Masking of miscommunication: relevant excerpts from the Sharing the True Stories: Stage 1’ Interim Project Report

5.2.1  Competence in intercultural communication

Predicting and preventing miscommunication

As the previous section illustrated, both the potential  and actual - effectiveness of communication was almost invariably overestimated by both staff and patients.  To ensure effective communication, it is first necessary for participants to consider the potential for miscommunication in any specific interaction and to take appropriate preventative action.  This requires a high level of understanding of, and expertise in, intercultural communication. However, in these interactions few strategies were used to predict, prevent, identify or repair miscommunication. 

There was little indication that either staff or patients considered the level of risk for miscommunication before engaging in these encounters.  Even if this had been attempted, there are no tools or guidelines available to health staff to use in making such an assessment, such as the test of English proficiency used in legal contexts.  As well, until recently, there has been no alternative to attempting the best communication possible with the participants at hand.  In the past, family members have been used as interpreters in all areas of Aboriginal health care, in the absence of an interpreter service for Indigenous languages.  Although an Aboriginal Interpreter Service now exists, and speakers of Yol\u languages are readily available, changes in practice are only slowly occurring.  None of the participants - staff or patients - sought the assistance of a registered interpreter in these encounters.  

Monitoring and repairing miscommunication

Just as there was little apparent awareness of the level of risk for miscommunication, there was also little recognition of miscommunication when it occurred  by either staff or patients.  Often neither participant was aware that a misunderstanding had occurred.  These instances of miscommunication became apparent only through comparison of data from different sources, including the video interpretation by the participants as well as the researchers, and the exit interviews.  
This lack of recognition of instances of miscommunication occurred due to a number of factors.  One of the challenges in monitoring communicative effectiveness is the extent to which instances of miscommunication are ‘masked’ for various reasons. For example, Yol\u consider it appropriate for the listener to respond in a way that is consistent with the expectations of the speaker and to avoid of any direct confrontation, and as a result their response may not reflect their own understanding or opinion (see section 5.3.4).  Yol\u patients also used various strategies, such as scaffolding their responses through repeating the speaker’s words, in an attempt to keep the communication flowing even when they didn’t understand (see section 5.3.4).

As well, when patients are fluent in conversational English staff sometimes assume -  incorrectly - that they will share an understanding about a wide range of concepts and topics.  As one experienced staff member explained, she wasn’t aware of how little shared understanding was achieved until she was directly assessing patients’ understanding of important concepts through the self-care training program:

a lot of them could speak English  and I thought they were understanding me quite well... and it wasn't until I started the self-care program and saw some of the deficits that what we thought was the knowledge base and it really wasn't (interview with educator)

Inaccurate assumptions by staff about the patients’ levels of English proficiency can also lead to judgements that the patients’ apparent lack of understanding is sometimes deliberate.  For example:  

..there's a certain element of 'what do they want to understand?' you know (interview with educator)
Just as strategies to predict miscommunication were not employed, few strategies were used to monitor the effectiveness of communication.   All the participating staff expressed concern about the difficulty in assessing the patients’ understanding in these interactions.  Concerns about the staff members’ understanding of the patients’ message were rarely expressed by anyone, however, which again illustrates the staff-centred nature of these interactions and the centrality of the biomedical perspective and information.

The need for improved strategies for assessing communication effectiveness was very evident from the analysis of the interactions, and is recognised by staff. Although no simple  solutions emerged a number of techniques were identified which could be further explored and developed.  For example, one experienced staff member described some of the strategies he uses: 

I ask them the same question again to give them a chance if they're not really quite sure - they'll nod then you say 'are you quite sure, is there anything else you want to ask?'  -  you never are (quite sure that people have understood);  If you ask the question again but in a different manner which is not like you are examining them.. if they volunteer that they know what it is then you'll accept it; if not you are always in two minds - we all say yes to things politely that we don't understand or we don't want to look stupid - what you want to do is give them the opportunity to say 'we're not really quite sure, tell me some more'.  Now they're never going to say that so you ask the question in a different way so 'do you know what it's for?’ ..  I think you're trying to give permission to say 'look if it's not 100% clear tell me again' or otherwise you say 'look do you want me to go over it again?' and they'll say ‘yes’ so you offer to explain it without making them look stupid.. you can do it in a concrete manner - get them to show 'what do they normally do?' (interview with physician).

Given the extent to which instances of miscommunication are ‘masked’, as described above, accurately assessing the effectiveness of communication is a complex and almost impossible task without the assistance of a trained interpreter and remains a challenge even when an interpreter is involved.  Development and evaluation of practical techniques to enable more accurate assessment will be an important focus of Stage 2.

