselves in a lower status in
comparison; therefore, they expected the doctor to explain things to them and give them advice

about the treatment.

In this regard, doctors should spend more time with patients in explaining diagnoses and ensure
whether their medical advice is understood or not. Overall, after exploring a patient’s education
as a means to enhance medical interaction, doctors’ comments not only focus on patient’s
education but connect to the patient’s personality and motives in compliance with doctor’s

prescription of medication and instructions.

6.4 Factors that hinder patients from seeing doctors
In this study, patients identified some specified socioeconomic, psychological and cultural
issues as well as treatment by their doctors as key barriers that hinder the Jordanian patients

from visiting doctors and affect their medication adherence as is outlined next.

6.4.1 The unavailability of medicines

Patients specified the unavailability of medicine as a barrier that may hinder them from visiting
doctors. They discussed the issue of unavailability of medicine in the public hospitals which
might delay their treatment. Some expressed that non-adherence to prescribed medications is

associated with medical costs.
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Mr Ameer expresses that the issue of affordability in healthcare is a barrier to some patients
who do not hold private insurance as they have to buy drugs and they find it is very expensive.

This obliges them to use alternative medicine such as herbs.

Fragment | Date source | Patient Gender | Age | Education level | Religion
6.22 Interview Mr Ameer M 32 Diploma Muslim

$dllSy 5 45500 oy 5 Adde RIS bl 5 apdall Juay (s by (5 )3 20l 3 dgae Le (b A (Sae ™
"GN ey Clie Ve Al ladlall jlaia,

[Properly, some people suffer from poverty. They are unable to seek a cure to visit the doctor

as the doctor would give them medicine which they cannot afford. Thus, they are obliged to
use other medications such as herbs.]

Ms Areen claims, in many cases, patients who access public hospitals might find out that
medicine is not freely available at the hospital pharmacies. Due to the unavailability of

medicine, patients might feel obliged to buy it from outpatient pharmacies which they cannot

afford.
Fragment | Date source | Patient Gender | Age | Education level Religion
6.23 Interview | Ms. Areen F 40 | Diploma Muslim

Al 5 35S all 83 ge (35 5Shme iz A ke A G peay A sSall L ale e e e il B8 VL i "

MO e ST Gl s (el sk (Sae ML Al e Y galall dnia g cga Jall Adapall (e 48 peay 7 5
[Of course. There are several cases in which a patient visits a GP in a public hospital who
prescribes him a drug that is not available in the public pharmacy or the village. He might go

to a private pharmacy, but he cannot afford it; thus, his disease might progressively become
worse than before].

From his perspective, Mr Ahmad has encountered the challenge twice that at times medicine
is not freely available in the public hospital pharmacy, which forces him to buy it from
outpatient pharmacies. However, he not only faces this issue, but also when medicine is
prescribed in a particular brand that might not be freely available and can be found only in the

outpatient pharmacies.

Fragment | Date source | Patient Gender | Age | Education level | Religion
6.24 Interview Mr Ahmad M 24 | Secondary Muslim
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[Perhaps the drug is not available in the public pharmacy. It happened to me twice. Sometimes
the drug is available but manufactured by another company. The patient thinks that the original

producing company might be better than this company; therefore, he thinks of purchasing it
from an outpatient pharmacy.]

The shortage in government medicine supply sometimes leads to frustration in patients (Jaeger

et al., 2018) and limited access to health care.

6.4.2 Patients’ hardships in accessing medical services

Some doctors expressed some concerns that patients tend to neglect the importance of doctor’s
medical advice to take their medicine or follow up on their health conditions due to some
challenges. These involve transportation difficulties to visit the hospital alongside extreme
poverty or lack of health services offered to people in rural areas compared to those living in

major cities.

Jordanian patients cannot afford private healthcare costs for reasons not limited to the high cost
of medicine but also because the majority lack private insurance. In Jordan, up to 73% of the
population in Jordan is covered by the public insurance system and 6% of Jordanians are
covered by the private sector covering (National health strategy (2006-2010) as cited in Zamil
etal., 2012). Regarding the clinical setting in this study, the public hospital and the outpatients’
clinics have their own pharmacy, which generally keep limited quantities of essential
medicines. Hence, sometimes patients must purchase their prescribed medicine from private
pharmacies which could be unaffordable to some. Hence, this could be a factor that can hinder

patients from adhering to medications.

In investigating the reasons for medication non-adherence from perspectives of patients, three
patients found public hospitals to have limited medical resources in contrast to private hospitals

being very different from the public hospitals due to high-quality services, and communication
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with the doctors. However, the majority of Jordanians can only afford public hospitals in
Jordan. Only a few can afford private hospitals and those who have private insurance enable
them to cover the costs of treatment. Accordingly, the issue of medication non-adherence
results from concerns about medicine costs that prevents patients from seeing medical

providers (Goff et al., 2008), only if they are seriously sick (Taiwo, 2013).

Mr Mamoun reports that financial capacity impacts patients’ decisions in terms of medication

preferences:
Fragment | Date source | Patient Gender | Age | Education level | Religion
6.25 Interview Mr Mamoun | M 65 | Elementary Muslim

Mol ] 4 5 Gl dlerd GalAl) i) e eay ¢ 1AL dald Clidiie A ()5S L Gale ading ™

[When a patient is financially capable, he would prefer to go to a private hospital mainly due
to the quality health service provided.]

Ms Rana addresses that some patients cannot afford the medical cost of private doctors, and

that is why they visit public hospitals:

Fragment | Date source | Patient Gender | Age | Education level Religion
6.26 Interview MsRana | F 27 Secondary Muslim

".Lﬁaw\wjowse\.d\)jﬁﬂ\ \;.3;.3‘éue&daeaq‘wus)j&a\ﬁ\ﬁb)ﬁguw\_}‘zg”

[Some people cannot afford to pay private doctors. They do not have the money, so they go to
a public doctor.]

Mr Ahmad identifies one of the important reasons that prevents them from seeking medication

is the hospital’s medical resources:

Fragment | Date source | Patient Gender | Age | Education level | Religion
6.27 Interview Mr Ahmad M 24 | Secondary Muslim

‘)J\SLHQLAUAJ"U»"@uﬁm&);}h&\\.@.\séxu&n‘jc&@&\@uwﬁja\stﬁs‘ﬁ&m‘;x
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[The hospital is not well-equipped; I mean the resources. For example, ['m obliged to go to ...,
and .... thus, there are great differences. Sometimes you might find a hospital equipped with
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health professionals but no medical resources, and in other cases, you might find medical
resources, such as in Hospital X, but without health professionals.]

Mr Muneer argues from his perspective that people have different approaches in selecting a

medical service provider depending on their beliefs and experiences:

Fragment | Date source | Patient Gender | Age | Education level | Religion
6.28 Interview Mr Muneer | M 41 BA Muslim

O 5 b (B caalat) (A palall Canlall 5 e sSa) Cunlall () ) g iy (il 2 gkt dga g0 U ol 330 4"
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[In my opinion, there are other several reasons. Some people view the private doctor and the
public doctor differently. Some people have money and are rich, but prefer to go to a public
doctor and not a private doctor. They consider the private doctor as a materialistic person,
who wants to take their money for the examination and ask for laboratory tests and X-rays. He
sends them to private clinics or hospitals to get more money. Thus, many people go to a
specialised public doctor so as not to become victims of a medical swindle, and vice versa,
there are those who even do not have money, but they do not trust the public service or

medication, so they might say “We buy a tablet of capsules from a private pharmacy that has
effective ingredients would be better than those in the public hospitals”.]

Mr Muneer claimed that different perspectives in selecting a medical service provider are
classified according to their experiences: some are satisfied with the public health service
regardless of their insurance status and others are satisfied with the private health service even
if unwilling to pay medical charges. The latter’s perspective is based on the belief that private
health service is of superior quality than the public health service in terms of food and beverage,

tangibility and physical environment (Al Khattab & H. Aborumm, 2011).

Doctors, on the other hand, acknowledge some obstacles that impede their work in the public
hospital and impact patients’ satisfaction, such as lack of medical specialists, drugs and some

medical equipment.
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De Salem argues from his perspective that GP doctors may need specialists who are sometimes

unavailable:
Fragment | Date source | Doctor Gender | Age | Education language | Religion
6.29 Interview DrSalem | M 27 English Muslim

il (52 (e ladl (im0 5 glinl Ul e o sl g Ais pa Gl le ke 08 U i 43 "
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[I am here as a general practitioner for a year and a half or two years’ experience. Sometimes

I need a specialist. | need to consult an internal specialist for a particular illness, but this is
not available.]

When the researcher asked him how he would resolve this difficulty, he replied:

Fragment

Date source

Doctor

Gender

Age

Education language

Religion

6.30

Interview

Dr Salem

M

27

English

Muslim
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[In this case, | am obliged to transfer him to go to another public hospital far away.]

Dr Salim mentioned another reason that forces him to refer patients to another public hospital

is the shortage of medical equipment:

Date source
Interview

Fragment
6.31

Doctor Gender | Age
DrSalem |M 27

Education language
English

Religion
Muslim
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[Another thing: sometimes | am obliged to ask for specific X-rays or lab tests that do not exist
here.]

However, Dr Nabeel points out there is no point in patients preventing themselves from seeking
medication due to the hospital availability of medicine of 90 per cent and 10 per cent for the

unavailability of it:

Date source
Interview

Fragment
6.32

Doctor Gender | Age
Dr Nabeel | M 28

Education language
Ukraine

Religion
Muslim
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[The medicine is available in most cases. In general, medicine is available for 90% of the cases.
We may need some medicine for infants, and we do prescribe them, and they can buy them
from the pharmacy.]

The other obstacles that hinder patients from adhering to medications from perspectives of
doctors are patients tend to neglect the importance of doctor’s medical advice to take their
medicine or follow up on their health conditions. Dr Shadi argues that patients might neglect
their health conditions. In particular, an unawareness of serious health risk results from
medication non-compliance. They encounter some challenges that impede their access to

healthcare services because of their limited access to transportation.

Fragment | Date source | Doctor Gender | Age | Education language | Religion
6.33 Interview | Dr Shadi M 65 | English Muslim

A S a sl ) o yally (5055 38 ¢yl ial ye s lgia¥) ¢ i gall il ye 1Al Ul 2 ol 308 aas
3y ¢ A anll Blal Lgadle 8 Tan age 13) 3 yalad Ulial W jliae 585 08 (oD Uil 5 cdae anusi g conny
Y Y ¢ oaa Ohie JSE 585 sl 2aky G sall ¢ e SLS 200 Lie e ¢ shaliall (any G Ulal La gas (IS4l
"Adde cu B aua S je Vs B3 g se Clal sl

[Yes, lack of time. Sometimes the symptoms of an illness are minor, and the patient does not
pay attention to them so that he might say “I will visit the doctor tomorrow or next day” and
so on till his illness aggravates and turns into a severe illness. Sometimes the spatial distance
prevents the patient from seeking treatment. Some regions are about 200 kilometres from here
where the patient might spend a week thinking whether to go to the hospital because there is
neither existing transportation nor a health centre near him.]

In alignment with Dr Shadi’s argument, Dr Fadi, a male patient who works as a dentist, faces
the same difficulty when dealing with patients who are unaware of their health condition. He
also states that some patients might not trust doctors because they believe that doctors are not

able to diagnose patients.

Fragment | Date source | Patient Gender | Age | Education level | Religion
6.34 Interview Dr Fadi M 46 B. A in dentistry | Muslim
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"'M\wﬁﬁﬁ)ﬁia_.\)w\}ﬂ\ h‘-‘ue}'d\dwsﬁdSCJﬁeﬁw’uck“:‘L’-’

[Distrust and carelessness, no more. The pain is over. | am a dentist, and a patient might come
to my clinic with a swollen face and in a worse condition. As soon he feels better the next day,
he stops the treatment. After a month, he suffers from the same problem.]
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Mr Jasser thinks that he can control the pain; however, the symptoms are too risky to ignore.

Fragment | Date source | Patient Gender | Age | Education level Religion
6.35 Interview Mr Jasser M 24 Higher education | Muslim

"om e U g V) 55l 7 5 0 Ones p e gdle paslla Sadn clal Ul e sy

[We thought we could bear the pain; we tell ourselves that it will last for one or two days. We
do not visit the doctor until it gets worse.]

Mr Sameeh confesses that he does not take his medication correctly as prescribed by his doctor

as a result of medication non-compliance:

Fragment | Date source | Patient Gender | Age | Education level Religion
6.36 Interview Mr Sameeh | M 51 | Secondary Muslim

e i Ul s ea 038l L adle Ul bl pacall JAIL s2a ke Ul e adle LT "
[Right now, | am not taking my drug in the right way. I used to skip taking it.]
It is clear in the above fragment that patients may neglect the importance of doctor’s medical

advice and the prescribed medication as it’s perceived unnecessary for maintaining health.

6.4.3 Word of mouth

Health care aims to improve patient health outcomes, higher patient retention, and reducing
costs (Fiala, 2012). When patients receive good quality health service, this leads to their
satisfaction (Naiji & Hong, 2016) and willingness to make positive word-of-mouth
recommendations to friends and colleagues. Trust in doctors is usually based on

recommendations of family and friends through existing relationship networks (Wang, 2010).

Many patients mentioned that they would most likely visit a particular doctor recommended
by friends or relatives based on their previous hospital visit or due to his well-known,
outstanding medical expertise which is verified by outstanding accuracy in diagnosis and

physical examination. For example, Ms Areen explained that they could easily find doctors
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with excellent reputations and professional experience because of word-of-mouth

recommendations being they are from the same local area.

Education level
Diploma

| Patient Gender
| Ms. Areen F

Date source
Interview

Fragment
6.37

Age
40

Religion
Muslim
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[I swear to Allah, we all from the same region and we know the professional doctor and who
is not].

Mr Jasser points out that past medical experiences of other patients have an effect on attitudes

in making the decision on which speciality to choose.

Education level
Higher education

Gender
M

Patient
Mr Jasser

Date source
Interview

Fragment
6.38

Age
24

Religion
Muslim
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[In our community, we used to use a proverb "Ask someone who has experience rather than a
physician"; therefore, such factors impact us.]

Mr Ameer feels that what makes him trust a doctor is his kind personality and professional
reputation based on word-of-mouth recommendations. This fosters healthy, therapeutic

relationships that promote healing and recovery.

Education level
Diploma

Gender
M

Patient
Mr Ameer

Date source
Interview

Fragment
6.39

Age
32

Religion
Muslim
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[I care about the doctor’s personality and his solid reputation. How he deals with the patient
as if he is his brother.]

Dr Sabri emphasises that a patient might request a particular doctor distinguished by his

medical expertise based on others’ word-of-mouth recommendations.

Fragment

Date source

Doctor

Gender

Age

Education language

Religion

6.40

Interview

Dr Sabri

M

27

English

Muslim
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[Perhaps you have seen the most frequent thing here is that a patient might come and insist to
see a certain doctor due to his professional reputation and the other is not.]

