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Abstract

Doctor and patient communication is one of the interpersonal communications and is centre for
clinical function in building a therapeutic doctor and patient relationship, which is the heart and
art of medicine. Therefore, it is important in the delivery of high-quality health care. But,
patients complain that doctors are not willing to listen to them, do not answer their questions or
inform them properly, they are authoritative and unhelpful. Doctors, on the other hand, criticize
their patients for not following their advice.

The study focused on Outpatient department of Kotebe Health center, which is under Yeka sub
city that provides primary health care for the general population which holds two doctors, four
health officers, twenty three nurses and their patients. That is the communication between
medical professional and patient from sociolinguistic and pragmatic aspects respectively. The
first, contemplates the use of terminology, register, turn taking, solidarity and status, language
and group membership, and code switching in language. The second, deals with the use of
language in social context and emphasize the ‘functionality’ of utterances performed in medical
contexts of interaction which attempts to address the speech act theory, the maxims and the
paralinguistic feature of the language.

The methodology used to collect the data is techniques such as interview; observations and
questionnaires. The qualitative data which was found from the interactions and quantitative data
found from questionnaires were analyzed and tried to inspect the two questions; those are
mentioned above. Moreover, the study shows both interlocutors’ code switch from Amharic and
to English and used terminologies during communication which has contribution for
miscommunication and clarification. Variables such as age, gender, educational status etc. has

big part in the interaction of the medical communication.
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CHAPTER ONE
INTRODUCTION

1. Background of the study

Communication is a process in which a message is sent from sender to receiver. It is a practice that
the sender encodes message and the receiver decodes it. Communication may occur in small groups
or in organizations where there is work to do, or several small groups that need to interact among
each other within a single organization. Gumperz (1982) in his book ’Discourse strategies states
that communication is a ‘socia activity that requires the coordinated efforts of two or more
individuals' that construct talk to produce sentences. However, no matter how well rounded or
stylish the outcome may be does not by itself constitute communication. Communication took place
only when a common understanding is obtained among communicants. Therefore, it is necessary to
have the knowledge and ability to create and sustain conversation. The knowledge also needs to be
not only grammatical competence but also linguistic, socio-cultural knowledge, and understanding

the nature of the conversation (Gumperz, 1982: 2).

Since, interpersonal communication is one type of communication, which is defined in many ways.
Accordingly, Danton (2004) summed up some of the definitions given by scholars. For instance,
(Miller, 1978) defines it based on the situation and number of participants involved and states that
interpersonal communication occurs between two individuals when they are close in ‘ proximity,
able to provide immediate feedback and utilize multiple senses'. Others such as (Peters, 1974)
described interpersonal communication based on the degree of personal closeness or perceived
quality, of a given interaction; it includes communication that is private and occurring between
people who are more than acquaintances. Another view of interpersonal communication is from the
perspective of conversants goals. According to this view, which is given by Canary, Cody, and
Manusov (2003) which asserts that communication is used to attain or achieve personal goas
through interaction with others (Danton, 2004 50).

As one category of interpersonal communication, medical communication is central to clinical
functions in constructing a good doctor-patient relationship, which is one of the major tasks in

medical profession. In this regard, Van Naerssen in her article ‘Medical Records Comments. One



Variation of Physicians Language’ identifies two kinds of medical communication that includes
doctor to patient and doctor to other medical personnel’ communications (Naerssen, 1985:44). Then
Naerssen claims that, impressionistically, both kinds belong to different registers, each with arange
of variations within it.” The first is the interaction between two medical professionals (doctor with
nurse, doctor with doctor, as well as nurse with nurse). The second is, the interaction between
medical professionals with their patients, which includes interviews - called ‘chief complaint’,
treatments, breaking bad news, consultation and follow-ups. Each part has its own structure and
characteristic features that can be observed and analyzed either separately or as part of a larger

discourse.

This study is limited to investigate the interview aspects by which the medical professional asks and
the patient tries to explain what he/she feels. It aso tries to view the most prominent aspect of the
interaction that fully employs the use of conversation. Consequently, this study describes the
sociolinguistic and pragmatics aspects of first contact that implies in outpatient department between
medical professionals and patients in Kotebe health center, which is found at Y eka Sub-city, Addis
Ababa. The study exclusively intends to analyze the contextual viewpoints of the doctors and

patients’ linguistic patterns used in the conversations and the pragmatic acts performed.
1.1. Statement of the problem

Research studies are mainly conducted to solve socia problems and/or add valid knowledge to the
existing ones. In this respect, this study attempts to investigate problems in medical communication
and forward the possible solutions. The researcher was motivated to conduct this research as he has
the experience in the area as a medical professional for years and observed the communication

problems discussed here.

Having a good medical communication is important in the delivery of high-quality health care and
has the potential to help regulate patients emotions, facilitate comprehension of medical
information, and allow for better identification of patients needs, perceptions, and expectations.
Patients reporting good communication with their medical care professional are more likely to be
satisfied with their care, and especially to share significant information for accurate diagnosis of

their problems, follow advice, and adhere to the prescribed treatment (Naerssen, 1985: 44).



However, according to Naerssen, ‘ patients complain about their doctors that, they are not willing to
listen, do not answer their questions, or inform them properly. In addition they are authoritative and
unhelpful, at the same time; doctors criticize their patients for not following their advice' (Naerssen,
1985: 43). In addition, some patients will want to know about their diagnosis but may not appreciate
its significance and may be reluctant to ask, etc. (Bach and Grant, 2009: 93).

Although, there are many premises that could be taken as factors for such communication failures
or gap, Bach and Grant (2009) indicate that one of the reasons is meaning, which is not only
dependent on messages but also on the interaction between the individuals' thoughts and feelings
within the messages. Hence, meaning is not just ‘received’; it is constructed or built up from
messages that are received and combined with social and cultural perspectives, such as beliefs,

attitudes and values.

These are some of the problems in medical professionals and patients communication, which the
researcher has noticed when he was practicing as a medical professional. Having this first hand
information about the problems, the researcher endeavors to bring out the sociolinguistics and
pragmatics aspects of medical professional and patient interaction in Amharic language and

suggests remedies for the problems.

1.2. Objectives of the study

1.2.1. General objective

The major objective of the research is to analyze the sociolinguistic and pragmatic aspects of

communication between medical professionals and patients.
1.2.2. Specific objectives

The study also has the following specific objectives:

» Demonstrating the use of terminologies, registers, code switching, and code mixing in
patient and medical professional communication, when and why do interlocutors use these

conceptsin their conversation.



» Reveadling how the ages, gender, cultural, social, and educational background of the
individual interlocutors affect the discourse.

» Demonstrating how language shows solidarity, status and group identities, and how the use
and meaning of word in medical context is interpreted. And,

» ldentifying who violates the speech act theory and the maxims during communication, and
how patient measure the paralinguistic features.

1.2.3. Resear ch questions

Based on the objectives stated above, the study attempts to address the following two basic
guestions,
1. Why patients are ineffective in talking to medical professionals?, and

2. Why medical professionals do not talk more like an ordinary person, i.e. a patient?
1.3. Significance of the study

This study investigates some of the important points regarding medical communication and content
of the language from sociolinguistics and pragmatic aspects. In other words, the study attempts to
describe issues, which are related to language use and implications in communication. Therefore,
the study, first, helps patient and medical professionals to have effective communication in
asserting themselves while talking to each other. Second, it gives an idea or a hint about medical
communication for medical professionals on how to talk and handle their patients. Third, it will
serve as a resource for future researchers by being a springboard for further investigations. More
especially, researchers who want to work on such areas as sociolinguistics, pragmatics and register
studies on medical communication in Ethiopia can benefit from this study since such a research is

relatively new in the country.
1.4. The scope of study

The hedlth center has sixty-three medical professionals that are two doctors, five health officers,
thirty-five nurses, four midwifery nurses, one hedth assistance, seven medica l|aboratory
technicians and nine pharmacists and druggists with departments of at least ten. However, the study

focuses only on medical professionals who work in the outpatient department and their patients. In



addition to this, this study is limited to the interview aspects that the medical professional holds
with the patients, which contains the most prominent aspect of the interaction that fully employs the
use of conversation. Moreover, it is obvious that medical communications are not conducted only
orally but through writing, too. However, the study focuses only on the ora interaction. The
excluded area, that is, the written communication will be relevant to the analysis of prescription,
medication, and reports in medical records, none of which may share the characteristics of ‘chief
complain’ interaction. The study also excludes the interaction between doctors with other medical

personnel.
1.5. Limitation of the study

Lack of knowledge and fear of losing confidentiality were the two problems that impede data
collection. First, patients feel they came to the health center just for medical care; as a result, they
felt uncomfortable to fill the questionnaires or give comments on existing situations of the medical
service. Second, patients feared that the information they gave would go to a third party and cause

unnecessary problems on them.



CHAPTER TWO

Related Literature and Conceptual Framework

2.0. Related literatures

According to Heritage and Clayman (2010), two major studies were launched in 1970s on doctor
and patient interaction, as a systematic research domain. The first, conducted by Barbara Korsch
and her colleagues at the Children’s Hospital of Los Angeles, examined 800 pediatric visits. They
found out that nearly a fifth of the parents and nearly half the parents, respectively, left the clinic
without a clear understanding of what were wrong with their children and wondering what had
caused their children’'s illness (Korsch and Negrete: 1972). Moreover, quarter of the parents
reported that they had not mentioned their greatest concern because of lack of opportunity or
encouragement. The study exposed a strong relationship between these and other communication
failures and non-adherence to medical recommendations, showing that 56 percent of parents who
felt that the physicians had not met their expectations were ‘grossly noncompliant’. The second
was; Doctors talking to patients conducted on the other side of the Atlantic (Byrne and Long: 1976)
based on some 2500 audio recordings of primary care encounters, dissecting the medical visit into a
series of stages, and developed an elaborate characterization of doctor behaviors in each stage.
Drawing from Balint’s (1957) proposal, ‘the primary care visit had therapeutic value in its own
right. Byrne and Long argued that doctor-centered behaviors, which are behaviors focused more on
the expertise of the doctor than the needs of the patient— were prevalent and undermined the visit's

therapeutic value to the patient’ (Heritage and Clayman, 2010 :103).

Then Valero-Garces summarized after these results, many scholars have commenced to join the
investigation on the medica communication internationally, especialy from the perspective of
discourse and conversation anaysis such as (Coulthard and Ashby: 1976), (Labov and Fanshel:
1977), (Coleman and Burton: 1985), (Naerssen: 1985), (Myerscough: 1992), (Wodak: 1997),
(Chimombo and Roseberry: 1998) and (Valero-Garces: 2002).

However, the concept of medical communication is new and untouched in Africa, especialy in
Ethiopia. With some exceptions such as, by Akin Odebunmi and Wae Adegbites (2006) in
Southwestern Nigeria, that studied many recorded data between doctors and patients in thirty

6



hospitals. Which help them to concluded that, the structure of doctor and patient communication
yields two parts in general, the first is to identify the problem, its symptoms, and sources, and the
second is attempting to recommend solutions to the problem. Initialy, the interaction is
conversation and constituted by series of turn taking activities between the doctor and the patient. In
addition, it contained a transaction, which is made-up of one or more exchanges and a number of
moves and acts. Moves and acts observed in the interaction. After the initial occasional exchanges,
which contain initiations and replies of greetings and summons, the transaction opens with a
doctor’s initiation move, which €licits information about the nature and symptoms of a patient’s
illness. This elicitation may reappear in resulting exchanges in the transaction in opening, bound-
opening, or re-opening moves. Following this opening initiation is a response move supporting it by
providing a reply to it. If the reply is satisfactory, the doctor makes a follow up supporting move,
accepting the reply to it by going ahead to recommend prescriptions. But if the reply is
unsatisfactory, the doctor either re-opens the elicitation or reacts to the reply by using pragmatic
means to find out the problem, or even reacts and extract at the same time when necessary. The
doctor can utilize challenging moves to condemn the action of a patient, accuse, wrong behavior or
cam him. Lastly, the doctor can use initiation moves to issue directives to a patient when

recommending solutions to the patient’ s problem (Odebunmi and Adegbites, 2006:501).

Moreover, Daniel Zewdneh, Kifle W/Michael, Sosena Kebede (2009) carried out research on
‘Communication skills during patient interaction in an in-patient setting at Tekur Anbesa
specialized teaching hospital (TASH)' via observation on 472 practicing and studying doctors at
Tekur Anbesa Specialized Teaching Hospital. The subjects included 98 consultants, 205 residents,
169 interns from all the major clinical departments. The medical practice at TASH shows obvious
communication skill deficiency among all categories of physicians and the medical faculty should
take the lead towards addressing the problem through curricular review and other relevant
approaches at ingtitutional level (Daniel et al, 2009: 8). Thus, Asfar as the researcher observation is
concerned medical communication needs more attention. Therefore, this study of medical
professional and patients interactions, from the perspective of sociolinguistic and pragmatics, is

expected to give some hints on the concept.



2.1. Conceptual Framework

2.1.1. General principles of communication

The North American linguist and anthropologist, Dell Hymes, first introduced the phrase
‘communicative competence’ in the late 1960s (Hymes, 1962/1968, 1971). He used it to imply the
following four areas of knowledge and use of language during communication:
e The ability to use a language involves knowing (explicitly or implicitly) how to use
language in any given context.
e The ability to speak, and understand language is not based solely on grammatical
knowledge but also on * Communicative Competence’.
e What counts as appropriate language varies according to context and may involve arange of
modes — for example, speaking, writing, singing, whistling, and drumming.
e Learning of appropriate language features through a process of socialization into particular

ways of using language participation in particular communities (Hymes, 1968:93).

Bara Bruno also comments on the eight key points to produce effective communication those are
first cooperation, which is a significant activity in which the interlocutors agree for communication
acts on and the global significance of the interaction satisfies the motivations of all the participants.
The relationship between agents in a communicative interaction thus presupposes some form of
stable cooperation. Second, common attention, for communication to take place, contact conditions,
the partner must have understood that the actions executed by the actor are expressive; that isto say,
they constitute an attempt to establish a communication with them. Third, communicative
intentionality, communication is openly intentional, i.e., the actor wants the partner to recognize not
only the informational content of the communication act but also that she/he is attempting to
communicate something relevant. Fourth, communication is symbolic, implies both participants
construct the meaning of the interaction together. Fifth, taxonomy of social interaction entails the
dimensions of durability and temporary of communication are irrelevant in respect to the other
distinctions (Bruno, 1999:51).

The fina input for the effective communication as stated by Bruno are sharedness, conversation,

cultural dependency, linguistic and extra linguistic functional systems, meaning communication



takes place based on increasingly shared knowledge. The greater the knowledge shared, the more
effective the communication. Interlocutors must employ forms of conversation that are appropriate
to the situation: they must follow priority, comply with turn taking, ensure discourse coherence, a
society has cultural norms must be respected linguistic and extra linguistic communication,

respectively, that istwo modes of realizing communication (Bruno: 1999: 53).
2.1.2. Medical communications

Tindey Harrison in his book Principles of Internal Medicine writes ‘the true physician has a
Shakespearean breadth of interest in, the wise and the foolish, the proud and the humble, the stoic
hero and the whining rouge. He cares for people.” Despite this fact, according to a manual prepared
by U.S. Agency for International Development (USAID) organized for the Quality Assurance
(1999) during health care vigits, patients often communicate in their own dialects, accents, and
dlang. This can make understanding of the communication difficult for providers especialy if the
patients came from other regions of the country. In addition, patients describe health problems in
unique ways, often reflecting their perspective on the illness, its origin, or severity. Sometimes local
circumstances influence how patients perceive their illnesses symptoms and to which symptoms

should give priority.

Regardless of the above limitations, it is understandable that patient and doctor communication is a
collaboration act. Supported by opening, supporting moves and predominated by the interaction,
while the confronted move seldom occurs. The doctor who €licits gives and confirms some
information or gives directives to a patient very often initiates the opening move. In contrast, the
patient who gives information at some point in the interaction often makes the supporting move.
Furthermore, it contains the flouting of several conversations, participants beliefs, and attitude
towards the expressions, emotions, and compassion of the interlocutors (Odebunmi and Adegbites,
2006:501).

Because of these facts, Danial Zewdneh et a citing from Colman describe that in medical
communication skills many scholars comment to medica professional many kinds of
communication protocols to improve the doctor-patients’ relation among these perspectives. The
Macy Initiative in Healthcare communication is one of them, identified three broad domains of
skills; specifically, communication with the patient, communication about the patient, and



communication about medicine and science. The second the Kalamazoo | Consensus Statement,
which states the patient and medical professional, must perform these seven steps of the interaction.
Which outlines seven essential communication tasks that should be part of communication-oriented
medical course, that is to build the doctor-patient relationship, open discussion, gather information,
understand the patient’s perspective, share information, reach agreement on problems and plans,
provide closure (Danial et al, 2009: 15).

However, to develop a good communication, there should be good patients-doctors relationships. In
evaluating the character of physician-patient relationships, a preeminent health psychologist
Dimatteo (1991), summed-up three basic models of the physician-patient relationship. The first,
which is, the active-passive model where the patient is unable to participate in his or her own health
care provision rather than the whole responsibilities lay on the doctor. The second is the guidance-
cooperation model, where the physician takes immense of responsibilities for diagnosis and
treatment and let the patient in some occasions. Moreover, the third is the mutual participation
model, which involves physician and patient making joint decisions about every aspect of care,
from the planning of diagnostic studies to the choice and implementation of treatment (Gordon and
Edwards, 1995: 17).

Many modern researches favor the third model to accomplish a good health care for the patients.
Regarding medical communications there are two types of communication. The first is the doctor-
centered communication, which focus only on the symptom of the disease, motivated by |aboratory
diagnosis, the conversation is highly controlled by the medical professional and most of the
guestions asked are closed-ended questions plus medical professionals give mare instructions than
advice to their patients (Chaisson:2010). The second, Patient-centred communication, which is,
according to American Medical Association, respectful of and responsive to a health care user’s
needs, beliefs, values, and preferences. Any communication that affects health care users can be
patient-centered, including oral, written, and nonverbal communications between individuals and
practitioners, individuals and health care organizations, and between and among health care
practitioners and health care organizations (Allhoff et al, 2006:18). Patient-centered care broadly
defined as ‘care that is respectful of and responsive to individual patient preferences, needs, and
values (IOM 2001). Patient centerednessis not limited to communication; it may also include other

aspects of care such as convenience of office hours, ability to get appointments in a timely fashion,
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being seen on time for appointments, attention to physical comfort, and having services near one's
place of residence (Allhoff et al, 2006:99).

2.1.3. The Sociolinguistic aspect of communication

Many scholars define sociolinguistics in different ways. For instance, Coupland and Jaworski define
it asit “isthe study of language in its social contexts and the study of social life through linguistic”
(1997:1). Trudgill also define “Sociolinguistic is the relationship between language and society”
(2000: 21); and Chambers state “Sociolinguistic is a correlation of dependent linguistic variables
with independent social variables’ (2003: ix). However, the many different ways that society can
impose on language make the field of reference extremely broad. Studies of the various ways in
which social structure and linguistic structure come together include personal, stylistic, social,

socio-cultural, and sociological aspects (Tagliamonte, 2006: 3).

Sociolinguistics argues that language exists in context, conditional on the speaker, who is
implementing it where and why. Speakers mark their personal history and identity in their speech as
well as their socio-cultural, economic and geographical coordinates in time and space. Of course,
some would argue that, since speech is obviously social, to study it without reference to society
would be like studying courtship behavior without relating the behavior of one partner to that of the
other (Tagliamonte, 2006: 2). Consequently, the following two significant arguments support this

view.

‘First, you cannot take the notion of language X for granted since this in itself is a social
notion as far as it is defined in terms of a group of people who speak X. Therefore, if you
want to define the English language you have to define it based on the group of people
who speak it. Second, speech has a social function, both as a means of communication and

asaway of identifying social groups’ (Tagliamonte, 2006: 3).

Depending on the above outlooks, standard definitions of sociolinguistics is that like this
sociolinguistic studies verbal behavior in terms of the relation between the setting, the participants,
the topic, and the functions of the interaction, the form and the values by the participants (Ervin-
tripp, 1968: 193). ‘ Setting’, which refers to place and time of situations, donates standard behavior

patterns that took place during interactions situation. Function refers to the effect on the sender of
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his actions. From this case Ervin-tripp cited from Skinner and conclude that language in its social
use could viewed as operant behavior, which affects the speaker throughout the negotiation of a
hearer, the difference between topic and function is similar to the one between manifest and latent
content. It signifies that since in many speech situations the addressee is known and subsequent
behavior of the sender is known, it is more often possible to delineate functions in ordinary speech
than in the texts for which content analysis often is employed’ (Ervin-tripp,1968:192). Therefore,
sociolinguistics in communication especially in medicine observes the medical jargon or medical

terminology, the register, code switching, the following concepts.
2.1.3.1. Medical jargons or ter minology

Medical Jargons or Terminology is not as easy to separate these terms as one might think. It does
not mean there are no definitions provided. However, all definitions are too broad, and they do not
define precisely which words can be regarded as medical terms and which cannot. To show this
here are some dictionary definitions. Webster's Dictionary defines jargon as ‘the technical
terminology or characteristic idiom of a special activity or group...obscure and often pretentious
language marked by circumlocutions and long words' (Morasch, 2004:2). Terminology is aword or
combination of words, especialy one used to mean something very specific or one used in a
specialized area of knowledge or work (Encarta dictionary, 2008). Term is aword or phrase used to
describe a thing or to express a concept. Additionally, term is alexical unit serving the language of
profession, with precise, usually notional content, in its scientific branch unambiguous, stabilized,
and standardized, without additional indications and emotional connotations (Concise Oxford
Dictionary, 2010).

Accordingly, Laura Johnson Morasch (2010) sum-up medical Jargon is alanguage of familiarity. It
can be a useful tool when everyone has a common understanding of the terms at hand. Therefore,
medical jargon can be both atool for effective and efficient communication, as well as a significant
barrier to understanding. The sophistication of the audience determines whether jargon can hinder
or help communication. The problems arise when physicians let jargon sneaks into their every day
communications with patients. This is when physician language can separate, protect, and
intimidate the patient. Good communication is the result of the use of common terms that
understood clearly by both parties, who in this case are the physician and patient (Morasch, 2010:
3).
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After commenting on the above arguable definitions of medical jargons, Miroslav Cerny (2008)
writes that the number of the most frequent groups of expressions appearing in medical encounters
is not large. However, we can make distinction into five categories: diseases and their symptoms,
methods of examination, surgical interventions, medical speciaties, and hospital departments.
However, even such delimitation is not without further complications too (Cerny, 2008: 40).
Because Miroslav Cerny quoted from (Miillerova: 2000: 77), stated that, for example, a symptom is
sometimes defined, at least on the part of the patient, as ‘any subjective evidence of disease’ (see
MedicineNet.com), which is in sharp contrast with the definition of terms as presented above

(Cerny, 2008:41). Therefore, this point will be covered on page 41 of this research paper.
2.1.3.2. Register

A single speaker makes systematic choices in pronunciation, morphology, word and grammar
reflecting a range of situational factors. Native speakers of a language choose among different
words and grammatical structures depending on the communicative situation. Researchers study the
language used in a particular situation under the rubric of register. Register is a linguistic term for
any language variety defined by its situational characteristics, including the speaker’s purpose, the
relationship between speaker and hearer, and the production circumstances (Biber: 2006). Accent is
also afunction of register. According to Sanders, as social situation varies so does the register of the
individual, or variation dependent on the setting and the relationship between interlocutors
(Sanders, 1993: 27). As cited and elaborated by Sanders (1993: 38) (quoted in Offord: 1990),
factors such as the age, sex, socioeconomic status, and regiona background of both speaker and
addressee, the degree of intimacy between the participants in the speech-event, and the formality of
the situation affect one way or another, the communication so as the register employed by
interlocutors (Offord: 1990).

Because of the omnipresent nature of register variation, which has been noted, Biber Derda
summarizes the number of comments from scholars, such as Ure, and notes ‘each language
community has its own system of registers corresponding to the range of activities in which its
members normally engage’ (Ure, 1982: 5). Ferguson also defines ‘register variation, in which
language structure varies in accordance with the occasions of use, is all-pervasive in human

language’ (Ferguson, 1983: 154) or (Hymes, 1984: 44): ‘no human being talks the same way all the
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time and at the very least, a variety of registers and styles is used and encountered’ (Biber,
2006:265).

Biber includes that, speech and writing can be considered as two very general registers. The most
obvious difference between the two is the physical mode of production. In addition, spoken
discourse is often interactive and speakers often do not plan their language ahead of time. In
contrast, written discourse is usually not interactive. In fact, writers, except in letters, are usually
addressing a large audience, rather than a single reader. At the same time, there are many more
specified spoken registers. Similarly, there are many specific written registers. For example, e-mail

messages are very different from textbooks (Biber, 2006:265).
2.1.3.3. Code-switching

The term code switching is normally applied to the alternation of languages within a conversation.
Some authors use ‘code is mixing' to refer to language mixing within the phrase or utterance,
reserving ‘code switching’ for the alternation of languages in-between utterances or phrases (inter-
sentential switching). Others employ ‘code mixes' to signify the structures that are the product of
language mixing and do not occur in the speech of monolinguals (Matres, 2009:101). Y et another
use of ‘code mixing' is as a cover term for various types of language mixing phenomena. In the
absence of a consensus, Muller and Ball state that,

‘The literature on code-switching is large and varied, originating in multiple traditions of
scholarship and investigation: sociology, sociolinguistics, psycho- and neurolinguistics,
applied linguistics and language teaching, in first and second language acquisition, and
clinical linguistics, to name only a few. Different traditions bring with them different
terminologies, and the scholarship on code-switching is no exception. Thus, one finds the
terms code-switching and code-mixing, as well as (apparently) more straightforward terms
such as borrowing, or loan word. Terminologies always include underlying assumptions
about the phenomena thus labeled or described, and our definitions will be no different in
this matter. So in our discussion, we shall use the term code switching to include all
phenomena, where elements from at least two linguistic systems are used in the same
speech situation’ (Muller and Ball, 2005: 50).
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As the result of these remarks, it is reasonable to use the two terms ‘code switching’ and ‘code
mixes interchangeably. A distinction is commonly made between ‘aternational’ code switching,
which implies alternating languages between utterances or sentences. In addition, ‘insertional’ code
switching which refers to the insertion of aword or phrase into an utterance or sentence formed in a
particular base or frame language (Matres, 2009: 101). Of course, these are not ‘either /or choices,
they are extreme points continuum of possibilities, a very basic, but also very important
characteristic of code switching is that it is not random. Just as monolingual speech or writing is
rule governed, so is speech or writing that involves more than one language or language variety.
There are systematic patterns we can observe; one might say that code switching has its own
grammar, and the patterns we observe are constrained by the patterns (Matres, 2009:101).