5.3.4  Different ways of talking 

The earlier sections have focused on the semantic dimensions of language as a major source of communication difficulty in these interactions.  However, the sources of miscommunication went well beyond the semantic domain. Scollon and Scollon (1995)  suggest that, from their research experience, ‘the major sources of miscommunication in intercultural contexts lie in differences in patterns of discourse’ (p.xiii).  Similarly, Pauwels (1995) suggests that it is crucial that all participants in health care encounters become aware of differences in communication routines.  Some of the communication routines which are common in health care encounters based on a biomedical approach are particularly problematic when Yol\u patients are involved.   A few examples are described below to illustrate some of the communication difficulties which relate to cultural differences in communication routines. 

Giving and receiving information

In different cultures there are often important differences in the way that information is shared.  These differences relate to cultural beliefs about the nature and production of knowledge as well as preferred discourse styles which structure interactions concerned with sharing information.  

Question and answer routines

In biomedical discourse question and answer routines are a central feature.  Such routines are not a common feature of Yol\u discourse, particularly in relation to sharing information about highly personal topics.  In contrast, Yol\u favoured highly detailed, even-focused narrative when sharing information about their renal experiences, although this only occurred in the interviews as the opportunities for Yol\u to influence the structure of interactions were almost non-existent.  

The question and answer approach to information sharing is complicated by a number of factors including who has the right to ask for or give specific information which may be quite inconsistent with Western cultural expectations.  This is also important – and often problematic – when considering who has the right to give consent for medical intervention as it may not be the right of the individual alone, even for adults.  

Many of the difficulties related to the question-answer routine found in this study were also described by Cooke (1998) in his study of Anglo/Yol\u communication in the criminal justice system.  Cooke explained that a ‘veneer of adequacy in communication is often achievable through.. collaborative discourse, verbal scaffolding, prompting replies, and exploiting gratuitous concurrence’ and served to mask English insufficiency (Cooke, 1998, p.340).  All of these features were also common in the interactions between Yol\u and health staff in this study and contributed to the masking of miscommunication described in section 5.2.1 above.  

When ‘yes’ means something else: gratuitous concurrence…

In Yol\u discourse it is generally considered impolite to directly contradict or respond negatively to the questions or propositions of others, particularly in encounters of unequal power or when the participants do not have a close relationship.  This communicative feature is also related to the Yol\u orietation to knowledge production which is fundamentally one of negotiation.  No matter what the other person says, it’s best to agree with them if possible, just to keep open the possibility of a negotiated agreement further down the track.  It is a principle of Yol\u negotiation which has its underpinnings in a particular epistemology.  Yol\u therefore expect that the other party to the negotiation (i.e. the health professional in this case) is also struggling to build agreement from diverse perspectives – an expectation that is not necessarily warranted when the health professional has a very different epistemological orientation. 

The Yol\u patients without exception all worked hard within the interactions to accommodate what they perceived to be the staff member’s requirements: as a result patients gave the responses that they believed the staff member wanted to hear.   Only through the process of triangulation of data did it become evident that these responses where not necessarily representative of the patient’s true feelings or experience.  In many instances the patient had either no understanding or only a partial understanding of the question. 

A very common communicative routine, particularly in the medical encounters, is one in which the physician asks questions requiring a yes/no response.  Such routines are highly susceptible to miscommunication due to gratuitous concurrence
.  Some staff were aware of this potential for miscommunication at least to some extent:

probably getting the proper feedback, knowing that what you've just said, what has actually been interpreted; so if I'm explaining to someone what a fistula is about, a new patient, what they're true understanding is because I still get a lot of nodding and I still get a lot of yes and I'm not sure if that's a politeness or yes, they truly understand what is happening with their body (interview with nurse educator)

Other staff, even those with considerable experience were very surprised when they became aware of this feature of Yol\u discourse through their participation in the video analysis.  In the medical review with the new patient, for example, there were many instances in which the patient responded to the staff members’ questions quite convincingly (from a Western interpretation) but later discussion revealed to be instances of ‘gratuitous concurrence’.  The physician explained:

we are interpreting her confident responses with 'and that's the answer'.. when she responds positively we feel we've got the answer. 