Based on the above, patient’s satisfaction and trust in physicians mostly relied on word-of-
mouth communication, and trust was often initiated on the basis of recommendations of family
and close friends. Hence, improved patient satisfaction can lead to improved D-P relationship

and communication.

6.5 Limitations in the treatment of patients
Patients were asked to share some opinions on how they would like their doctor to deal and
communicate with them. Thus, in this section, patient experiences and expectations will be

described.

6.5.1 Patients’ experiences and expectations

Analysis of video data showed that doctors were friendly and polite in their interaction with
patients mostly using positive non-verbal behaviours such as eye contact (See 5.3.1) and
smiling (See 5.3.2) despite their expansive body orientation throughout the medical
consultation. There were some instances of patients being interrupted and the use of dominant

high-pitched voice.

6.5.1.1 Active listening-ear
Patients viewed the relationship as one displaying an active, listening role, caring and taking
an interest in them. They felt the need for their stories to be heard and firstly to be respected as

humans.

Ms Haleema valued doctors’ listening to her stories, which was confirmed when the doctor
accurately addressed her concerns and needs. She wanted her doctor to spend more time and
to provide detailed and comprehensible explanations.
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Fragment | Date source | Patient Gender | Age | Education level Religion
6.41 Interview Ms Haleema | F 46 Elementary Muslim

Ul 5 aaiony g el ¢ alba g Adia gl L Sy iny (e S aainy Jim d shaal gy 4 sl ¢ oS bl 05
"ol 5 () (e sl el S

[His communication style should be good to help me to understand him. He should listen to
us, which means not just writing the prescription and leave. He should listen to what | explain
concerning my illness and something like that.]

As noted from Ms Haleema’s feedback, listening to her story was associated with greater
satisfaction (Henry et al., 2012; Naiji & Hong, 2016), this can foster D-P relationship when
doctors are willing to engage actively in listening to patients (Brennan, 2016). In fact, limited
time can be a reason why doctors sometimes fail to communicate with their patients (Mulyana,
2016). A particular aspect of care for Mr Mamoun is when a doctor takes an interest in his

treatment; this should be associated through active listening while examining his body.

Fragment | Date source | Patient Gender | Age | Education level | Religion
6.42 Interview Mr Mamoun | M 65 | Elementary Muslim

"l i 5 (L iy Sloandy o Ll Sl
[The doctor should care about you and listen to you while examining you.]

For other patients, for example, Ms Ayat (See Fragment 5.16) and Mr Sami (See Fragment
5.15), listening should be accompanied by a smiling face and the use of humour which is

perceived as being friendly and caring.

6.5.1.2 Mutual respect
In addition to active listening, patients appreciated being treated with respect as a necessary

component in effective D-P interaction.

Mr Tamer identifies respect as reflective of humanity. Considering the patient as a partner in
the process of discussing possible treatment options shows care and interest. He also values it
when the doctor explains things clearly using plain language or the local dialect when

interacting with him.
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Fragment | Date source | Patient Gender | Age | Education level | Religion
6.43 Interview Mr Tamer M 34 | Secondary Muslim

Wialy S Ll iy ST o el o) 5 (lmanny (na s ol o) fin ing ¢ 538 ASagulaS Jalay i
" (el Zal ) dmpiall

[1 want him to deal with me naturally as he is a human; I mean with mutual respect. Then he

should listen to me, and I should listen to him too. Let us say: To communicate with each other
in our natural language, our colloquial language.]

Mr Jasser emphasised that doctors should demonstrate respect when dealing with patients and
remain calm during the interaction. Moreover, his doctor needs to display a high level of

cooperation in order to satisfy his needs and expectations.

Fragment | Date source | Patient Gender | Age | Education level Religion
6.44 Interview Mr Jasser M 24 | Higher education | Muslim

".O}M\ ‘;}A@J\ Se\):\;y‘"
[With respect, calmness and cooperation.]

As shown, patients’ positive experiences generally relate to being treated with respect, thus

satisfying their needs and expectations.

6.6 Patients’ perception of communication with doctors

The patients were not asked questions about their satisfaction during consultations as the
satisfaction was better observed by the researcher rather than discussed. Patients were asked if
they ever felt that the doctor judged them unfairly or interacted with them with disrespect
because of their gender, level of education or cultural group. Hence, this question will be
addressed in the interviews as it analyses patients’ satisfaction or dissatisfaction with their

doctor’s behaviour during the medical consultation.

On the other hand, doctors were asked to tell any experiences which show patients who refused
to interact with them as well as the reasons behind their refusal. This section will be addressed

in terms of patients’ dissatisfaction.
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6.6.1 Patients’ satisfaction

Eleven patients were satisfied with their previous treatments and their communication with the
doctors. Their satisfaction was associated with doctors’ explanation of health treatments and
their good conduct. For example, Ms Shayma’a is apparently satisfied by the doctors’

explanation and treatment which was to a level of understanding for her.

Fragment | Date source | Patient Gender | Age | Education level Religion
6.45 Interview | Ms. Shayma’a | F 55 | Illiterate Muslim

e Aty ¥ asall 48 5 Lo U5 cadde 5 saghans ¢ 058 g0le ) el o) o ol e e Lo Y

"l deall (S
[No. Never happened to me. | usually come to them like today, and they prescribe the medicine
to me. They do explain it, and if I misunderstand anything, the pharmacist would explain it to
me. Everything is good, Praise to Allah.]

In Mr Tamer’s case, no dissatisfaction has occurred throughout the years and made him feel

disrespected based on his gender, race or cultural background.

Fragment | Date source | Patient Gender | Age | Education level | Religion
6.46 Interview Mr Tamer M 34 | Secondary Muslim

"1 e e e Lo dll deall LIS Sl YT
[No, I have never experienced this in my entire life, thank God.]

Based on the above, the doctor’s conduct in communication may significantly influence the
patient’s satisfaction. Hence, doctor’s explanation of health treatments and good conduct
attribute positively to the patient and should therefore be regarded as important aspect in D-P

communication.

6.6.2 Patients’ dissatisfaction

Interviews revealed that patients’ dissatisfaction was associated with doctors’ judgment based
on a patient’s status or cultural group and also hardships. The other doctors’ interviews showed

that communication became difficult because some patients refused their treatment due to

184



cultural barriers. Therefore, this section will be divided into two subheadings: Patients’

perspectives and Doctors’ perspectives.

6.6.2.1 Patients’ negative experiences
Interviews revealed that nine patients felt dissatisfied in their poor experiences of interaction
with their doctors. For example, Ms Rana reports from her experience that doctors would deal

with patients based on the reputation of their cultural group.

Fragment | Date source | Patient Gender | Age | Education level Religion
6.47 Interview MsRana |F 27 | Secondary Muslim

"JJS\} c)ﬁ\ (:LA:}AY\ fCuailll Lf ‘_ALG (5 _giua 5\ cola 3 Alid e K 1) cJ.\S\ "
[Sure, if I belong to a respectable tribe or occupy a high status, the attention would be more
considerable.]

As an example, from her negative experience, she explains:

Fragment | Date source | Patient Gender | Age | Education level Religion
6.48 Interview MsRana |F 27 Secondary Muslim

" a5 Jaad Lliul 5 Ul dlle 435 ) Culd U yay Gl (IS (5 o il dagl 5 iS5 50 "

[One day, | went to the hospital, and there was someone of high status who knew me. He helped
me to get an appointment with the doctor who welcomed me so much.]

Ms Rana clarified that she could not get access to the doctor without an intermediary who

occupies a high status that is recognised by the doctor.

Ms Ameer also confirms that if you are recognised for your status or have a distinguished

reputation in your tribe then there is a 100 per cent chance you will be very well cared for.

Fragment | Date source | Patient Gender | Age | Education level | Religion

6.49 Interview Mr Ameer M 32 Diploma Muslim
el Y ¢Aially dae A8l liall () 5S5 #) ) (e Craie 53 sl caninall (& Aime dpadid Gl S 6l (Saa "
RECE RN

[It is possible if you are a son of an influential person in the community, or with a specified
high status, attention would be super 100 per cent; the procedures would be speedy.]
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Another patient, Mr Muneer describes having previous negative experiences seeking health
care. His doctor assumed that he would not understand a technical term, but in fact he did. As

a result, Mr Muneer became dissatisfied and left without resolution.

Fragment | Date source | Patient Gender | Age | Education Level Religion
6.50 Interview Mr Muneer | M 41 BA Muslim

hdiualle Jallly 3 03aT ol ¢ iilia g2 Aall gl ¢ 58S st i€ A 15 614 () sa o glae Cibaa Ul cans "

(adA (Sa | o) ALlS (Sa aslhal gl shll canla e igd Ll Alle 5 ) ja g2ie 5 1 Patient NA
Vs aghel dllla W Gy jall 43l 48 jle i€ Ul (s nlad) mllaas (Sa ) 58all loga g 5 o) Vg oshel Jn
e il o) s L ARy B gla (g ye e )tz 0le kel Al Gulal e ddle 430 ) fa 53 5em 80l A
Ul S o paall Gy i 138 J8 Sl sy g calO1 508 (e (g pam s cCpma )Y 5 slaie ) pa Ul 5 el 23S
" Nie) 5 (o) B Aiagd e (e 48] ea a gy (S Ay (S Jlad ey iSa ) Cugd

[Yes. It happened to me 14 or 15 years ago. | was unwell like from what | suffer today. My
family took me to the hospital because | had a fever. | noticed that the emergency doctor spoke
an English term to the nurse. He said; “This patient is NA” which means “Do not give him
anything or give him an injection of sodium and let him leave”. I said to him “one-minute
doctor! Why did you say that? My temperature exceeded forty degrees with pain in my chest
that I could not speak”. He replied “This is between the nurse and me”, I answered him; “but
1 understood what he said”. Next day he felt that he was wrong as I understood his intention,
so he came to me and apologised.]

The researcher asked Mr Muneer about the reason behind the doctor’s carelessness, and he

replied:
Fragment | Date source | Patient Gender | Age | Education level | Religion
6.51 Interview Mr Muneer | M 41 BA Muslim

" aglia Gl GLS Gl Cupuan 5 o3t Jia CYla Gt 4l Ciels 4 I JE "
[He said he had examined five cases and he thought | was similar to them.]
To illustrate, the use of medical jargon by the doctor could be a challenge for some patients but
not in the case of Mr Muneer as he is educated. Doctor’s switching to English may be used to
prevent the patient’s understanding; however, it increases the risk of adverse reactions to the
medication. It is also evident that the doctor’s communication style impacts patient satisfaction

and outcomes in medical consultations (Fawole, 2014).
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6.6.2.2 Evaluation of doctors’ satisfaction

The interviews showed that only one doctor felt that a patient was dissatisfied. However, eight
doctors stated that patients who refused treatment based their reasons on cultural or religious
beliefs. For example, Dr Salem faced the difficulty of physically examining a female patient

who does not want to receive treatment because of her veil, which entirely conceals her face.

Fragment | Date source | Doctor Gender | Age | Education language | Religion
6.52 Interview DrSalem | M 27 English Muslim

eila (anil ) callad cadiiy Lal all 8 43 5 ladly algl) (e oSt & Ay 5 jeddh iS5 i Ul Ay
Lgie ailzat Ul da) jeay culS W) (ol gall (o 130 ila Ca gl La ()50 (e indle iy il ad i L) Cuad
"l il Cma Ul LS 4] (a5 jiall s e Alals el Y e Ul

[A female patient came to me and she was wearing a veil. She was complaining from a sore
throat. | asked to examine her throat, but she refused to raise the veil. She said; “Examine me

without seeing my throat”. This is one of the situations that made me depressed because she
came to see a doctor that was supposed to whom she complained. It is hard to examine blindly!]

When the researcher asked Dr Salem if this female patient would take off the veil in the

presence of a female doctor, he replied:

Fragment | Date source | Doctor Gender | Age | Education language | Religion
6.53 Interview DrSalem | M 27 English Muslim

Lo @lld pa 5 clguandl ) Cadla Ll dia yae sic Abaalll @lli 8 Ul g s o8 (S dpda e iy
JSs Gandly Lpana (andi Ll Aoy JS5 dgud )l Gaall WIS (S () S (0 daia y 038 (35 Capa

[Yes, she would take off the veil. At that moment, | had a female nurse when | asked to examine
her, nevertheless, she refused. It differs from place to place. If we move to the main cities,
simply you might examine her body without any difficulty. Here we face difficulty with some
but not all.]

It is essential for doctors engaging in physical examinations of female patients (particularly
those wearing a veil) to limit the exam to what is necessary only and to ensure that another

individual, preferably a female chaperone is present (Tackett et al., 2018).

Dr Shadi finds other factors that lead to the rejection of certain medications which are cultural

traditions and lack of health education.
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Fragment | Date source Doctor Gender | Age | Education language | Religion
6.54 Interview Dr Shadi | M 65 English Muslim

"o A 3T FA OIS 5 5 el e e 58 el R o SY
[1 remember a female patient who refused a certain type of medication which was an asthma
spray.]
The researcher asked what made her refuse the medication, Dr Shadi replied:

Fragment | Date source Doctor Gender | Age | Education language | Religion
6.55 Interview Dr Shadi | M 65 English Muslim

" “Spray” aladinl Cue ‘;3&'1\} b 4] adiad CailS asl J gy

[For two reasons, the first she thought it was risky and the second reason she thought it was
a shame to use the asthma spray.]

It is clearly seen how culture has influenced this female patient, including her values, thoughts,
behaviours, and emotional reactions (Lu & Wan, 2018). However, it is not only culture that
influenced her social behaviour, but also her low level of health education that impacted her
understanding of treatment options. Therefore, health education can improve the patient’s

behaviour in clinical interaction (Acquah, 2011).

Dr Asma points out another reason for a patients’ refusal of treatment or request to be examined

by a particular doctor, perhaps one they met the first time and trust.

Fragment | Date source | Doctor Gender | Age | Education language | Religion
6.56 Interview DrAsma |F 27 English Muslim

il )5S0 ol 4 iy den (e ol JaSy 4 cangd ¢ 50l 13 e 5 50 sl 2 (g pall 43 <l pe 3 g2 sael
" olra el JaSy an 43) Al Aga (e g

[Yes, that still happens. The patient sometimes chooses a particular doctor for the first time,
and he would like to continue his treatment with this doctor.]

In light of the above Fragments (6.52, 6.53,6.54, 6.55 & 6.56), cultural and religious beliefs
may make it particularly difficult for doctors to reach agreements on decisions about healthcare
issues and may negatively impact health outcomes. Therefore, cultural competence is a
powerful and necessary strategy for appropriately dealing with cultural barriers including

knowledge about patients’ social values and beliefs (Magafia, 2019; Rassool, 2014).
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6.7 Traditional medicine

It is common that traditional medicines are popular in Jordanian communities because it is
considered a part of the Jordanian culture (Wazaify et al., 2013). Muslims use herbal medicine
such as black seed, special foods (e.g., honey) or other practices such as cupping (Tackett et
al., 2018), which includes heating or oiling a coin while rubbing the body which may produce
red bumps on the affected area; this can be misleading to doctors and lead to a possible
misdiagnosis (Galanti, 2014). Doctors in this study were asked about how the beliefs in
traditional medicine and customs affect the treatment, progression of illnesses and relationship
with the patients. Furthermore, patients were asked how treatment by traditional medicine and
their practices affected their relationship with the doctor if at all. Consequently, two concepts
emerged from the analysis of the participant’s point of view and experience: Patients’
perception of traditional medicine and traditional medication as a barrier.