The first considerable attention has been given in the literature to the distinction between single-
word insertions and ‘borrowing’. In the broader context of genera linguistics, ‘borrowing’ usually
refers to the diachronic process by which languages enhance their vocabulary (or other domains of
structure), while ‘code switching' is reserved for instances of spontaneous language mixing in the
conversation of bilinguals. This raises the issue of the precise criteria by which to distinguish
established borrowings from spontaneous insertions in the speech of bilinguals. Some studies have
relied on frequency measures, but comparability among them is impaired due to the absence of any
uniform standard according to which a form’s frequency of occurrence could be assessed (Matres,
2009:106).

A further distinction criterion is the degree of integration of the item. Poplack, Sankoff, and Miller
(1988) propose that lexical insertions fall into two groups: those that are structurally integrated from
the onset, and those that are not. Structural integration can occur in the speech of bilinguals
independently of frequency of use. It is therefore not necessarily the product of a prolonged,
diachronic process. Poplack, Sankoff, and Miller (1988) wrap up that borrowing and code switching
are separate phenomena from the onset. They introduce the term ‘nonce borrowing as ‘a
designation for on-the-spot borrowings that are structurally integrated but have not necessarily
reached a wide level of propagation within the speech community or even within a corpus
(Poplack: 1980). As pointed out above, code switching in a text may occur between sentences, or
within sentences. One approach to the study of intra-sentential code switching is to distinguish

between base languages or matrix language, and embedded language, elements of which are
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inserted into the matrix language. In Myers-Scotton’s Matrix Language Framework (Myers-
Scotton, 1993, 1995), the matrix language provides the grammatical frame, such that in mixed
constituents, morpheme order will be that of the matrix language. Further, in mixed sentences,

grammatical or systems morphemes are drawn from the matrix language (Matres, 2009:107).

ML the language, which the speaker is speaking
EL: the language, which the speaker is briefly switched into

Into this frame, content morphemes (e.g., nouns, verbs, adjectives) from the embedded language are
inserted. A constraint in this framework is expressed by the so-called blocking hypothesis: only
content morphemes from the embedded language that fulfill three congruence conditions can be
embedded into the matrix language. In order to be embeddable, a content morpheme has to have a
match in the matrix language that has the same grammatical status, takes or assigns the same
thematic roles (or participant roles), and fulfills equivalent discourse and pragmatic functions. In
addition, intra-sentential code switching may also involve “islands’ from the embedded language,
that is, constituents (for example, whole noun phrases, or verb phrases) that are formed from

grammatical and content morphemes in the embedded |anguage (Myers-Scotton, 1998:149).

The second, Inter-sentential code switching probably is easily conceptuaized in terms of
aternation, in atext, a speaker or writer alternates between using syntactically complete structures
in two (or more) languages (Miller, 1991: 75). Myers-Scotton’s framework rests crucialy on the
concept of insertion. Other discussions of intra- and inter-sentential code switching are based on the
notion of alternation, more properly a switching back and forth between two language systems. She
cities from Poplack (1980) and writes that ‘sometimes | will start a sentence in Spanish, goes to
English, after goes back to Spanish, and may finish in Spanish’.

According to (Poplack: 1980); (Sankoff and Poplack: 1987) code switching is most likely to occur
at switch-points of equivalent constituent order, such that the order of the constituents on either side
of the switch point must be grammatical according to the rules of both languages that are involved
in the switch. In other words, the combination of morphemes and words resulting at the switch point
must not violate the grammar of either language. Code switching will be covered from page 42 until

44, with regard of why and when the interlocutors used the concept.
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2.1.3.3.1. When and how code switching with in interaction

‘“Why do we code switch at al?, “When do we code switch?, and ‘Why do we code switch at a
particular point in the discourse? are not questions which get simple answer. But, according to
Gardner-Chloros (1991) survey he concludes that, switching is constrained by the social situation,
which isthe identity of the interlocutors and the relations between them, the formality of the setting,
and the roles that the languages play in the lives of individuals. At the same time it is motivated by
a need to negotiate an adequate mode of communication that takes persona preferences and
competence, accommodation to notions of the interlocutor’ s expectations, terminological issues, as
well as conversationa effects (such as topic change, constellation change, and inclusion or
exclusion of interlocutors) into account. Each language may thus represent a whole array of
functions and symbolisms at a given moment in conversation. Motivations to choose one language

over another are therefore multiple and complex.

On the same side, the reliance on local interpretations of switching is criticized by Myers-Scotton
(1993), who suggests instead that speakers’ language choices are not random but predictable via a
set of indicators that are associated with each of the languages in their repertoire. She proposes a
model of markedness, which makes predictions about the choices that are available to speakersin a

given interaction (Myers-Scotton, 1998:151).
Here are some reasons for code switching suggested by scholars.
1. Inthe case of, when the ‘right word is missed in the ML

e perhaps ML (= the loca language) lacks a technical term found in EL (e.g. when
discussing computers or linguistics, in EL Amharic)

e theterminthe EL may be the standard term in the context (even if ML does have an
equivalent word)

e the EL term may have an especially appropriate nuance or flavor or connotation
foreigners in Ethiopia, when speaking English with each other, may add Amharic
words or phrases which have special Amharic specific connotations (Amharic = EL)
(Matras, 2009: 103).
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e TheEL term may be essential like a proper name, which has a unique reference such
as a proper name. It would be completely strange to say ‘Four kilo’, ‘New York’
similarly with terms like “the registration office in Matras's Romany (German
examples ‘a frequent target for insertions from German language institutional
terminology, including names for ingtitutions and institutional procedures. Several of
those in segment, for instance, ‘Bestattungsinstitut’ ‘funeral home’, ‘Meldeamt’
‘registration office’, and ‘ Sterbeurkunde’ ‘ death certificate’ (Matras, 2009:108).

. Another example, is English discourse markers (EL) used when speaking Amharic (ML)

phrases like ‘anyway’ ‘by the way’ ‘of course’, ‘aready’, ‘definitely’ some of these have

no good Amharic equivalent some of them even though that have not been known by the

speaker (Thomson, 2001:148).

. To make a side-comment about the main story line, story line implies the main line of the

discourse, the story that you are narrating. The side-comment is an added comment about

the story. When the speaker changes from story-line to side-comment the discourse
function of the speech briefly changes radically and this radical change of function can be
underlined by a simultaneous change of language (code switching); this is one possible

‘special effect’” of code-switch (Matras, 2009: 119).

. lconic use of code switching refers, if the speaker is bilingual in Amharic and English

languages, and if he/she is talking about the use of languages. Amharic and English, then

he/she may speak Amharic language when he/she talking about language Amharic, and the

same when speak language English about language (Matras, 2009:117).

. To create more distance or less distance from the hearer or for exclusion and inclusion

purpose. More distance; when expressing disagreement if the ML is the familiar home
language, and instead you briefly switch to amore ‘official’ language or to the language of
wider communication, this can reduce intimacy and create distance example, bilingua
English/Cantonese (Chinese) family in Britain (Matras, 2009: 127). Less distance; when
the ML is the international language: example, English, and then a switch to the local
nation language can reinforce intimacy and closeness to the interlocutors (Matras, 2009:
127). In both cases the *specia effect’ of code switching is to increase or decrease social
distance.

. Togive you an idea about the speakers potential, boast or show off
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e Asif tosay, ‘Look, | can speak your language too’. Myers-Scotton’s example of a
university lecturer from the University of Malawi, visiting her mother’s local village
meets one man with only alittle English, even though both speak the local language,
and they speak English (Myers-Scotton, 1995:193).

7. ‘Fused lect’ (mixture by default) For a certain group of people, constant or frequent code-
switching may itself be a mark of their identity as belonging to two ‘linguistic worlds' this
may be the normal form of linguistic communication. For this group Matras's example:
American Israelis (much code switching among themselves, English and Hebrew (Matras,
2009:122).

8. Exclusionist (‘secret’) use of language if two speakers are both bilingual in A&B
languages may switch from A to B, so that a third person (who is present) will not
understand (Matras, 2009:123).

2.1.3.4. Solidarity, status and power in language

The bondage between language and identity is very strong that a single feature of language use is
sufficient to identity some one’s memberships in a given group. Languages symbolise identities and
are used to signal identities by those who speak them. People can be categorized by other people
according to the language they speak. As notes by Keller even a ‘single phonetic feature will be
adequate to categorize an individual to a certain group.” what's more is, other more complex
symbolic language like a given name (Amharic name, Oromo name, Tigre name, doctor, teacher,
engineer) may fulfill the same function (Keller, 2002: 317). Accordingly, theses points will be seen

on page 91-93 of this research in the interactions.
2.1.3.4.1. Solidarity in language

Identity is a‘heterogeneous concept which denote sets or made of many other identities, and at the
same timeit is endlessly created a new, dependent on a social situation happened on the individual,
environmental, historical, institutional, economical, etc. Thus, the individual’s identities will vary
on the variable or parameter to determine the identity; therefore, there are different types of
identities under the umbrella of individual identity. These are personal identity, ethnic identity,
linguistic identity, social identity, psychological identity, nationa identity. Subsequently Keller
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entails that every person exploits different layers of identities forming more or less ‘interracial and
encased network, some parts of which are loose and prone to frequent change and replacement,
others being more or less permanent throughout the life span and across socia and cultural space
(Keller, 2000: 316). In this regarded Le Page remarks, that national, ethnic, racial, cultural,
religious, age, sex, socia-class, caste, educational, economic, geographical and occupational
groupings are all predisposed to have linguistic connotation. Even though the degree varies from
society to society and the perception of degree of co-occurrence may differ depending on the
individual (Le Page, 1995: 248).

Accordingly, this research focuses on grouping, which is implied on medical professional and their
patients in medical communication. Each group has its own language or variety of a language,
register, and terminologies. As, medica professionals have medical jargon and registers which can
show group membership of their own speaking that language variety, jargon gives a sense of
belonging to the group. Therefore, in every day communication, person or group uses language for
inclusion and exclusion purpose to their individua group or out of their group respectively
(Johnstone, 2008:129). As mentioned, in code switch, register and terminologies are good indicators
of solidarity in interactions.

2.1.3.4.2. Status and power in language

Lindstrom citing from (Roter: 2000) states that, as in many other social activities, for example,
communication in a classroom, business meeting, and so on, the relationship between the
participants in amedical consultation is unequal. Due to the doctor’ s experience and knowledge, the
physician is the one responsible for the interaction, while the patient is a relatively passive
participant, whose involvement ranges from simply answering the physician’s questions to actively
participating in discussions and decision-making. Although the degree of asymmetry in encounters
between a physician and patient varies, it is the physician who has experience, knowledge, and
power who must take responsibility in the interaction and come up with explanations of the
patient’s problems and possible solutions for them, that gives him more power and status than the
patient does. (Lindstrom, 2008: 17).

At the same time, Marianne et a in the journal of OCSCPM on ‘Gender, power, and non-verbal
communication’ citing from (Schmid Mast et a: 2009) note that the ‘clinician and patient
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relationship is hierarchical, with the provider having more power,” defined as ‘access to scarce
resources , than the patient does. In general, doctors have more medical knowledge, thus more
clinical competence than patients do. Furthermore, seeking help is fundamentally a position of
powerlessness. Discomfort, pain, or anxiety about the diagnosis or treatment might accompany the

patient and contribute to his or her loss of power.

Thus, in many cases, in terms of social standing and high income the medical professiona has
higher status. Obviously, how any clinician behaves towards his or her patient will be varied and
these affect outcomes, such as results showed that patients spoke less, provided less medical
information, and agreed more when interacting with ‘high-dominance’ compared to ‘low-
dominance providers. The clinician who adopts a dominant style might be having shortcoming
since the diagnosis is mainly based on provision of the medical history. Moreover, provider
dominance has interrelated with reduced patient satisfaction (Schmid Mast et al, 2009: 6).

2.1.3.5. Social rolesand variablesin language

The process of interaction makes possible for people to construct and renegotiate their associations
with each other constantly. Through discourse moves, participants maintain and signify equality,
inequality, solidarity, or detachment. However, there are situations in which socia roles are
relatively preset, and in which people are expected to use and interpret discourse relatively in
advance. A common, usually pre-set pair of discourse roles consists of those ‘doctor’ and ‘ patient’
(Johnstone, 2008:139). Even though, in some situations, it may be unclear to one or more of the
participants what role is being assumed by others, or what roles they should themselves adopt, and a
person can be acting in more than one role, each associated with a different voice ‘register’ or a
different ‘frame’ for understanding. However, sometimes people can go into a Situation expecting
that they will have to negotiate about social and linguistic roles. Alternatively, it can cause
difficulties determining what role they should hold during certain interaction. Therefore, many
variables might affect directly or indirectly the socia role of interlocutors and the interaction. For

example, gender, power, age, educational background, etc.

In addition to the use of language through register, Johnstone (2008) remarks, one of the many ways
in which social identities and discourse roles can be indexed is using forms or address. In some

situations, address is expected to be reciprocal that is everyone calls everyone else by first name, for
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example, ‘by a title and last name combination in western society, or by some other formula. In
non-reciprocal situations, one person is expected to employ one form of address and the other
person another.” In English, the choices might include first name, nickname or short form of first
name; last name only; title (Dr., Ms., Reverend) plus last name; title only (your Honor, officer);
‘dad, mama, sis, and other terms for family members or quasi-family members; sir or ma am,
numerous forms like, honey, bro, sweetie, old man, mate, and so on’ (Johnstone, 2008:128).

It is also possible to use no term of address at all. Every time a form of address is used, it helps
create, change, or reaffirm a socia relationship, in addition to indexing a set of conventional
expects. Depending on the situation, calling a professor by his or her first name can be either
completely expected or remarkably unexpected, as can using the title-plus-last-name formula.
Nevertheless, it is expected that choice of address forms are always in some ways a strategic move
as well as a response to a Situation. In addition, many variables affect the socia role of
interlocutors, and direct the interaction through, certain path. Such as, gender, power, age,
educational background, etc (Johnstone, 2008:129).

2.1.3.5.1. Gender in doctor and patient communication

Matsuka citing Butler (1990) states gender is used to refer to the ‘social or cultural aspect of sex,
the biological or physiological distinction between males and females' . However, Butler argues that
‘sex’ and ‘gender’ are not simply physiological differences. According to her, in addition to social
labeling, gender is ‘performativity’ (Matsuoka, 2011:3). Implying that, unlike sex, gender refers
denoting the attributes culturally ascribed to women and men. As result, gender is a characteristic
that is associated with variation in communication style. Research shows that the communication
styles of men and women differ. According to Lindstrom, quoting from Tannen (1999) women in
interaction focus on intimacy, which is defined as ‘key in aworld of connection where individuals
negotiate complex networks of friendship, minimize differences, try to reach consensus, and avoid
the appearance of superiority, which would highlight differences’. On the contrary, men tend to
focus on independence, in which ‘a primary means of establishing statusis to tell others what to do,
and taking ordersis a marker of low status (Lindstrom, 2008: 19).

Moreover, the interpersonal styles of women disclose more information about themselves in

discussion; they have a warmer and more engaged style of nonverba communication and they
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encourage and make easy for others to talk to them more freely and in a warmer and more intimate
way. In contrast to men’s trend to assert status differences, there is proof that women take greater
pains to minimize their own status in an attempt to equalize status with a conversationa partner.
Women are also more accurate in judging others' feelings expressed through nonverbal cues and in
judging others’ personality traits (Schmid Mast, 2009:69).

There is aso practical evidence that women smile much more than men smile and disclose more
information about them in dialogue. They also encourage, and facilitate others to talk to them more
freely and in a warmer and more intimate way than men. Within society, women behave less
dominantly and are less likely to embrace hierarchies, be competitive, take on leadership positions,
or emerge as group leaders than men. Although the sexes do not differ in how successfully they lead
teams, their leadership style is different; women are more democratic or participative, while men
are rather autocratic and directive as leaders. In general, women apply influence more gently,
whereas men tend to be forceful and explicit (Schmid Mast, 2009:69). Consequently, this point will
be considered on the texts 4 and 5 of this research on page 54-75.

2.1.3.5.1.1. Male and female medical professionalsin medical communication

Lindstréom citing from Roter and Hall (2004) remarks, male and female physicians have different
styles of communicating with their patients. They found that female physicians conduct longer
consultations than male physicians do, which clearly show their tendency to create friendly
atmosphere than male physicians. In addition, consultations with female physicians include more
positive talk, psychosocial counseling, psychosocia question asking, emotionally focused talk and
emphatic communication than consultations with male physicians (Bylund and Makoul, 2002; Roter
and Hall, 2004). An exception is obstetrics and gynecology, where male physicians are reported to
provide more emotional talk than female physicians are (Bylund and Makoul, 2002); (Lindstrém,
2008: 19).

In addition, citing Meeuwesen et a. (1991) Lindstrom comments that, female physicians providing
more feedback, smiles and nods than their male colleagues do in non-verbal behavior. Conversely,
male physicians tend to be ‘more imposing and presumptuous meaning giving more advice and

paraphrases and more verbally dominant while female physicians are more attentive and non-

23



directive meaning they are more subjective and objective information and acknowledgments
(Lindstrém, 2008: 19).

2.1.3.5.1.2. Male and female patientsin medical communication

Lindstrom comment that, as observed by Roter and Hall (2004), female patients show more
participation in interactions with physicians in general. Particularly, in female-female consultations;
patients are more inclined to seek a partnership relationship with female than male physicians do.
However, no difference has been found in the number of questions asked by the patients during
consultation with female versus male physicians (Lindstrém, 2008: 19). Additionally, Govender
citing (Elderkin-Thompson and Waitzkin, 1999; Caljouw et a., 2008) remark that women patients
are more tending to seek interpersonal relations and have emotional reactions to events, while men
are more likely to give objective reports of events. This is reflected in female patients' are being
more inclined to simply discussion, their problems with physicians rather than presenting the
problems for physicians to solve. Females are also more critical of the care provided and tend to
change physicians due to communication problems more often than male patients. As result, female
patients get more time from their physicians and more explanations rephrased from medical
terminology in lay terms than male (Govender, 2007: 10).

2.1.3.5.2. Agein medical communication

Aging is central to human experience. It is the achievement of physical and social capacities and
skills, a continual unfolding of the individual's participation in the world, construction of personal
history, and movement through the history of the community and of society. If aging is movement
through time, age is a person's place at a given time in relation to the social order: a stage, a
condition, aplace in history. Age stratification of linguistic variables, then, can reflect change in the
speech of the community as it moves through time (historical change), and change in the speech of

theindividual as he or she moves through life.

Robinson et a citing Halter (1999) and Ostuni E (1994) state, the communication process in general
is complex and can be further complicated by age. One of the biggest problems physicians face

when dealing with older patients is that they are actually more heterogeneous than younger people
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are. Their wide range of life experiences and cultural backgrounds often influence their ‘ perception
of illness, willingness to adhere to medical regimens and ability to communicate effectively with
health care providers.” Communication can also be hindered by the normal aging process, which
may involve sensory loss, decline in memory, slower processing of information, lessening of power
and influence over their own lives, retirement from work, and separation from family and friends.
At atime when older patients have the greatest need to communicate with their physicians, life and
physiologic changes make it the most difficult (Robinson et al, 2006:2). Moreover, Ecker
(1998:105) citing Guttmann (1975) states that “there is a universal cross-section between gender
and age, claiming that while women become more autonomous, competitive, aggressive, and
instrumental with aging, men become more dependent, passive, and expressive”. Therefore, this

factor will be considered on text 1 and 2 on page 44 untill 54.
2.1.4. The pragmatic aspect of communication

Early scholars such as Morris, Carnap, and Peirce, initiated pragmatics as a field of linguistic
inquiry, in the 1930s for syntax, which addresses the formal relations of signs to one another;
semantics is the relation of signs and what they denote, and pragmatics is the relation of signs to
their users and interpreters (Morris, 1938: 6). Then, the landmark event in the development of a
systematic framework for pragmatics was the delivery of Grice's (1967). Followed by Bar-Hillel
(1971: 405) warns that ‘Be careful with forcing bits and pieces you find in the pragmatic
wastebasket into your favorite syntactico-semantic theory’ and follows Bates (1976) who defines
pragmatics as refers to the study of the use of language in context, by real speakers and hearers in
real situations (Horn, 2006: Xi).

Despite these efforts, there is no single accepted definition of pragmatics but there are three major
aspects of pragmatics development. The first of these is the development of communicative
functions, the way the child comes to be able to express a range of intentions, such as requesting,
greeting, and giving information, through a variety of communicative behaviors, such as gesture,
vocalization, and language. The second aspect is that of the child’s response to communication, the
way the child reacts to and understands communication from other people. The third aspect is the
way the child participates in interaction and conversation, looking at the child as a participant in
social interactionsinvolving initiation, turn taking, and repair (Dewart and Summers, 1995: 5).
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Generally, pragmatics refers to the social language skills we use in our daily interactions with
others. Pragmatic language includes the appropriate content of our words, how we say them, and
our use of body language. Pragmatic skills are vital for communicating our persona thoughts, ideas
and feelings. Children, adolescents and adults with poor pragmatic skills often misinterpret another
person’s communicative intent and have either difficulty responding appropriately verbally or non-
verbally (Laurencer, 1999: I).Therefore, the term pragmatics covers the study of language use, and
in particular the study of linguistic communication in relation to language structure and context of
utterance. For instance, pragmatics must identify central uses of language, it must specify the
conditions for linguistic expressions (words, phrases, sentences, discourse) to be used in those
ways, and it must seek to uncover general principles of language use. In the 1970s, linguists such as
Ross (1970) and Lakoff (1970) attempted to incorporate much of the work on performatives,
felicity conditions, and presupposition into the framework of Generative Semantics (Newmeyer:
1980, Harris: 1993). With the breakdown of Generative Semantics, pragmatics was left without a
unifying linguistic theory. In what follows we will focus on the centra use of language:
communication. We will see what problems it poses to pragmatics and what structure it has. Finally,

we will turn to some special topics in pragmatics (Akmajian, 2001:362).

Therefore, linguistic skills alone are not enough for successful communication. In communicative
situations, listeners need to work out the meaning of a linguistic expression based on the contextual
factors of the situation and because of their world knowledge and experiences. That is why
pragmatic comprehension considered as an ability to utilize context in comprehension. Thus,
communicating successfully calls for the ability to go beyond the information given linguistically
(Loukusa, 2007: 21).

2.1.4.1. Speech act theory

In place of the initial distinction between ‘ constatives and performatives’, Austin replaced a three-
way contrast among the kinds of acts that are performed when language used. Namely locutionary,
illocutionary, and perlocutionary acts that show the distinctions between all of which are
characteristic of most utterances, including standard examples of both performatives and constatives
(Sadock, 2006:54).
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As Austin puts it, locutionary acts are the acts of speaking. Acts involved in the construction of
speech, such as uttering certain sounds or making certain marks, using particular words and using
them in conformity with the grammatical rules of a particular language and with certain senses and
certain references as determined by the rules of the language from which they are drawn.
Illocutionary acts are acts done in speaking (hence illocutionary), including and especialy that sort
of act that is the apparent purpose for using a performative sentence. They are Austin’s central
innovation. Austin called attention to the fact that acts of stating or asserting, which are presumably
illocutionary acts, are characteristic of the use of canonical constatives, and such sentences are, by
assumption, not performatives. The conclusion was drawn that the locutionary aspect of speaking is
what we attend to most in the case of constatives, while in the case of the standard examples of

performative sentences; we attend as much as possible to the illocution (Sadock, 2006:53).

Perlocutionary act which is a consequence or by-product of speaking, whether intended or not, as
the name demonstrates to suggest, perlocutions are acts performed by speaking. According to
Austin, perlocutionary acts consist in the production of effects upon the thoughts, feelings, or
actions of the addressee(s), speaker, or other parties. Austin (1962: 101) illustrates the distinction
between these kinds of acts with the (now politically incorrect) example of saying “Shoot her!”

which he forms three parts as follows:

Act (A) or Locution

He said to me “ Shoot her!” meaning by shoot “shoot” and referring by her to “her.”
Act (B) or Illocution

He urged (or advised, ordered, etc.) me to shoot her.

Act (C) or Perlocution

He persuaded me to shoot her.

Locution: “Don’t move or I'll shoot you!”

[llocution: threatens the addresses;

Perlocution: induces the addressee to stand still.

Locution: “I didn’t break the vase!”

[llocution: protests her innocence;

Perlocution: convinces the addressee of her innocence (Sadock, 2006:53).
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However, it is crucia under Austin’'s system that we able to distinguish between the three
categories; it is often difficult in practice to draw the requisite lines. Especialy the problems of
separating illocutions and locutions frustrating, on the one hand, and illocutions and perlocutions on
the other, the latter being the most troublesome problem according to Austin himself. Austin’s main
suggestion for discriminating between an illocution and a perlocution was that the former is
‘Conventional’, in the sense that at least it could be made explicit by the performative formula; but
the latter could not’ (Austin, 1962: 103). This, however, is more a characterization of possible
illocutionary act than a practicable test for the illocution of a particular sentence or an utterance of it
(Sadock, 2006:54). As aresult, this theory will be seen on text 9 and 10 on page 80-90.

2.1.4.2. The maxims

Kecskes, (2006: 106) citing from (Grice: 1961, 1989: 368-372) states cooperation is the ruling
element of verbal communicative interaction. In his paper, Grice argued that utterances
automatically create expectations that guide the hearer toward the speaker's meaning. He
considered communication both rational and cooperative, and claimed that the inferential intention-
recognition is governed by a cooperative principle and maxims of quality, quantity, relation,
communicative principles and manner, which speakers are, expected to observe. The interpretation
that a hearer should choose is the one that best satisfies his’/her expectations. Moreover, this

perspective is called inferential communication.