This patient works hard to participate effectively in the interaction despite her very limited fluency in English and the absence of an interpreter.  She is particularly concerned to give what she considers the ‘right’ response to questions about fluid
 although later discussions reveal that her actual consumption is very different: 

physician asks Gayil\a how much she is drinking then immediately asks more specifically 'how much water?’ and Gayil\a says 'little bit water ga tea little bit ga bilin (that’s it)' then physician asks 'how much each day? Water, tea?" and Gayil\a says '3 cup, 2 cup, little bit' very confidently.  (researcher’s description of videotape) 

The physician was intially impressed with this patient’s response:

the way she talks about fluid is quite detailed compared to other people - that's amazing.. when she's talking about the size of the cups and she's talking about tea and water and the numbers

It was only through later analysis of the video and discussion with the researchers that this was clarified for the nurse involved in this interaction:

just from looking at that video - I just learnt so much from that;  I never even considered that they might be saying 'yow' when they are really saying 'no', I never even thought of it; it was really, really interesting that they say they are understanding and they haven't got a clue (interview with nurse)

This increased understanding then influenced her communication in a subsequent interaction with the same patient:

I did find today that I wasn't paying much attention to the 'yows' - I was actually working out that the 'yows' were really just something that you wanted to hear so you really had to ask her so that's why I did a bit more later privately with her to find out whether this was true or that was true because today she was really giving 'yows' 

One of the reasons gratuitous concurrence goes unnoticed is the very limited use by staff of strategies to verify the patient’s understanding of the message and as a result responses are taken at face value.  Some staff make considerable attempts to check their own understanding of the patient’s message but again gratuitous concurrence limits the extent to which this is effective.  In the medical review, for example, the physician frequently restates what the patient has said, apparently to verify his interpretation of what she is telling him but as this extract from the video analysis illustrates it does not necessarily provide a valid answer:

 ..the physician tells Gayil\a that he'll write a script and then explains at some length about what Gayil\a should do if it doesn't stop and why - Gayil\a is convincingly responding with 'yo, yo' at appropriate points as the physician is talking … he moves back towards the desk while saying 'very good, Gayil\a' then summarises the medication: 'diarrhoea medicine tomorrow, we'll give you some cream to try and make the skin less itchy; I think that's all we need to do now' looking at Gayil\a for confirmation and she responds to each statement with 'yo'. (description of videodata)

Such instances of gratuitous concurrence occurred again and again in all the encounters and thwarted the attempts of even the most experienced staff to verify their own and the patient’s understanding.  As Galikali explains when talking about feedback of blood test results: 

when Balanda tell us straight from the book Yol\u say 'yo, yo, yo,yes, yo' and that's it but they don't really understand what you are telling them ... when we really want to know we have to ask you what it all means..

Verbal scaffolding

Miscommunication in response to open-ended questions or questions expressed with multiple response options was also frequent due to the patients’ use of verbal scaffolding i.e. the repetition of some or all of the staff member’s utterance.  Again, this example illustrates how the strategies the patient is using to facilitate the communication in fact mask the absence of shared understanding: 

the physician asked the question about the cramps and she says 'yo' but because he didn't go back into it - he went straight to his book.. and then I said about the cramps everywhere and she says 'cramps everywhere'- she was letting me know that she understood what he said  (video analysis with nurse) 

The physician was also convinced that the patient that the communication about cramps was successful: 

she understood about the cramps by the end of that and was telling us about her cramps (video analysis with physician)

However, later discussions between the patient and Yol\u researcher during the analysis of the videotape revealed that the patient did not understand the English term ‘cramp’ or the term ‘dizzy’ or the term ‘phlegm’, all of which the staff members assumed she understood even after the encounter.

Anther example of scaffolding occurred when one of the physicians obtained assistance with interpreting when he was experiencing difficulty in communicating with the pending patient and his family.  When the physician talked about percentage of function the interpreter repeated what he had said using the English numerical terms and the term ‘percentage’– the physician assumed that this indicated she understood the concept but acknowledged it may still have been unclear to the patient.  This is another important example of how such scaffolding can keep the interaction flowing but in no way improve the patient’s understanding.  For inadequately trained interpreters working with inadequately trained staff, strategies such as verbal scaffolding will inevitably be used to comply with Yol\u politeness conventions and approaches to knowledge production.  This is exacerbated when staff are not trained to reflect on the extent to which the concepts they are using are culturally specific and therefore unlikely to  be easily translated. 

� Eades, 1991 describes ‘gratuitous concurrence’ as an agreement of confirmation which ‘does not necessarily signify the speaker’s actual agreement with a proposition’ (p.91)


� it is very unlikely that this is a deliberate attempt to mislead as the patient openly discusses her actual fluid consumption in another context, but rather an attempt to communicate in a way that she believes is appropriate for this particular context.