6.7.1 Patients’ perception of traditional medicine

Sixteen patients out of eighteen showed that they believed that social beliefs in traditional
medicine and practices have a significant impact on their relationship with the doctor and
healthcare outcomes. They described some barriers they encountered when they visited their
doctors and from the experiences of others, including friends or family members. However, the
other two patients claimed that these barriers had no impact on their relationship with the doctor

and healthcare outcomes.

One of the patients, Mr Mamoun reports from his life experience that traditional medicine led

to ineffective communication with his doctor after this medicine failed to cure him.

Fragment | Date source | Patient Gender | Age | Education level | Religion
6.57 Interview Mr Mamoun | M 65 | Elementary Muslim

oparlee LidB S e e Cia s s e e s e ConSilE pe il e e ol

189



[Yes, I have experienced such a thing. Once it happened that my hand was broken, and | went
to a bone splinting healer. Then I went to a doctor who said; “You should not have gone to a
bone splinting healer and use the Arab medicine”. The doctor became annoyed and said; “You
had to come directly to see me!”’]

Mr Mamoun reported that in a previous consultation he had a conflict with a doctor and the
doctor was dissatisfied with the use of traditional healing. The researcher investigated the

reason behind the doctor’s dissatisfaction with Mr Mamoun in the following Fragment (6.58):

Fragment | Date source | Patient Gender | Age | Education level | Religion
6.58 Interview Mr Mamoun | M 65 Elementary Muslim

“ole Hsb i el o ¥ el juanle e LiJE A phie e B jall”

[The splinting was not right. He said “You should not have done this! Instead, you should
directly come to me”’]

It is clear that the doctor was dissatisfied with Mr Mamoun as the treatment carried out by the

traditional healer only exacerbated his health condition.

On a similar note, Mr Muneer describes challenges others encountered because of treatment by

traditional medicine and how this impacts their relationship with their doctors.

Fragment | Date source | Patient Gender | Age | Education level | Religion
6.59 Interview Mr Muneer | M 41 BA Muslim

3madl 43) 1 83 | sea 551 saaly ¢ yilia Vs Bac Dl clBaal) | jusll Vs Al cVla 3ac 4gle € e and "
"AEEE je 058 ) paa ) g 5N e (e Al ) gah ¢ oal ja

[Yes, | have seen several cases, especially bone fractures. There are several cases from my
friends who were treated by a splint and later they found out that it was not treated correctly.
Therefore, doctors had to break it from the same place as the fracture. Someone also had a
problem in his elbow who was treated by a splint and had to go to doctors for surgical
interference.]

Patients also argued that they prefer to engage in alternative treatment such as herbal remedies
before visiting the hospital (Welz et al., 2018). For example, Mr Tamer states that he prefers

to try herbal medicines first before taking any other remedy.
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Fragment | Date source | Patient Gender | Age | Education level | Religion
6.60 Interview Mr Tamer M 34 | Secondary Muslim

" o3 Aalaiall daala el ¢0al) ol A Uia) el Ay ¢Sy 138

[We choose alternative medicine first. It is the culture of our region.]

Mr Tamer’s argument also clearly demonstrated the significant impact of tradition and positive

experiences of the community on their first treatment choice.

Similar to Mr Tamer, Ms Areen prefers to engage in various herbal medications first before

consulting a doctor.

Fragment | Date source | Patient Gender | Age | Education level Religion

6.61 Interview | Ms. Areen F 40 | Diploma Muslim

)95 o Al Cladlal a5 13, ey ALY s ol sa 3 B sk oo Leia S e o S La 13 ciladlad)
" aliady Ulad Ul

[The most effective treatment - if it was not a significant part of it - is by using flowers and
herbs. We use flowers for cough. | sometimes prefer them.]

6.7.2 Traditional medication as a barrier

The majority of general practitioners experienced difficulties during their interaction with
patients as some patients with a chronic illness use remedies such as sage for treatment for
diabetes, toothpaste or oil for burns and olive oil for ear infections and might arrive at the
hospital when their illness is at a worsening stage. Their beliefs on the use of herbal medicine
only exacerbated their condition. While the researcher was in the waiting room, she witnessed
Dr Nabeel’s nervousness while communicating with an older woman (probably in her early

60s). Dr Nabeel reveals his dissatisfaction in the following fragment:

Fragment | Date source | Doctor Gender | Age | Education language | Religion
6.62 Interview Dr Nabeel | M 28 Ukraine Muslim

b gl ocbiel il siale 5 Olall 48 e dadic (5 Sl IS Al e (5 S Ay yo a8 dy 08 J8 | Jals 128 "
"Leadle 33 5 aa yig Al e A (g e b Sl JANi ) JsR0 e lila g e

[This is a barrier. You have seen a little earlier we referred a case of a diabetes patient with a
high level of sugar. She stopped her medicine and took herbal medicine or Arabic medicine.
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She has to be hospitalised for at least two days under observation, and she has to retake her
prescribed medicine.]

According to Dr Nabeel, this diabetic patient refused to comply with a recommended
therapeutic regimen and put her health at risk with adverse serious outcomes resulting from
using herbal medicines which led to the decision to hospitalise her for a couple of days under

observation. Dr Nabeel provided the reason for taking such herbal remedies in this Fragment:

Fragment | Date source | Doctor Gender | Age | Education language | Religion
6.63 Interview Dr Nabeel | M 28 Ukraine Muslim

“ ) alae YU (.\AJG:\Q\ ¢S el @60 iy PN \ymwutc = _3536;; a7

[t is because of a lack of trust. Most patients use such things. They strongly believe in herbs.]

As Dr Nabeel mentioned, lack of trust in modern medicine and looking for traditional treatment

was the most common reason among patients for using herbal remedies.

Although the use of herbal remedies is widely used due to its safety, the ingestion of herbal
supplements may adversely impact chronically ill elderly patients (Wazaify et al., 2013) and it
might impact the quality of the doctor-patient relationship. The use of traditional medicines as
an alternative treatment may be attributable to different perspectives. Some believe in
traditional medicines due to its effectiveness, availability at low cost, easy accessibility; and
word-of-mouth recommendations by friends and relatives (Kasole et al., 2019). However, there
are some that consider traditional medicine as unsafe, causing adverse effects on the body and
moreover; causing premature death (Ekor, 2014; Fatima & Nayeem, 2016; Galanti, 2014).
Western-trained doctors have more reservations rather than endorsements over its use. The
main rationale amongst these doctors is the lack of evidence for effectiveness (Maha & Shaw,
2007). For example, the use of Echinacea purpurea could lead to serious outcomes for
transplant patients (Wazaify et al., 2013). Hence, there is a need to enhance the D-P relationship

to overcome this challenge.
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Dr Amjad is generally worried about patients’ treatments by alternative medicine, which leads

to his dissatisfaction with them as it affects their health outcomes.

Fragment | Date source | Doctor Gender | Age | Education language | Religion
6.64 Interview DrAmjad | M 54 English Muslim

lall 138 el g i A lae sl LY Jaad) ulally | 8 agaiany (A, 2LV o34 ll Gl (e ilad Adda
s3a (e bl lai | z3le clilany sy cund die (gla il Cuda ciladle (s e Jsh ppaiany (B3 53 9a5 @il

" et Alla 8y Jan b gadale e e W Ulad cdlSsal)

[The fact that we suffer from alternative medicine these days. Some patients do still trust in
alternative medicine. They take herbs or practise a sport. This medicine is common and still
exists. Some of them would say;, “We do not need drugs”; then why do you come to see the

doctor?! We sometimes suffer from this problem. Sometimes some patients come to us with
severe poisoning after getting treated by an herbalist.]

Dr Salem argues that he faces difficulty, particularly with chronically ill patients who use
herbal medicine without first consulting doctors (Alghamdi et al., 2018). The primary reason
behind his opposition to treatments in traditional medicine is that this type of medicine needs
a powerful and in-depth assessment of its pharmacological qualities and safety issues
(Firenzuoli & Gori, 2007). People generally consider herbal remedies as being natural and
therefore safe and use them as alternative medicine. However, a study by Letsyo et al. (2017)
showed the presence of toxic pyrrolizidine alkaloids (PA) in a total of 60 per cent in 70 herbal

products, such as honey, which could lead to liver damage.

Fragment | Date source | Doctor Gender | Age | Education language | Religion
6.65 Interview DrSalem | M 27 English Muslim

(il b aidl W LT Ulad g N a0l ) Calally ) sadlacty | 5 1 shiadn A 3l Gl jaY) (oo ye Lia gacad "
""G"ﬂ‘ (KYS :\_ﬂ\aﬁw‘)%\k_\laj\‘ﬁgwc_\u‘)ﬁuj

[Especially chronically ill patients prefer to be treated by traditional medicine which actually
I am not convinced of it at all. 1 have not studied in medicine the efficiency of such a thing.]

Dr Salem highlights patients’ lack of awareness, particularly those with a chronic illness and

their limited knowledge of the potential adverse effects of herbal products which can lead to
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challenges when dealing with them. He is neither entirely convinced by this alternative

medicine nor completely sure about its efficiency and safety in medicine.

In this study, although doctors have good intentions for their patients, they need to use
appropriate oral communication styles and to demonstrate good customer service skills

expected of a professional health service provider.

Barriers in effective healthcare can result from treatment by traditional medicine and lead to a
communication gap between doctors and patients (Tackett et al., 2018). It is evident that the
cultural practice (See Fragment 6.60 & 6.61) of patients can interfere when choosing traditional
treatment options and impede D-P interaction. This will require a doctor who is culturally
competent so that he/she can understand these practices and provide appropriate healthcare to

patients.

6.8 The impact of culture on communication & seeking health

Culture is defined as “an accumulated pattern of values, beliefs, and behaviours, shared by an
identifiable group of people with a common history and verbal and non-verbal symbol systems”
(Neuliep, 2015, p. 17). Thus, it is not inherited; it is often concentrated on the beliefs and values
of individuals or groups. It can dominate their behaviour in all aspects of human life. Moreover;
it influences the way they communicate and their reaction in a given situation. In essence,
health communication is always negotiated on how individuals present their identities based
on their cultural backgrounds and cultural practice. Therefore, the cultural background can

influence an individual’s health.

The participants identified specific cultural issues, including withholding relevant, sensitive

information because of embarrassment of taboo topics and the presence of a third party that
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creates a barrier when it comes to patient privacy, which influenced communication between

patients and doctors.

6.8.1 Taboo topics

Taboos according to Muller et al. (2014) are “prohibitions on behaviours, both acts and
utterances, that a particular society forbids or encourages its members to avoid” (p. 1523). In
the case of this research, a great deal of the above definition was observed, almost all of it

referring to sexual health topics and body parts (Napoli & Hoeksema, 2009).

Some patients reported from their experiences or from other’s experiences, including friends
or family members, that extreme shyness might prevent them from actively seeking out a
diagnosis for their illness. Doctors reported from their experience that patients, particularly
females, seem reluctant to disclose health conditions of a sensitive nature that may be too
embarrassing to them. Therefore, this section will focus on two subheadings: 1) Experience of

embarrassment by patients and, 2) Communication and Taboo.

6.8.1.1 Experience of embarrassment by patients

Patients identified that they feel uncomfortable when their body is being examined or when
disclosing sensitive information (Taber, Leyva, & Persoskie, 2015) as was discussed by doctors
in chapter 4. Female patients may also feel shyness when their bodies are examined by male

doctors (See Fragments 4.36, 4.37 & 4.38).

Ms Ayat experiences some level of embarrassment when she has to share sensitive information

directly with her male doctor.

Fragment | Date source | Patient Gender | Age | Education level | Religion
6.66 Interview Ms Ayat F 35 | Secondary Muslim

S eshal a5 S0 () 5SE Ll Ll 18 e ¢ Ailaail] s L) dala gla) 7 oais il o o Ula) bl
" lgna Sal 4l
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[Female issues. Sometimes when the doctor asks me questions related to female issues, | feel
shy to answer. You know! However, | feel comfortable being examined by a female doctor. |
can speak with her freely.]

Although Mr Tamer expressed that the doctor’s gender has no effect on his interaction in the

medical interview, he states that his decision not to disclose health information is influenced

by the nature of the illness.

Fragment | Date source | Patient Gender | Age | Education level | Religion
6.67 Interview Mr Tamer M 34 | Secondary Muslim

L_;x;g_\\)eg_\.\;i\}\ sjﬁa&m&\&t;ﬂ.@_}éol&s)}A‘Y\éhmu'a\fi.@s:cj)g‘gﬂubﬂ\@kg‘a"
"M s e 7,

[This depends on the nature of the illness | suffer. For example, | would have remained silent
when talking about sensitive issues, or | sometimes avoid visiting the doctor because of this
reason.]

These responses illustrate the varied nature of patients’ communication with the doctors which
depend on the doctors’ gender, and may also depend on topic-sensitive issues related to cultural
beliefs. Patients may hold sensitive health matters from their doctor that could lead to adverse

serious outcomes.

6.8.1.2 Communication and Taboo
Doctors asserted that patients deliberately do not disclose information, particularly female
patients, when related to embarrassing or sensitive topics. For example, Dr Nabeel explains

that females are too embarrassed to discuss sensitive topics: this bothers him.

Fragment | Date source | Doctor Gender | Age | Education language | Religion
6.68 Interview Dr Nabeel | M 28 Ukraine Muslim

ladie juan 2l J Al 43) oy o<1 ladl Al sl D Gl Wliany | Jiny 28T e i AN Guinll aa
"S5 L A e L) ldie el ) gt (I oada yall g g U 5 iy 5 Anidli s 4 yedd) ) sall Lo Ll
[With the other gender, certainly Yes. Sometimes, for example, a female comes to me with a
pain in her abdomen, but | may discover later that it is a permanent pain accompanied to the

menstrual period, but she does not disclose that. So, she might waste my time and other
patients' time who are waiting for me because she feels embarrassed.]
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Dr Nabeel expressed his dissatisfaction with females who are less likely to disclose sensitive

information which may be necessary for making an accurate diagnosis and treatment.

Speaking of sensitive issues, female patients would be more comfortable disclosing to a female
doctor than a male. Dr Sabri, another GP, shares his past experience regarding a patient’s

disclosure revealing how they are reluctant to disclose accurate information and hinder it.

Fragment | Date source | Doctor Gender | Age | Education language | Religion
6.69 Interview Dr Sabri M 27 English Muslim

A e Lgdlia) 5 ¢ e Ledlial) (e A sleall @l Sal plile oz jlaa) Jsl ol 7 jleel con Alls a4l
Liia) Ay jall ¢y jall i psychiatric more than dizzy 4agla s duea (L., 58 Lagly aa ¢ 3l cuba ¢
", sk Q)

[Yesterday, a case came to me, which was not about withholding information from me but also
the family. A female patient came, and her case was psychiatric more than dizzy. I asked “if
anyone can tell me what happened to her”, “was she upset?” or “nervous?”, or “tired?”.
Everything was normal, and all biological indications were normal, and even her

electroencephalogram (EEG) was normal.]