Since then, Grice's inferential approach to communication has been so fundamental that all
subsequent pragmatic theories have been influenced by it. Researchers have accepted and relied on
the inferential nature of communication, but some have questioned the cooperative principle and
maxims as the governing communicative principle of communication. Several critics of the Gricean
view such as Keenan (1979 and Thomas (1995) expressed their skepticism about the universality of
maxims, arguing that different cultures have different principles or maxims. According to
(Gumperz: 1978), culturally colored interactional styles create culturally determined expectations
and interpretive strategies and can lead to breakdowns in intercultural and interethnic
communication. Others, such as (Sperber and Wilson, 1995), argued that cooperation is not
essential to communication and suggested a reduction of Grice's maxims to a single principle of

relevance. According to this view, arational speaker will choose an utterance that will provide the
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hearer with a maximum number of contextual implications in a minimum processing effort

(Kecskes: 2006:107). Maxims will be seen on this paper on text 9 and 10 on page 83-91.

Despite these arguments, Adrian and his colleagues remark that according to Grice, ‘ conversation is
cooperation’, participants may be expected to comply with general principles of cooperation, such
as to make the appropriate contribution to the conversation. ‘To make your conversational
contribution as required, at the stage at which it occurs, by the accepted purpose or direction of the
talk exchange in which you are engaged'. It should be noted that the four principles do not apply
exclusively to language, but to action in general (Adrian et al: 2001:399).

1. The maxim of quantity, which refers to a contribution quantitatively adequate, for instance,
if I am making mayonnaise and | ask you to add two egg yolks, | expect you to add two, not
one or four. Make your contribution as informative as is required (for the current purposes
of the exchange) and do not make your contribution more informative than is required.

2. The maxim of quality implies an authentic contribution. For example, if you offer me a glass
of what we take to be cognac, | expect the glass to contain cognac, and not colored water, or
even brandy. So, try to make your contribution true. The quality maxim may be specified
further into, do not say what you believe to be false and do not say that for which you lack
adequate evidence.

3. The maxim of relation that shows a contribution appropriate to the stage the exchange has
reached. For instance, if we are at dinner, | do not expect to start with apple pie, which will
be acceptable later on, when we get to the dessert (be relevant).

4. The maxim of manner refers truthfulness, informativeness, relevance, and clarity, to do so
rapidly and in an orderly manner. For example, if we are working together on assembling
the video recorder, then | must know what you will be doing, and | expect you to carry it out

in areasonable time and without any incongruities (Greenall, 2006: 569).
2.1.5. The paralinguistic featur es of language

Paralinguistic descriptions of the source’'s presumed emotional state or of his or her manner of
speaking may also have an impact on the hearer’ s evaluation of the source and the reliability of the
reported proposition(s). Body language can reveal a lot about the way a person is feeling, when

giving information to another person, his facial expression will show if heis happy or not with what
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you are saying or doing. As speech, plays such an important role in interpersonal relationships, its
production is often modified by paralinguistic features express the attitude of the speaker toward the
listener and/or toward what is being said. Whereas it seems plausible that basic human emotions
such as fear, anger, or timidity are expressed similarly in all languages, it seems probable that
attitudes that are more culturally conditioned are more likely to be variable in their expression
across languages (Kecskes, 2006:107).

2.15.1. Paralinguistic featuresin interactions

It is claimed that 80% of communication between individuals is non-verbal; other studies have
linked body language with satisfaction but practically of ‘desirable’ body language remain
problematic probably because it is so context-dependent and individually specific. Comparatively,
few studies are conducted on relationships of body language and its outcome, but many studies are
conducted on body languages linked with relationship and satisfaction (Pawlikowska, 2011: 75).
Information is conveyed as words, tone of voice, and body language. Studies have shown that of the
information communicated, 7% is in words, 38% in voca tones that include verba intonation,
paralinguistic, and 55% of it isin body language; verbal communication consists of all the messages
other than words that are used in communication (Collins, 2009:66).

There are five types of non-verbal communications: i) appearance, when you are speaking to one-
person face-to-face, personal appearance and appearance of your surrounding convey non-verbal
messages. When we say persona appearance, we are talking about clothing, hairstyle, neatness, and
jewelry, cosmetics, and body size. Appearance of surrounding implies room size, location,
furnishings, machine, architecture, wall decoration, lighting, and the other related features where
people communicate. ii) Facial expression, afacial expression results from one or more motions or
positions of the muscles of the face. Seven universally recognized emotions shown through facial
expressions. fear, anger, surprise, contempt, disgust, happiness, and sadness. iii) Eye contact, but
here are cultura differences, eye cues, communicating attention, facilitating learning, duration,
shyness should be considered. In most formal conversation, maintaining eye contact from 70% to
80% of the time plays important role. Make everyone feel included and important. Look at the
person you are speaking to you. If you are addressing a small or large group, break the room in to
three parts. Focus on one individual, make a point, shift your gaze to another part of the room, make

a point, and do the same for the other of the room. Not giving eye contact: if you are in the same
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room as someone else and do not have eye contact with the person you are speaking to, then you
have not engaged with that person. For instance, giving eye contact in English cultureis‘look at me
when | am speaking to you' and therefore not giving someone eye contact can be interpreted as
either you are not talking to the person, or you have no respect for the person. When listening we
need to:

e seethe person’s eyebrows move

e seethe person’s mouth and watch it move (Callins, 2009: 67).

iv) body language, posture, gestures and body movements convey message and add to or subtract
your oral message. Gesture implies a body gesture or movement made with a limb, especially the
hands, to express, confirm, emphasize or back up the speaker’s attitude or intention. Posture refers
the bearing or the position of the speaker’s body. When the speaker is souched or erect, his or her
legs crossed or arms folded, such postures convey a degree of formality or relaxation. According to
Suzan Collins on ‘Effective Communication’, it is necessary to beware of cultural differences. In
Japan, a smile can mean one is embarrassed. Additionally, female staff dressed inappropriately; for
example, wearing tight blouses or tops, showing cleavage, wearing tight short skirts showing shape
of thighs, or revealing their thighs: staff should not be wearing this to work, but if one did, it could
be interpreted as provocative and teasing. On the other hand, male staff dressed inappropriately: for
instance, wearing tight or short shorts or not wearing a shirt could be interpreted as provocative and
teasing. In addition, standing with hands on hips, with shoulders back can be interpreted as you
being unhappy or angry. Pointing: this can mean two things. Pointing to an object can mean you are
hoping that the individual will follow your finger and look; in contrary, pointing a finger at a person
can mean that you are angry and having a go at that person or telling him off. Nodding can mean
the person is saying ‘Yes'; however, it means the opposite in Syria. Starring: directly staring at the
individual, without blinking, can be interpreted as you being upset, angry or annoyed at him
(Collins: 2009:66, 67).

iv) Voice pitch refers how thick and how thin your voice is. Rate, for example, is the number of
words you speak in one minute. Volume is how loud and quiet you speak. Tone is the intonation of
where you rise and where you drop your voice. Voca quality implies the natural quality of the

voice one has. English speakers who are being particularly polite to the interlocutor often speak
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higher in their voice range, relatively softly, and with a ‘breathy’ voice, whereas those who are
being aggressive typically speak lower in their pitch range, more loudly, and with a ‘harsher’ voice
quality. Speakers who are being sympathetic or kind speak low in their voice range, slowly, and
typically with a‘creaky’ voice (Collins, 2009:68).

Most non-verbal communication does not have such complex properties and, indeed, there is often
ambiguity about how non-verbal cues should be interpreted. Examples of non-verbal behaviors
include facial expressions conveying emotions, eye gaze, gestures, posture, touching, tone of voice
and speech modulation and duration. In medical interaction, the clinician’s non-verbal behavior can
definitely have an impact on patients. Thus, the distancing behavior of physical therapists, such as
absence of smiling and looking away from the patient, related to decreases in patients' physical and
cognitive functioning. Moreover, non-verbal behavior can help to make possible more diagnosis
that is accurate (Schmid Mast, 2009: 63).

The last points in non-verbal communications are time, space, silence, smell and touch. For
example, being late is a sign of disrespect in many cultures (especially in western), thus be in time
or on time. At the same time, being silent during interaction may carry negative, positive, or neutral
response depending on cultural differences. Smell, fragrance, air freshener and body perfume carry
various messages. Moreover, touch also carry massages that imply kindness, sympathy, motivation

and other meaning depending on the culture verities (Collins, 2009:68).

Space also depends on cultural perspective and personal preferences, which determine how, close
the other interlocutor to be when communicating with him, thisis his personal space. It isimportant
that the other (Interlocutor) know the distance the individual prefers. Get it wrong and it can stop
the person communicating; it can cause distress, discomfort and (for some people) fear if their
personal space isinvaded. Space between people can differ and this will depend on the relationships
we have. Most relationships involve what we call socia space, which can be between four and nine
feet (1.2—2.7 meters) and personal space between friends can be 18 inches to four feet (0.45-1.2
meters).
Personal space is very important and if you are too close to an individual, he could feel intimidated.
¢ Intimate distance: 6-24 inches (15-60 cm) is acceptable in close rel ationships.
e Personal distance: 24 feet (0.60-1.2 meters) is acceptable at social gatherings.

32



e Socia distance: 4-12 feet (1.2-3.66 meters) is used when we are speaking to people we do
not know.

e Public distance: over 12 feet (3.66 meters) is acceptable when addressing a large group
(Collins, 2009:67).

Because the paralinguistic features are not simple ideas, which will be explained in word, this

research implemented table 2 to signify how the interlocutors implemented these features.

Therefore, symbols from table 2, page 41 are putdown in the interactions.
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CHAPTER THREE

3.1. The Resear ch methodology

The choice of appropriate research methods depends on the nature of the problem and types of data.
For this research, primary data was used to evaluate and address the problems under investigation.
Moreover, since society is dynamic the study employed a cross sectional design, which produced
findings that can represent the present situation only. Data were collected through three major tools:
guestionnaire, both for patients and medical professionals, interviews with the medical director of
the health center and direct observations during doctor and patient interaction. The study utilizes
qualitative approach for the observation and quantitative for the questionnaire. A balanced strategic
employment of these research methods is expected to generate findings with high reliability and
validity.

3.1.1. Study area

Kotebe Health Center is one of the oldest and fourth health centers under the Y eka Subcity’ s health
office, which is found in the northern part of Addis Ababa, Y eka Subcity, Kebele 19, L okai-woreda
16, which provide of primary health care for the public who live in the kebele. According to the
health office, it is one of the best health care providers for the majority of the Subcity’s population.
It was established under the vision of developing a model heath center, which can provide an
excellent health service. Its mission is to develop collaboration between the Kotebe's general
communities and the stakeholders in providing good disease prevention, result oriented quality

health service, and produce healthy productive generation.

As stated by the Yeka Sub-city office, the health center has to provide health services for about
115,081 people per year for those people, who live under five woredas with its twenty-five
departments’. To provide the services to those people, the health center has eighty staff members of

whom are sixty-three health professionals and seventeen non-medical supporting staffs.

1. Outpatients department, 24 hours emergency room, laboratory room, pharmacy, in-patients (till referral), injection room,
pre-antenatal care, family planning, delivery room, post-antenatal care, mothers and child care, pediatric ward, health
education, tuberculoses and leprosy department, sexually transmitted diseases prevention department, voluntary
counseling and testing (VCT), HIV treatment and follow-up, psychiatric ward, etc.
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3.1.2. Study population

According to the medical director of the health center, the center has sixty-three medical
professionals, consisting of two medical doctors, five heath officers, eleven nurses (with first
degree in nursing), twenty-four nurses (who have diplomain nursing), four midwife nurses, a health
assistance, seven medical laboratory technicians and nine pharmacists and druggists. Nevertheless,
because of large size of the study population the research will focus only on the medical

professionals who work at the outpatients’ department?.

The other group is the patients who come to the medical outpatient department® (OPD). These are
group of patients, who come to the health center for treatment because of one physical problem.
These groups of patients are different from the rest of the patients, because unlike the pregnant
women seen in ANT, infants and children for vaccine, and HIV and Tubercul oses patients, who has
to come frequently, treated as follow-up. These groups come for medical care and might not return
to the health center so treated in outpatient department.

3.1.3. Samplesize

Medical interaction contains two groups of interlocutors that have two different roles. Those are
doctor or medical professional and patient. The sample of this research includes both parties,
particularly medical professionals who worked in the outpatient department (OPD) and their
patients who came to the health centers from December 1 until January 20, 2012. Out of forty-two
medical professionals who work in the health center, thirty of them, which is two doctors, five
health officers and twenty-three nurses, are working in the outpatient department and were taken

into the research sample.

2. Thetotal population of patients that get service in the health center is 165,081 per year. Out of these, the number of patients
in OPD is 700 per month.

3. According to National Services of Scotland, outpatient department is a hospital department, which is primarily designed to
enable consultants and members of their teams to see outpatients at consultant clinics. It consists of one or more consulting
rooms and associated support accommodation, example, nurses' station, treatment rooms, waiting areas. An outpatient is a
patient who is not hospitalized for 24 hours or more but who visits a hospital, clinic, or associated facility for diagnosis or
treatment.
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However, the medical laboratory technicians, pharmacists and the remaining nurses who work as
consultant and in other departments such as in the antenatal care, etc. are excluded. On the other
hand, the patients’ population is heterogenic and enormous. As the medical director stated during
interview the OPD observes seven-hundred patients every month. As result, random data collection
technique is implemented to validate the sample size of the patients. Then, out of seven hundred
patients, two hundred ten patients, i.e. almost one third of the total population, were included.

3.1.4. Data collection

The data collection technique involves an interview with the medical director, questionnaires to

health professionals and their patients, and observation.
3.1.4.1. Interview

It is a structured interview and contains open-ended questions for the medical director. The
guestions are planned and helped to determine the statistical data of patients and the medical

professionals and the amounts of observations that can be recorded using voice recorder.

3.1.4.2. Questionnaire

The study used questionnaires, which hold questions of twenty-eight and twenty-seven for medical
professionals and their patients, respectively. Two kinds of questionnaires were prepared in English
for thirty medical professionals and in Amharic for two hundred ten patients. The first questionnaire
was distributed to the thirty medical professionas that worked in the OPD and the second
guestionnaire was distributed for two hundred and ten patients by using a random selection
technique. The contents of the questions were multiple-choice types and open-ended questions that
could give the opportunity for the participants expressing their perception and ideas freely. Except
that the medical professionals were prepared in English, the language usage is more professional.
However, the patient’s questionnaire used simple Amharic words. The questions for both groups
were almost the same. The two questionnaires were prepared, organized, and distributed during
observation period. The data found through the questionnaires were analyzed by using software
called SPSS version 15.
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3.1.4.3. Observation

The total number of the subjects, who were observed for the study, is thirty: two doctors, five health
officers and twenty-three nurses that help the doctors and the health officers to write prescriptions
and do other medical activities in the outpatient department. One hundred fifteen interactions were
observed and recorded. Out of the 115 patients and doctors, communications ten were selected and
analyzed by using microanalysis method, which is a kind of analysis of medical discourse. The
observation took place in real situations when the patients came to see their medical professionals
successively for about two months. The researcher personaly observed the doctor and patients
communications every two days. This research also employed voice recorder to capture some
features of the dialogue between medical professionals and patients by selecting an average of 15
interactions of each medical professiona 16, which give 115 dialogues. Then, the recorded Amharic

data were written and translated to English.

3.5. Data analysis

The data gathered via the three techniques: interview, gquestionnaires and observation, have very
important input for the findings of the research. First, the input of the interview provided
information to determine the number of the medical professionals and patients, which are
participated in the research. Second, the quantitative data found from the questionnaires was
analyzed by means of a computer program called SPSS. Third, the data found from the observations
were analyzed by using a technique called the microanalysis of medical discourse, initiated within
anthropology and sociology. The technique organizes fundamentally ethnographic and interpretive
methodology to disclose the background orientations, individual experiences, sensihbilities,
understandings, and objectives that are seen in the medical visit. In this regard, Heritage and
Maynard commented, “it is the context of history taking; the basic mechanism of this suppression is
the simple three-part sequence of actions through which history taking is repeatedly transacted as

follow:

Doctor: Symptom question
Patient: Response
Doctor: Evaluation or acknowledgment, etc (Heritage and Maynard, 2006: 6).

37



CHAPTER FOUR

4.0. Analysis of the data

As it is stated in the objective part, the focus of this research is the sociolinguistic and pragmatic
aspects of medical professionals and patient communication. These include collecting Amharic
cultural medical terminologies used by patients and doctors, terms that are used to signify
doctors and patients status and solidarity and to show when the doctor and the patient code
switch during interaction. In the pragmatic analysis, the special attention paid to participants,
their shared knowledge, what they have implied through words, which is not overtly stated
(Adeghija: 1995). In addition, violations of maxims and the speech act theories are aso get

consideration.

To explain these points, the analysis implemented two major methods that are the observation
and questionnaires. The observation contains twelve interactions between different patients and
doctors. The interactions are recorded and written down in three lines that is the Amharic
version, the transcription and the trandation version of English. Additionaly, two types of
guestionnaires were prepared in English for 30 medical professionals, 210 for patients in
Amharic then distributed through different techniques to find quantitative and qualitative data.

4.1. Analysis of interactions based on observation

The first point noticed in this research is the amount of time given to a single patient. As time
and space is ‘everything’ in communication. Despite this fact, the doctors usually limit
themselves to a few technical questions, give little attention, and time to understanding the
disease. Even with this fact, the length of time they give for interaction is often short in terms of
patients being able to explain their problems. In some instances, this may be appropriate since
physicians find it convenient to do so in a system that requires briefness with little or no attention
to persona interaction (Danial et a, 2009: 4).

According to Danial Zewdneh et al. (2009), citing Colman (2007), affirm that countries all over
the world are seriously assessing how their doctors communicate with patients. This goes beyond
the ability to diagnose and treat health problems and addresses a sympathetic and a more

38



personal communication to which no educational system has given a solution yet (Dania
Zewdneh et al, 2009: 5). It is apparent that giving the necessary time for a patient is important
but doctors get this fact impracticable. The reason is that always the doctors have too little time
in the face of too much workload, which is the case mainly in Ethiopian context. Moreover,
according to the researcher’s observation the compound of Kotebe Health Center have several
problems to produce quality interaction between patients and doctors. This situation attributes to
some reasons including the noise pollution due to the construction process within the health
center, and other medical professional interrupted the conversations while medical professional

and patients are interaction in the examination room.

Therefore, total of hundred fifteen interactions are examined through observation within a total
of seven hour and twenty-six minute. This implies that, from the total 115 observations, 4
interactions that is (3.5%) last in the time interval of O-1minutes of duration. The other 22
interactions that is (19.1%) ended in the time interval of 1-2 minutes. 3linteraction that is
(27.0%) last into 2-3 minutes. 18 interactionsthat is (15.7%) isin interval of 3-4 minutes, 20 that
is (17.4%) fell into 4-5 minutes and 9 that is (7.8%) in interval of 5-6 minutes. However, the
remaining time within 7-12 minutes, which holds total of 10%. That is 3 minutes which is (2.6%)
fell into 6-7 minutes 2 minutes which is (1.7%) fell into7-8minutes 3 which is (2.6%) in interval
of 8-9minutes. The remaining three which hold (0.9%) each in interval of 9-10, 10-11, 11-12
minutes intervals. As we seen below, in table-1, doctors do not spend much time to discuss
problems of the patients rather undertake a smple medical investigation. As we can see the
descriptive statistics of this data, the minimum range of one patients examination time is 0.22
sec and maximum time is 11 minutes and 26 seconds. That gives a median of 6 minutes and 14
seconds with the mode of 2-3 minutes, out of 7 hours and 26 minute of a total data with 115
frequencies, which gives 4 minutes 30 seconds. These findings signify that ninety percents of the

medical communications between the patients and medical professionas ends within one to six

minutes
Time of interval (in seconds) Frequency Relative frequency
0-1 4 0.035
1-2 22 0.191
2-3 31 0.270
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3-4 18 0.157

4-5 20 0.174
5-6 9 0.078
6-7 3 0.026
7-8 2 0.017
89 3 0.026
9-10 1 0.009
10-11 1 0.009

11-12 1 0.009
15 1.000

Table-1thetimeinterval and frequency of patient’sinteraction with the doctor in examination room
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1-2min 2-3min 3-4min 4-5min 5-6 min 6-7 min 7-8 min 8-9 min 9-10 Min10-11 minl1-12 min

Timeof intervals

Graph-1-Frequency chart of physician-patient interaction time: Kotebe Health center (OPD)

After seeing the average time given for single patient, the next observation of the research will
be the qualitative analysis of the sociolinguistic, pragmatic and paralinguistic aspects of the
communication. It is necessary to present and observe the full communication to provide the
whole representation. Subsequently, 12 texts or interactions are selected out of 115 interactions.
Above every interaction of texts, there is a short description of the participant’s description of
age, gender and years of experience. Amharic is working language of the interlocutors and below
each text, brief comments are recommended by the researcher to analyze the sociolinguistic and

the pragmatic aspects of the communication. In addition, to signify the implication of the
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sentence in the communication, the analysis contains signs that are indicated on table 2 to show
the paralinguistic features of the communication. To avoid repetition the number of the examples
and the number of lines are used in the explanation part rather than writing them on the analysis.
Besides that, to keep patients and doctors confidentiality, the term ‘doctor’ is used for the two
doctors, five health officers. Names of patients and doctors also left out. The interactions are
analyzed using microanalysis of medical discourse technique, which are used ethnographic and
interpretive methodology to disclose the background orientations, individual experiences,

sensibilities, understandings, and objectives that inhabit the medical visit.

Transcription symbols Paralinguistic features
== IaUghS
(+) Pause of up to one seconds in the middle of speech
(@] Low pitch ( murmuring)
3 Pause of more than seconds in the middle of speech
S | Simultaneous speech
--- Incomplete or cut-off utterance

Tabel-2 signs used to show paralinguistic features in the 12 texts analyzed, these signs are adapted from George

Major, Janet Holmes. On paper, how do nurses describe health care procedures? ‘ Analyzing nurse and patient interactionin a
hospital Ward on Australian journal of advanced nursing, volume, 25, Number 4'.

4.1.1. Terminologiesin the medical interactions

This research, under medical terminologies clarified, medical terminologies are very important to
simplify the communication and at the same time are the cause for misunderstanding. Moreover,
as (Cerny, 2008:41) it is summarized the point, the mostly used terminologies or medical jargons
can be grouped under five categories, these are symptoms, methods of examination, surgical

interventions, medical specialties and hospital departments.

Accordingly, here are some of the medical terminologies that are used by the patients and

doctors. and classified in to five groups those are name of medications, name of diseases, or
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Name of medications Name of diseases Name of procedures Name of depart,

Psychotropic Asthma, Ultrasound Hospital
Cimitedine HIV Colonoscopy Pharmacy
Cagamaite B Operation Sckleave
Syrup Blood group Ultra sound
Omprazol CD4 Refer

Negative X-ray, Sereoscope

medical tests in laboratory such as CD4 and blood group and contribute medical help for the
doctors significantly. Name of procedures also hold the name the instruments. The last groups
are Name of the departments and Name of conditions that are not necessarily medical

terminology but used mostly in medical communication such as sick leave.

As the following twelve interactions, show both the doctors and the patients implement the terms
now and then during interaction. Because the terms do not have equivalent, words in the langue-

francathat is Amharic.
4.1.2. Code switching and code mixing in the medical interactions

Considering that, people have many reasons to code switch during interaction, one can conclude
that this points also applied in medical interactions. As seen the following examples, during most
of the communication the interlocutors use Amharic as langue-franca and code switched to
English. Though insertion or ateration, with some exception of using Orommifa language that is
five out of one hundred fifteen interactions. During the Orommifa interactions though, the

interlocutors code switch to Amharic especially aeterational code switching.

Here are some examples of insertional code switching, the first, which have no equivalent word
in Amharic or lack atechnical term used to show or explain the situations. As stated by (Matras,
2009: 103) since the interaction is some home a professional discussion between the medical
professional and patient (nonprofessional) the topic forced both the interlocutor to insert medical
terminologiesto their discussion.

Doctor: - - -CD4 av-7 9A®- hPy

Doctor: HIV -taoCavly 3@-$av?

Doctor: - - - Psychotropic - - -
Patient: A2 Cimitedine, Cagamaite ¢77.mM®-% : 447 i NH- LH AdNSAU-
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Patient: aH Nerve T7C an - - -
Patient: Copy MachineAg 1@ 9°(é-m-::

The second, reason of the insertional code switching during medical communication is asthe
term in the EL (English) may be the standard term in the context even though the ML (Amharic)

has aword for it. Such as

Patient: - - - P29° AL'13T®-79° - - -Blood group L4 T<¢ 10 ‘dam-mirmarra’
Doctor:- - -&v7 Pharmacy @-0£:: ‘méadhanit bett’
Patient: - - -A2 (3) laboratory £A-T +914 2T GT® A7% 15? ‘labratori kifill’

The third reason for insertional code switching during conversation between doctor and patients
is ‘Fused lect’ (mixture by default) for a certain group of people, constant or frequent code-
switching may itself be a mark of their identity as belonging to two ‘linguistic worlds' this may
be the normal form of linguistic communication (Matras, 2009:122). Moreover, as the following
examples show patients and doctors code switch without any selection of the word in English or

Amharic. Even though, the term they use has equivaent term in Amharic.

Patient: “7a- apparent 9°G9°7 PP - - - ?
malat U’ p-arunt minamn yahonu
Maybe they are apprentices
Patient: A& HI° NA®- aoEav @ negative NF A 1NC COMT- - -
ay zim bilaw maggamareya ne-gu-tiv bi¢c¢a bila nabar yasatt’acc¢ini
| mean first they give me the result by writing only negative, then | argued with
them so she Add (write). .
Patient: A5 micro (3)&£.29%. ALAT A7LHV7T AP 19° hdy - - -
inna ba-mi-kirow digami iylififi indazihima ayhonim alikowatt
Then, | told her to see it again - - on micro

Astheinsertional code switching interlocutors, have many reasons to implements the alterationa
code switching too. Here are some examples that explain why interlocutors use alterational codes
switching. Unlike, in insertional code switching, the medical professionals commonly implement
this type of code switching, especially when the language switching is from Amharic to English
or vice versa. The first reason is to show solidarity or group memberships by exclusionist
(‘secret’) use of language if two speakers are both bilingual here the medical professionals are
Amharic and English languages speakers and switch from Amharic to English. So that a third
person (who is present) will not understand them and even, talk him (Matras, 2009:123).