When asked why this female patient was reluctant to share her condition, Dr Sabri explained:

Fragment | Date source | Doctor Gender | Age | Education language | Religion
6.70 Interview Dr Sabri M 27 English Muslim
L) Cayma b o (lanyy s jle Ay jall" lld ¢ Liadil Lelilh Meliny g i ) 50" LSS Lgiimaa a) "
"d%)i:‘:‘

[A friend of hers came and informed me that the patient smoked narghile and she did not want
her husband to know about that.]

Another potential reason why patients might not disclose information is in the case of domestic
violence, particularly when patients present with vague medical complaints which are not

evidently related to the abuse (Gallahue & Melville, 2008). Dr Asma explains:

Fragment | Date source | Doctor Gender | Age | Education language | Religion
6.71 Interview DrAsma |F 27 English Muslim

Gl g clgda ) 3 laxS L 43) Bas 5 oo e g ) Caiall ) el Dl iay e L) 065 A L) Gy
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[Only social matters such as domestic violence. When a woman comes to me with bruises on
her legs, she would not tell me the truth. She might say “I fell”.]

Similar to Dr Asma, Ms Ayat confesses that she would be more reluctant to disclose to her

doctor when her husband abuses her:

Fragment | Date source | Patient Gender | Age | Education level | Religion
6.72 Interview Ms Ayat F 35 | Secondary Muslim

5 Sl deJll (e de gian 5 QL alaa (gaie Ul dpelaia) AlShe ol a5 ge Al 5l dB)liaie (oS0 Lad Dl
aell zmsa be s ¢"Je ) (¢ Mol tagli€any €700 § A" sl )68 pm aellad aa 5 A8 a5 Al aaie aly
"ABe ) O e 5 5

[For instance, | have a cardiac valve and advised not to get upset. When | am upset from my
husband, or any other social problems, | come to the hospital, and they ask me “Are you

upset?”, I reply; “Yes, I am upset” but without telling them any other details about the reason
or who distressed me.]

As shown earlier, patients’ disclosure of sensitive or embarrassing information depends on

their evaluating the risks and potential benefits (Acquah, 2011).

6.8.2 Presence of a third party

Another subtheme about potential reasons why patients might not disclose or share information
is the presence of companions and their interference which is another problematic area in D-P
communication. Three doctors reported that patients are discouraged from disclosing health
conditions when in the presence of companions. Their discouragement came from lack of
privacy during medical consultations. For example, Dr Asma notes that patients, particularly

females, might be uncomfortable sharing their conditions with her when a companion is

present.
Fragment | Date source | Doctor Gender | Age | Education language | Religion
6.73 Interview DrAsma |F 27 English Muslim

a_)m,msu:@u_e@)k@héi}gui etbon 5 (b (i Ban) gl Ll Aals, (e A el 5 cmidlas 3
" Lgws duzay yall e ST Oty o8 s 43) (S (A5 8 ()5S 5 clalae JA5 5 3Y 40l apally da) pual)

[There are interventions from companions especially when a female comes with her mother-
in-law or anyone from her family in law. There is no privacy at all because she has to enter the
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examination room with her and interfere in everything, and even, she may ask questions more
than the patient herself.]

Ironically, Dr Asma argues that privacy in high-context culture is merely neglected because of
societal norms and rituals. In a collectivistic culture, although family involvement in medical
decision making is expected, some patients may value independence from their families and

prefer more autonomy (Kara, 2007).

Fragment | Date source | Doctor Gender | Age | Education language | Religion
6.74 Interview DrAsma |F 27 English Muslim
ca&adﬁ\ydée‘j‘ﬁu@"ﬁ&@g cnﬁnhn‘;l\gdﬁjcu@"ﬂ\éﬁﬁj%\m#i)ﬁwoﬁ "
" eSailll pbela g clile (S lds el iy

[Here, the implementation of privacy is difficult as you cannot ask a family member to wait
outside the examination room. It means family members are expected to be present. Let us say,
habits and rituals.]

However, when the researcher asked whether a female would disclose information if a family
member presents during the medical examination, particularly her husband, Dr Asma explained

that it would be more acceptable and comfortable for her.

Fragment | Date source | Doctor Gender | Age | Education language | Religion
6.75 Interview DrAsma |F 27 English Muslim

B0 e A s 3 AT ey dlgilan ol g3l sl Sl Wl (sl (05S0 Wd Gas cdal puaall Y 2550 "
"Y1 i e i g s i 45 (i

[The husband doesn 't. However, when she is accompanied by her sister-in-law or mother-in-
law, you may feel that there is something, but she cannot express it. It seems that she is forced
to accept this.]

Still, on the issue of companions interferencing, Dr Shadi states that patients might conceal

important information due to the presence of a companion.

Fragment | Date source | Doctor Gender | Age | Education language | Religion
6.76 Interview | Dr Shadi M 65 | English Muslim

"3 e a5 050 L s LA G el diady s dilis Slaslaa

[1t is about sensitive information. The patient would prefer to tell them, but not in the presence
of any companion.]
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In this study, doctor’s responses reveal that patients experienced discomfort when disclosing
information and details in the presence of family members regarding aspects of their private
life which might be valuable for diagnosis and treatment. They may prefer autonomy when
consulting their doctors. Indeed, female patients who are most affected by the culture of female
submissiveness to the family members and their interference, might be forced to cede their

privacy (Ganle, 2015) and save face in society.

6.9 Summary

In this chapter, | provided responses from participants and used that evidence to answer my
third research question. | explored the socio-cultural barriers that hinder doctor-patient
communication and cause misunderstanding. In the process, | identified various themes such
as: the impact of gender on D-P interaction; the impact of patient’s level of education on D-P
interaction; factors hindering patients from seeing doctors; limitations in the treatment of
patients; patients’ perceptions of communication with doctors; traditional medicine; and the

impact of culture on communication & seeking health services.

It can be concluded that many patients felt that cultural differences made clinical consultations
more difficult when doctors were of opposite genders. Patient satisfaction was associated with
doctors’ explanations of health treatments and their communication style (Matusitz & Spear,

2015).

The findings also showed that patients believed in traditional medicine which has a significant
impact on their relationship with the doctor and healthcare outcomes. On the other hand,
doctors insisted that the use of herbal medicine only exacerbated the health condition of

patients.
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It is also shown that cultural beliefs and societal norms can force patients to withhold relevant

sensitive information and can present challenges for all parties involved.
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Chapter Seven: Discussion
7.1 Introduction

The purpose of this qualitative study was to explore the barriers that affected doctor-patient
communication in healthcare settings in Jordan. My investigation focused on language barriers,
including non-verbal communication and sociocultural barriers. In this chapter, I discuss salient

themes in the study findings by addressing each research question and its related themes.

This chapter includes a discussion of major findings related to the prior doctor-patient literature
and is specifically focused on assessing the role of education, religion and gender on the doctor-
patient communication process. This was collected from general practitioners (n= 10; nine
males & one female) who were bilingual (Arabic, English and languages other than English)
due to their medical education and patients (n= 18; twelve males & six females) were selected
according to three demographic categories: age, gender and education. The interpersonal
communication that included verbal and non-verbal issues of D-P interaction were addressed
in relation to Interactional Sociolinguistics Theory (IST) and Communication Accommodation
Theory (CAT). Analysis of video and interview data has identified factors that affect doctor-

patient effective communication, verbal or non-verbal.
This chapter contains a discussion to help answer the three research questions:
(RQ1): What are the factors that hinder doctor-patient verbal interaction?

(RQ2): What are the non-verbal communication benefits and barriers in doctor-patient

communication?

(RQ3): What are the socio-cultural barriers that cause ineffective doctor-patient

communication and misunderstanding?

202



7.2 Research Question 1

My first research question focused on language barriers that primarily affected D-P verbal
communication, and whether or not it shaped medical interactions in anyway. For easy
comprehension, the factors that led to difficulties during doctor-patient communication as
reflected on the responses from participants and observation were grouped into the following

subthemes.

Lack of ‘common’ language

= Lack of Understanding

= Low Health Literacy of Patients

= Code-switching motivations for enhancement in D-P communication

= Challenges in diagnosing due to gender differences and disclosing sensitive issues

Evidence of accommodation in doctors’ interactions with patients was identified by conducting
interviews and detecting patterns in language that indicate miscommunication. Some patterns
may be ‘ask questions, commissive, continuation, conversation management, directive, give
information, humor/levity, missing/other and social-ritual’ (Wallace, et al., 2013 as cited in
Wallace et al., 2014), and language differences such as speaking English and using medical
jargon. Linguistic accommodation in the interaction between doctors and patients was

examined as well as code based on the accommodation (convergence or divergence).

7.2.1 Lack of ‘common’ language

Analysis from both doctor’s and patients’ perspectives revealed that lack of ‘common’
language was a source of misunderstanding between both parties, which negatively impacted
their communication. From the perspective of doctors, while it is essential that all patients are
able to interact effectively with healthcare providers, the challenges encountered by doctors

who trained in English and other languages, appeared to be the use of medical jargon in

203



explaining the diagnosis and medication which are unfamiliar or ambiguous to patients: this
poses a problem for them (Amp et al., 2013; Farahani et al., 2011; Koch-Weser et al., 2009;
Links etal., 2019; Rocque & Leanza, 2015; Taiwo, 2013; Wiener et al., 2013). Dr Asma framed

the dilemma in this way (See Fragment 4.1 in 4.2.1):

" As) jeall (5 ulaiYl ake camal (S 21 ol L) G s sl Clalhias bl ma "
[Some English terms do not have synonyms in the Arabic language.]

Data demonstrated the doctors’ ability to break through communication barriers by changing
medical terminology into lay terms (Barrett, 2013; Holst, 2010). However, the issue of non-
equivalent health vocabulary to discuss health issues in one language was a challenge for
doctors (Acquah, 2011). For example, Dr Asma (see Fragment 4.2) had a difficulty with
medical terms when she used “otoscope” whilst talking to her patient Ms Haleema which
resulted in misunderstanding. As part of her responsibility, Dr Asma was able to achieve
mutual understanding by bringing the “otoscope” and explaining to the patient the meaning of
it and its purpose. Not only was this strategy used by doctors in changing the medical
terminology into lay terms, but also the ‘Repair’ strategy was utilised when patients used
inadequate vocabularies to describe their health condition as mentioned in Fragments 4.2 and
4.3. This strategy was used to correct patients without fear of damaging the rapport that was

been built up with them (Berger & Cartmill, 2017).

From the patient’s perspective, the use of medical jargon by doctors has the potential to create
significant barriers in conversation (Amp et al., 2013; Farahani et al., 2011; Koch-Weser et al.,
2009; Rocque & Leanza, 2015; Taiwo, 2013; Wiener et al., 2013). Patients argued that the
nature of doctors’ education, as they were educated in English (Hamdan & Hatab, 2009), was
possibly the main reason behind the use of English and medical jargon during the medical

consultation. For example, Mr Tamer explained as follows (see Fragment 4.9):
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" Al Al oS o o5 S Al e el 4l 50 43) Ak 2 gate 58 48Y (Jlal oY 7
[1 have to ask, because of his profession and education, he is used to using English terms.]
Patients also identified the fact that they felt excluded during the medical consultation when
their doctors negotiated their health conditions and treatments with their colleagues. For
instance, Mr Mamoun was not satisfied with his doctor in a previous experience (see Fragment
4.13) as illustrated below:

Bl S U1 dadle i lie (Say s J8 08 ) ) aiilid 2 5ala) And asia B 5SSyl D"
"dsY) e e 2aads,

[For instance, the doctor was talking in English with another doctor and | asked &im, ‘What
did you say?’ He said: ‘I was talking about changing your previous prescribed medicine and
giving you another one.’]

According to CAT (Giles et al., 1991), this way of concealing illnesses and treatments from
patients is a unique style of communication used to highlight differences between them and
their patients. However, the patients in this study felt that they had a good relationship with
their doctors regardless of their limited medical vocabulary, which may be due to the patients’
ability to adapt to the doctors’ communication style and due to the advocacy for the need for
further clarification from their doctors to help them understand their illness better. When the
doctors used medical terms, the patients matched this style by using the strategy of convergence
(See Fragment 4.33) which can be explained in CAT (Giles & Ogay, 2007; Giles & Smith,
1979). This strategy assumes that communicators adjust to a situation either by converging or
diverging from the listener. The motives behind convergence, according to Giles et al. (1987),
are precisely the desire for social approval, social integration, increasing the effectiveness of

communication between interactants and desiring positive social identities.

7.2.2 Patients’ limited health literacy
Another issue encountered by doctors was that patients were unable to provide a full

explanation about their illnesses. Galanti (2014) explained that the reason why patients give
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unclear or inaccurate information is due to the lack of technical vocabulary to describe their
symptoms in a way doctors can understand. They use vocabularies or daily spoken language
that they are familiar with in expressing themselves (Acquah, 2011). For instance, Dr Shadi

stated (See Fragment 4.4 section 4.2.1):
e L ) Al g me Led) ad) Al LS Jaaly o) Saall (ed cdie S lee Y (e yall Ulaa) AISEN "
u.)g

[The problem is sometimes when the patient does not express his complaint well. It is possible
to utter words that are considered meaningful for him and carry another meaning for us.]

A possible explanation why patients employ different technical vocabulary than doctors for the
same concept (Fage-Butler & Nisbeth Jensen, 2016) is based on their LHL. At this point, many
studies concur that patients with low health literacy cannot explain what they suffer from,
which can result in a negative treatment experience (Ball et al., 2015) or not obtaining an

accurate diagnosis (Aarons, 2005; Barrett, 2013).

This study also provided insight into the verbal issues faced by doctors, one being the low
health literacy of patients. The majority of doctors expressed dissatisfaction in patients’ ability
to express themselves and in their own ability to comprehend them, which results from a lack
of medical awareness in patients, this being the main reason for lack of comprehension among
patients. For example, doctors reported that health literacy is an essential component in the
healing process, medication compliance and the overall doctor-patient relationship. Dr Ali
argued (See Fragment 4.17 section 4.4):

i Gl e g ) S e ki) ) il AT ) B g o e ST
" Al e Axa Jalat

[The most challenging thing is the culture of disease, the culture of the society we live. There
is a lack of a patient’s health awareness that hinders dealing with him quickly or smoothly.]

Dr Ali’s observation is consistent with findings in other studies that revealed that many people

who have serious health issues are at high risk of medication mix-ups or dosage errors, and
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poor medication adherence that results from limited medical knowledge of their health
conditions (Brown, 2016; Hasan et al., 2019; Koch-Weser et al., 2009; Pagano, 2018;
Schillinger et al., 2002; Sturm, 2016). To this effect, in this study, doctors suggested that
patients’ level of comprehension of the doctor’s advice or instructions would be greatly
enhanced with a better level of health education (Pagano, 2018; Sassen, 2017), which is gained
through learning at schools and universities. Mahafzah (2018) reported that the illiteracy rate
in Jordan remained at 5.2 percent at the end of 2017. However, patients lacking medical
knowledge to communicate effectively with a doctor, as those who have low health literacy,
may also experience adverse consequences to their health status. Moreover, most medicine
packaging or instruction leaflets are written for individuals with high-school education. This
matter can be exacerbated by language barriers and the overuse of medical terminology.
Twelve of the patients reported lacking English proficiency. Consequently, it is the
responsibility of doctors to help the patients understand their medical issues by using strategies
such as drawing diagrams or pictures to ensure mutual understanding as well as effective D-P

interaction (Barrett, 2013; Berger & Cartmill, 2017).

7.2.3 Patient education level

Another theme explored in this study was patients’ lack of understanding of their health issues
(Taylor et al., 2013) as a result of lack of health awareness which resulted from a low level of
education (Trueheart, 2018). Most doctors identified the level of education as a barrier to
patients making treatment decisions and understanding their treatment and medication. It was
discussed how the low level of education contributed to patients not having a full understanding
of their treatments and medication non-adherence, in contrast with well-educated patients who
were able to understand their diseases and treatments (The Joint Commission, 2007). For
example, Dr Ali states that lack of health awareness can complicate the healthcare

communication (see Fragment 4.23):
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Gy (42 die f o jida cagd L aal) 48L& g o i ald a4 o b i
Sy g pall die oaia o g o) G (b 4 L) ) sl A8E g (a pall A8E 8 4 g o S
"M}\'&)Sﬂ\o& s;@ﬁic&ws\ﬁj&h;i A e dza Jalatii,

[The most difficult thing is the culture of disease, the culture of the society we live. There is a
lack of patient’s health awareness that hinders dealing with him easily or smoothly. Hence,
this is the main issue.]

Although some doctors appeared not satisfied with patients’ limited understanding of their
health conditions, in this study patients seemed satisfied because they understood their illness
and their medication. While findings from this study are consistent with other studies where a
patient’s education has been associated with improved patient adherence (Aarons, 2005; The
Joint Commission, 2007; Improta, 2011; Maly et al., 2010; Nguyen, 2016), it is inconsistent
with results obtained from a study by Baughn (2012) which revealed that the education level’s
role was unclearly associated with patient-reported affiliation. Thus, in this study there does
not appear to be a definite linear relationship between patient education level and patient-

reported adherence.

7.3 Research Question 2

The research question examined the non-verbal communication benefits and barriers in doctor-
patient communication in Jordan. This study reported the presence of positive non-verbal
behaviours in the form of (a) eye contact and (b) smiling as significant contributing factors
associated with high patient satisfaction. In contrast, findings from this study also showed non-
verbal behaviours that negatively influenced the relationship between doctors and patients such

as (a) touch and (b) power distance.

7.3.1 Effective non-verbal communication

Raising awareness of the benefits of non-verbal communication in healthcare settings in Jordan
is essential. Therefore, this research provided insights into the potential benefits of effective
D-P non-verbal communication. While examining the differential benefits of non-verbal cues

in D-P interaction, this study found that some non-verbal behaviours helped to strengthen the
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doctor-patient bond and improve the quality of care and patient experience. Among these non-

verbal behaviours were: (a) eye contact and (b) smiling.

7.3.1.1 Eye contact

A key influential factor that significantly impacts patients’ perceived quality of care is the
verbal and non-verbal communication between the patient and the clinician (DeBlasio Olsheski
& Walker, 2011). Research has shown that doctors’ eye contact increases patients’ confidence,
facilitates rapport building, demonstrates a desire to understand patients’ health conditions
(Clipper, 2015; Roberts & Bucksey, 2007) and determines the level of satisfaction in the
medical service. The findings of this study showed that the doctors maintained eye contact in
all medical consultations (see Fragments 5.13 and 5.14). On some occasions, eye contact was
accompanied by other non-verbal behaviours such as head-nodding or hand pointing (see
Fragment 5.13). This finding is in accordance with the findings of previous research carried out
in healthcare settings (Asan et al., 2018; Clipper, 2015; Gorawara-Bhat et al., 2017; Kozimala
et al., 2016) which suggested that doctors should focus more on interacting with direct eye
contact in order to establish a good relationship with their patients. Since all medical
consultations observed in this study were videotaped, eye contact was considered an indicator
of attention and encouragement for the patient to continue explaining his or her complaint.
However, some instances prevented eye contact from being a reliable indicator. First, the
doctor needs to write and sign a prescription for each patient who requires one before handing
it to them. Second, when the patient focuses on pointing at or showing the source of complaint
or pain, this requires the doctor to display attention by gazing which is seen as one constituent

of a patient-centered medical consultation (Ruusuvuori, 2001).
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7.3.1.2 Smiling a powerful tool in D-P communication

The benefits of smiling have been recognized historically. As stated by Morgan et al. (2017)
and Gorawara-Bhat et al. (2017), physicians are more effective when they use specific non-
verbal behaviours such as sustained eye contact; adopt a closer body position to the patients;
use appropriate touch following the cultural norms; lean forward; smile frequently and warmly;
and adopt professional appearance. This study found that the doctor’s smile had a great
influence on patients’ satisfaction and in building a strong relationship with them. Based on
patients’ experience, doctors who smiled were preferred because they believed that their smile
would facilitate communication. For instance, Mr Sami explained (See Fragment 5.15 section

5.3.2):

”

falio iz o 58 Aa oz g "
[He should have a sense of humor. He should be funny and smiley.]

This comment is consistent with research indicating that smiles create an atmosphere that is
favourable for patients to disclose personal information that is necessary for medical
treatments; for example, when receiving positive responses, such as greetings (Hall, 1990; F.
Khan et al., 2014; Remland, 2017; Small et al., 2015). This is in contrast to findings by Hillen
et al. (2018) who reported that smiling by oncologists did not align with immigrant, (non-
Western, mostly Turkish, Moroccan and Surinam backgrounds) female preferences. Smiling
impacted their perception of the oncologist’s authority and consequently, affected their trust.
The reason for this difference is likely to be that the doctors in this study are Jordan-born
medical doctors (part of the Islamic culture) which places great emphasis on smiling in order

to have a good relationship with others (Vandestra, 2018).

In all medical encounters, doctors regardless of their social status, maintained good

communication skills with their patients at all times by displaying a kind and friendly attitude.
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Mostly, doctors were found to use convergence strategies by showing positive non-verbal cues
such as smiling at the beginning of consultations (see Fragments 5.17 to 5.20) and creating a
humorous atmosphere (See Fragments 5.19 and 5.20). Doctors’ use of humor was to close the
social distance between them and their patients. According to CAT (Giles et al., 1987), doctors’
use of this strategy is to make medical advice easily understood and accepted. In converging
to lower status groups, adjusting the language was necessary: this would gain the patient’s
approval and acceptance. As found in Giles et al. (1991), converging speakers are perceived as

communicatively more competent and more cooperative.
7.3.2 Non-verbal communication barriers to D-P interaction

7.3.2.1 Avoidance of unnecessary touch with females

The use of touch is an effective rapport builder and communication medium between patients
and health providers (Elliott et al., 2016; Remland, 2017) and an encouragement to comply
(Wang, 2010). However, in this study, doctors faced difficulties in providing care that requires
therapeutic touch when dealing with patients of the opposite sex because of social conventions
in relation to male and female interactions in Jordan. My findings resonate with previous
studies in Islamic societies (Al-Khasawneh, 2002; Harford & Aljawi, 2013) and other Asian or
European societies (Galanti, 2014; F. Khan et al., 2014; Tackett et al., 2018) which have argued
that patients responded to touch based on the gendered dynamic of the interaction. However,
my findings do not support findings conducted by VVorpahl (2018) and Weinberger et al. (1981)
that is patient and doctor gender did not influence touch in interaction. Notably, the study
showed that female patients were reluctant to be touched by a male doctor and their preference
was to be consulted by a female doctor as they felt more comfortable and unthreatened. One

female patient, Ms Ayat explained (See Fragment 5.2 section 5.2.1):

" osEAl (e a5 5 5iSal) e lgie (g el COR & Gl e ST canll Al i el da) pall @l
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[To speak frankly, I feel more comfortable with a female doctor, not male. There are things
you would like to ask a female doctor about them since you feel embarrassed by a male doctor.]

The impact of gender became more evident when female patients felt threatened by male
doctors not demonstrating sensitivity to Jordanian cultural norms when interacting with
members of the opposite sex. Therefore, as part of cultural competence and delivery of high-
quality care to Muslim patients, it is vital for doctors to have an understanding of the
ramifications of the Islamic faith and beliefs when interacting with patients in terms of touch
(Rassool, 2014). In fact, because touching members of the opposite gender is often perceived
as sexual (Morgan et al., 2017; Tackett et al., 2018), the data suggests the presence of another
healthcare professional, preferably a female, during the medical encounter would be beneficial

(Tackett et al., 2018).

7.3.2.2 High power distance

Although doctors aimed to minimize the social distance between them and patients by
displaying various non-verbal communication forms such as eye contact, greeting and smiling,
data revealed that social factors that create a power distance and influence D-P communication
were: doctors’ social status, English language, and cultural differences. Clearly, during the four
stages of the medical encounter - obtaining the medical history, clarifying information,
revealing the diagnosis and managing the condition (Heath, 1992), doctors displayed
characteristics of high power distance societies. They appeared to control the consultation or
distance themselves from patients by using kinesic cues such as expansive body posture and
high-pitched voice to display control and knowledge. On the other hand, patients displayed a
lot of head-nodding as acknowledgement of understanding and to show agreement to doctors.

Consequently, these patients may feel a strong need to trust their doctor.

Goffman (1961) explained patients may perceive themselves as less potent than doctors due to

the medical knowledge they have on their health condition (Ahmed & Bates, 2016) and due to
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the respect they feel towards the high status of doctors and the non-verbal communication they
display which stems from the high, power distance culture (Pagano, 2018). Hence, my findings
confirm the undesirable dimension of power distance in a study by Kelly (2017) who argued
that language barriers and social, racial and economic inequality between middle-class doctors
and often indigent patients create a link in power inequality. This resulted in doctors treating
South African patients as inferior to them in disability assessments. Besides, the absence of
formal translation services in clinics forced doctors to focus on the contents of the file records
rather than communicate with the patients. These barriers made it difficult for doctors to build
rapport and trust with the patients. However, in another study by Schinkel et al. (2019), power
distance between native Dutch patients and doctors was less than those among Turkish-Dutch
migrant patients in the Netherlands because native Dutch patients wanted to be involved in the
decision-making process and debate treatment options. In contrast, Turkish-Dutch patients
agreed that the doctors know best, and that they would assume responsibility for their actions
regarding health, diagnosis, and treatment. Communicating in a high-context style with their
doctor was their preference in which they told their personal stories and expressed emotions.
They appreciated doctor’s delivering highly positive non-verbal messages by laughing and

touching to build a positive D-P relationship.

Certainly, power distance can indeed impact people’s non-verbal communication from a high
context culture (Remland, 2017). This research exemplified this scenario when patients nodded
their heads to their doctor as a sign of respect for their authority as the experts, although they

may not have understood the doctor’s explanation (Mulyana, 2016).

7.4 Research Question 3
The third research question in this study employed a sociolinguistic lens to analyse cultural

influences on doctor-patient communication. To be precise, it inquired what factors hindered
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Jordanian patients from visiting doctors and affected their medication adherence, and what
information patients would not disclose to their doctors, and under what circumstances. This
study has found that a patient might not visit the hospital due to the following challenges: (a)
unavailability of medicines (b) patients’ hardships in accessing medical services (c) word of
mouth and (d) resources and health services of the hospital. Findings also revealed why a
patient might withhold relevant, sensitive information because of (a) embarrassment about
taboo topics, and (b) presence of a third party. As discussed earlier, low health literacy of
patients, which results in non-commitment to treatment, was an obstacle experienced by
doctors in this study. Consequently, patients ignored the importance of doctor’s medical advice
to take medicine or even the follow-up of their health conditions due to some challenges such
as: (a) transportation or (b) the lack of health services. One patient, Mr Jasser explained (See

Fragment 6.35 section 6.4.2):

" O sine Un g V) 7 550 ez s (et p s gole il (Sad sl Ulls e sy

[We think we can bear the pain; we tell ourselves that it will last for one or two days. We do
not visit the doctor until it gets worse.]

Within this study, doctors argued that patients neglect their health conditions. In particular,
medication non-compliance in patients leads to substantial worsening of the patient’s health
condition. Dr Nabeel narrated this in the story about a female patient who was non-adherent to
her diabetic treatment regimen which led to negative consequences on her health condition as
a result of using herbal medicines. This led Dr Nabeel to make the decision to hospitalise her
for a couple of days under observation (see Fragment 6.62). Unfortunately, when patients do
not adhere to doctor’s medical advice, the doctors become increasingly frustrated (Barnett,
2006; Torres, 2004). Therefore, the data suggests that the improvement of patient’ health
education may improve patient adherence to medical recommendations (Maly et al., 2010;

Nguyen, 2016).
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7.4.1 Taboo topics

A significant finding in this study regarding patient non-disclosure of sensitive information is
embarrassment about taboo topics. Patients avoided discussing sensitive information directly
with their doctors, particularly female patients with male doctors (See Fragments 6.66, 6.67 &
6.72). Female patients seemed more comfortable disclosing to a female doctor than a male. My
findings echo with previous studies which have argued that patients are reluctant to disclose
health conditions of a sensitive nature due to cultural and religious beliefs which can be a
barrier in communication with doctors during a medical consultation with the opposite gender
(Acquah, 2011; Naseem, 2018; Rocque & Leanza, 2015; Tackett et al., 2018). The study by
Akhu-Zaheya and Masadeh (2015) in Jordan shows that discussing sexual information is a
taboo. The study further revealed that some patients prefer written materials about sexual life
instead of verbal communication as the former would feel more comfortable, less direct and
less confronting than the latter. It is also argued that gender is an obstacle discouraging patients

from disclosing any relevant information regarding sexual life.

Doctors asserted that female patients may not disclose any embarrassing or sensitive
information. For example, Dr Nabeel explains that female patients do not speak about sensitive
topics due to embarrassment which makes him feel dissatisfied (See Fragment 6.68).

ladie juan ails Jb all 43 i€y (&1 (lad) 8 ally 3l e laWlcany | Jiag 2T o 8 A Guind) aa
"S5 e Aa e L) liie celid ) gty ) (da jall g g ST 5 iy g iy g 4y el 5 ) sall L Ll
[With the other gender, certainly yes. Sometimes, for example, a female comes to me with a
pain in her abdomen, but I may discover later that it is a usual pain accompanied by the

menstrual period, but she does not disclose that. So, she might waste my time and other
patients' time who are waiting for me because she feels embarrassed.]