Doctor one: ¥ A't stereoscope - - 11C PA9° €%
ya —ine ‘ste-ree-u,skowop nagér ydlam yanne
Do you see my stereoscope here?
Doctor two: - - -‘it isdeaf and blind’ 9°79° ¥1C ¢A9° and = =
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it is def ‘and blind---minm nagar yalam
‘itisdeaf and blind’ it does not work
Moreover, as the following example shows the interlocutors especially medical professionals,
code switch mixture by default constant or frequent code switching between two medical

professionals (Matras, 2009:122). Here are example between doctor and nurse,

Doctor: - - - Aer36-2 A18enNE hQ 4. 9°
I3 ¢¢'agurawo indayikidbd ayfacc"im. Then continue
to interact with the nurse for your stomach, it will not digest easily

Doctor - - - thirty tab oprazole - - -
Last but not least, is Alterational code switching to demonstrate less distance and more distance

between the interlocuters. According to Matras, when expressing disagreement or in this context

to show friendly atmosphere, if the ML (Amharic) isthe familiar home language,
Doctor: 9°7£% 10 P9 F L.@-?

minidn naw yamitic¢ciyiw
What do you speak?
Patient: A%
oromafifia
Doctor: Natti himi
nati himi
Okay speak up
In addition, at this interaction the interlocutor again code switch to Amharic, to a more ‘official’
language, or to the language of wider communication. When the ML is the international
language example, English, and then a switch to the local or national language can reinforce
intimacy and closeness to the interlocutors (Matras, 2009: 127). In this case, the medical
professional codes switch to Amharic when he talks with the nurse, to explain and show
inclusion.

Doctor: Maalif beektaa aannan dhuguu jedhama = = 045 AET vavd® K P FT®-9° LOAA- - -
------ yaborana liggo¢¢ himam ayawikaccawim yibalal
Itissaid, it isn't common to see sick person from Negel borne

4.1.3. Age asfactor in the medical interactions

Eckert asks couples of questions on the impact and resolving the ambiguity between age grading
and change in apparent time involves tackle with some fundamental linguistic issues. Those are
to what extent, and in what ways, can a speaker’s language changes over the life course? How
these changes are embedding in life stages and life events? In addition, to what extent does age
interact with other social variables, such as; class, gender, and ethnicity? Answers to these

guestions require an understanding of the linguistic life course. Yet although age is one of a
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small number of social variables routinely included in community studies, there has been no

concerted study of variation from a life-course perspective (Eckert, 1998:105).to show these
points here are two examples which hold two deferent age group below,
Text-1

A young male patient at the age of 20 with a disease of sexually transmitted disease who come

for the second time with his male friends and start to communicate with a female young doctor

and start to talk as;
Patient: NA4.@- PP oo 4 OTAT INGC:: Vovao- MG:EA P9LLav59° ML AUF L99° 4ATT hdar

1

2. Doctor:
3. Patient:
4. Doctor:
5. Patient:
6. Patient:
7. Patient:
8. Doctor:
9. Patient:
10. Doctor:

ONG &P TAN:: I°G9°7 1C- -

o

balafaw yahond madhanit satt’itasififi nabar himamu t'aftuwal yameyamanfim t’afitowal ahun

dagmo fasas aldw sissana yakk’att’ilannal minamin nagar

Y ou gave me amedication last time. The pain is gone...the pain isgone. Thistime, it has
discharge and it has burning feeling while | urinate, something like.. . .

hvT 09U AT 1D-?
ahun simetih inddza naw
Isthat what you feel now?
h®|
awo
Yes!
40T hN?
fasas alla
Doesit have discharge?
hP!
awo
Yes!
9°7 W8l LAT?
min aynat fasas
What kind of dischargeisit?
19
nacc'
White
LPTAYN?
yakk’att’ilihall
Do you have burning sensation?
WrE7 00G L2 TATA
It burns me while urinating
OMNV7TI° LI N?
wagabhinimm yammihall
Do you have back pain too?

11. Patient: Al 9°7 @17 (+) @7 ALNPTI9° = =

12. Doctor:

ard min wagadben wagdben ayissammaniimm
Itisnot my back | feel pain, (laugh) | don’t have back pain
N7t U Phu?
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13.

14.

15.

16.

17.

18.

19.
20.

21.

22.

23.

24,

25.

26.

27.

28.

Patient:

Doctor:

Patient:

Doctor:

Patient:

Doctor:

Patient:
Doctor:

Patient:

Doctor:

Patient:

Doctor:

Patient:

Doctor:

Patient:

Doctor:

sint gize honah
How longisit?
AUT (+) 0P AP FE AL PP
ahun bikk’a samint ayhunnaifiimm
Itisn't even aweek.
ANV h€avly?
indazih kdggammarah
Since, you start to feel like this?
av @&\ WILHY AP Fh A Oo-T ATTLHY P - - -
madhanitun indéazih iyatakkatatdlku siwit’ indazih honna
While - - | took the medication properly then it became like this - -
Vag® PAVIC? (4) Uand® PAM-9°? PAD- AU-F LA NF 1@-?
himam yalahm himam yalawim yalaw ahun fasas bicéa naw
Don't dou have pain? (Lower pitch). Don’t you have pain now? Isit only a discharge?
4ATNG NG LPTATA
A discharge and pain while | urinate.
i hdar 4407
Sitta allaw fasassu
Does the discharge have a smell?
nodding (no)
07 7 PV h€avlv?
sint K’an honah kagammarah
How long isit sinceit started?
ALY PaoMy-T PALD- AI°F T 10 2 0T ¢7 OLI° héT P77 - - -
izih ydmatt'ahut yalafaw samint naw sost k’an wayimm arat k’an
| came here last week so it isamost three or four days----
35 ANTU hLLA?
g"adififa aldccih aydal
Y ou do have agirl friend, right?
hD (4)!
awo
Yes! (Lower pitch)
ha, 2C 171 3 CINTU-?
kdsow gar ginfifiunat tadargalacc¢ihu
Do you have sexua intercourse with her?
A \ W 1 & A 1 AN | Ky
mist mist bayatt
(Interrupting) wife, you can call her wife
A7 AR 10 P9° 15412+ IN T LA?
ba-anid lay naw yamitnorot tagabtac¢ihull
Areyou living together? Are you married?
A1 AL NITCI° L “L0VE N2
anid lay baninorm yaw mist bayatt
Of course, we don't live together, but you can call her wife.
Al ALE ATU 17T 3LCINTF U h@BLA?
i88i g"adiffa alaceih giniffiunat tadargallaéeihu aydall
Ok, you do have a girl friend. Y ou have sexual intercourse with her, right?
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29. Patient:

30. Doctor:

31. Patient:

32. Doctor:

33. Patient:

34. Doctor:

35. Patient:

36. Doctor:

37. Patient:

38. Doctor:

39. Patient:

40. Doctor :

41. Patient:

hP:

awo

Yes.

A0, AZLHY ALY 09T AA?

isw-a indazih aynat simet alat

Does she have sign like this?

al?7? (3) AOTTU-9° ahnaU-F- - -

ird alsdmahum iskka-ahun

| didn’t hear her talking about it until now.
aAAONTTIU-9° 102 T1916T LA NTAR?

alsamahum naw tanagagirac¢cihuwal bagilitt’

Isit you didn’'t hear her? Otherwise, did you talk about it openly?

hL
awo
Yes
16T ? AANTTU-9° 1 OO AN T U907
tanagagiracc¢ihuwal alsdmahum naw wayis alitdndgagaraccihum

Did you talk about it? Are you saying that you didn’t hear or didn’t talk about it?

av'1 21C W71.9146-07 AT2ANPI° VT A ATEHY AL 0 PAFI° AA - - -
manadgagdr inindgagaralan anddababak’im gin inne indazih aynat simet yalatim is¥-a
We talked about these things freely but | don’t think she has the same signs.

2% (+) CANAHC N~ AR 10 ALLAIC? A7LHY AP7?

Yi-he ya-abalazar bassitta milikkit naw aydalam

Y ou know thisis a symptom for, sexually transmitted infection, don’'t you?

Aa't P7LaoNNT ATLHLEL -

inne yamemasillafn indaziya naw

| think so, yesitisasign.

97ahn A78H A.SC CANANC N3 °AnT 10 QALY PANAHC 0TI £79° NANMHE @ Po94ANL@-
07N 0D V7 10 VTEEE P9FLCT WP £79° Ad9° IC ASC SFAA TN 10 DAHLY
a0 P J aoFh9° AT (+)AV?

masakak indazza sinnor ya-abalazar basatta miilkkit naw silazih ya-abalazar basatta dagmo ba-
abizafifaw yamettalalafaw bagbird sigga ginfifiunat ndw giniinunat yamitadarig kdhun dagimo
isw-am gari linnor yiccilal malat naw silazeh matt’ita matakam alabati--

Y ou know itching and similar symptoms like these are the indication of sexually transmitted
infection? In addition, sexually transmitted infections are transferred through sexual intercourse
since you have relation with her; she might have sexually transmitted infection too. Therefore, she
also needs to come here and get treatment, okay?

YE A'14-FAU-:

heggeinégratallahu

I will go and tell her.

Y A0 ALYPE. A)T9° CHY T oo Ty (+) A? 9°nT8E9° Wl ALY APooMY ANC N
&'y NTONLI® 9°39° TPI° PADI° (+) hGLA?

hegge indgirataldhu sayhun isv-anm yazdh matt’itah i mikinyatum anittd izih iyamatt’ah asirr
gizze madhanit bitwasidim minm t'ikk’im yalawimm

Telling her it is not enough. Y ou need to bring her here. Isit ok? Because, it is useless for you to
come here even ten times, unless she also comes and treated. Don't you think so?

h?

awo
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Yes.
42. Doctor: HIV -taoCavlv 3@ PAv?
HIV tamarmirah tawkk’alahh
Do you have HIV screening test before?
43. Patient: h® havlavd-AU-::
awo imaramaralahhu
Yes, | have.
44. Doctor: oo’k 1@ P-1ovl.ovCha-?
macce naw yatamaramarkkaw
When was that?
45. Patient: "As (3) NPCN LM, Y-
irrd bakk’iribb gizze naw
Recently
46. Doctor: o .4 P1v?
Sint gizze honah
How long? Be specific
47. Patient: @C 9°S9°7 U7 1o~
war minamn behonann naw
About, one month
48. Doctor: a7 afl. L7 ANETé ANCHY TFooMAap::
inka iSSi yihin laboratore asartah timatt’allah
Ok, take this; you will bring alaboratory investigation.
After 30 or 40 minutes, the patient brings back urine result, and the doctor with patient’s friend

start to talk at the doorstep.
49. Doctor: @m@89° £, oo+ L4.NIN?
wayim yigbana masmat yifaligall
He wants to enter and need to listen?
50. Patient: al a's A12LPAU-:
ird inneinagrawalldahu
It isnot necessary. | will tell him.
51. Doctor: a'17LPAU-?
indgrawallahu
Areyou going to tell him?
52. Patient: A2 (3) A WSS LAt To1LPF ST 778 157
awo laboratore yalot tdmariwoc¢¢ na¢caw inde ganna
Y es----are those peopl e in laboratory room students?
53. Doctor: 4994 “1a7?
tamarri malat
What do you mean students?
54. Patient: 298t AUT 7t 9°G9°7 CP'-- - - ?
mallat a’aparanit minamin yahonu
| mean, arethey on apprenticeship- - ?
55. Doctor: hgLas°
aydalamm
No, they are not.
56. Patient: A2 HI® NA®- goLovlf LR NF NA INC COMTT AT 10+ ATLHY PoLP 10 NS hhd-hC 10
LUT? CeavlTar - - - -
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57.

58.

59.

60.

61.

62.

63.

ay zim billaw maggamarreya negative bi¢¢a ndbar yasatt’acciin indet ndw indazih yamihonaw
biye sikkarakar naw yihnin yac¢’amaracciww

| mean first they give me the result by writing only negative then | argued with them, then she
writes some additional....

Doctor: == 2957 £9°Ten9°CAV?
manat yamiticc’amrilihh
Who is she that has added for you?

Patient: a5 1 M™"EZ (3)£.27L ALAT W 7LHVT h& VP F9° WA T - -
inna bd-mayikirro digami iylifii inddzehima ayihonim allik“att
Then, | told her to seeit again - - on micro

Doctor: spiR NF h2LAI- -- 815 m9° Ah Adm- (showing the libratory request form)
negative bi¢¢a aydalam yihefifiawm ikko alaww
Theresult don’t only say negative thereisaso. . .

Patient: lovEovl @ LPIR NF NA INC COAMTT e AF°7L7 10 ATLHY PTLP D 39°0 hSLAT° A7 L
PaoMU-t A hH €997 hOTFO-G droolTo-::(3) (3)Thé-né 10+ LhanaoChT:: (4)
bamaggamarriya negative bi¢éa billa ndbar yassatt’aceinn  tikkdrakire n3dw indazih
yammihhoniaw tamime aydilld inide yamatt’ahut alku“at kdzza digami ayicétina &amarradciw
takkarakire naw yasi¢¢’amarkutt

At first she only write negative then | told her it is impossible, | come here because | am sick
then she saw it again and add more (pause for about fifteen seconds) | made her add more by
argument. (With low pitch)

Doctor: 10f hhaohdh@- ah = = (while writing medication on the request) a7+7 (A AL5VI

AT I h9e:
gabdya asmasalikkaw ikko bal g"adafifiahim indititakimm
Y ou seem like you are in market. Do not forget to bring your girl friend.
Patient: afi.
i8S
Ok

Doctor: @-¥ NNH-F mM v-ALH (3) (3) AN RNA PAVI° ALLA? SUF pharmacy -0
wihha babizzat t'att’a huligizze lella kusill yalahim aydall yihin farimasi wisdadd
Drink more water. Do you not have other wound? (Pause for another 15 sec while writing) Take it
to pharmacy.

On this communication, it is clear that the young patient shows a different behavior from most of

the patients. Even though, he comes to be treated for sexually transmitted disease, which is

considered as taboo, in the Ethiopian society unlike other patients he starts the discussion with

doctor. The patient explained what he feel freely. Even if, he does not tell what his disease is

clearly (on text-1-line-36). For the question the doctor asks, he answers that he agreed that he has

STD. In addition, since the patient is young he tries to show that he is careless about his

problems and the social outlooks. He shows this by using of the talks he made such as on (line-

60) and he tries to show that if his friend listens the disease he has he is not bothered him much

for example, on (line-49) he answers that | will tell him after | left the examination room. Of

course, the Ethiopian society is traditional; especialy the elderly people and have serious
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perception on marriage but the patient explains that his girl friend or ‘wife according to him,
even though she is not living with him she is his wife on (line-25). However, unlike him the

doctor avoid calling her wife just girlfriend.

On the other hand, the doctor is clearly violating the maxim of quantity, repeatedly, for example
on (line-13, 20) these are the same kinds of questions. The doctor might ask these questions to
check the patients' accuracy on giving answers because many patients or people do not use the
time or place adjectives properly but the patient here gives answer aimost the same. Additionally,
the doctor also seems to fear that the patient might probably violate the maxim of quality by
giving incorrect information on (line-30-35). That is why; she repeats the question as notice on
(line-61). It seems the doctor used this sentence not to remind him but to make him take it series
about bringing his girlfriend and get the necessary treatment. The doctor only uses some medical
jargons and word by inserting to the metalanguage, such as HIV, Laboratory, Negative. Thisis
because there is no equivalent Amharic word for the first one. On the other hand, the patient use
first language influenced English (such as be-micro - - and apparent which means apprentice).
Despite al these facts, the doctor and the patient had a very friendly and informative
communication and the patient surely can benefit out of it. It is clear that the patient’s age has

huge role for this effective communication.

When the interaction observed in terms of speech act theory, for example, on (line 36, 37) of

line-36,
Doctor: 2% (+) PANAHC N7~ 9° ARt 10+ ALLAT? AILH.V O PF?
Yi-he yd-abbalazar bassitta milikit naw ayidallamm
Y ou know thisis a symptom for, sexually transmitted infection, don’'t you?
The locutionary act, it is a question, the perlocution act is the doctor told for the patient you have

sexually transmitted disease. However, the patient on line-37,

Patient: A's PoLooNATT ATLH.L 10+
inne ydmemasillann indazeya naw
| think so, yesit isasymptom.
locutionary act is an affirmative sentence, the illocutionary act is, it is a kind of agreement and

kind of comment but the perlocution act is the patient says i know i have sexually transmitted

disease.
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Text-2

An old patient of around 54 years old, who has epilepsy and come to take a medication because
he finished what he takes on the previous visit and the doctor is male who has long year of

experience; (The doctor read the patients name on the card) and start the discussion as follow;

1. Doctor: Hé 9°7 V1@ aear?
zare min hondw matt’o
Why have you come today?
2. Patient: AH 1CA FIC A0 (+) WAL@-9° Ab ALOT OC NAd-T OC SOm™ 1INC
| have a nerve problem, last time, | used to take once in every four or six months and it has been
two years.
3. Doctor : a7 0270 Ldn5A-? (Nodding his head to encourage the patient to talk)
madhanitun badénib yiwasidalu
Do you take the medication properly?
4. Patient: AmOsav- (quickly the patient seemed happier because he felt the doctor understood his problem)
NNg* ALALCTYI° - -
iwasidallahu batt’am alakk’owaritt’'im
Yes, | take the medication properly - -1 don’t interrupt it either.
5. Doctor: foC 1@~ ¢o9.0T 217
yawar naw yamissatt'iwott
Isit monthly that the medication provided to you?
6. Patient: PaC 10 AP PU-AT OC PONT OC SOAMEAN AMm+2IAY- 713 213 QAP - - -
yawar ndw awo yahulldt war yasosit war yisat'afifial itt’akk’amalldhu mata mata sildhun
Y es, for one, month two, three month, | took them at night since - - - (pause)
7. Doctor: hiv 0é 1 Ché-t OC AT I0C 9°7F P10 10?2 hét oC CoNST 01 A%S P10 10?2 A9°7
ON8 Chd-T OC? A>T ADLNTT?
kazih bafet yd-arat war tasatt’itot ndbar min hondw naw arat war yawasadut yat lehidu honaw
naw lamin wasddu ya-arat war lamin asifalagiwot
During your previous visit, you took for four month, what happen to you? Where did you go?
Why did you take the medications for four months? Why isit required?
8. Patient: A% (+)78 A778.0- - -?
inne-nigga inigideh
| don’t know, may be- -
9. Doctor: A2 a7t AL toom PULANID o0&k AN oo@0ASTUT NFECa ATLHY (3)AFTLHY
A%IPF 1@ 09T U- AL LAD- ADT - - -
awo inanit inditimatt'u yamefaldgdw madhanitun batikikill mawisdadaccihun indazih indéazih
lamayat naw simetaccihu lay yalaw lawitt’
Well, you people are expected to come here because it is necessary to check either you took the
medication properly or to see if thereis any change of signs on your feeling
10. Patient: h®
awo
Yes
11. Doctor: Am-MF (3)a78, AG 717 A1a0AAN ALLAI®(+) D7 héT OC L£19° (HY ?
|awitt’o€¢ inigge inanitdn ldmamallalds aydallam gin arat war ddgimo bazahha
Just to see changes - - not to make you tired but four month isto long?
12. Patient: AgLA AO-°7 (K- 10- (4) - - -
ayidalla isuma bizzu naw
Of courseitislong but - - (like murmuring)
13. Doctor: v-at @C 04 1@-::
huldt war bakk’i naw
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Two month is enough.
14. Patient: 04 10>
bakk’i naw
Yes, it is enough
15. Doctor: ¢CN ALY N4.C £79° ' NP ®4-9° N.oom: TIC PAD-I°?
If you are living around here, it is better to come every one month
16. Patient: A% AT 29C LI ST
awo ize¢¢ mariyam natt
Yes, it is here around Mariam church.
17. Doctor: AP af39- - -
awo
Yes, it is necessary to observe it- --
18. Patient: JA+ 9°hé Tt HE NA (3) PU-AT OC M Ch7E OC BLLA- -
sallit mihirat zikk’ bila yadhulat war wéy ya-anid war yidarag
Itisaround ‘ Sahelit Mehert’ church therefore you can give me for one month or two month- -
19. Doctor: N+nand AP@0S 10- 713 7132
batikikil iyawasaddu naw mata mata
So, do you take it properly, at night?
20. Patient: QAM-LI™ A8 U- -FnJHA h@- P90 FOONLT- - -
baldbetem inidehu tdkatatilla ndw yamitaswasidanin
My wife she looks over me whether | took it or not.
21. Doctor: &@mh&A- AU-79°?
yiwasidallu ahunimm
You still taking the medication?
22, Patient: h®
awo
Yes
The doctor start to talk with anurse and give order to give him a medication for the patient
23. Doctor: 1 hrzUE
sayikotiropik
Psychotropic
And return his attention to the patient to fill the prescription and ask the patient’s name, and age
24. Patient: a9 Y9°4 hl-T ‘10>
idime hamissa arat naw
My age, itis54
25. Doctor: A9°G9° 54 H1&C9° 54 h&eI°CI° 778 ACNI° W74 . . ..
amnam hamissa arat zanidirrom hamissa arat ayi¢¢’amirim inide irisom ingideh
Your age, last year was fifty-four and still today, it saysit isfifty-four. Isn't it add-up?
26. Patient: £9°¢- A774.0. . .
ddamirot ingideh
You may add it up. .
27. Doctor: gva@- (giving prescription)
yihiww
Takethis.

The patient is old and without doubt is illiterate so like most patients of his age, during the
interaction the patent speaks with low pitch voice, which signifies respect to authority figures
such as doctors. In addition to this, the patient seems to avoid mentioning his disease almost
throughout the interaction, which might be, he is uncomfortable talking about his diseases. This

can also be seen that the patient can use the Amharic term for epilepsy that is ‘yamett'il bassita
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but the patient says - - nerve- -On (text-2-line 2) and he do not says much after that but tries to
remind the previous visit that took place before six month on (line -2). That is way the answer he
gave for the question on (line-3) it is a kind of relief respond on (line-4) ‘I take the medication
properly - -1 don’t interrupt it either’. It probably is the impact of the society’s perception on
epilepsy, that the patient avoids calling his disease freely and discussing his feeling because even
though the doctor gives the opportunity to talk about his problem on (line-11). The patient
ignores the invitation and focus only on taking his medication. The patient acts like this because;
the society perceives epilepsy as a disease, which has an association with some bad spiritua

possession.

The doctor on other hand should give the opportunity to explain himself rather than he focuses
only on the immediate problems of the patient rather he should at least measure the patients
understanding about the diseases. Because, it is clear that the patients can be discriminated
because of his health problems. As it can seen the patient cannot even explain what his problem
is to the doctor. In addition to that, the doctor on (line-9) does not mention the patient’s disease
too, but says ‘you guys (2" person plural). Which is akind of discrimination term, as the whole
the doctor should focus his interaction on education rather than asking the patients ‘ past history’

on how often the patient took the medication.

To see the communication from the maxims perspective, the doctor on (line-7) disobeys the
maxim of quantity by asking the same question repeatedly. About code switch, the doctor code
switch while he communicates with the nurse on (line-23) and the patient (line-2) because of
‘missing the right word’ that is missing in the Amharic (Matras: 2009:108).

4.1.3.1. Comparison of theinteractions (Age) on text 1 and 2

As stated above, age plays significant role during interactions and older patients are actually
more diverse than young patients meaning they have wide range of life experiences and cultural
backgrounds, which often influence their perception of illness and willingness to adhere to
medical routines. These could cause problems to physicians when dealing with them, but in
addition to these facts, communication can also be hindered by the normal aging process, which

may involve ‘sensory loss, decline in memory, slower processing of information, lessening of

53



power and influence over their own lives, retirement from work, and separation from family and
friends’ (Robinson, 2006:74).

However, studies have shown that older patients receive less information from physicians than
younger patients do, when, in fact, they desire more information from their physicians. Because
of their increased need for information and their likelihood to communicate poorly, to be nervous
and lack of focus, older patients are going to require additional time and attention from their
doctors (Robinson, 2006:75).

As the above two examples, show that even if, two persons have the same problems, which are
sexually transmitted disease and epilepsy both considered as taboo in the society, age difference
by itself cause distinction in addressing these issues. On the first example, the young patient
starts the discussion and unlike the second patient, he even asks his questions to the doctor. In
addition to that, the patient has casua interaction and when the doctor asks the questions on
(line-36) he respond freely. Moreover, the choice of language is more relaxed that the second

meaning we can see more code switching than the second interaction.

Contrary to this, the second patient on the second example had a very formal interaction, and can
be said he did not benefit out of the communication. Because the patient did not participate in the
interaction actively but give few unclear answers to the doctor. Furthermore, the patient was
uncomfortable to discuss because, first the patient show repeated pause while he speaks which
might show the sign of anxiety and did not even once, asks one question to the doctor. Besides,
to thiswhile the first patient states when the symptoms started clearly on (line-12, 13) the patient

on the second fail to explain hisfirst visit, age and address on (line-6, 16, 26).

4.1.4. Patient’sgender asfactor in the medical interactions

As stated in chapter two, gender refers denoting the attributes given culturally ascribed to women
and men. As result, gender is a characteristic that is associated with variation in communication
style. Researches show that the communication styles of men and women differ (Matsuoka:
2011:3).

Text-3

A young female doctor and a thirty-six year male patient complaining of serious headache and

back pain, the communication takes place as follow:
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10.

11.

12.

13.

14.
15.

16.

17.

18.