This incident and other incidents (see Fragments 6.69 & 6.70) in this study indicate that doctors
fail to communicate well with female patients because females would be more comfortable
speaking about taboo topics to a female doctor than a male. Therefore, the data suggests that
a doctor needs excellent communication skills to be able to handle sensitive information
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(Galanti, 2014). When the healthcare provider and the patient are of different ethnic

backgrounds, there are numerous additional opportunities for misunderstandings.

7.4.2 Presence of a third party

A rather interesting finding in terms of patient withholding relevant sensitive information is
the “presence of a third party”. Results from this study indicated that patients avoided sharing
their sensitive private information when other relatives accompanied them. Notably, doctors
argued that female patients of Muslim background are most affected by the culture of female
submissiveness to the family members (Ganle, 2015). Although some studies have revealed
that family support is very important in doctor-patient communication (Sheehan et al., 2019;
Wang, 2010; Wolff et al., 2015), others indicated that a patient’s privacy might be violated
when a companion is present (Acquah, 2011; Bedford, 2013; Houston, 2002). In Jordan,
married women are expected to share information about maternity/pregnancy and other
sensitive information with their mother-in-law because of societal norms and rituals. In Arab
societies, friends and family participation is quite routine in clinical encounters (Nasir & Al-
Qutob, 2005). Part of the reason is that this tradition is rooted in collectivistic culture (Hofstede,
1980) and Jordan shares these traditions. Individuals in collectivistic cultures tend to value
group goals, to strive for social harmony and fulfillment of their social duties. This
interdependent relationship results in their valuing self as part of the group rather than being
entirely autonomous and seen as such. Thus, Jordanians are more concerned with group
prevailing, which is usually the family unit. As a result of this collectivistic image, family-in-
law female members tend to be more authoritative and are expected to monitor the medical

treatment of their daughter in-laws (see Fragment 6.75).

This finding is in congruence with a study by Daibes et al. (2018) who reported that, in rural

areas, a daughter-in-law is possessed by her mother-in-law and other family members. The
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mother-in-law has a right to interfere with private affairs, even when it comes to decision
making in critical moments. This practice is typically influenced by a mother-in-law’s attempt
to guard the family “name” or reputation. For example, deciding when the couple should have
a baby would be a mother-in-law’s way of ensuring her sons progeny continues. However, in
this study, participants acknowledged the implementation of privacy as an essential aspect of
D-P communication. From doctors’ perspective, patients are uncomfortable when disclosing
private information and details in the presence of family members. Privacy is needed when
disclosing information which might be valuable for diagnosis and treatment (see Fragment
6.76). In essence, doctors have to determine what can be done to ensure the patient’s right to

privacy is protected during the consultation.

7.4.3 The impact of traditional medicine

Another important finding for research question (3) cantered on challenges encountered by
patients because of treatment in traditional medicine and how this impacts their relationship
with their doctors. For example, Mr Mamoun relates (See Fragment 6.57 section 6.5.1):
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[Yes, I have experienced such a thing. Once it happened that my hand was broken, and | went
to a bone splinting healer. Then | went to a doctor who said, “You should not have gone to
bone splinting healer and used Arab medicine.” The doctor became annoyed and said, “You
had to come directly to see me!”’]

The problem was he had engaged first in traditional healing and only came to the doctor when
the situation had become worse which resulted in conflict between the two parties. Apparently,
the doctor was dissatisfied in Mr Mamoun’s choice of medical treatment by traditional healing

because of the greater risk associated.

Patients argued that they preferred to engage in alternative treatments such as herbal remedies

as a starting treatment before consulting a doctor (Welz et al., 2018). As mentioned by GPs,
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some patients, particularly chronically ill patients used herbal remedies at home and only went
to hospital when their illness became worse. For example, Dr Salem argued (See Fragment
6.52 section 6.7.2):
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[Especially chronically ill patients, they prefer to be treated by traditional medicine which
actually I am not convinced of at all. I have not studied in medicine the efficiency of such a
thing.]

Thus, while doctors clearly expressed their disapproval of alternative medicine used by their
patients, more research evidence is needed to evaluate this type of medicine in terms of
pharmacological qualities and safety issues (Firenzuoli & Gori, 2007). A related study by
Taylor et al. (2013) about cross-cultural communication barriers in healthcare in the UK found
that nurses in emergency departments encountered challenges with patients from ethnic
minorities. They found that during the wound cleaning process some patients engaged in
remedies such as turmeric on wounds, or toothpaste or oil on burns. Another study in Jordan
also, conducted by Wazaify et al. (2013) noted that reasons why patients use traditional
medicine for treatment, in particular patients with chronic kidney disease (CKD), dyslipidemia
and hypertension, was due to historical and cultural reasons. Their study revealed that herbal
remedies were recommended by the media (52.3%), followed by family and friends (20.8%)

yet endorsed very little by the doctors. Therefore, clinicians should inform their patients about

potential risks and possible adverse effects that are associated with some herbal remedies.

It is worth mentioning that this study showed that the cultural practice of patients could also
interfere when choosing traditional treatment options and impede D-P interaction. As noted in
this study, patients’ engagement in traditional medicine appeared culturally determined by their
beliefs and attitudes. For example, according to Mr Tamer, it is a traditional practice to treat

with herbal remedies first before consulting a doctor (See Fragment 6.48 section 6.5.1):
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[We choose alternative medicine first. It is the culture of our region.]

The patients used herbal medicines after consulting traditional medicine practitioners knowing
that doctors would not approve it. This engagement in traditional treatments based on cultural
beliefs (Ozioma & Chinwe, 2019; Scheppers et al., 2006) causes challenges for doctors and
impacts their relationship with their patients. Doctors argued that some patients choose to
engage in alternative treatments such as herbal medicines before visiting the hospital which
brings challenges. For example, Dr Amjad said (See Fragment 6.51 section 6.7.2):
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[The fact is that we suffer from using alternative medicine these days. Some patients do still
trust in alternative medicine. They take herbs or practice a sport. These medicines are
common and still exists. Some of them would say, “we do not need drugs”; then why do you
come to see the doctor? We sometimes suffer from this problem. Sometimes some patients
come to us with severe poisoning after getting treated by an herbalist.]

An overwhelming majority of doctors agreed that some patients’ cultural beliefs could make
their health conditions worse and create a gap in communication with them during consultation.
Although the use of herbal remedies is widely considered safe and causes no side-effects
because they are derived from natural sources (Wazaify et al., 2013), this research highlights
and supports the importance of understanding such cultural beliefs for clinicians who might
encounter patients who have used traditional herbal remedies so that they can be informed on
potential risks to their health. Hence, cultural competence is an essential part of D-P
communication for a successful medical practice which requires knowledge about people’s
social values and cultural beliefs when it comes to the use of traditional medicine. Healthcare
providers need to learn the importance of asking patients about these remedies, the reasons
behind the use of them and to find out a possible treatment (Taiwo, 2013) to avoid any

miscommunication that may affect their relationship with their patients.
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7.5 Summary

The purpose of this study was to identify the verbal and non-verbal communication benefits
and barriers in doctor-patient communication. This chapter discussed possible answers to
barriers identified in my research that affected doctor-patient communication in Jordan as well
as issues that greatly affected the quality of healthcare. The doctor’s use of medical jargon in
explaining medication and treatments appeared to be a challenge affecting patients’
comprehension. This is because not all patients are educated in the same academic level as
doctors, thus requiring medical terminology being changed into lay terms. Another issue
encountered by doctors was patients’ lack of technical vocabulary to describe their illness
which resulted from their LHL. It was found that patients with limited medical knowledge of
their health condition, which is a result of a low level of education, are more likely to
misunderstand medical treatments. Therefore, the study suggested that doctors should use

strategies such as using diagrams or images to ensure mutual understanding.

A second area this project investigated was the non-verbal communication benefits and barriers
in doctor-patient communication. Research in the area of communication accommodation
suggests that speakers are expected to converge or diverge depending on the context and on
the underlying motives attributed to convergence or divergence. Interestingly, evidence for
convergence was found, occurring across many of the non-verbal cues such as eye contact and
smiling. Doctors focused more on communicating with direct eye contact and smiling to
establish a good relationship with their patients. On the other hand, doctors became more
divergent in displaying specific behavioural cues such as speaking with a higher pitch and
expansive body posture as a way to signal authority and dominance in their interaction. On the
other hand, patients displayed a lot of head-nodding to acknowledge understanding and to show

their agreement to doctors.
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Another barrier that emerged from this research was the avoidance of unnecessary touch with
female patients. Ultimately, findings revealed a significant impact of non-clinical touch on
patients’ satisfaction: particularly females. Touch, even when it performs essential clinical
tasks, can be perceived as sexual. Therefore, a clinician may create a reasonable atmosphere
where he can safely perform touch in the presence of another healthcare provider, preferably a
female, during the medical encounter (Tackett et al., 2018). This finding makes the clinical
examination of female patients difficult for professionals providing healthcare, requiring
consciousness of the different interpretations of this activity in order to prevent distress,

confusion, harm or abuse to them.

Similarly, findings from research question three highlighted three communication barriers that
negatively affected treatment experiences, these were: non-disclosure of sensitive information
(taboo topics) causing embarrassment, presence of a third party and treatment by traditional
medicine. The study revealed that female patients are reluctant to disclose health conditions of
a sensitive nature to a male doctor due to cultural and religious beliefs. Additionally, doctors
argued that patients feel that the presence of a third party constrains discussion of sensitive
topics and makes communication challenging and sometimes impossible. As a result, patients
were at risk of receiving insufficient therapy. Further, it was found that Jordanian people
generally place a high value on traditional medical treatment (Welz et al., 2018) which in
doctors’ opinions only exacerbates their condition. Patients with chronic illnesses such as
diabetes, frequently engaged in herbal remedies and did not adhere to treatment

recommendations, especially elderly patients (Wazaify et al., 2013).

Therefore, a key point in this research is that if healthcare professionals successfully manage

to address patients’ needs and concerns through convergent communication styles, and an
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awareness of barriers to communication, then they are likely to increase the effectiveness of

communication and the quality of care given to their patients.

222



Chapter Eight: Conclusion
8.1 Introduction

This chapter presents conclusions and recommendations of the qualitative study designed to
examine the barriers that hindered verbal and non-verbal doctor-patient interaction and socio-
cultural barriers which caused ineffective D-P interaction during medical consultations in
Jordan. | present a summary of the key findings in this study, as well as point to implications
derived from these key findings. Finally, | make recommendations for future research in health

communication. More specifically, the study posed three research questions:
(RQ1): What are the factors that hinder doctor-patient verbal interaction?

(RQ2): What are the non-verbal communication benefits and barriers in doctor-patient

communication?

(RQ3): What are the socio-cultural barriers that cause ineffective doctor-patient

communication and misunderstanding?

To answer these research questions, | engaged in non-participant observation of doctors and
patients at a public hospital inside the medical clinics. Additionally, | conducted semi-
structured interviews with the participants; doctors (n= 10; nine males & one female) and

patients (n= 18; twelve males & six females) in real medical settings.

8.2 Summary of thesis

Analysis of research question one (chapter four) revealed that a number of factors influenced
doctor-patient communication in Jordan, including lack of ‘common’ language, lack of
understanding, low health literacy of patients and challenges in diagnosing. This study provides
insight into how the use of medical terminology can contribute to patient’s misunderstanding

as well as be a challenge for doctors, who are insufficiently trained in managing effective verbal
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and non-verbal communication with their culturally diverse patients. Nevertheless, the study
found that doctors were sensitive to the language barriers and reported the strategies they used

to minimise potential difficulties caused by the use of medical terminology.

Doctors often assumed that patients would not have any difficulty in understanding their
discussion about their health conditions and diagnosis. In this study, doctors expressed
concerns that too many patients did not recall the medication name given, did not remember
instructions and did not adhere to medication. They identified the level of education as a barrier
to patients’ comprehension of the doctor’s advice and treatment, and to successfully
communication with them. Doctors argued that lack of patients’ medical knowledge when
providing a full explanation about their illnesses was associated with LHL. As a result, they
may experience high risks in medication mix-ups and dosage errors. This requires
policymakers and governments to enhance patients’ level of health education to enable them
to communicate effectively with a doctor and to avoid experiencing adverse health outcomes.
These findings are not concordant with extant literature that indicates that there is little
evidence of causality between the level of education and reduced health literacy (Koch-Weser
et al., 2009) and anyone who needs health information and services needs specific health

literacy skills (Ballweg et al., 2018).

The third theme yielded by the analysis of the participants’ responses and observations in
Chapter four was code-switching. The current study found that doctors and some medically

trained patients switched to English and Arabic (different dialects) for the following reasons:

1- To fill alexical gap
2- To accommodate communication with patients in reference to specific sociolinguistic

factors (language, education, age, and gender).
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In the current study, participants switched to fill in missing words or phrases from memory for
easier accessibility or retrieval from memory (Green & Wei, 2014) or to accommodate the
language of conversation, which leads to divergence or convergence (Giles & Smith, 1979;
Singo, 2014). Hence, code-switching was not identified as a barrier in D-P communication; on
the contrary, it was a strategy used by bilinguals to facilitate communication and to
communicate their emotional needs and thoughts.

With regard to the role of gender in D-P communication, the current study found that gender
roles affect the doctor-patient relationship and diagnosing because of socio-cultural and
religious norms in the Arabic context. Females preferred a female doctor for sensitive issues
because of feeling uncomfortable, which is in line with the findings of some studies that
explored gender influences on communication between clinicians and patients (D’ Agostino &
Bylund, 2014; Padela & Pozo, 2011; Pagano, 2018). Moreover, because touching members of
the opposite sex is often considered sexual (Andersen et al., 1987), minimum use of touch of
the opposite sex was found by doctors to be of higher patient satisfaction. In this respect,
doctors must display an understanding of cultural and religious diversity, respect for patient’s
faith, beliefs and values to avoid misinterpretation of clinical touch. There is also a need for
female patients to understand the appropriate doctors’ physical contact for diagnosis and

clinical purposes.

Findings from Chapter five indicated that non-verbal cues, such as gazing and smiling, were
found to be significant contributing factors in health encounters associated with high patient
satisfaction. However, D-P communication is influenced by other non-verbal cues, such as
body posture and loud pitch. Analysis of videotaped data has shown that the majority of doctors
adopted expansive body posture quite extensively and displayed a dominant high-pitched voice
throughout the medical encounter, which is a strong indicator of hierarchy (Eaves & Leathers,

2018; Miller et al., 2014). This resulted in patients withholding diagnostically important
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information and influenced the overall care they received. These findings need to be translated
into training on appropriate non-verbal behaviours in clinical consultations that lead to better

patient outcomes and satisfaction.