Doctor: 9°7£7 1@- 91.£9°0?
minidn ndw yameyamih
What is your problem?
Patient: ¢-0 9°2~1G N0,V AL SMHTHE A
ras mittatna bazzih lay yitt'azatt’izannall
It is a headache and serious muscle pain (arthriligia).
Doctor: o7 4@~ PEavly?
Macc naw yaggamarah
When did it start?
Patient: $&:1:A 0P hv-7 &0 9° I APeavl, oo aoHmK: NPCA L &-0 9° 3k 77 (M9° $20°7F DN
WM vk Ak -
k' oyito"-al bikka ahun ras mitatu iya¢&’amara matt’a matt’azitt’azu bikirib gizze ras mittatu gin
batt’am k’oyabififi battdwassan gezeyat hullat sost
It stays longer but now the headache getting worse. the arthriligia stays shorter time. However, the
headache keeps for very long, within two, three ...
Doctor: NPCAN LW (+) % F 7 SPIPA?
bakk’irib gezze sinit k’an yihhonnawall
How many daysisit?
Patient: ¢-0 9°3+k ha9° i NAL CALPA- - -
ras mitattu kdsaminit ballay yalifawall
The headache is more than one week
Doctor: 13v7 0¥ 1H P1v?
gunihin sinit gezze hundh
How long the pain is on your backside since it started?
Patient: 5@ NPCAN +7 1@ (+) ALY 2C SMHTHEFA?
yihefifiaw bak’irib k’an naw izeh gar yit'azat'izanfall
Thisone, it isvery short time, it felt serious muscle pain (arthriligia) around here.
Doctor: “i&x hav?
sdl allah
Do you have cough?
Patient: “iA £A9°
sal yallaiiimm
No, | don’t have cough.
Doctor: (..2¢- 9°G9°7 e ihv?
seggarra minamin tac¢’dsallah
Do you smoke something like cigarette?
Patient: A2 (+)(1..24- AeAAU AMNAU- BT AP TIAU-(4)
awo seggarraacc’asalldhu itt’att’alldhu ¢’att ikk'imalldhu
Yes, | do smoke; | drink and chew ‘ chate’ too.
Doctor: &v (+)T4 10 TN 0CF ==hlv 0é- 1 pl PHY LO-PA?
yih t'irru naw k’att’il baritta
Oh- - keep it up (laugh) by the way, do you have a history of TB?
Patient: nodding (no)
Doctor: 2HY Af®-#9°? (Pause) writing 7V AL “FIC hn? (Mrx)
yizuh ayawikk’im Sinith lay ¢iggir alla
No? Do you have urinary problem?
Patient: T7C ea079°
Ciggir yallabiAfim
No, | do not have.
Doctor: @1.¢mA Fhe Fhe aog°AVE (+) aoPof Fhe TIMNLGE?
makk’ at’ al tollo tollo mamit’at mat’ito tollo matt’adaff
Burning while urinate and comes up frequently, and is it tries to come out immediately?
Patient: A (+) A72H.V ALYTF T1C PA*19°(4)
ay indazeh aynat nagar yallaniimm
No, | do not have these problems.
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10.

20.

21.

22.

23.

24,

25.

26.
27.

28.

29.

30.

31.

32.

Doctor:

Patient:

AT 11 W g mam?

anid anid gezze manitt'abatt’ab

What about urine interruption while urinating?
ATEHY ALY TIC PATIY°

indazeh aynat nagar yalannim

No, | don’t have it too.

Doctor: +h-at Anv?
tikkussat allah

Patient:

Doctor:

Do you have fever?
At eaTge
tikkusat yalaniim
| do not have fever.
NCE NCE 2I071-?
bird bird mallatt
Do you feel cold?

Patient: & eoaHMH ¥ NECAR AL @271 AS &0 I°3T (+)6-0 9° 3k (MI° hAL: 1@~ \EI°LY oot T Ad-(re--

Doctor:

Patient:
Doctor:

Patient:

Doctor:

Patient:

Doctor:

Patient:

bakk’a matt’azitt’az baggaribayye lay wiggat inna ras mittatu batt’am kdbad naw seggamirai
manasat larassu

No, | only fed dizzy, back pain and head ache. The headache gets worsen. When it started, |
could not even stand. . .

AT 77 PAVY° TTV9° AL hS.0 TIC PAI°?

tikusat gin yallahm Sinitihm lay adis naggar yallam

However, you do not have fever ... and while you urinate, there is no new thing?

(nodding) pause

9N GATHN AT LT 10?2

yamigb filagot indet ndw

How is your appetite?

7°0 ANAA U-

migb ibalallahu

| eat food, it isnormal.

AILLCD 10 9°19° AR CAD-9° +PCIT ®L AL 2T 9°G9°F?

indadirow ndw minm liyunat yallawim takk'imatt’ wadda lay mallat minamn
Itisasusua, thereisno difference at all. Do you have vomiting and diarrhea something like that?
7°79° LOP°

minm yalldm
Thereis nothing

9397 A9 (+) OLEICY h1L: 0P “1IAT @Y (+) 140 AL a0 INT hA 7327

minm yalldm siggamrih kdbadd ikk’a manisatt wihha néaffas lay méaggallatt’ alld inde
When it started, do you by chance picked-up heavy thing or did you stay at cold?

AL AP (+) Né-f Aé-tr CTANT Né- DALY - - -

awo awo siraye irassu yadgulibbat sirra silldhona

Yes - Yes, my jobislabor work - - -

Pause while the doctor writes then
33. Doctor: a7 .08.M.. AOCHY @ PAV +aoCI°LV?

HIV asarittdah tawikk’allah tammarmirrah
Have you been screened for HIV before?

34. Patient: hAm-+9°

alawikk’'imm
Not before today

35. Doctor: AgvaoCan( 4925 1V7?

lamamarimarr fakk’adafifia ndh
Areyou voluntary to be screened?

36. Patient: ANOAU- (+)AODH £40- --

asballahu iskdzza diras
| am planning, until then - - -
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37.

38.

39.

41.

Doctor:

Patient:

Doctor:

Patient:

Doctor:

h8, Hé AavaoCooC 4P LE '1U7?
ay zarre lamamarimar fakk’adanna nah
No, | mean, are you voluntary to be screened today?
LFAN 9°9° TIC ¢A9° (3)
yi¢¢’allal minm ¢iggir yallam

Itis possible (Pause)

WY 0é +aoCI° LY hF@-$9°?

kézeh baffet tBmmarimirah attawikk’im
Have you not been screened before today?
a@-39°

allawikk’im

No, | did not

AWsS NT Al

laboratore sitt’ i$se

Go and give laboratory

Giving the laboratory request after 30 or 40 minutes, the patient comes back to the doctor, with

the result and starts to discusses
42. Doctor: aa+&C 10?

43.

46.

47.

49,

50.

51.

52.

53.

Patient:

Doctor:

Patient:

Doctor:

Patient:

Doctor:

Patient:

Doctor:

Patient:

Doctor:

Patient:

ballatidar ndh
Are you married?

he

ay

No
ol ALEN- - ?

yasset g"adafifias

Do you have agirl friend?

g

ay

No
PAVY°( 3) Mok AT AL N1L9°V @-NT A 10 PULA®- hHLY 04T @4 1INC?

yallahm witt’etu HIV baddamh wisitt” alla ndw yammellaw kazeh bafet tawikk’ nabar
No? However, the result says that, you have HIV in your blood. Y ou do not know before?
he

ay

No

ACIMT 19?

irgitt’afifia ndh

Areyou sure?

hL

awo

Yes

NA@-71- - -?

ba-iwnatt

Redly - --?

(RYURE

ba-iwnatt

Really.

OARLY AHLY A HEI°-A0 TN 10 AV? (3) AS ATTIC AS15759 A7 45 - 19 IC “I0T 10

(+) All?

silazeh izzih Kititil tiggamirallah mallat nadw i inna ati¢Cagar anaganafifithallan ka-arratanifaw
kifil gar mallat naw issi
Therefore, you will start afollow-up here. Isthat Okay? (Pause) Moreover, don't worried, we
will contact you with them.

A,
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i83i
Ok
54. Doctor: Nh “04 A% 10 2L.MPI°V - --
bageze mawakk’u lantd naw yamitt’akk’imihh
Then you will start up there, it isgood for you to know in advance ok!
55. Patient: aAfi.(+)AL 9°739° TIC PA9°
is8i awo minm ciggir yallam
Ok - - --yes, there is no problem.
56. Doctor: ARV AU-7 NTiF9° CAVI® AT, OAL-OV NAY 10 (+) “T75 0 79° ALY PooN®-7 MG+ AATLAA
TNt 10 AG DARLY AU-T HLES P40 A0 TI0T 10 AL?
sillaizeh ahun bassittam yaldhm agatt’ame silldrasih bildh ndaw manififawinm izzeh
yamatt'awin t'dyikk'u sillimibal ndw inna silldzeh ahun tihedina yaminagirruhin tisdmallah
mallat ndw issi
Therefore, now you do not have any sickness, | just order for you, the investigation patients are
encouraged to get screen and now you will go to them and listen, ok.
57. Patient: ah.
oke
Okay
58. Doctor: AH.U hgvav™ AAh@®: oo &L AR RAAY-::
ldzeh amamanii lalkdw madhanit itt'iflihalahu
| will write some medication now for the disease you are complaining, so you feel al right
59. Patient: A.nAAT FO&LATATI?
sekilif titt'ifilififialass
Could you write me asick leave?
60. Doctor: afi. (+)aT7 AhAA eo&Y'L it 0t oo +9° 30LCI0Y
i83i i¢¢in sekilif maddhanit bet mahatidm tasdarigallahh
Ok - - -thisisyour sick leave go to the pharmacy and get stamp.
61. Patient: A7& % 10 P99:TIA? till looking the sick leave
anid kK’an naw yatt’afissilifn
Y ou only give me one day.
62. Doctor: AL PHET NF 10 I HOFAT U-?
awo yazzaren bicca naw yamnitt'ifillac¢ihu
Y eswe only allowed to write for today.
63. Patient: A7 Atk +7 NFLCLAT T4 INC
anid sost K’an bittadarigelififi t'irru nabar
Itisgood if you give me at last three days.
64. Doctor: a720703 @ AL'TE 1P $9°104.0-- - -
indabassittaw aynat ndwa yamnitt'ifaww
We write according to the disease- -
65. Patient: AU-7(+)ah hé- N3 ADNAOT (3)4-0F Po1LavT (3) I°GA héwt 7 VIR LAT- -
ahun ikuw sirra botta iskitawanf rasen yamiyammanifi minall arrat k’an bititt'ifilififi
Now- -- | could not work because of my headache. Please write me at least four days.
66. Doctor: a%7 ad-AT77 LaLNGA oo 'L E7 @O0 "AGAY TaoMAY- -- -
ififan rasac¢inin yasikk’att’anal madhanitun wissadna kalittassallah timatt’alah
Wewill be facing a problem and take the nod action if there is no charge. We will see -- -
67. Patient: A28 A0F +7 A'k Ad-0b AN W7
anid sost k’dn inne irase alliggdbam ahun
Now, | will not going to enter to work for about three days.
The first parts of the communication go smoothly in this communication (text-3-line-1-10) until

the doctor gives a kind of negative compliment on (line-13). Despite this negative complement,
the patient seems very cooperative throughout the entire communication. However, it gives the
impression of he (the patient) already knows he is positive for HIV because the reaction of the
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patient was a surprising and unbelievable even to the doctor. That is why the doctor asks him on
(line-46-51) again after she already finished the discussion. It is reasonable to conclude that the
patient is in fact violating the maxim of quality by giving false information. It could be that he
wants to re-check. Alternatively, he might believes after a while the HIV could disappear.
Anyway, whatever the reason, the patient does not bother whether he had HIV; rather he argued
more about getting sick leave more time to rest, on (line-59-67). Moreover the patient address his
problem and answers the questions raised by the doctor he don’'t even tries to deny he smokes
cigarette and chew ‘chat’ on (line 11, 12). It is clear that the patient speaks with confidence,
which is good because it helps him to have a very understandable communication from both

sides. The patient is male and this has very big role for the productive communication.

The doctor after informing the patient he has HIV in his blood, she (the doctor) starts to reassure
the patients mind by using psychological and therapeutic method. Besides, during
communication the doctor use the Amharic term ‘minamn’ such as on (line 11, 29) which has no
specific implication but gives the discussion a more casua sense rather formal interaction. The
doctor used many closed-ended questions, but it could be more productive to let the patient
explain and states why he came to the health center. As Bylund and Makoul (2002) Roter and
Hall (2004), remark female physicians conduct longer consultations than male physicians do,
which clarify their tendency to start partnership building largely than mae physicians. In
addition, consultations with female physicians include talk that is more positive, psychosocial
counseling, psychosocia question asking, emotionally focused talk and emphatic communication
than consultations with male physicians. Therefore, this female doctor seems to be friendly to
patient and avoid being bossy, of occur, she asks many question but at the same time tries to
reassure the patient by giving positive feedback on (line-56). She even used the first person
plural (we) to inform the patient that it is impossible to give him a sick leave beyond the

necessary amount on (line-66).
Text-4

A young female who is married and probably having a sexually transmitted diseases and came to
the health center to get treated and the doctor having a more than twenty years of experience and
the discussion goes as follows,

1. Doctor: 97 v71i?
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10.

11.

12.

13.

14.

15.

16.

17.

18.

10.

Patient

min honiss

What happened to you?
. hu?(4)

.

Oh?

Doctor: 9°7 70? 9°7 £0°70A?

Patient

min honiss min yissdmassall
What happened to you? What do you feel ?
D ARH)TIV0LT 1@ POLE S TAT T HET 9°G9°7 OGS L P TATA
ine mahitt’anen naw yamiyakk’at’ilaff Sinitten sissana yakk’att’ilannall
Me- -- | have burning on my uterus. When | urinate, | feel burning.

Doctor: £ TANN?

Patient

yakk’att’ilissall

Do you feel burning?
AU WU - - (4)
ahunm ahunm
Frequently

Doctor: av?

Patient

i
Oh?

D AU AU POASEA - - -
ahunm ahunm yasSananfall
| urinate frequently. - - -

Doctor: av’F Eavli?

Patient

Doctor:

macce gamarass
When did it start?
D hUT () A9 AT 100
ahun samint lehunafifi naw
Now - - -it isamost a week.
w2 )N T1PMA NF 10~ LAT CAD-9°?

Isit oneweek? - - -isit only burning or do you also have discharge?

Patient: eA9®

Doctor:

yallam

No, thereis pus
ao i\ SH N?

maggil yiz" -all
Doesit have pus?

Patient: a(-7 Ad PHII®

Doctor:

issun aliyazzannim
No, | don't have that.
ANL av 0770 AhaN, LARAIA?

Do you have itching around your uterus?

Patient: A8 -- - -

Doctor:

ay
No

oL T Lm0 hoTvorn?
wada tac¢ yiwaggassal kamahitt’aniss
Do you have pain, which pushed you from uterus?

Patient: v?

Doctor:

i
Oh?

®L. T hequo70- - -?
wadatadé kdmahitt’aniss
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20.

21.

22.

23.

24,

25.

26.

27.

28.

29.

30.

31.

32.

33.

35.

36.

37.

38.

Is there pain toward your uterus - --?
Patient: AL®.D%9° 17 71 #mA 10> NNI° 10> P9LL TN

aywagganiim gin makk’att’al ndw batt’am naw yamiyakk’att’alafni
No, | do not have that but | have burning, and the burning is severe.

Doctor: al.w alw 2C AL9°119°? (showing around pelvic)
Do you not fedl pain around here?
Patient: A2 faoA
awo yamandall
Yes, | do have pain.
Doctor: QA AnTi? (Pause)
balibett allass
Do you have husband?
Patient: 4122 (3) (4)
awo
Yes, | do have (Pause)
Doctor: a7 .a8.10. FaoCo°LT a4 2AT
HIV tamarimirass tawikk’iyallass
Have you been screened for HIV before?
Patient: A2
awo
Yes
Doctor: +CN1H?
K'irb gizze
When was it?
Patient: hs
awo
Yes
Doctor: oof?
macce
When was it?
Patient: v-at oC MLV 10 10+
hullat war behondw naw
It isonly, two month.
Doctor: Lvs 1m-?
dahinna naw
Was the result all right?
Patient: A2 = = (shy)
awo
Y es (laugh)
Doctor: 9™1@- AP0? (3)U-A-9° @ AP Tavlavl. 1@+
mindaw sakk’is$ hullum saw iyattdamaramarra naw

Why do you laugh? - - - -Everybody is being screened.

Patient: ag a%I°(+) TavCI°LLAU- (4)
| am already screened.
Doctor: af- LaoA AN (+) AANTTI?
issu yamanial yillal ballabetiss
Did your husband also have any relevant signs?
Patient: K&
ay
No, hedidn’t say.
Doctor: @7 APmA™ 9°G9°7 hANY°?
Sinit akk’att’alafiin minamn allalamm
Did he not talk about any burn while urinating?
Patient: h@
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ay
He did not say.

39. Doctor: 9°7£7 10 PUL0C-@-?
minidn naw yamissaraww
What is hisjob?

40. Patient: aAv?(4)
|
Oh?

41. Doctor: 7°7&7% 1@ P70 L-@-?

minidn ndw yamissaraww
What is hisjob?

42. Patient: A78 Al 18 (+) == Al 1% and shy alot

inde irrd gudde irrd gudde
What... what do you mean? Laugh

43. Doctor: am-1t7 Ah 10 = = (1:4.C '10-?
iwnaten ‘ikko naw Suffer naw
| am serious- - -- (laugh) ishe adriver?

44, Paient: Al (+) 979" TIC PAD-9° = =
irrd minm Ciggir yallam
Oh- - -Thereis no problem (laugh)

45. Nurse: a8 P91.Lav@- ' A-9° hW38.avlaoC 1 W7E AMA 158 hBLAT°

ay yamiyammaw kdahund assum andimardamarr naw inigge lalella guday aydallamm
We mean no harm, if he has the same signs as you do, he should come and get treated.

46. Doctor: 9°7 aoOATi 07T W 004 10-?
min massalass Sinit bei yagarra naw
Do you use public toilet?

47. Patient: h# (3)
awo
Y es (pause for about 1 minute)

48.  Doctor: 9°7 ao0AT A2LHY TFF7 A @7 W C7LAANL@- (+) T80T 10 @0 TCO - 77 Wivet 0
h9°G9°7 1@ Po00MN®- AHF D7 L 77 POLooMN@- D 10-(+) POLAANLD- “I0T W3LE haa-T
ATLHY ALY TIC MooM (+) WIAT WIS hOANLT A7LHY ALY 1IC A.go@ SFAN “IAT (TP
agent OYNIr |, 078 A9°0t Noof A2eH 1@ PhLm 77 D 0 Ahan, A5 H- L0
n1¢FU- B9° NAFU- AR 0Y 2 A LH T3 08 h0T- -
min masalass indazih Sinitin abizafifiaw gizze yamittalalafaw mallat ndw yatawassana perisanit gin
kasinit bet minamn naw yamimatt’aw abizafifawin gizze gin yamimatt’aw kdsaw naw
yamittalallafaw malat kidg“-adafifia kaballibet inddzih aynat naggir sematt’a malit kig"-adififa
kdballdbet indazih aynat naggar limatt’a yiccilal malat naw ...

I mean if you use public toilet. Especially during warm hour you could get contaminate since you
girls sit when you urinate. However, most of the time it transfers from people to people. This
means from boy and husband. Which is 85 percent is through sex but as | told you in rare cases it
can transfer viatoilet contamination too- - -

49. Patient: A2 (MNFAL H LPGA- - -
awo battalay bazza yihunall

Yes, it could be throughiit. - --

50. Doctor: AP7 SFAA ATIE@9° LU7T oot AdaTanCli £CO 771 AFLCLI°(+) ook
e/ IA SAAT LIPSA hFAATI(3) A7215(3) haverli 97 APES A@C@ ANLTU- 10+
e9° Faomt
lihun yiccilal lamanififiawim yihin madhanit iskiti¢¢’arss dirrds ginififiunat atadarigim madhanitun
kace’arass bah“-alla yissalid yihonal katisdalass indiggina kamiamas gin aniéena sawiyiw
abraccihu naw yamitimatt'utt
May be, therefore until you finished this medication, you will not going to have intercourse with
your husband. After you finished this medication, you might get better. Nevertheless, after you get
better and get started a gain you and the man has to come together.

51. Patient: ai.
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isSi
Ok!
52. Doctor: AfL?- - WA U-ALH MG NOE AP-TavAANT 1@ $9° LA
i8Si kalihuna huliggizze t'enna t’abiya iyatamalalasiss naw yamitidakkimiww
Ok? Otherwise, you will come always to this health center.
53. Patient: afi.
issi
Ok!
54. Doctor: NAHY ANéTFU- (+) BUT &Y' arCATI A7815 havao(i (3) AlL?
sildzzeh abaraccihu yihin madhanet ¢’4risas iniddggana kamamas isse
Therefore, comeback together if you do not get better. Ok?
55. Patient: ai.
iSSi
Ok
56. Doctor: ao@¥'1-+ (bt 1L
méadhanit bet higge
Go to pharmacy

In this interaction, like most of her gender group and age group, the patient is uncomfortable to
discuss about her problems with authority figure such as doctor. If the female is from countryside
in Ethiopia like this case, they will be definitely shy when they are talking with male especialy if
the male is ‘unknown male with lots of questions’ and the topic is about pregnancy, genita
organs, and problems associated with things on (text-5-line-4, 6, 8). That is why she speaks with

low pitch.

The patient’ s anxiety seems to be shown by talking in a very low pitch on (text-4- line-6, 24, and
34) in her speech. Moreover, she (the patient) laughed frequently on (line-42, 44) not a sign of
happiness rather is being shy. Furthermore, when the doctor informs her disease could be STD
she reacted in laughter and responded there has to be other reason. Because, according to the
patients understanding it is impossible to have STD, since she is married. That is why the doctor
also starts to use another way of strategy, rather than, telling her the cause of the problem. He
assured her on (line-46, 48).

In terms of, the speech act theory, there are examples on (line-39-44) the doctor asks on (line-39,
43). That islocutionary act meaning the acts of speaking on (line-41)

Doctor: 9°7€7 1@ £7.04-@-?
minidn naw yamissaraww
What ishisjob? (Question)
Illocutionary acts are acts done in speaking including and especially that sort of act that is the
apparent purpose for using a performative sentence.
What is your husband’s job?
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However, the Perlocutionary act which is a consegquence or by-product of speaking, whether
intended or not, as the name demonstrates to suggest, perlocutions are acts performed by
speaking is the doctor implies that, it is your hasband who is responsible for your diseases, so he

also has to come and get medication with you. That is why the patients respond on (line-42)
Patient: 478 Al 1% (+) == Al 1L and shy alot
inde irrd gudde irrd gudde
What... what do you mean? Laugh
Meaning that, | do not have any infidelity problem in my home, you have to look for other
problems that can cause my sichness. Nevertheless, the doctor insists asking questions such as
(line-43)
Doctor: Am-1k7 Ah 1@ = = (-4.C 10-?
iwnaten ikko naw Suffer naw
| am serious- - -- (laugh) ishe adriver?
Paient: as (+) 9°79° FIC PA@-9° = =

Oh- - -Thereis no problem (laugh)

The patient interpreted the implication of the question rather than answering the direct question.
Meaning she understand the perlocutionary act of the question, since drivers are the most HIV
and STD exposed part of the society and according to the doctor’s opinion, he is the one who is
causing this problem. That is why the doctor responds this information on (line-50). His(the
doctor’s) sentence began with ‘May be’, so it shows that even though the doctor told the patient
there is other options or cause for her sickness.it is clear that he conclude she has STD. he used
an Amharic terms ‘malat’ and ‘initin’ repeatedly though out their talk and it shows he might be
uncomfortable on (line-6, 12). When the doctor explains the mode of the transmission on (line-
48) for the disease, he used very vague sentences, which do not make sense. He used the term
‘mallat’ and ‘minamn’, which is synonym with ‘meaning’ and ‘something’ respectively.
However, both of them do not have significance in this sentence but it seems used to make the
discussion casua and the doctor aso tries to avoid mentioning the husband’s responsibility by
diverting the discussion to other possibilities by saying at the end of (line-48) ‘it can be toilet

contamination.

Despite all this problems though, as the communication illustrates the doctor handle, the
communication very casual, friendly and the way the doctor asks the questions are good.
Because, on the first part of the conversation the doctor asks series of questions about the
symptoms the starts to explain and he didn’t focus on the physical problem that is the sickness

but goes beyond that and asks the social situation of the patient.
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4.1.4.1. Comparison (theimpact of gender) in theinteractions of text 3 and 4

While, observing the two interactions, it is clear that gender has significant role in the medical
communications. As many researcher such as, Wodak and Benke quoting from Eckert and
McConnell-Ginet  (1992) agreed ‘women's language has been said to reflect their
conservativeness, prestige consciousness, upward mobility, insecurity, deference, nurture,
emotional expressivity, connectedness, sensitivity to others, solidarity. In addition to this, men's
language is heard as exhibit their toughness, lack of affect, competitiveness, independence,
competence, hierarchy, control (Wodak and Benke, 1998:88).

As the third text, which is male patient, shows even though, he has HIV. The patient does not
show fear or intimidation while discussing with the female doctor, address what he feel and even
challenge the doctor’s comment on (lines, 59-63). On the contrary, the female patient on text
fourth, she has sexually transmitted diseases, which is ‘unspeakable’, issues according to the
society’ s perceptions. As result, the patient when she hear the news she react shy on (text-4. line.
18, 32, 42) and unlike the male patient there are remarkable number of pause between sentences

and she speaks with very low pitch which show nervousness.

In addition to these facts, the male patient asks and expresses his opinion to the doctor freely
with clear sound. Moreover, at the end of the discussion he challenges the doctor to make
adjustment on the number of the date, although not succeeds. Nevertheless, the female although
the doctor offered opportunity in text (text-4-line. 25) she did not useit.

4.1.5. Gender of medical professionals in medical communication

As stated on chapter two of this research, gender associated with variation in communication
style. In medical and routine communications, differences in the interpersonal style of women as
compared with that of men are well documented. Women reveal more information about
themselves in conversation, they have a warmer and more engaged style of nonverbal
communication and they encourage and facilitate others to talk to them more freely and in a
warmer and more intimate way. In contrary to that, males show a tendency to assert status
differences. There is also, evidence that women take greater efforts to downplay their own status
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in an attempt to equalize status with a conversational partner and women are more accurate in
judging others.

Text-5

An older woman who knows that she has a gastric ulcer for the last twenty years and came to
consult the doctor and get some medication; and the male doctor who has more than twenty
years experience, speaks Amharic as second language, and initiate the discussion as follow;
(watching her card).

1. Doctor: Ag°2-F 297 10-?
Simiwot man naw
What is your name?
2. Patient: x
3. Doctor: 9°7877 1@ Héo CaomNit 907 012
minidn naw zarre yamatt'ubat mikniyatt
Why do you come here today?
4. Patient: A7 NMI° Laviiin
¢’ ag"-arayen batt’am yamafifall
| have gastric pain
5. Doctor: a7l aLl11H?
indet adaragott
Wheat do you feel?
6. Patient: eTATA
yakk' att'ilafnall
| feel burning
7. Doctor: a7.+ma NF 1@ L0 &A TIC A NE hA?
makk’ att’ &l bic¢éa naw ways lella naggar abro all3
Isit only burning what you feel? Or, do you have other problem?
8. Patient: £9°70 @A PATI° LPANANT A L19°9° h L4 NI - - -
yamigb filaggot yalaniim yakk’ilassalissanfal digmom ayiffacc’iliinimm
| don't have good appetite; | also have nausea and have difficulty of digestion.
9. Doctor: ¢ AN ALLF9° TINT 10-?
k' uée’ yillal ayfaé¢’im mallat naw
Do you mean the food you eat isn’t digested?
10. Patient: h®
awo
Yes
11. Doctor: AAN?- - @t 11C @29° AA ANCT £0 TIC hA?
lelas tiwikat nagar waym lella abrot yalld nagar alla
Wheat else do you feel? - -Do you have vomiting and other symptom?
12. Patient: A2 +m-ht A9 (she shows her chest ared) AH.v AN, £ TATA 1700 G NA- -
ay tiwikat yalannim izzih akababe yakk’att’lafifial gonabas k’ana sill
| do not have vomiting but | have burning around here while | am work - -
13. Doctor: LARFA AN 10-? (+) F@-ht PA@9° 07 L P1@-?
yasayuiifial izih naw tiwikat yalawim sinit geze honaw
Let me see? Isit here? Y ou don't have vomiting, How long isit?
14. Patient: - .0 P10>- - -
bizu geze honaw
Itislong time- - -
15. Doctor: 029°F #l hovoi?
bagimt sinit amatt
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16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31

32.

33.

Be specific, how long isit?
Patient: ¥¢ hoo'l LUP1PA::
haya amat yihonawall
At leadt, it istwenty years.
Doctor: 9°7 AP®NS 1@+ (+) 1 havi (+) 9°7F VII°G OOL.PA?
min fydwdsadu naw haya amat min hikimina wasidawall
Wheat did you take for treatment since then?
Patient: it vAZ°G 1@~ O (+)NI> k- -
bazu hikimina ndw se simite
Itisplenty, such as C- - cimit - -
Doctor: 0791877
simetedin
Do you mean Cemitedine?
Patient: A2 (oo4:277 10 299+ PoLMAN@-7 1 4.AN7 i NH- L AdNSAU-

awo simetidin kagamit yamett’atawin fasassun bizzu gezze iwasidallahu

Yes, it is Cimitedine, Cagamaite and syrup; | took them for many years.
Doctor: av (3) aA'1(+7 A.ONS AD-T AA®-?
T- indsun siwdsidu lawitt’ aldw
Ok! - - Do you feel better while you take these medications?
Patient: A2 0 HAL \71-LL T
awo bataldy simetidin
Y es, especially when | took Cemitedine
Doctor: g+7a0 @20?
yikk’anisal wayis
Doesit gets better or?
Patient: h&®
awo
Yes
Doctor: Pav&70 At Ad®- ALEI® LN, Pavt@- 1IC- - -?
yamadanis milikit alldw 1araggim geze yamataw nagar
Doesit show asign of healing or getting better for longer time?
Patient: hs
awo
Yes
Doctor: anm- ogn- - -?
alaw wayiss
Y es you mean it gets better or?
Patient: A2 0 1@ AN (oo UN AU~ T1ANT AFE.- - -
awo basu naw yatassalani bamahall ahun tandsabififi iniggi
Y es, it was getting bettre because of it, but it relapses again now.
Doctor: QAR ANEFE 3O @- L PN-?
sildzeh labaratore tayitaw yawikk’allu
Therefore, you had alaboratory investigation for it too?
Patient: hs?
awo
Yes
Doctor: 9°7 hh hte? Lao- (+) TOCF @47 (3) 11CH?
min ald alot damu tasairitto witt'etun nagarot
What did they said? Did they tell you the blood result is?
Patient: ?em3é- ROAT A7SAN- - -
yaceag"-ara kK osillat indalabiff
Yes, they said i have gastric ulcer.
Doctor: 4anF Ad@- hAd- Al.- - -?
k’osillat allaw alu i8si
They told you. You have ulcer. ok!
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The doctor
34. Doctor:

start to talk with a nurse and order to write her( patient ) oprazole!
9°% 9°% A.ONS- 10+ 7% h9°IN IC- - -2

min min siwdsidu naw gin kdmigb gar

35. Patient:

36. Doctor:

37. Patient:

38. Doctor:

39. Patient:

40. Doctor:

41. Patient:

42. Doctor:

43. Patient:

44, Doctor:

Regarding food, What onset the pain? Oh?
h- - -?
i
ioh---7?
970 9°G9°F N.ONS 10 PN D22
migib minamn siwdsidu ndw yamisamawott
The pain starts while you take food?
ATEL(+) I°GI°T BOTITIEA S0 1@ PUILNTTTT- - -
iniggdra minamn yisimamafifial dabo naw yamayisimaman
Well, injeradon’t- - cause my pain, bread on the other hand is not good for me- -
£OF9°99A- (+) hH O VIS @ NL7N 19CFA Y £hd°+ da-- - -?
yastamimallu kazih bet hikminaw badanb nagirotal kadzih yakdmot sdw
You handle it well, they told you from this house when you get treatement?
v?
hi
What?
ALY 041 AJhao. P9°MN hoo 21N VB3 i00FE OO A% ARTE A7TL7L0A 9°FIH aoNAq|
ATSANDT 977 AL T oo\ oA ATBANLT 9°nC ONLPA?
kdzeh béafit setakdmu yamigb amagagib hunetta basint basint sd-at liyundt indamebilla mingize
mabillat indaldbot min aynat mabil mabillat indaldb™ 3t mikir wasidawall
Did they told you about the way you should eat? in what interval you should eat. What kind of food
you should eat?
e Foe aoNAF 0L ATSLIPT LAT PTLEPTA W87 AL NG ....
tollo tollo mabillat bado indayihon fesa$ yamiyakk’att’il andanid indd bona
They told methat i have to eat frequently not to get hunger, and not to drink hot fluids and coffee. . .
I0H (3)Ah -
gobéz likk naw
Y ou are doing good- - you are right.
-G OGNS 9°S9°7 1ICT - - -
bona baribare minamn nagarocc
| have to avoid Coffee, peppery food and other similar things - -
NAHY ACH &0 AR URYI® PI1PA “INT 10 DANTIS2 (77N AP+ 10 Foe P 170 ooNAT
AGL3E-L AISLNNE WG FI° - - -
Sildzzih iriso raso likk hakim honawall malldt naw silabasitawo badanib iyawkk’u ndw tolo tolo tiniss
mabilat 13¢¢’aggorawo indayikdbid ayifacc’im
So, you aso are like medical expert for your disease. You heed to eat in small amount to aviod over
load of stomach other wiseit will not digest.

And the doctor starts to give order to the nurse in English ‘thirty tab oprazole

45, Doctor:

46. Patient:

LUT oo ULT ATN8V AT RS 913 LON0S KIPYEHG PILAA NAAS LONSA? I°UM
97209171215 h@@-08:: @1 POLNTTITILF nPT ASGAT 1IC PUL0CT1712 WP R0 R 0FA LR
AP C N 0T Lok NE-LP I°77 10-?
yihn madhanit ingideh t’ott inna matta yiwissddu omprazol yamibal bilic¢ili¢c¢’ yiwasidallu migib
ydmayisimamawotin aywisadu watat yamisimamawot kdhon afilafifia ndaggar yamisimamawot kdahon
tinis tini§ bataldyayu acc’ir gizze wisitt’ yimagabu sirawo minidn naw
You will take this medication. it is caled omprazole. It has a bright color and drinks milk if it is
convenient, eat injeraand food in small amount. What is your job?

P M7 AR 10 PI°0N -
koppe massin lay naw yamesarraw
| work on copy machine.

In this example, the patient has gastric ulcer for the last twenty years and that makes her well

informed to discuss about her disease with the doctor. Here, the patient knows what to do, what
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to take, what makes her feel better while her pain started, that is why the doctor on (text-6-line-
44) promoted her as medical person. However, like most of the patients she uses unclear time
adverb to explain, when the disease started on (line-14). The doctor repeated the question in the

different direction on (line-15).

Regarding, code switch the patient uses almost three terms by insertion on (line-20, 46)
Cimitedine, Cagamaite and syrup because there is no equivalent Amharic terms. The doctor on
the other hand, implements insertion while talking with the patient on (line-19 and 45) because
he is repeating the patient’s word on the first case and using his own on the second, and in both
cases the doctor insert the name of medication, which do not have equivalent terms in Amharic.
Only the insertion used by the doctor on (line-29) ‘has equivalent term that is ‘mirimarra
according to the context of the discussion can be implemented. However, he uses alterational
code switching while he discusses with the nurse that is on (line-44). Unlike the previous cases,
it is not because of missing the intended terms but could be a remark given by Matras (2009)
certain group of people, constant or frequent code-switching may itself be a mark of their
identity as belonging to two ‘linguistic worlds this may the norma form of linguistic

communication that is ‘ Fused lect’.

In addition to this, the doctor seems to focus only on the sickness or pain only, rather than on the
whole problems of the issue. Because, during the whole interaction the doctor asks a close-ended
guestions that are focused, on what he wants out of the discussion. Rather, he should ask the
patient open-ended questions that give the opportunity to the explanation of her, which is the

patient’ s general situation.

Within interaction between, the nurse and the doctor, the doctor gives order to the nurse to
measure the blood pressure of the patient’s. Giving order to someone is a one of the many ways,
which people use to signify status, because not only in this text but also in al of the texts the
doctor gives orders to the nurse not the other way round. Additionally, in most cases the doctor
uses English language to give orders to the nurse. For example, as seen above on (line-44) the
doctor gives the order in English and the reason could be ‘fused lect’ or solidarity, which is used
to form professional solidarity between the doctor and the nurses by discussing the same point in

English, which is most of the time not understandabl e to the patients.
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Text-6
A female doctor with more than twenty years of experience, looking on the patient’s card and a
male patient at his sixty enters to the examination room with his friend coughing persistently and

the doctor start the discussion by saying,

1. Doctor: 9°7£7 10 favao P f-f x?
minidn ndw yamamawott atto
What is your problem Mr X?

2. Patient: NCE 1@r avAA NCE AT (H)ATE 219°H PG
bird naw masalafn bird sanbayen inga samint honofifiall
| think | have flu on my lung, and it is almost aweek

3. Doctor: a78 Tt hLLTF?

Indet adaragott
What do you feel?

4. Patient: PEYTA

yafinaffall
It suffocates me.
5. Doctor: “94.7?
mafann
Y ou have suffocation?
6. Patient: A2 - - AAT9° AR (3) TFE AALCI°
awo lalletim ld-ande tanficce aladirm
Yes, it makes difficult for me to sleep because of breathing difficulty.

7. Doctor: 994.7?

mafann
Y ou have suffocation?

8. Patient: h®
awo
Yes

9. Doctor: aAn?
lelas

What €lse?

10. Patient: gnAsA: (3) N
yasilafifial bakk'a
| only have coughing, that isit.

11. Doctor: 274i Ah@-?
masal alaw
Doesit aso have Cough?

12. Patient: AA?0MI° NMI° A3LA- - -
sal batt’am batt’am bahayill
Yes, | have cough, and it is very serious cough- - -

13. Doctor: ang: hdm- (+) 4P 10 AN-?
akitta alaw darakk’ naw salu

Doesit have sputum? Isit just dry?

14. Patient: 2% 1a-
darakk’ naw
Itisjust dry sputum.

15. Doctor: 9°79° hnd h&@M@-9°?
minm akitta ayiwatt’awim
Are you saying; it doesn’t have any sputum?

16. Patient: 2aMPH
yiwatt’awall
Thereis sputum.
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17.

18.

10.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31

32.

33.

35.

Doctor: 9°7 gavhAd PL.0M@- hnd?
min yimasilal yimewétt’aw akitta
What does it looks like?
Patient: %< 1
nace’ naw
Itiswhite.
Doctor: an.- - - AAN?
okelelas
Ok! (Pause), what else do you have?
Patient: &% NF 1@ (3) 4G hU-7 UL $OA AUT- - -
yihe bi¢¢a naw inna ahun hode k’osélld ahun
Thisisit. (Pause) and | feel pain on my abdomen.
Doctor: NAA- °07221 “107F 102
basallu mkiniyatt malat naw
Isit because of the cough?
Patient: 1A4A- 9°n22+ AP (+) $OA AU-F NN LH, Y-
basallu mikiniyatt awo k’oséalla ahon sebisbififi gize naw
Yes, | think it is because of the coughing, | come here because it gets severe.
Doctor: “Fnat Ate?
tikosat alott
Do you have fever?
Patient: ThOF A77978 L Ah A7872 L £79° ¢ HPH 100
tikosat andanid gize ald andanid gize dagim k’azikk’aza naw
Yes, | have fever sometimes but sometime | feel colder.
Doctor: Av-7 OH.Y A>3 102 héE9° NG Theaq?
ahun bazih samint naw
Doesit happened only in this week or there was also such fever, previously?
Patient: a! (+)au-7 (LY Ag°FF 1@~
& ahun bazih samint naw
Oh - - -it started only in this week.
Doctor: A7& a9°%+ 1@ h€ao+ mPAA?- - - AN 11C- - -?
anid samint naw kagamarot t'akk’ilalla labat nagar
Areyou saying, it has been only one week? Do you have swesating too?
Patient: ¢ag®
yalamm
No
Doctor: £A9°?(3) @14+ @191 10~ PoLERTT?
yalam mafdnu matta matta ndw yamiyafinott
No, there is no sweating? (Pause) Does the suffocation happen only during night?
Patient: 293~ AL 1@ ¢ NG 10 P71LLM: A8 U ¢ NS 1D P27L.LM- hHé LANTA.
mata lay naw k' o¢¢’ byi naw yamadirraw indehu k’o¢¢’ bye naw yamadiraw kazarre yissalafinal
It happen only at night, | spent the whole night without sleep | thought it will get better but
Doctor: +7 +¢7 LvG 10-?
k’an k’an ddhna naw
Do you feel better at day?
Patient: 7 &+®5A A78@9° ANL hA I AL AWILTEU- - -
kén yitawanial indawim iziya aligaw lay inidatafifiahhu
It gets better at day while | slept on bed- - -
Doctor: 2423\ ¢7 ¢7%?
yitdwotal k’an k' dn
Doesit get better during day?
Patient: h-+5v- 77 A% SIPY5A Q)15 vh- - -
katanfnahu gin samint yihonanfal tatafifahuss
Nevertheless, it has been aweek since | slept
Doctor: OH.u- NAA-?
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36.

37.

38.

39.

41.

42.

45.

46.

47.

48.

49.

50.

51.

52.

bazehu basallu
Isit because of the cough?
Patient: OH.v- nAA-
bazehu basallu
Yes, it is because of the cough.
Doctor: hH.£ 0éF 9°39° AN Pa=19°? AheT (3) 11C LI A?
kaziya bafit minm sal ydlotm asimma naggar yawikk’utall
Do you have a history of cough or Asthma?
Patient: ¢ANTI° A75@-9°
yalabifiim indawimm
No, | don’'t have any history of asthma.
Doctor: enCv?
¢’ arisso
Don't you have any history?
Patient: A% A1C 01 h1U-- - -
inne agar bet kagabahhu
Since | came to my home country - - -
Doctor: v?
hi
Hi?
Patient: 3no%9° AA®-PI° AG AU-7 WLH 073A 10 PRS- - -
takimem alawikk’im inna ahun kagize bahowalla naw yayazanii
| am a healthy person; it is after awhile | got sick-- -
Doctor: NCE A?LaodP (3) 9°F 1@~ PoLNTI P12
bird indamattawo mi¢¢ naw yamisamawott
Do you think you got ‘bird’ or 'mi¢¢’
Patient: A7 NCL (+) 9°F 10»
inda bird mi¢¢ naw
| think it is‘bird’ - - - or ‘mi¢¢’
Doctor: NCE 1@ @S0 9°°F 10-?
bird naw wayiss mi¢¢ naw
Isit ‘bird” or ‘mi¢¢’?
Patient: U1 '1C G417 oot e $6A6 03~ $9 (47 - - -
yahona nagar $5tattafn manassa yahonna k’osasa bota k'omme $atatann
It started when | passed through filthy way | smell bad odor since then it get worse- -
Doctor: N (L@ 0 . ... O8/LO oA LaoCPT? TIN'IMA AAD-?
Sitta baziyaw bakk’a wadiyawinu masal §amariwot masinatt’as aldaw
It started to cough immediately. Do you have sneeze too?
Patient: Nao7hA LATTOFA(I)LATTATA
bamahakal yasinnatt’isaffiall yasinnatt’ isiffiall
Sometimes yes- - -there is sneezing
Doctor: a101mh Ad@-? £9°A hd®- 478 \.C O.C PULA &I°R?
masinatt’ &s alaw dimitt’ aldw inde sirr sirr yamill dimitt’
Do you have a snazzy? Do you hear asound like ‘sir’ ‘sir’ whiles you breathing?
Patient: AL AL hh%
awo awo allafi
Yes, yesthereis a sound.

Doctor: L1247 A@AP@® MLAL L1 IEN (3) P°ANTT L N4 AANE AAK AN AANDT A3L.2 she

starts to listen the chest with stereoscopy at the same time

daratiwon awilikk’ aw wadalay yitanifissu milasotin yawitt'u bafit aliffo aliffo sal alabiwot inde

Put off your cloth and breath, show me your tongues, do you have cough previously?
Patient: a7 a7 1N
anid anid gize
Y es, there was sometimes



55.Patient’s Friend: Av-7 1@ emThéOF@- An-

56.

57.

58.

59.

ahun naw yatt’ anakarabaccaw sallu
It isnow that, it gets serious
Doctor: em1hiWFa@- ALY 7 PEavlFar oo’ 10»-?
yatt’ anakarabatcaw sayihon yagamaracéaw macce naw
| am not asking you when it gets serious, but when does it get started?
Patient: -7 70 NC
tiniss tiniss nabar
Previoudly, it was mild.
Doctor: #£ &4
K’ oy yitanifisso
You Stay till, breathe.
Patient: hs
awo
Ok

Pause for about 1minute while the doctor writing on the patient card and have talk with the nurse
then order the nurse to bring stereoscope from other examination room:

60.

61.

62.

63.

65.

66.

67.

68.

69.

70.

71.

72.

Doctor: &-& 12U GHT U ao9° M FFANT-U- A8LA?
Can you bring X-ray result from other place, right?
Patient’s Friend: afi.:: (3) AN, FIC PA9° PLI° AL1FT®79° - - - NAL VT (L& T T4 100
isSe i8Se Ciggir yalam yadam aynataccawinim biladigirop beyawikk’ot t'irro ndw
Ok! Ok, thereis no problem and it is good for him to know his blood group too?
Doctor: ¢29° A1 F@7 “10P LALAIN? LNLNITPA?
yadam aynatacéawin mawak’ yifaligallu yasifalligacéawall
Do you need to know blood group too?
Patient’sFriend: A% - - A74.N1PAT h2'1rET?
awo inifalligiwallan aynattunn
Y es- - - we need to know the type?
Doctor: A9°70 hao 2 '1@-?
lamigh amagagab naw
Isit for food selection?
Patient: A2 Ahao 210F@- 10>
awo la-amagagabaccéaw naw
Yes, it isfor food selection.
Doctor: £9° 941 @&h O C hHv 0é 1 M TPA?
dam gifit wayim sikk’ 0"-ar kazih bafit yatt’ akk’ ag¢awall
Do you have history of diabetes or blood pressure?
Patient: ad hfm-#To-9° NGEI- - -
irrd ayawkk’accawim bafitt'umm
Never, he was always healthy
Doctor: W7 TIC AT ®-9°? (+)Ti7F 1P mi 9°G9°7 AT @-9°?
Do you have urinary problem while you urinate?
Patient: hA Au-7 hEonl™- - -
ala ahun k3gamarann
Y es, there is since this pain started.
Doctor: he?
awo
Yes?
Patient: Au-7 hEanl™y € #TATA (51, 10>
ahun kagamarrafii yakk’at’ilafinall bic¢’a naw
Yes, since it started and the color turned to yellow.
Doctor: ¢4 avdn-3?
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k' ayarra malikkun
Is the color changed?
73. Patient: a®
awo
Yes
74. Doctor: £9°G---?
damna
blood and - - -?
75. Patient Friend: NAL7¢.T- - -
biladigirop
Bloodgroup
76. Doctor: 1% NAL4T MAI® 9°Cavi- WHEAU W13 T@7 LavCavs. (BF®19° LavCav. h7LLLN
oo ATy
gabani biladigirop lellamm mirméara aziggalldhu Sinitac¢awin yimarimarru raggacéawinm
yimarimaru indadarasa tamatt’ace"-alaéehu
OK! | order the blood group and other investigation so you will bring the urine result and the x-ray
77. Patient: Ai.

]

Ok
This communication is one of the best medical communications that are seen during the
observation. Because the doctor gives the patient full attention in regarding time, space and
gesture. The doctor shows respect by using ‘anitu’ although she is also older who has twenty
years experience. The doctor also spends long time by discussing the patient’s problems and

gives the opportunity to explain himself.

On the other hand, it is a good example to see how doctors violate the maxims because; the
doctor in this interaction applied the same question repeatedly. Of course, the doctor does thisto
have a clear understanding of, what the patient is saying. However, it is overly done the doctor

continues to press for more information until she is satisfied on (text-7-line 4-7).

Concerning, code switching the patient’s friend is code switch. Unlike, the other patients seen in
texts, here he seems to ‘give the doctor an idea about the speaker’s potential’. According to,
Myers- scotton’s example of a university lectures from the University of Maawi, visiting her
mother’s local village one man with only a little English even though both speak the local
language the person speak English (Myers-Scotton, 1995:193). The same thing seems happened,
the patient’s friend says ‘look, | can speak English and understand some ideas about medicine
too’. Because as observed on (line 4-61, 75) he can use the Amharic equivalent term ‘yadam ‘aynat
mirimarra’. Moreover, he that is the patient’s friend respond on (lines-63, 65) ‘we need to know the

type’ and * Yes, it isfor food selection’.
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Then again, the doctor keeps talking the whole time in Amharic with the exception of using
once on (line-76). In addition, the doctors also sometimes use * Amharic terminologies on (line-
43) which according to Morasch, good communication is the result of the use of common terms
that understood clearly by both parties, which in this regard is the physician and patient
(Morasch, 2010: 3). The doctor seems to work and believes on this point even though the
Amharic terms do not have a clear meaning to the interlocutors.

4.1.5.1. Comparison of medical interactions (medical professionals gender) 5and 6

When we see the three excerpts on 5 and 6 gender of the medical professionalsis one factor that
affect the content of the interaction. The first point, to support this assumption is unlike the first
discussion on excerpts 5 conduct by male medical professional, the female medical professional
took longer time to interact with her patient. Second, the female on (text- 6. lines. 3, 19) asks
open-ended questions, which give the opportunity for the patient to express his opinion. Third,
the female doctor uses a paralinguistic features like body contact, touching to check-up his vital
sign. That helps the patient to develop trust and friendly during communication. Fourth, the
femal e doctor unlike the male doctor act too friendly by asking and commenting feedback on the
points rose to encourage the patient to keep up the discussion. Which is an evidence to the
literatures commented by Bylund and Makoul (2002) and (Roter and Hall (2004), that is female
physicians conduct longer consultations than male physicians do, which clarify their tendency to
start partnership building largely than male physicians. In addition, consultations with female
physicians include more talk that is positive, psychosocia counseling, psychosocial question
asking, emotionally focused talk and emphatic communication than consultations with male

physicians.

On contrary, the male doctors on excerpts 5 the discussion is very hierarchy and formal, which is
only, focused on medical topic, implying that the doctor ask close-ended questions and do not
give the opportunity to explain their opinion. Moreover, on text-5 the doctor orders to the nurse
to check the vital sign of the patient even though he has stereoscope of his own. He seems to

avoid any attachment to the patient but focusing on professional topics only.
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4.1.6. Education asfactor influencing medical interactions

Educational status of the patients is aso another factor that affects the content, the trend and the
atmosphere of the communication. The United States Ministry of health and child welfare (health
education center) prepare a manual in title ‘Interpersonal communication manual for trainer of
health services provides’, which states, patients education give a chance for the patient to
explain how much and how often should the medication should be taken, and the possible side
effects of the medication. It also helps to conduct self-administration of some medications such
as insulin and give the knowledge to the patients about the disease and means of transmissions
(1998:33).

Text-7

Female patient in her 30 who has hemorrhoid and came to the heath centre to get referral from
the health center and have good knowledge about her diseases. She wants to go to the nearest
hospital. Therefore, she is having a discussion with female doctor who have more than twenty

years of work experience,

1. Doctor: Mrs. 9°7£7%7 1@+ Lavav’i 71475?
mindin Ndw yamamas nigarifn
Tell me, what do you feel?
2. Patient: 4 (+)allv ahaq, Loo§A £ HTATA £9° LoM5 A (4) (showing on her stomach)
T-izih akababi yamafifial yakk’att’ilaffial ddm yiwatt afifiall
| feel sick around here, it burns - - - it bleeds (low pitch)
3. Doctor: 041411 AL £9° hn?
sagarass lay dam ala
Is there blood on your stool?
4. Patient:
awo
Yes
5. Doctor: ah,
oke
Okay
6. Patient: & 0@ ANT4-A®7L Th9® 01 LE INC AS ANTEADTL G hae 0T, LFAU- AT &N a0L.L7 hAT
AN AS THIE DAMGAT AS D7 A PAT A F8FAU-(+) avfd NAANLAT - - - (4)
yihaw aditirasawinid hakim bet higge nabar inna alitirasawinid na kollonisikopi tayi¢¢aldhhu opiressin
madarrag alabiss allofifi  ina ganizdb sildleldii Tnna ginififionat bizzo hosipital tayiccaldhu
madabakk’o silalasifalaga
This is ultrasound result, | went to clinic and they saw an ultrasound and colonoscopy. They said |
have to have operation but since, | do not have money and | want to be open, | went to many hospitals.
7. Doctor: A (+)An 1o+ Ah hendnier 97 Fh9° o
ahalik naw iko kadabakisimma minun takkamissiww
Yesif you hide your problem, you cannot get a good medication
8. Patient: A% - - - 4G APT WATILTFA NS go M-
awo inna akk’ime sillamayiccil bagilitt'indt matt’ahu
Yes,- - - and since | cannot afford the money | came here.
The doctor looking on the results and the patient start to explain about the situation
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10.