The current study sought to investigate the socio-cultural barriers and how these barriers
contributed to ineffective doctor-patient communication, patient dissatisfaction and poor
quality of care. More specifically, it intended to explore the socioeconomic, psychological and
cultural factors that prevent patients from visiting doctors and affects their adherence to
doctor’s instructions. The findings revealed that the reasons for not seeking healthcare were as

follows:

1. Unavailability of medicines

2. Patients’ hardships in accessing medical services

3. Word of mouth

4. Resources and health services of the hospital.
By contrast, patients’ satisfaction was associated with positive experiences and some
expectations about doctors’ communication style during the medical consultation. They viewed
active listening and mutual respect as a necessary component in their communication with
doctors. As mentioned in many of the studies assessed (Galanti, 2014; Henry et al., 2012;
Nunstedt et al., 2017), patients want their doctors to be able to listen to their stories and to be
encouraged to recount them without interruption. This preference highlights one of the
characteristics of the high context culture in Jordanian society, where indirect communication
occurs through storytelling. Therefore, to understand the patient only is not sufficient but
demonstrating an interest in listening to their stories is also necessary. Hence, the suggestion
taken from this research is for doctors to perhaps listen more to their patients in order to

improve communication.
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In this study, patients’ perception of traditional medicine has a significant impact on their
treatment and their relationship with the doctors. They prefer to engage in alternative
treatments such as herbal remedies before visiting the hospital. The Jordanian community
views traditional medicine as part of its culture (Wazaify et al., 2013). Therefore, it is important
for doctors to be culturally competent so that they can understand these practices and

particularly those carried out by chronic ill patients in order to offer appropriate care.

8.3 Significance of the research

Nevertheless, regardless of the limitations, this study is one of the first to examine the
sociolinguistic and cultural barriers in doctor-patient communication in Jordan. This project
examines the potential obstacles that influence D-P interaction in healthcare settings in Jordan
and will not only expand our understanding of health communication in the context of
Jordanian healthcare but will also provide insight into clinical settings in other Arab countries
in the Middle East. It also provides a possible contribution in helping clinicians better
understand the complexities of the health communication scenario. Furthermore, during
medical encounters, doctors use a medical language based on medical English jargons. This
study also examines the doctor-patient communication, which can positively or negatively
influence healthcare outcomes, how training doctors and raising their awareness of their verbal
and non-verbal behaviours can develop their relationship with patients, and how this can
improve the effectiveness of the overall clinical settings. The data-driven research reflects what
is going on in real D-P clinical interaction in terms of verbal and non-verbal communication
and socio-cultural perspectives. This includes raising doctors’ awareness of their choice of
verbal and non-verbal communication with their patients and its impact on them, i.e., code
switching, providing tangible suggestions to enhance doctor-patient communication and

finding ways to manage conflict (critical moments), if any.
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The findings obtained from the qualitative method design in this thesis contribute to our
understanding of doctor-patient communication and patient satisfaction in Jordan. Firstly, this
thesis addresses an existing gap in qualitative research concerning patients’ satisfaction
regarding their doctor’s behaviour in the medical consultation. Therefore, this study expands
the literature on the role of gender, level of education or cultural group in patients’ experiences
while interacting with their doctors in medical consultations. In addition, the Arabic language
and cultural background could both reflect on how to communicate with each other effectively.
Hence, it is useful for non-Arabic speaking doctors interacting with Arabic patients outside the
Middle-East region, such as Australia to become educated on this matter. Secondly, this
research contributes to the study of doctor-patient interaction in terms of a reliable
observational coding scheme, which was essential in effectively addressing the second research
question posed in the present study. The present study looked at natural environments. One
positive outcome of this study was the use of ELAN, the linguistic annotator (Mertens &
Wilson, 2012), that can be a potentially important contributor in future observational clinical
research. The benefit of coding natural interactions is to uncover and understand patterns of
everyday communication. Such a tool appears to be lacking in existing research in health
communication. It also contributes to the health communication literature and has
recommendations for future research on doctor-patient communication interactions in Jordan

and across the world as shown below.

8.4 Implications

The findings of this project have a number of implications for doctors, patients, and for
bilingual doctors’ medical education and professional development in the workplace. First,
there is a need to educate our doctors on how to better relate and communicate with their
patients to ensure that they feel comfortable disclosing sensitive health information. An

important approach to ensure building higher levels of trust and comfort with patients is sharing
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health information providing communication training skills for doctors on a periodical basis.
Also educating them on how to be culturally competent and aware of patients’ practices
including knowledge about traditional medicine treatments. Another concern which emerged
in this project relates to doctors’ frustrations when patients use storytelling because of time
constraints. This could be addressed by making scheduled appointments or implementing
patient self-scheduling in order to maximize doctor productivity and enhance patient care.
Second, because low health literacy is a health issue for patients and the challenges associated
with it have serious impact on health outcomes, there is a need to support them with LHL so
that they can take active roles in medical consultation. This should be done in collaboration
with doctors and health educators to design simple and comprehensible health information
through education at schools and universities. Finally, bilingual doctors’ medical education and
professional development in the workplace should be implemented through supporting ongoing
education and communication skills training to promote effective communication between
doctors and patients. Also, to avoid communication barriers, English medical terminology
should be avoided when communicating with patients due to their limited understanding of
medical terminology and that needs to be included in the clinical guidelines to improve quality
of care as well as patient outcomes. As findings asserted the necessity for doctors to remain
aware of specific factors (cultural and religious) that play during communication, there is
therefore a need to create courses to teach medical students these factors and their influence in

order to overcome any misunderstandings that may occur.

8.5 Limitations of the study

Although this project has made significant contributions to the understanding of health
communication in the context of Jordanian healthcare, as mentioned in section (8.3), it does
have several limitations and may not be widely generalised in other healthcare settings,

particularly those outside Arabic cultural context. For instance:
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1) only the first follow-up appointments was considered in this study; however, it would be
important to look into not only the return of patients with minor or routine follow-up issues but
also to consider chronically ill patients as they cope with complex treatment regimens, manage

their multiple visits to health professionals and adopt or sustain healthy habits;

2) not all verbal or non-verbal communication behaviours—verbal behaviours such as
patients’ understanding of written communication (prescriptions), patients’ compliance with
therapy, communication anxiety, doctors’ truth-telling, issue of privacy for communication and
non-verbal behaviours, such as proximity, artifact, empathy and chronemics— though named

as such, were covered in the project;

3) the participants constituted a small sample;

4) all doctor participants were male except one female doctor; therefore, findings would
have reflected the potentially varied experience of female doctors if more of them had

participated;

5) further limitations of this research include the inability to address the specific role of

other health providers in doctor-patient interaction, such as nurses.

8.6 Recommendations for future research

While the current research has covered a number of aspects of health communication in Jordan,
further research would shed more light on the verbal and non-verbal interaction in doctor-
patient communication in Jordan. Recommendations for future research that might be pursued

are as follows:

Firstly, as the current study is limited to a specific context between doctors and patients future

research ought to include other clinicians in order to examine a broader range of observations
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reflecting the linguistic and cultural behaviour of Jordanian doctors and patients during their

interaction during medical consultations.

Secondly, this study is one of the first to qualitatively examine how non-verbal behaviours
affect doctor-patient interaction in Jordan. Our findings suggest that recommendations for
doctors’ optimal non-verbal communication, e.g., maintaining frequent eye contact, listening,
and smiling can create and maintain a positive relationship. However, findings also call for
caution among doctors and other clinicians not to distance themselves from patients and not to
display control and their medical expertise. Healthcare professionals may need to make extra
effort to enhance their non-verbal and verbal communication behaviour. Ultimately, this could
help patients to trust them, thus increasing health compliance and promoting the chances for

positive health outcomes.

Thirdly, a thematic analysis of the verbal interaction of doctors and patients might reveal other
reasons for code-switching, for example, whether code-switching is influenced by factors such
as language competence and accommodation or whether it is shaped by differences in social or

cultural conditions.

Fourthly, the current study has explored how patients’ low health literacy and poor medical
knowledge in doctor-patient interaction in Jordan creates a barrier to their understanding their
treatment and medication. Thus, more study and research should focus on health written-
information in doctor-patient communication concerning understanding instructions on
prescriptions as an aid to help explore emerging barriers not identified in the current

investigation and provide some evidence-based solutions.

Finally, the researcher honestly hopes that the current research can expand our understanding

of doctor-patient interaction in Jordan. A study like this could be valuable in determining ways
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that clinicians could overcome verbal and non-verbal barriers that prevent effective doctor-

patient communication.
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Appendix A: Flyer for Doctors- English version

WESTERN SYDNEY
UNIVERSITY

U

Dear Doctor

As a part of my research in Linguistics at Western Sydney University, | am conducting a
research study titled A Sociolinguistic Study of Doctor-Patient Interaction in Healthcare
Settings: A Jordanian Perspective. The purpose of this study is to explore linguistic and cultural
barriers that affect D-P interaction.

| would appreciate your participation in this study if you are a GP doctor, female or male. Your
participation will involve: observation during interaction with your patient at the GP clinic and
completing a one-on-one, in-person interview with the researcher. The interview is expected
to last no more than half an hour, with the potential of follow-up from the researcher to clarify
interview responses. Your participation will be audio and videotaped. Your participation in this
study is voluntary. All information is confidential and anonymous.

You will be asked to sign an Informed Consent Form prior to the interview.
If you have any questions concerning the research study, please call me at 00962777239308 or
e-mail me at e.alkhlaifat@westernsydney.edu.au.

Sincerely,
Etaf Alkhlaifat

Doctoral Student
Western Sydney University
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Appendix B: Flyer for Patients - English version

WESTERN SYDNEY
UNIVERSITY

W

Dear Patient

As a part of my research in Linguistics at Western Sydney University, | am conducting a
research study titled A Sociolinguistic Study of Doctor-Patient Interaction in Healthcare
Settings: A Jordanian Perspective.

The purpose of this study is to explore linguistic and cultural barriers that affect D-P interaction.

| would appreciate your participation in this study if you are:
* An adult, female or male above 18 years of age.
* Jordanian

Your participation will involve an observation of your interaction with your GP doctor at the
GP clinic and in completing a one-on-one, in-person interview with the researcher. The
interview is expected to last no more than half an hour, with the potential of follow-up from
the researcher to clarify interview responses. Your participation will be audio and videotaped.
Your participation in this study is voluntary. All information is confidential and anonymous.
Compensation for participation will be $20 for each participant.

You will be asked to sign an Informed Consent Form prior to the interview. If you have any
questions concerning the research study, please call me at 00962777239308 or e-mail me

at e.alkhlaifat@westernsydney.edu.au.

Sincerely,

Etaf Alkhlaifat

Doctoral Student
Western Sydney University
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Appendix C: Coding Scheme for Thematic Analysis of Interview Transcripts

Themes | Sub-themes | Codes/ Sub-codes
RQ1: What are the factors that hinder doctor-patient verbal interaction?
1. Lack of a ‘common’ language Perspective of patients: Patient’s need for clear language:

Exposure to medical terms (sub-code)

Reasons for communicating effectively with the doctors (sub-code)

Perspective of doctors: Speaking English amongst doctors in front of patients (sub-code)

2. Lack of understanding Level of patient’s understanding of health information:
Imposing a certain medicine (sub-code)

Medication information (sub-code)
Non-compliance to treatment (sub-code)

Patient awareness (sub-code)

3. Language and health literacy Difficulties in understanding doctor’s instructions:

Reasons for LHL (sub-code)

Understanding doctor’s language & instructions (sub-code)

Impact of education on medicine in patient’s comprehension - Overcoming this impact
(Sub-code)

Patient's health knowledge (sub-code)

Lack of cooperation (sub-code)

Doctor’s awareness/ Unawareness (sub-code)

4. Doctor’s health communication Health communication training:
g 1. Part of medical course training
2. Work-integrated training (WIT)

255




Themes

Sub-themes

Codes/ Sub-codes

5. Challenges in diagnosing

Difficulties in diagnosing:

1. Gender impact on
commumication Gender 1ssues (sub-code)
Hospital facilities (sub-code)
2. Hospital care Too many patients and limited consultation time
Patients’ refusal to reveal their real complaint (sub-code)
Privacy (sub-code)
6. Challenges in acquiring the History 1. ‘Organisational Regsons that hinder ol?tammg History from patients:
Withholding information (sub-code)
factors Neglecting (sub-code)
2. ‘Pafiesit cooperation Lack of availability of services (sub-code)
Lack of health knowledge (sub-code)
7. Challenges in explaining side 1. Patient’s perception Reasons for avoiding side effects explanation:
effects ' Patient’s fear from side effects (sub-code)
2. Doctor’s perception | Doctor’s neglect (sub-code)

Patient’s level of health understanding (sub-code)

RQ3: What are the socio-cultural issues that cause ineffective doctor-patient communication (verbal and non-verbal) and misunderstanding? Education, gender,
age (power distance, use of address terms).

8. The impact of gender on D-P
interaction

Taboo topics

Gender impact on interaction:
Female GP preference (sub-code)
Male GP preference (sub-code)

9. The impact of patient’s education
on D-P interaction

Impact of education level:

Patient's understanding of his health condition (sub-code)
Questioning patient's education level (sub-code)
Overcoming the barrier of education level (sub-code)

10. Patient’s perceptions of
communication with doctors

Overall Patient’s perceptions of communication with doctors: Patient’s satisfaction (sub-
code)
Patient’s dissatisfaction (sub-code)
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Themes

Sub-themes

Codes/ Sub-codes

11. Traditional medicine

Treatment by traditional medication:

1. Patient’ ti C - -
atient s perception Believing in traditional medicine (sub-code)
on traditional Examples of traditional treatments (sub-code)
medicine Impact of traditional medicine (sub-code)
2. Traditional
medication as a
barrier
12. The culture impact on Culture Impact on D-P communication:
o 1. Cultural competence . . o :
communication & health P Withholding relevant medical information (sub-code)
2. Patient’s cultural Reasons behind withholding relevant information (sub-code)
. Fear of revealing information (sub-code)
dominance :
Psychological factors (sub-code)
3. Taboo topics Social factors (sub-code)
4 Interferences of _Sensm\{e matters (sub-code) + Shyness from doctors (sub-code) Companions’ impact on
interaction (sub-code)
companions
5. The culture impact
on communication &
health, and
6. Limitations in

treatment of patients

13. Reasons that hinder patients from
seeing doctors

Economic reasons (sub-code)

Negligence and ignoration (sub-code)

Availability of medicine (sub-code)

Patient’s perceptions about private and public hospitals (sub-code)
Word of mouth (sub-code) + lack of trust (sub-code) combined together
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Themes Sub-themes Codes/ Sub-codes

Fear of illnesses (sub-code)
Hopelessness from medication (sub-code)
Potentials of the Hospital (sub-code)

14. Limitations in treatment of patients | Patient treatment
preferences
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Appendix D: Human Research Ethics Committee Approval

g e : WESTERN SYDNEY
:2r;mmoiwm and Innovation (REDI) UNIVERSITY

REDI Reference: H12492
Risk Rating: Low 2 - HREC

HUMAN RESEARCH ETHICS COMMITTEE
9 Aprl 2018

Doctor Ping Yang
Scheol of Humanities and Communication Arts

Dear Ping.

| wish to formally advise you that the Human Research Ethics Committee has approved your research proposal
H12492 "A Sociclinguistic Study of Doctor-Patient Interaction in Healthcare Settings: A Jordanian Perspective”, until 9
April 2021 wath the provision of a progress report annually if over 12 months and a final report on completion.

In providing this approval the HREC determined that the proposal meets the requirements of the National Statement on
Ethical Conduct in Human Research.