11.

12.

13.

Patient: a0 AN AANT NS 1@~

Doctor:

issu kolalitt alabiss tabiye naw
That one, they told me | have kidney problem.
h® - - (1774 M- P24~ PhAA T MG Ad SAA::
awo bagirra bakol yagirra yakolalit t’att’ar ala yilall
Yes, it states you have kidney stone at lift side of your body

Patient: ad- Ph-AA T Gao-G A7 7 HOACH 10+

Doctor:

issu yakolalit namunainitn tasaritto naw

In addition to that, it is a sample taken from the hemorrhoid

NAHLY AU 241 073-C7F 10 -0 TI° C@-E-9° 10 POLAD- - -
silazih ahun yal s kinitarrot naw yawisitt'ina yawic¢’im naw yamilaww
Therefore, now you have interna and external hemorrhoid

Patient: h@-OT9° Al ha@-9° ha

14. Doctor :

kawisitt'im ala kawi¢¢'im alla

Yes, it isinside and outside my body

NAHLY AN7 POT 2 B0 oo -0 LNTH 10+ ALLA? (+) DALY @M 1117 £ ML 9°1.0.0 AT0GARAT
All, P+ AT LT NOAAT A 1D PoLOGT (+) AL?

initt’ifilissalan i8Si yaw opirisSin kasifalaga izza naw yamisarrot iSi

So, do you want to go to hospital, oh? Therefore, you will take the results and we will write for you to
Minilik hospital. If operation is necessary, they will do it there.

The doctor starts to ask the name and addresses again to write on the referral paper to hospital at
the same time asks questions,
15. Doctor: ao&¥'F 9°G9°7 Amdbaoti A0, (+) A2, A 10?2 073 Ck

16.

17.

18.

19.

20.

21.

22.

23.

24.

Patient:

Doctor:

Patient:

Doctor:

Patient:

Doctor:

Patient:

Doctor:

Patient:

méadhanit minamn tatt’ 3kk’imass inbi billo naw kinitarottu
Y ou of course, try medication and it did not work right?
hP OFL V- hoot 1297 Pi1-?

awo wada hullat amat gddama honaw

Yes, itisamost two years

I°79° W, hAT?

minm inbi al&ss

You try everything and didn’t work?
hP L@ hixPaoP®

awo yaw alikk’'omam

Yes, it didn't stop.

LLIIN?
yidamall
Isit still bleeding?
AP (+) -h- - -h. h@-0T A28 oA ALY 1IC LOMPA::

awo ka- ka kawisitt’ inda magill aynat nagar yiwatt’awall
Yes, it comes out from the inside and it looks like pus.
LOMAN?

yiwatt’all

Doesit get out?

amg° $eN7 N9 ASNML@- (+)9°7N A28 V17 APNAY- L@ 0T hool- w0l L 1@ ba70DT
e Ut
batt’am k' oyabififi bamigb sikk’ott’att’ardw migb inda hitt’an iyaballahu yaw sint amat sost gizze naw
kollonisikopi yattayshott

It has been many years, | try to control it by food like body and | had three colonoscopy results.
QNI 8 ANNe?
atay billo

Isit because, it isinvisible?
Al W WYEN 0T TIC ha HAe
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No, they told me, | had intestinal problem.
25. Doctor: AU-7 77 9°19° A0 d4.@-ATNA::
ahun gin minmindalell t'ifawilissall
Now they writeto you, it doesn’t have any problem.
26. Patient: 77 #0t 1 £971° (S8 LUTr INC PHPa- AS #0T 1L ¢3Pu-T (Dr X) mentioning a fameus
physician 474, a0 72 1n.9° IC h@LAI" ¢ ¢ U-1::
gin sost gizze dagagimo sittay yihinino ndbar yataydaw inna sost gize yatayahut doctor x iniggi
yamanidar hakim gar aydallam yatayahott
However, | had seen (Dr X) three times and he says the samething. Three times, | didn’t go to other
places.
27. Doctor: @«m.FF7 SHN BE AHEE9° Al £ @ 7100 LE:
Witt’ etoccin yizass higge sitiheggem issi minilik higge
Go to Minilik ok! When you go don’t forget to take your the results.
The dialogue between the female doctor and patient is clear. The patient is successful in
addressing her social, financial and physical problem to the doctor. Then the doctor gives the
needed solutions to the problems. The patient came to the health center not to get medical care
because, the patient clearly states she does not have money on (line-6 and 8) and she has been
treating her disease for about two year. Moreover, she states many doctors comment to have

operation. Therefore, sheisin the health center to get referral paper.

The patient has hemorrhoid, which is taboo according to the society. The physical problem that
makes people uncomfortable to talk about as the patient mentioned on (text-7-line-6) and before
that, she did not tell her disease to the doctor. She was talking things that are related to the topic
but not directly forward. For example, on (line-2) the patient says; | feel sick around here, it
burns - - - it bleeds (low pitch). The patient speaks and gives details information about what she
undergoes. It is obvious on (line-2, 4) from her voice quality that she was uncomfortable talking
about it too because people used very low pitch to signify their discomfort about the topic.
Despite the discomfort, the patient has information about her disease so it was not difficult for
the doctor to explain the situation to the patient. In addition to that, the patient even knows what
to do now and what should be done in the future, consequently it is clear that this doctor and

patient have avery fruitful discussion.

The mention a fames doctor’s name on (line-26) to explain how much she tries to get a solution
for her disease and tries to show how desperate she is, in addition to this, the patient has kidney
stone, which is another complicated problem. The patient used an insertional code switching

during the interaction. Since, there are no equivaent terms for the words on (line-6).
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At the same time, the doctor assured her it is normal to talk whatever the problem is with the
doctor to get a better solution on (line-7). The doctor also encouraged the patient to explain
herself and tries to created a friendly atmosphere by asking a questions such as on (line-14-18)
which are not specific on the disease but about on (line-14) the medication and about the food
too. After the questions and seeing the patient’s endoscopy and colonoscopy results, the doctor
comment the patient to go to the nearest referral hospital called ‘Minelek hospital’ and remained

her to take the whole results, which isavery friendly and helpful interaction.
Text-8

A young female doctor asks a 10-year female patient’s mother. The girl seems to have gastric
problem but she and her mother convinced that she has heart problem. Hence, the doctor tries to

convince the mother as follow;

1. Doctor: 9°G.7 A>T 10-?
minon amott naw
What is her problem?
2. Patient: H9°NA AT FAAT
Zim hillaliben tilala¢¢
She complains, she has pain on heart.
3. Doctor: a07 (+) 7 2C 10 €77,
libon yattu garr naw yamiyamatt
On her heart, where does it hurt?
4. Patient mother: £n9° 71C £AFA L.LNooGN TANT HI® A oo-+5F (+)¢-0.7 1NMI° Lo FA
dikm nagar yilattal yidakimafifiall tillalld¢e zim billa matafifiat ras”-an batt’am yamattall
She complains, she felt tiered always and, she sept for long hours with in a day.
5. Doctor: g0+ 1?2 ¢4 IC 10 ANTF P90 L£9°07 o.M
matanfiat yatu garr naw libiSin yamiyamiss mitt’a
She sleeps? Where exactly does it hurt?
6. Patient: AH. .2C (showing on the chest)
izzi garr
Hereitis.
7. Doctor: a78 1 1@ ¢o.LLCT07?
indet naw yamiyadarigiss
What do you feel?
8. Patient: avt5+ eP+5A (4)
matanfiat yakk'itannall
| can't deep.
9. Doctor: £hn9° &AAN? 7L AT LAAA? £h9° ATl &-0 9° - hAT AAN 9°7F AATI?
You feel tired. You feel sleepy, do you have headache? What else do you have?
10. Patient mother: +h-a NM9° 1@- AT
tikussat batt’ am naw yalatt
She also has fever.
11. Doctor: £4h-az AAN?
yatdkussatall lelas
She has fever. Ok what else does she have?
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12.

13.

14.

15.

16.

17.

18.

10.

20.
21

22.

23.

24,

25.

26.

27.

28.

29.

30.

Patient mother: 9°70 ANA9° (4)
migh atbalamm
She doesn’t eat food. (Low pitch)
Doctor: v?
hi
Come again?
Patient mother: 9°70 A--nage
migb atbdlamm
She does not eat food.
Doctor: 9°70 @A PA19°?
migb filagot yalatimm
She doesn’t have an appetite?
Patient mother: @Y NF aomN| 1@-::
wiha bi¢éa matt’att’at naw
Y es, she only drinks water.
Doctor: 9°¢-¢ 17 @2 LI°GN AL @1.M7?
mirakk’i8sin sitiwic¢¢’i yamissall inde mett’a
Do you have pain while you swallow your saliva?
Patient: nodding (no)
Doctor: P& N7 ARECTTNI? NCL NCL LAAA? ALNCLTII? NCL 474V Moo T (AHY AHV) showing
on the hand AN 9°70 OC £79° 11C PATIIS?
miniss garr dagimmo yalasimm
Do you have pain on your stomach? Does your temperature get colder? Do you felt pain or tired?
Patient: nodding (no)
Doctor: oo’ 1@- ¢€avl-i?
macce naw yagamaratt
When did it start?
Patient mother: vao-n (4)
hamoss
It started on thundery. (Lower pitch)
Doctor: vao-a A F?
hamoss l4tt
Isthis Thursday?
Patient: av
ih
Oh
Doctor: ++29TF 9°7 hdl?
takk’imatt’ min alatt
Does she have diarrhea?
Patient: ea-g°
yalatimm
No
Doctor: T7:k7 aH0S 21#mA AAH?
Does she have burning while she urinates?
Patient mother: ¢o7.2$PTAT hLaoNATI® - - -
yamiyakk’ att'ilat aymasilaffimm
| don't think so. - - -
Doctor: AL S TATNI®? 1P HI° A= &0 9°F1G A (3)Fh-at NF -2
ayakk’ att’ilassim bakk’ a zim billo ras mittatina la-tikussat bicéa naw
Do not you feel burn when you urinate? Y ou only have headache and fever.
Patient mother: A0, 7 NMYg° 973 LR 3A i 11C 0-FAL AFmaA N9
libon batt’am yamatal yidakimatal tikossat nagar batalay sititt’ att’ a batt’ amm
She also has pain on her heart, feelstired, and has fever especially when she takes hot drinks....
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31. Doctor: atvt: € IC 10+ AN? €1 IC 102 AN T AN A P DC 102 A7 OTHE ASA Fo74 10 AY1L0
an-toE0 15746 AN ALY OC 10 NAFAT 10- P9 Ao after seeing the patient for a while back to
the chair and paused for at least 1minites.
isitti yat garr naw lib yat gar naw lib yat aa lib yat gar naw inde sinitdfifia kifil tamarri nass
ldsayinis astamariss tanagirre lib izih gar naw bilafifiala¢é naw yamillaww
Where is your heart? Show me, where your heart is? What grade are you? Does it hurt when |
touch it? 1 will tell to your science teacher that you told me where the heart is.

32. Doctor: £0143-A A77%.7

yasgasattall inde
Does she have gas?
33. Patient mother: £h1a7A (3)a2::
yasgasattall awo
Yes, shehasgas. - - yes
34. Doctor: NICE NCE hABNTI° ALLA?
bird bird aylattim aydall
Does shefeel cold frequently?
35. Patient mother: NMg° 3LAF Fh-at 1@ PAT
batt’am hayillafifia tikussat naw yallat
She has very seriesfever.
The doctor startsto give order and tell write her d- A THI*' 17 NF
sittol egzaminessin bicca
Only stool examination

36. Doctor: ANWsé 9°Cand- (14-G ST h&Co 9o =

labiratori mirimra sagaranna yassinit adiriga timitt'a
Y ou will bring Stool and urine examination

This interaction is focused more education, which the health education is given by the doctor to
the patient because the patient’s mother concludes her daughter has heart disease. Because it
seems the patient’s mother and the patient convinced that she, which is the patient, has heart

diseases because the symptoms she shows looks like a heart diseases on (text-8-line-4).

Besides, during the conversation the doctor triesto clear out what the real problem is and even at
(line- 31). The doctor asks and uses a very good approach of teaching the patient and her mother.
The doctor asks where the heart anatomical position is to convince the patient. That is a good
strategy because instead of telling the patient sheis not a heart patient the doctor leads the patient

to a better conclusion.

Conversely, when (line- 31) seen under speech act theory

Locutionary acts stated,

Doctor: ant: ¢+ 2C 10 AN? 1 IC 10?2 AN 1 hd? AN 1 IC 10-? A% NFHE DEA H014 T
A%12730 Ah o141 524 AN ALY IC 10 NAFAT 10 ¢9°h@- after seeing the patient for awhile
back to the chair and paused for at least 1minites.
isitti yatt grr naw lib yat gar naw lib yat aa lib yat gar naw inde sintafifa kifill tamarri nass
lasayinis astamariss tanagirre lib izih gar naw bilafifialac¢ naw yamillaw
Whereis your heart? Show me, where your heart is? What grade are you? Does it hurt when |
touch it? | will tell to your science teacher that you told me where the heart is.

Where is your heart?
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[llocutionary acts: it is question

Perlocutionary act: you do not a have heart disease you have gastric ulcer.
That iswhy the doctor starts to asks questions, which are more relevant to the gastritis on such as
(line-32, 33 and 34).

The patient and her mother on the other hand, seem to have a little information on health and
seem to transfer a contradictory information because the mother on (line-4) gives an information
that signify the patient has problem of sleeping and contrary to this information the patient on
(line-8) responed she can not sleep. In addition to this, on (line-3) the doctor asks where the
patient’s heart is. Then, where it hurts? However, on (line-4) the patient’s mother resoned,
which isirrelevant to the questions, which is * She complains, she felt tiered always and, she slept

for long hourswith in a day.

4.1.6.1. Comparison (education) influencing medical interactions 7 and 8

Accordingly, here are two excerpts that, two patient on text 7 and 8, the first patient has good
knowledge, what to do regarding her disease. In contrary to this, the second patient do not have
clue about her daughter’s disease. That is why she, the patient’s mother, thinks her daughter has
heart disease. As result, the first patient and the doctor have very informative communication.
For example, on (text-7-line-6, 8 and 11) the patient gives the necessary information with
certainty. Because, of the patient’s educational background that is familiarity about her disease
the doctor does not spend much time to convince or argue other health issues to the patient but

focused on the solution.

Alternatively, the second patient has no knowledge about the health issues as (text-8-line- 2, 28,
30) the patient’ s mother speaks with uncertainty and the doctor on (line-32) makes it clear that it
is not heart disease rather smple gastric upset. Additionally, the second doctor tries to give
health related information by redirecting the conversation and asking questions on (line-25,
27and 29). These questions give the impression that the doctor is tring to divert the attention of

the patients and her mother from the heart diseases.

However, these two texts clearly show that the educationa background of the patient and
familiarity of the patient’'s about their diseases has big role on the productivity of the

communication
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4.1.7. Maxims and speech act in the medical interactions

Text-9

A man at age of mid, 30 raped by his friend so developed a psychotic disease, believed that all

his symptoms are associated with this past story. Therefore, he attempts to convince the doctor

even though the patient probably has a parasitic infection. The doctor has more than twenty years

of experience. The discussion went as follow,

1.

Doctor:

Patient:

Doctor:

m.x £V4q 10?
dihinnanah
How are you?
LUG AM A NhC Soo]7!
dahinna igizi-abiher yimasigan
I am good thanks to god
o771 e L @-?
minidn naw kofiyaw

Why do wear cap now?

Patient:

Doctor:

Patient:

Doctor:

Patient:

Doctor:

Lo 70 NCL 10 AMP-T

yaw tinis bird naw latt’awat

It is because of the morning’s cold.

Ah 4FV9° AL 2I° WL A&CH ALY? N7 (Y F(+) oo’k 1 PTLOCLMD-? V78,4 102 (PN 8.4+
PAI° LAD- he L) hSLAJ® == LUG 1V 9°7L7 10~ P91.£9°V?

iko fetihim ayitayim inidet adirigge liyih sinit sd-at macce naw yamewaridaw banidera naw
ayidallam dahinna ndah mindin ndw yameyamih

How can | see your face? The cap covers your face. At what time does, the flag going to down?
(Laugh). How are you? What do you fedl today?

A T70 18T AL ALEE AL CONT 10~

inne tini§ gudat anid g“adafifiaye adirisobififi ndw

My friend cause me little damage

a?

i

Oh?

AS EEU0F 03 997 ATTLONT AA@-F9° O U0 O0F T 00088 0% AL, LELZTA A £ @O 9°7
ENA ATLLMLE WAD-PI°- - - (4)?

inna batannahubat bota min inidaballafin alawikk’im basinit matt’adagga tiboye lay dafiroannal
inna ya wisitt'u min k’osil inidafatt’ara alawikk’im

He raped me while | slept; | do not know what he gave meto eat, so | do not know what happened.
| think thereisawound - - -

h?

i
Oh?

10. Patient: £ Au-7 N@-0m: #AN T4 TC A 9°79° ANIVII° INC AB A A78H W782.47 U1 11C hA@- POé-0-

11C hi- - -

ya ahun bawisitt'u k’ossil tafatt’irro inne minim aligdbafifiim n&dbar liggu iniddza inidadardgs
ydhona nagar alaw yasdraw nagar alla

Thereis awound now, | don't understand what the son did but something happened - -

11. Doctor: 9°7&7 10 Oé-@-?

12.

minidn naw yasarraw
What did he do?

Patient: @70 POATG 0é- 10 (+)AS hU-F a0088 408 -0 Ago08ST WT°AC T F Ao S+ A9°hC FIC

aN@D- @Om AL TN TETE o0 PL LaT N 7390 P 713 LN NP ATEL 970 09T M
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13. Doctor:

14. Patient:

15. Doctor:

16. Patient:

17. Doctor:

18. Patient:

19. Doctor:

20. Patient:

@ W7L WL BN APNAY- 8BNS LT N ANAAY- 9°0 T 2947 1@ ATEL- QNA IM9° APe T
(+) £9°0 40 oo 451 ANTAI® AH Al ALTF L-0¢ LLIIMA (P 44 10 PULAD AF7LaonS 10>
OAT (H)ONT A I°GI°7 FLME N hAE hAE L79° hooB 88 A% 17 AL a7 1@ PN 11C
LONA LAT 7IC:: b0 AL TINT $OAI° 'LE API° DAMNT ML LAY M (he shows card given by
authority to get free medication)
malatte yabiliginna sira ndw inna ahun matt’ddagga toboye raso lamatt’adadat simokir Sinit
lamasinat simokir Cigir allaw wisitt'u inida till taffatt’iro masallaii hode yicc’ohal k’anim matam
yi¢¢’ohal bakk’a misa s’d-at kdzza wic¢¢’e anid anid dabo iybbalahu dabona darak’ bisikut migb
ticce mallat naw inigara siballa batt’am iyac¢’oh dimitt’u rassu matannat alicCilim izza att’agabe
liggucc rassu yidanagitt'allu bakk’a rro-rro naw yamelldw inidd makena naw wisitt’” wisitt’ till
minamin tafatt’irr"-al alifo alifo didgimo kdmatt’adaggaye initin lay mallit ndw yabasabis nagir
yiwatt’al fasas nagar kotabe lay malat hegge sallelani t'ayikk’eyalahu kazza
| mean, some dirty thing happened to me. When | try to excrete, my rectum has pain. | think it
creates worm, my stomach has sound at night and day because of this. | only eat injera at lunch
otherwise; | only eat bread or biscuit | do not eat if | eat injera It makes sound and makes
difficult to sleep even the people around me can hear it like car sound. | am certain that there is
also some kind of worm and sometimes some dirty thing comes through my rectum | went to
Keble because | cannot afford.
w e\ B MR 10 BUT PO FALT @ AT PHO-
izza sititt’dayakk’ naw yihin yamitasayacaw ison yazaw
Y ou will show them when they ask you there.
AL @b T AMF AS AT 011747 Nchavd® NEAA- - -
i¢Cen warakk’at satt’ufifi inna sanibayen bagunifan bahimam bakk’osill
They gave me this paper and my lung cough hurts- - -
oo’ 1@ PRALYV7?
macce naw yadafarrah
When did he rap you?
A? 2002 s @C 2002 105° @C AhON, O A% F 1@ CINChet AU-T A% hally 9°79° Hoo & PATI°
neA 11¢ 'INC oMUt hha- IC hé- 0% -
i 2002 kasani warr 2002, 10fifia warr akababe baza sa-att ndw yanabarikut ahun amofiifi kdzeh
minm zamad yalanniim kifilla hagar ndbar yamatt'ahut kasaw gar sirra wiyye
Oh? 2002, since June 10, around 2002 at that time- | did not have arelative here.
AT L4940 HI° hixh@-?
inna dafirroh zim allikaw
Did you keep queit, after he raped you?
AL 700 MN.L LEAAU- M7 A9 0RE AN LT AT A 104 HOD I°G9°F AT 0174 T @
ANTVF@-9°(+) A7LHY oo TE Oé- ACPNTN CNATST N AMN@- WA AOGa- o0 AN 7°AN
AL N'LE TANAT @7 golB A9 AN TG L& 1FA 11C T L& AUT 17 A@-%m-7
&0 ATVE NE-0 A'%BAU- NS 1@ PooMU-F A@-G@ A°ANN AUVT 7°00T 176 0°T0 $0AI°
176 2T @ 0N £7L0S APLT AT VAISUT OGS 0LI° operation 247 A ao@- NV} - -
ay polles t'abeya hegge-allahu b&zan sa-at sihed tilikk’ sdw nabarru tdwaw minamin allufifi
singira¢éawim aligdbaccawim inidazzeh matt’iffo sirra saritobififial yabiligina sirra likisdsaw sillaw
sawyew tawaw allofifi polles t'abeya tikikilafifiawin marrdgga amitt’a seluii tdnadige hedikku
kifilla hagar t'iye hedikku ahun gin sawdyawin rassi agififiicCe barase ihedaldhu beye naw
yamatt'ahut . ..
No, | went to the police station. However, while in station i talked with an elder man and he told
me to forget it because he did not understand it. The police men aso told me to bring evidence
then | got frustrated and left to | my home now | return here to take him to police by myself of
course heis near to be found but | went to kebele and the told me to get medication first- --
w080, FavlaoCh?
HIV tamarramarikk
Were you screened for HIV?
£'% oo TE +avCI° LAY ALY oo TE CAVI° TN LAV
yane matt’i¢ce tamarimireyalldhu izzeh matt'icce yalahim tabiyalldhu
| came here at that time and checked. Y ou told me | am negative.
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21.

22.

23.

24,

25.

26.

27.

28.

29.

30.

31.

Doctor: “idx Ad Y 4772 LONTN?
sall alabih inide yasilihall
Do you cough?
Patient: A& A7€ L “IA hd (3)hP
anid anid geze sall alla awo
Yes, | have cough sometimes- - - yes
Doctor: ang- Ah®-?
akitta alaw
Doesit have sputum?
Patient: A
awo
Yes
Doctor: 9°7 g.avhAi
min yimasillall
What does it looks like?
Patient: ‘198~
nace’
White
Doctor: £9°7N A1+ hnv?
yamigb filagott aldh
Do you have an appetite?
Patient: NH-9° €A1 A @-0ms A8 (+) Aak ALCH NI° N 1@ PI°NAD-::
bizum filaggot yalann wisitt’e sildtdgoda sa-atu sedaris zimm biyye naw yamiballaw
Not much since | have the problem in my body, | just eat for the sake of eating
Doctor: au-7 9°7877 10+(+) U7 1IC hA7TH- IC “122H PANUI° A, P&V AL P4mia: FIC AA TIC
hTE L.
lella Cigir inigg
Well you do not have to relate everything with the thing ok. What happened in your abdomen does
not have any connection with - - -
Patient: +i7 hh L~ N
tilimmaala yi¢¢’ohall
However, | am sure there isworm.
Doctor: hilF@- 2C “1157 1 eaNvg® (3) Al Aé-té hOCTY §
kézefifiaw garr maganafifiat yalabihm isse labiratore asarittdh na
Y ou should not associate everything with it- -- ok. Bring laboratory result and

The patient is clearly nervousness about the discussion. That is why; he talks not only about the

problem he has but also about the time, it started. It is common for patients to give less or more

information than required during diagnosis. In this situation, the patients believed that al his

problems caused because of the ‘rape’ and even though he said he was raped he is uncertain

about it too (text-9-line-8) he shows hesitation. Because, he explained, he was sleep while his

friend raped him.

However, it is brave of him to speak up about what he believed happened since it is taboo to

speak up about these things. Most probably, that is the reason, why the patient develops a

psychiatric case, disappointment and he use very low pitch on (line-8, 12, and 18) he feel that

even the police cannot do anything about it. When mentioning about his problem, the sad thing
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that is observed during this discussion is, even the doctor avoids responding to the psychological
disappointment the patient feeling.

However, the doctor utilizes ‘relevant information’ according to the doctor observation (line-31),
and discards ‘irrelevant ones'. That is the doctor discards all the informations that the patients

give and select only some.

Doctor: hiG@- 2C “7157 1 eANVg° (3) Al ANE-Fé ANCHY §
kazefifiaw gar maganafifiatt yallabihm i$se labiratore assarittdh na
Y ou should not associate everything with it- -- isit ok? Bring laboratory result and

Nevertheless, the fact is, the medication give to this patient is useless. Since it does not address
the central point of the problem that is the psychological issue, which is for the comment the
doctor give on (line-29) the patient responds on (line-30). This statement clearly indicate that the
patient after interacting the doctor is the same patient before interacting the doctor, which is the
patient does not benefited out of the communication.