This protocol covers the following researchers:
Ping Yang, Mohamed Moustakim, Etaf Alkhlaifat

Conditions of Approval
1. A progress report will be due annually on the anniversary of the approval date.
2. A final report will be due at the expiration of the approval penod.

3 Anyanerdmemsmmeprqec:mtstbeqpptmdbymeHmnmReseardu Ethics Committee prior to being
implementad. Amendments must be requested using the HREC Amendment Request Form:
https:-l'www.westemsydney.edu.au/ data/assetsiword doc/0012/1096995FORM Amendment Request.docx

4. Any serious or unexpected adverse events on participants must be reported to the Human Res=sarch Ethics
Committee via the Human Ethics Officer as a matter of priority.

5. Any unforeseen events that might affect continued ethical acceptability of the project should also be reported to the
Committee as a matter of priornity

6. Consent forms are to be retained within the archives of the School or Research Institute and made available to the
Committee upon request.

7. Project specific conditions:

The change to the research team will need to be advisad to the HREC via an amendment when this is finalised

The local contact point in the hospital needs to be advised to the HREC before the research starts

Please quote the registration number and title as indicated above in the subject line on all future comespondence

related to this project. All comespondence should be sent to the e-mail address humanethics@westemsydney.edu.au
as this e-mail address is closely monitored.

Yours sincergly

Professor Elizabeth Deane

Presiding Member,
Westem Sydney University Human Research Ethics Commitiee
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Appendix E: Doctor Information Sheet

WESTERN SYDNEY
UNIVERSITY

W

Doctor Information Sheet — General (Extended)

Project Title: A Sociolinguistic Study of Doctor-Patient Interaction in Healthcare Settings: A
Jordanian Perspective.

Project Summary:

You are invited to participate in a research study being conducted by E'taf Alkhlaifat, a PhD
student at Western Sydney University under the Supervision of Dr Ping Yang (the principal
supervisor) at School of Humanities and Communication Arts. The research focuses principally
on bilingualism among doctors during medical encounters who use a medical language based
on English and a health jargon. To achieve the study objectives, the researcher will observe the
doctors during interaction with their patients using tape recording and video recording and she
will conduct an interview after this observation. The interview will be only audio recorded.

How is the study being paid for?
The study is being sponsored by Western Sydney University.

What will I be asked to do?

You will be observed during your interaction with your patient by the researcher using tape
recording and video recording. After this observation you will be interviewed and you will be
expected to answer specific questions about certain factors (verbal, non-verbal and
sociocultural) in order to facilitate or hinder communication between you and your patients
during medical consultation. The interview will probably require no more than 30 minutes.

What benefits will 1, and/or the broader community, receive for participating?

There may not be any direct benefit to you for participating in this study, but your participation
could lead to the following outcomes:

* Improve D-P interaction.

* Raise doctors’ awareness of their usage of verbal and non-verbal communication with their
patients.

* Raise doctors’ cultural competence.

 Improvements in managing conflict (critical moments), if any.

» Contributes to the field of interactional sociolinguistics with the aim of critically examining
language and sociocultural barriers in D-P interaction in Jordan.

Will the study involve any risk or discomfort for me? If so, what will be done to rectify
it?
This research poses no foreseeable risks to you.

How do you intend to publish or disseminate the results?

It is anticipated that the results of this research project will be published and/or presented in a
variety of forums. In publications and/or presentations, information will be provided in such a
way that participants will not be identified, except with their permission. I would like to assure
you that your identity will remain confidential as your actual name will not be included in my
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field-notes and only me and my supervisor will have access to either the recordings or the
transcriptions of our discussions.

Will the data and information | have provided be disposed of?

None of the information you provide will be shared with any other individuals besides the
research team. Only the researcher (E’taf Alkhlaifat) and her supervisory panel (Dr. Ping Yang
and Dr Mohamed Moustakim) will have the authority to use or access your information in this
project.

Can | withdraw from the study?
Participation is entirely voluntary. If you do participate you can withdraw at any time without
giving a reason.

If you do choose to withdraw, any information that you have supplied will not be given to
anyone in your medical team. However, the data gained up until that point of withdrawing will
not be destroyed; it will be used for the research in the thesis, with your consent only. No
identifying information will be included in any reports in this study. You are free to withdraw
your consent and stop taking part at any time. Not taking part in the study will in no way affect
your work. This will also not affect your right to take part in other studies. The researcher will
answer any questions you may have about the study. There will be no consequences in your
decision to withdraw from the research study.

What if I require further information?
If you have any questions or further thoughts regarding this interview, please contact me (E'taf
Alkhlaifat/ the main researcher, my mobile no is 00962777522193. You can also contact:

* The principal supervisor of this research Dr Ping Yang, his mobile number is (0061) 29772
6514 and on email p.yang@westernsydney.edu.au

* The second supervisor of this research Dr Mohamed Moustakim on

email m.moustakim@westernsydney.edu.au

What if I have a complaint?

If you have any complaints or reservations about the ethical conduct of this research, you may
contact myself the researcher, E’taf Alkhlaifat, mobile number is: 00962 777239308 or by

email e.alkhlaifat@westernsydney.edu.au. or the Ethics Committee through Research
Engagement, Development and Innovation (REDI) on Tel +61 2 4736 0229 or

email humanethics@westernsydney.edu.au or you may contact Dr Bassam Alemami (Email:
dr.bassam_alemami@yahoo.com) and his phone number is: 00962 772433224.

Any issues you raise will be treated in confidence and investigated fully, and you will be
informed of the outcome.

If you agree to participate in this study, you may be asked to sign the Participant Consent Form.
The information sheet is for you to keep and the consent form is retained by the researcher/s.

This study has been approved by the Western Sydney University Human Research Ethics
Committee. The Approval number is H12492.
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Appendix F: Patient Information Sheet
WESTERN SYDNEY
UNIVERSITY

W

Patient Information Sheet — General (Extended)

Project Title:

A Sociolinguistic Study of Doctor-Patient Interaction in Healthcare Settings: A Jordanian
Perspective.

Project Summary:

You are invited to participate in a research study being conducted by E'taf Alkhlaifat, a PhD
student at Western Sydney University under the Supervision of Dr Ping Yang (the principal
supervisor) at School of Humanities and Communication Arts. The research focuses principally
on bilingualism among doctors during medical encounters who use a medical language based
on English and a health jargon. To achieve the study objectives, the researcher will observe the
patients during interaction with their doctors using tape recording and video recording and she
will conduct an interview after this observation. The interview will be only audio recorded.

How is the study being paid for?
The study is being sponsored by Western Sydney University.
What will I be asked to do?

You will be observed during your interaction with your GP doctor by the researcher using tape
recording and video recording. After this observation, you will be interviewed and you will be
expected to answer specific questions about certain factors (verbal and non-verbal and
sociocultural) in order to facilitate or hinder communication between you and your doctors
during medical consultation. The interview will probably require no more than 30 minutes.

What benefits will I, and/or the broader community receive for participating?

There may not be any direct benefit to you for participating in this study, but your participation
could lead to the following outcomes:

e Improve D-P interaction.

e Raise doctors’ awareness of their usage of verbal and non-verbal communication with
their patients.

e Raise doctors’ cultural competence.

e Improvements in managing conflict (critical moments), if any.

e Contributes to the field of interactional sociolinguistics with the aim of critically

examining language and sociocultural barriers in D-P interaction in Jordan.

Will the study involve any risk or discomfort to me? If so, what will be done to rectify it?
We reassure you of the following:
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e We do not expect that you will have a bad experience in this research.

e Your privacy to sensitive, personal information is highly considered, therefore, the
researcher will stop filming at any time when you raise your hands.

e If you are male and want the female researcher to leave the room or stop filming, the
researcher will comply with your request immediately.

e Although you will provide your name and contact details in the consent forms, only
pseudonyms will be used for all research participants and locations to avoid the
inclusion of identifying features in any literature produced from this research.

e No participants will be asked to write down any sensitive issues, names will be kept
confidential.

How do you intend to publish or disseminate the results?

It is anticipated that the results of this research project will be published and/or presented in a
variety of forums. In publications and/or presentations, information will be provided in such a
way that the participants will not be identified, except with their permission. | would like to
assure you that your identity will remain confidential as your actual name will not be included
in my field-notes and only me and my supervisor will have access to either the recordings or
the transcriptions of our discussions

Will the data and information that I have provided be disposed of?

None of the information you provide will be shared with any other individuals besides the
research team. Only the researcher (E’taf Alkhlaifat) and her supervisory panel (Dr. Ping Yang
and Dr Mohamed Moustakim) will have the authority to use or access your information in this
project.

Can | withdraw from the study?

Participation is entirely voluntary, and you are not obliged to be involved. If you do participate
you can withdraw at any time without giving a reason.

If you do choose to withdraw, any information that you have supplied will not be given to
anyone in your medical team. However, data gained up until that point of withdrawing will not
be destroyed; it will be used for the research in the thesis, with your consent only. No
identifying information will be included in any reports in this study. You are free to withdraw
your consent and stop taking part at any time. Not taking part in the study will in no way affect
your work. This will also not affect your right to take part in other studies. The researcher will
answer any questions you may have about the study. There will be no consequences in your
decision to withdraw from the research study.

What if | require further information?

If you have any questions or further thoughts regarding this interview, please contact me (E'taf
Alkhlaifat/main researcher, my mobile number is 0777522193. You can also contact:
e The principal supervisor of this research Dr Ping Yang, his contact number is (0061)
29772 6514 and on email p.yang@westernsydney.edu.au
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e The second supervisor of this research Dr Mohamed Moustakim on email
m.moustakim@westernsydney.edu.au

What if | have a complaint?

If you have any complaints or reservations about the ethical conduct of this research, you may
contact myself the researcher, E'taf Alkhlaifat, mobile number is: 00962 777239308 or by
email e.alkhlaifat@westernsydney.edu.au or the Ethics Committee through Research
Engagement, Development and Innovation (REDI) on Tel +61 2 4736 0229 or email
humanethics@westernsydney.edu.au _or you may contact Dr Bassam Alemami (Email:
dr.bassam alemami@yahoo.com) and his phone number is: 00962 772433224.

Any issues you raise will be treated in confidence and investigated fully, and you will be
informed of the outcome.

If you agree to participate in this study, you may be asked to sign the Participant Consent Form.
The information sheet is for you to keep and the consent form is retained by the researcher/s.

This study has been approved by the Western Sydney University Human Research Ethics
Committee. The Approval number is H12492.
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Appendix G: Consent Form for Doctors

WESTERN SYDNEY
UNIVERSITY

W

Consent Form for Doctors — General (Extended)
Project Title: A Sociolinguistic Study of Doctor-Patient Interaction in Healthcare Settings: A
Jordanian Perspective.
I hereby consent to participate in the above-named research project.
I acknowledge that:

* I have read the participant information sheet (or where appropriate, have had it read to me)
and have been given the opportunity to discuss the information and my involvement in the
project with the researcher/s.

* The procedures required for the project and the time involved has been explained to me, and
any questions | have about the project have been answered to my satisfaction.

I consent to:

[ Participating in an observation.

O Participating in an interview.

0 Having my information audio recorded.
00 Having my information video recorded.

I consent for my data and information provided to be used in this project and other
related projects for an extended period of time.

I understand that my involvement is confidential and that the information gained during
the study may be published and stored for other research use, but no information about
me will be used in any way that reveals my identity.

I understand that | can withdraw from the study at any time. Data gained up until that
point of withdrawing will not be destroyed it will be used for the research in the thesis if
| agree.

Signed:
Name:
Date:

This study has been approved by the Human Research Ethics Committee at Western
Sydney University. The ethics reference number is: H12492

What if I have a complaint?

If you have any complaints or reservations about the ethical conduct of this research, you may
contact the researcher (E’taf Alkhlaifat) mobile number is: 00962777239308 or email
e.alkhlaifat@westernsydney.edu.au or you may contact Dr Bassam Alemami (Email:
dr.bassam_alemami@yahoo.com) and his phone number is: 00962 772433224.
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Any issues you raise will be treated in confidence and investigated fully, and you will be
informed of the outcome.
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Appendix H: Consent Form for Patients

WESTERN SYDNEY
UNIVERSITY

W

Consent Form for patients — General (Extended)

Project Title: A Sociolinguistic Study of Doctor-Patient Interaction in Healthcare Settings: A
Jordanian Perspective.

I hereby consent to participate in the above-named research project.
I acknowledge that:

* I have read the participant information sheet (or where appropriate, have had it read to me)
and have been given the opportunity to discuss the information and my involvement in the
project with the researcher/s.

* The procedures required for the project and the time involved has been explained to me, and
any questions | have about the project have been answered to my satisfaction.

I consent to:

O Participating in an observation.

O Participating in an interview.

O Having my information audio recorded.

00 Having my information video recorded.

I consent for my data and information provided to be used in this project and other
related projects for an extended period of time.

I understand that my involvement is confidential and that the information gained during
the study may be published and stored for other research use, but no information about
me will be used in any way that reveals my identity.

I understand that | can withdraw from the study at any time. Data gained up until that
point of withdrawing will not be destroyed; it will be used for the research in the thesis if
| agree.

Signed:
Name:
Date:

This study has been approved by the Human Research Ethics Committee at Western
Sydney University. The ethics reference number is: H12492

What if I have a complaint?

If you have any complaints or reservations about the ethical conduct of this research, you may
contact the researcher (E’taf Alkhlaifat) mobile number is: 00962777239308 or
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email e.alkhlaifat@westernsydney.edu.au or you may contact Dr Bassam Alemami (Email:
dr.bassam_alemami@yahoo.com) and his phone number is: 00962 772433224.

Any issues you raise will be treated in confidence and investigated fully, and you will be
informed of the outcome.
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Appendix I: Transcription symbols

Notational | Meaning

symbol

{} Used to describe events or activities going on with the utterance
L1 Speaker leans forward while talking

L] Speaker leans backward while talking

L« Speaker leans to the left while talking

L— Speaker leans to the right while talking

C— Speaker is gazing towards the other party

(0N Indicates mutual gazing

C X Indicates that the speaker stares at an object (e.g. to a body organ).
@ Indicates the speaker is smiling while speaking

/\ Symbolizes the upward and downward nodding of head, respectively
£ Indicates the speaker is laughing

1 Marks sharp rises in pitch or tone of voice

I Indicates the speaker is interrupting

Lp Down pointing backhand index

’r Right pointing backhand index

5] Clenching the fist

¥ Indicates the speaker is bending/straightening the torso

Indicates the speaker pauses or remains silent
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Appendix J: Non-verbal doctor behaviour observation chart

Day/ | Doctor’s | Non-verbal Behaviours |1 |2 |3 |4 |5 |6 |7 (8 |9 |10 |11 |12 |13 |14 |15 |16 |17 |18 |19 |20 | Total
Time | name

Nods head

Kinesic cues to patient

Close proximity to
patient

Touches patient

Makes eye contact

Expands body posture

Speech interruption

Uses high-pitched voice

Smiles at patient

Frowns at patient

Notes:
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