Text- 10

A female doctor and an elderly male patient, who has vomiting and diarrhea, he came to check if

thereis complication. The interaction goes as follow;

1. Doctor: 97 10C?
min nabarr
What can | do for you?
2. Patient: ahoh™
astawakann
| vomited
3. Doctor: ena-t 11C 1@ 2.0M@-? @20 19°F 11C 10+ PULOND-?
yabalut ndgar naw yamiwatt’aw ways hamot nagar naw yamiwatt’aww
Isthe vomit kind of food you eat or bill like?
4, Patient: eAg° eOAU-T 100
yalam yaballahut naw
No, itisafood.
5. Doctor: ena-t 11¢ @M?
Yaballut nagar watt’a
Isitjust afood?
6. Patient: h
awo
Yes
7. Doctor: afi.? (+) AA POLATILF 90787 1-?
i8Si lela ydmissamawot mindin naw
Ok? - - --What are the other problems you feel ?
8. Patient: A5 Av-7 ALR®: AFF7 A%INT 10+ ACTHE D-9° 9°LAN 10 $9°h I THAD-- - -
inna ahun lagizzew initn lamallat naw [dmanifinawim minilik ndw yamkatattallaww
| come only to be seen for now, because | have followed up at Minilike.
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10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

Doctor: .../..\\... LA 1@ £97, 3hav-T h@LAT"?
minilik naw yamittakkamott ayidallamm
Isit Minilik hospital where you have been seen?
Patient: 1.0 10+ h P
minilik ndw awo
Yes, itisMinilike.

Doctor: &-h 9° 3 haP 1?2
ras mitatt alawott
Do you have headache?

Patient: Av-7 ALH.@- AT
ahun lagizzew yallaARimm
| don’'t have now.

Doctor: ¢A9° AZLAN? chh@- 9°7 A 2NN-9°?
yalam aydall ¢’ aww min ayballumm
You don't have? Do you eat salt?

Patient: eh@- (+) C+1I0F 10 PI°NAD- A (+) A7SV £A TIC CPLALNT PAI°::
¢'aww yatagafinabbatt naw yamiballaw indih yalld nagar yamisaralififi yallam

St - -- | eat everywhere, since nobady prepare for me at home, - - -

Doctor: ¢-+71i0F 290 778t - - -2

yatagannabatt mallat indett
What do you mean everywhere?

Patient: @+ 1P P9°0A@- L@ @B CT0-@-7 10 £9°0AD VBN 0T 9°G9°7 6@ W4 AT ANTFAI- - -
Wi¢¢’ nawwa yamiballaw yaw wicc¢’ yatassarrawin naw yamibadlaw hotel bet minamin ¢’aw atsirru
lamallat aliccillimm
| eat outside my homein hotel so | cann’t order them to do afood without a salt only for me - - --

Doctor: 34.2 b @ (+) @ ATN¢ TINT ALTNI® 17 £ -0 TIPE(+) M OOT 99147 ALTFA9° 0T

@O-NT aoNAF hGTFN-9°?
tadiya ikko ¢’ aw atsirru mallat ayicéillum gin larassu t'inikk’akk’e bet wisitt’” madirrdg ayi¢cillum bet
wisitt’ mablat ayi¢cillumm
Of coursg, it is hard you cannot say, ‘do not add salt but you have to be carful, why don’t you eat at
home.

Patient: ¢ (+) a' M8+ Adaoir9° L@ @8 10~ PI°NAD- - - -
yat inne mazaggagat allamadikkum wic¢¢’ ndw yamballaww
| don’t have the habit to prepare at home so | eat outside

Doctor: 3-8.2 &' ah ACH T¢ h@LA9° TIA-?
tadiya yihe iko larrisso t'irru aydallam malltt
But, it real isahurmful for you | mean - - -

Patient: &€ 1@-? 1L 10 W78, ML E hb (+) ALLAI"::
wadigge naw gide naw inigge wadigge iko aydallamm
| doing have a choice, do 1?

Doctor: 9°n78-4:9° (+) h& ALA LTAA Ah LI°PF A2 (+) L°PF £4° hat A &7 AT BTFAA:

mikniyattum kaff lel yi¢cillal iko damiwot i damiwot ddmmo kaf kalld dingat lett’ilot yiccillall
Because it could elevate - - your blood - - -and if your blood get higher it could make you fell
suddenly.

Patient: ah A's 9°7 ALCT? A% O-HFAT 9°3(+) OH.CI° ANNT OD.C L3058 AH AT Ah: AUT NPLYI° 1573
10 BE NG AL 0L OC PTCETN:
ikko inne min ladrig inema bataccallaiin min sikorim aldbifii danbafifaye izza intin alld ahun
bakk’adam tinanitt ndw higge nabar anid sidsitt war k’att’irofifiall
Of course, what can | do | am also diabetic so | check and follow up every six month with my client.

Doctor: Au-7 £a@- (+) +P7ITG RCOF 10~ LAD-?
ahun yallaw tdkk’imatt’inna k’oritt’at naw yallaw

So now, you have only diaharia and nausea?

Patient: h'L'r7 OMEN A7 17 PON.CS PLovF LOME A

kinenon yisatt’ dfifial intin yasikorina yadamon yisat’ affall
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He always gives me the medication for the blood and diabetic.

25. Doctor:0AH.Y aog 41 av@(L NF ALLAI° Al AN N9°N avhAhd AANF NN A NN 72T DA 8- -

26.

27.

28.

29.

30.

31.

32.

33.

35.

36.

37.

38.

Patient:

Patient:

Doctor:

Patient:

Doctor:

Patient:

Doctor:

Patient:

Doctor:

Patient:

Doctor:

Patient:

silazeh madhanit mawissad bicéa aydallam i8si abat bamigb makalakkal aldbotta bisicc’it kalla
bisic¢’it nidett kalla nidett

It is not only medication you have to take, but has to control it with food too, disappointment and
anger that too.

NG Ab A's MLTE 1Y (1) AUT HE U TIC APehbovl 10 NANC APEI° P9 HA®- = = Hé ANC NC NE
40 2C 0T = =HE@ 1@ £C 050 ATEI® CINAD: 0E ALTE PATIC INC PIINAD AUT A0
MLIPEN ATERICC 1@ O PHO-:H AL 9°7 FRAAT? DANLY @88 ALYT 7L 1D a1 49" PO
HI°NA> o PT NF (HAL @&k

nabar ikko inne t'urittafifia nafifi ahun zarre hullo ndgdr iyaé¢’ammar ndw ba-asr sanitim
yaminibballaw zarre asr birr Sirro rasso dirro siggan tayw siggaw dirro ba 50 sanitem yamnibalaw
sost aynat k'ilitt’im nabar yamniballaw ahun igalli ¢’amirrowall inic¢’amir naw yatdyazzaw bazza lay
min takkilalacc sildazzih wadige sayihon gidetta naw madhanitom yaw zimibillo mawatt’ bicéa bizza
lay widinattu

| amjust aretired person to day everything is getting expansive before 50 years a thing that cost 10
cents cost10 hirr(laugh) today’s ‘shore’ let meat (laugh) it used to cost fifty cents with three types of
bones now it is acompetition even the medication it isuseless --so it isimpossible for me eat home.

Dl L PO AT BTSN BT ACH £79° OFF e R 01247 10

yaw issum indall hono iriso dagim yataccallotin madirag naw
Of course, there are many problems but you have to try
A9 aoEI° (+)A%14-E A A%1L:L7D WIS AhS Y, TIC Ad MLA PhéT aop--
isuma maccem amarracc’ iko lamadirdg andafifia econome Cigir alla t'urattanfia ya-arrat matto
Of course ... but to choicefirst there is financial problem | am retired and only get 400 -
av7 PIm 16T 1IC 13- PUooNAD-?
ahun takk' imatt’ u nifitt’ nagar naw yamimassillaw
Now, does the diarriea have mocius?
he At A7T7 (+) ARLA® NNI° AT NN - - -
ay issu intin aydallam batt’am intin bil"-all
No---it—no-
198> Py 10-?
nace’ k'acc’in naw
Doesit iswhite and watery?
PBT PN
k’a¢¢’'in hono"-al
Yes, itiswatery
P47 11C 1@+ HI® ANAe C7L0N@-?
k’acc’in nagar naw zim billo yamiwwatt’aw
Doesit just water which flows?
a7 W NF -
anid gzze bicca naw
Itisonly once.
RCME V7 hU719° hO?
K’ oritt’ attu ahunm alla
Is the pain on your stomach still active?
Tk AN VS
yi¢¢’ ohhal hodde
My stomach has sound.
LN?
yingog"-all
Doesit have sound?
AP (+) LA At AA AIEGLANTA NG 1@ PonMu-T ARY (+) MR AFP@- N8 10 (+)9°7
PALLOANNT POTFA PA9° Pt (+) Tt - - -
awo yingog"-al inne Iellaindayasikkittil biye naw yamatt’ ahutt izzih bagizzew littayaw biye naw min
yalidarrasikubat hosipital yallam yakatit pawilloss
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Yes- - -it has sound | came here for fear of complication - -- it is good to been seen ontime on time, |

mean | went many hospitals for this sake, yekatite pawlos - -
39. Doctor: AZ°'1-? ALI° Vb2 ANMWS S ANCH®- LarMp-

[aminno ladam gifittu [abiratore asarittaw yimatt'allu

For what reason isit? Isit for the Blood pressure? Y ou will have labratory investigation.
40. Patient: ant: hUfy - - -

isitti kahunn

We will see
In this interaction, the patient violates almost three of the maxims that are maxims of quantity,
relation, and manner (Adrian et al: 2001:399).
For example, on (text-10-line-8) the patient violate maxim of relation because on (line-7) the
doctor asks him wither he has other additional problems but he respond as follow

Doctor: afi.? (+) AA POLATTILF 97877 102
i8Si lella yamisdmawot minidn naw
Ok? - - --What are the other problems you feel ?
Patient: A5 AU-7 AL 2717 ATINE 102 AT D-9° 9°'LA N 10- P9 h I HAD-- - -

inna ahun lagizzew intin lamaldt naw lamanififiawim minilik ndw yamkatatallaww

| come only to be seen for now, because | have followed up at Minilike.
The patient states he comes for check up only. Despite that, the doctor asks him a series of
guestions but he repeatedly responds irrelevant answers. For example, for the question on (line-7,
13, 16 etc.) and the patients responded on (line-8, 14 etc) an answer whichisin hismind. That is

aviolation of relevance.

For example, for the question asked by the doctor on (line-13) the doctor seems to ask, do you
eat salt? However, the patient responds irrelevant answers so the patient is violating maxim of
quantity.
Doctor: A9 ALLA? chh@- 9°F ALNA-I°?
yalam aydal ¢ aw min ayballum
Youdon't have? Do you eat salt?
Patient: b+ (+) FTI0F 10 PI°NA@- 4 (+) AFEU £A TIC PULAG-A PAI°::
¢'aww yatagannabat naw yamballaw indih yalld ndgar yamissarallifiil yallam
Salt - -- | eat everywhere, since nobady prepare for me at home, - - -
Moreover, in the regard of maxim of quantity it is seen on (lines-26, 20). For the manner, it is
clear that, it is different from culture to culture but it looks likes, the patient has behavioral
problems or it seems he is dissatisfied about everything around him. Because, it seems that he
knows that the doctor cannot do anything about the problems he is talking like on (line-26). Y et,

he still talks about it.
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On the other hand, the doctor also violate maxim of ‘manner’ as the society put the rule that
states, it is rude to interrupt while the elders talk on (line-27). What is more, the last point that
should be considered in this interaction is the respond on (line-40). That is, the patient last

comments, which is very interesting term that signifies the patient’s perception of medicine.

Patient: an-t: htPy - - -

isitti kahunn

We will see
Locution act: the patient responds ‘we will see’
[llocution act: it is comment with negative sense

Perlocution act: | know it is useless but let us try anyway.

The patient already says this word on (line-26), not directly but explains that even the medication

isuseless and expensive so it isimpossible and useless to take medication.
4.1.7.1. Comparison of the medical interactionsof 9 and 10

As Kecskes, remarks citing Grice, remarks a rational speaker will choose an utterance that will
provide the hearer with a maximum number of contextual implications in a minimum processing
effort. Consequently, each participant strives to make the discussion acceptable in quantity,
quality, relation and manner by the other interlocutor (Kecskes: 2006:107). Nevertheless, despite
thisfact, it is not easy to put general rules putting which one is the right answer for the questions
asked by the other party. Because, it really is depend on contextual and cultural issues of the
participants of the communication. For example, here are two examples that are picked for
comparison. On the text-9, the patient commits maxims of quantity
11. Doctor: 9°727 10~ C0éd-@-?
minidn ndw yasarraw

What did he do?
12. Patient: @70k PNATG 1L- 10 (+)AS AU-7 av08% =08 &0 Aov08ST hI°nC 17T

Rather according to Grice, the patient should respond just - - -24.47%- -
The other example is maxim of manner and relation, which is committed by the patient on the
text, 10 that is, paralinguistic features, which have frequent pause and acting carelessness, is the

observe manner and the relation is revealed by the answer given to the following question.

25. Doctor: hARLY ao&Y't ao @O NF ALLAT" AL, AT NF°N avhAhA Ad (03~ NN+ ha NO<E T+ hA 781 hA
N
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26. Patient: 10C Ah A% AvAT 1Y (+) AUT Hé U0 TIC APeanl 10 NANC APEI° P NA@- = = Hé ANC NC TIC
G 2C N == - - -

The doctor was not expecting an answer when she giving these advices but the patient implicates
that yes you are right and | understand what you are saying but your advice is useless for me.

The other observation seen is on (text 10-line 39and 40) under speech act theory is,

39. Doctor: AZ°'1-? ALI° b2 ANMWSSE ANCH®- LarMp-

lamno ladam gifittu labiratori asarittaw yimatt'alu

For what reason isit? Isit for the Blood pressure? Y ou will have labratory investigation.

40. Patient: aAht: htPY - - -

isitti kahun

We will see

Locution act: the patient responds ‘we will see’
[llocution act: it is comment with negative sense

Perlocution act: | know it is useless but let us try anyway

4.1.8. Solidarity in the medical interactions

As Keller (2000), the individua’s identities will vary on the variable or parameter to determine
the identity, therefore there are different types of identities under the umbrella. An individual can
exploits his identities according to different layers by forming heterogeneous identities. To
manifest these identities every individual uses his gender, profession, religion, ethnic etc

according to the situations ask.

In the following interaction, a young girl in her late twenty came to the health center having
cough and seen by a doctor who has more than twenty years of experience. Both speak Oromiffa

as first language and the patient seems to know this fact and the interaction,

1. Doctor: a7t 1@m-? hA9° 41 2 9°° 7877 1@- PoLe9°T ?
Tndet ndw sdllam n&ss minidn néw yamiyamiss
How are you? Are you ok? What isyour problem?
2. Patient: 1747 A (+) ATICT hNTAI":
| have cough - - - oh —1 do not speak Amharic
3. Doctor: 9°7£7 1@ 9> T 2®-?
minidn naw yamti¢ciyiww
What do you speak?
4. Patient: AC?°%F
oromififa
Orromigna
5. Doctor: ail.?
Okey?
6. Doctor: Natti himi
Okey, speak
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7. Patient: NagufaasisaNahoo'isa
Cough and fever
8. Doctor: Akkitaa gabaa? Kanbiraan hoo?
Do you have sputum? What ealse do you have?
9. Doctor: Madif beektaa aannan dhuguu jedhama= = 045 AZF Vood® AL FT@-9° LOAAN

ou vy

----- yabborrannaliggoc¢ himéam ayawikk’ ac¢awim yibbalall
Y ou know why they drink milk (laugh) it is said, it is not common to see sick person from Negel
borne
10. Nurse a72H 1@ Po0AD@-?
inddzza naw yammiballaw
Isit like that
11. Patient: essadeemu amma?
Where shall | go?

This communication is casual interaction. That seems to be influenced by the patient speaking
Oromiffa and her being female. Unlike most of the preceding and following interactions, the
doctor is acting too friendly. In addition, the doctor even uses a proverb to make the patient feel
easy and friendly on (line-9). Language use signifies many things in the communication and
choice of language at special situation might mean many things. For instance, the patient speaks
Amharic but prefer to use Oromiffato create less distance between her and the doctor because as
Matras (2009) remarks, when the ML is the international language example, English then a
switch to the local nation language can reinforce intimacy and closeness to the interlocutors.
Therefore, in this context the patient switches from Amharic to Oromiffa. Amharic, which is a
langue-franca and ‘everybody speaks it’, but oromiffa in this communication creat ethnic
solidarity between the patient and the doctor.

Moreover, like the patient the doctor use an inclusion approach by alteration of the meta-
language here Oromiffa to Amharic especialy with laughter on (line-9). That might seems the
doctor tries to create more distance from the patient but it is clear that he continue the meta
language after the alterational code switch of the sentence. Consequently, the doctor switches
from Oromiffa to Amharic for inclusion purpose to show the nurse ‘this is what we are talking
about and that is why we are laughing’. In both cases, the ‘ special effect’ of code switching isto
decrease social distance.

Doctor two examining a patient and at the same moment, another physician (doctor one) enters
to the office and say.

1. Doctor one: a7.7 UG ao M7l

inikkon ddhna matt’ass
Y ou welcome
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2. Doctor Two: 479,77 LS $¢v
inikkon ddhna k’oyahh
Well stay
3. Doctor one: L5 'T1i?
dihna nass
Areyou fine?
4. Doctor two: hhdu-
allahu
Yes, | anfine.
5. Doctor one: PAa's  OkT0OhT - -- 11C PA9° €82
Y 3-inne sitetisicop naggar yallam yanne
There is my stereoscope in? - - -
6. Doctor two: ‘itisdeaf and blind’” 9°79° 11C ¢A9° = = she gives him and show the stereoscope

It is def aenid blaend --minim naggar yallam
Each group has its own language or variety of alanguage, register, terminologies, and language,
which makes him different from others. As, medical professionals have medical jargon and
registers which can show group membership of their own. Speaking that language, variety,
jargon gives a sense of belonging to the group. Therefore, they implement these features to form
this professional solidarity in many cases. For example, these two doctors exchange greeting in
Amharic, but on (line-6) while doctor one asks the second doctor about professiona question,
where his stereoscope is? The second doctor responds the stereoscope does not work. However,

the doctor respondsit in English sinceit is a professional topic.
4.1.9. Pragmatic failure in the medical interactions

Doctor and patient interactions are succeed on the successful production and interactions of the
successful production and interpretation of utterances by participants. To prevent pragmatic
failure or misunderstanding, the participants must struggle to inquire about clarifications until
messages are understood clearly. Despite this safety measures, however a few instances of
misinterpretation of sense in utterances are observed during interactions (Adegbite, 2006: 515).

Even though, the magnitude and risk of the misunderstandings might vary according to the
individual interlocutor and context, the danger in medical communication can cost life. The
following two examples below signify miscommunication made in interactions that can lead to

confession or even to serious damage.

1. Doctor: &' ¢9°AT AST ALDATII®?
inne yamlis$ innatt ayassillisSimm
By the way, miss, don’t you have cough?
2. Patient: AZ°¥F LAADOT A &£ aoLt (4)
samnit yalamallawat’ alld didd madmatt
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It has passed aweek thereis no change

This dialoged is taken from (text-12, line-1, and 2); the interaction does not make sense. It cause
very huge miscommunication, the doctor asks the patient, if she has cough but the patient
respond on (line-2) that she has kind of gingivitis which is Inflammation of the gums. The

misunderstanding probably happened because of nervousness on the patient’ s side.

1 Al (3) oo’F 1~ £9° hanJd“Ta- OC POND-?
ok - - - (pause 20 sec) when did you see blood in sputum?
2. Patient son: A (+) AU-& ¢7 10 A's ®L -h - - -
Oh.... ItisSunday when| oh...
3. Doctor: hH V1A A7 Ay 8.8
You don't seeit since then?
4. Patient son: £ N4 AN'INLI®?
there wasn't before Sunday.
5. Doctor: hi.g 1A FAF (+) WA 04,8

The last example to observed here on the pragmatic failuer is from (text-11,line-49-53) which
takes between the doctor and the patient’s son. That is happened on (line-49) the doctor asks
when was the blood seen in the sputum, but the patient’s son respond that the blood was seen on
sunday. And the doctor continue, does is happened since then (on line-51) but the patient’s son
repond it does not happened before that day. There is a clear miscommunication between the

doctor and patient’ son.

4.1.10. Language use in medical communication

Matsuoka citing from (Linell and Luckmann, 1991: 4) language is an important instrument to
transform information, for gaining and keeping power and to show respect etc. However, as
Gumperz and Cook-Gumperz summarized that ‘ethnicaly different speakers are not able to
handle the formal criteria for giving information or producing contextually relevant talk in
situations with which they have little direct experience’, such as job interviews, public debates,
or discussions such as medical communications (Gumperz and Cook-Gumperz,1992: 14).

Even though, many reasons can be remarked for this difference, chapter two of this research
paper comments, citing (Hymes: 1968) that, to produce communication, an interlocutor have to
know at least two language skills out of four. Those are, associate with the ability to speak and
understand language, which is not based solely on grammatical knowledge rather on
communicative competence, and to know what counts as appropriate language varies according

to context, and may involve arange of modes such as on speaking, writing etc.
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Moreover, common cultural dependency, linguistic and extra linguistic functional systems,
implying, communication takes place based on increasingly shared knowledge. The greater the
knowledge shared, the more effective the communication. Consequently, Interlocutors must
employ forms of conversation that are appropriate to the situation. That is, they must follow
priority, comply with turn taking, and ensure discourse coherence (Bruno, 1999: 53). To show
this here are example,

Text-11

An old woman, who have very serious cough, came with her son. Male doctor with many years
of experience saw them. Three of them are bilingual; Amharic is their second language with
much influence of first language and start the discussion as follow:

1. Doctor: Lv§ hLs @/IC X?
diahna adarro wayzarro
good morning mrs x
2. Patient: A (+) A7HaNdC Lot 1
i igize-abiher yimasgann
Thaksto god | am ok.
3. Doctor: 9°7£7 10- 9o.£9° 2 1-?
minidn ndw yameyamwott
What is the problem?
4. Patient son: £713A NCE 793 A - - -
yamattall bird amottall
she has cough
5. Doctor: a051C h&TF0-9°?
managar ayiccillom

She can not spesk?
6. Patient son: A.nN&F - -- (4)
sikabidatt

Itisdifficult for her - - -
7. Patient: N 2¢ 1@ A7 - - -
baggorro naw inigg
| only hear but could. . .
8. Doctor: v?
|
Oh?
9. Patient: NEC AdNSAU- A7E ao AN ANTNI® - - -
baggorro iwadsdalldhu inigi maliss aliccilimm
| only hear but could not answer.
10. Doctor: ML LA%IA- ALLA (+)77 avaopd 10 PoL.LNT 4T @
badanb yisamallu aydall gin mamallas naw yamiyasicéagiraécaw
Y ou can hear but she can not give the answer.
11. Patient: h®
awo
Yes
12. Doctor: == 9°7&7 10 0791
minidn naw yamiyamott
(Laugh) What isthe problem?
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13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

Patient:

Doctor:

A (+) ALaTTE 10 TINTI® AT LTI RS POATA LLP AN INCHAALD- HRA Y GO (+)
Al WS DAL AR NG (+) AUT £79° aoAG A1LONTHS COATA - - -

i iyamdammat naw malatim libon yamattal ina vyasillatall dardkk’ sall ndbar balafaw
takillahayimanott abnatt kafitdnina Killinik asakime nabar ahun ddgimmo malisso agarassabatinna
yasillattall

She feel sick, | mean, she feel sick around her heart, she had dry cough last time | took her to
Tekle himanot | mean Abnet higher clinlic but now it relapse ...

ang haa- An-?

akitta alaw salu

Does the cough have sputum?

Patient son: And Ad@ AG AH LT @L Qg ao G A 719218 LU-T 9°7 LU-7? £9° ehd°C htAT T

Doctor:

®5.° 2rh 7 AT 10 AUT - - -

akitta aldw inna iza nabarrd¢ wadanne sitimatt’a makinna sinigdé¢’agacd’
¢’amirro katillanitt wadiyya intin sillat ndw ahun

Yesit has sputum, she came from her country by car, the travell was so long and hard for her asa
result | saw ablood in the sputum - - -

anga- £9° hdm-?

akittaw dam alaw

yihun min yihun dam

The sputum has blood?
Patient son: and@- AL L£9° havl (+) AG haé EI°C hhh &0, SBLTTTF A

akittaw lay dam awitt’a inna ki-igirr*-a gamirro isikd raso"-a yikkoratt'imattall

Y esthereis blood on the sputum and she had also has arthralgia from her foot untill...

Doctor:

Patient:

Doctor:

Patient:

Doctor:

Patient:

Doctor:

Patient:

Doctor:

Patient:

Doctor:

Al (+) aAN?
isSi lelas

Wheat else?

Park: BHAA - --( 4)
yafittu yissalall

The previous was better- - -

(3) AT hAda- h-k:?

lawitt’ alaw kabfittu

- - - there is an improvement from the previous one.
hL

awo

Yes
AU MR COTICT 9977277 10-2(+) havA £o0T 212

ahun batt’am yasi¢éagarot minidn naw kélella yamisamawott
what is your biggest problem now?

AT 74 AR ANCE A& CTANTTT. ..

iZi¢¢ tagirre ind3 bird adrigo lantin

From my foot till ... | fell cold.
LBLTID I N?

yikk’ or&tt imotall

Y ou have arthralgia.

hP LHLTIG N LA LHLTaoFA oot Y (P L L1705 (14-0 1@ C2LOND-::

awo Yyikk'oratt’iminna bahayill yikk’ oratt’imafifial matto yihe bdhode yigdbanna bérass naw
yamiwatt’aww

Yes, | have very serious pain, from my stomach till my head.

hv?

i

Oh?

Al 10 AU7 (+)A's..

issu naw ahun inne

Thatisit...yes, | - -

AAN (+)0A AU LTI D2
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29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

45.

46.

lelas |ela ahun yamisimawutt
What else, what else do you fell now?
Patient: AA PAZ° AA PAT° (+) PAT®
lelayalamm lelayalamm- yallam
That isit, that isit
Doctor = AA 1IC £A9°?
lela nagar yallam
That isit?
Patient: h®
awo
Yes
Doctor: 74 973 Al AdeT?
matta matta lab alott
Do you have sweeting while you sleep?
Patient: 15
tittorifall
Now it stops
Doctor: N4 £ 1NC?
bafit yalbot nabar
Y ou used to have a sweating?
Patient: A2(+)04 A28 U AN A2E LH Fhedd 807 INC AU-7 Al AT
awo bafitt anid gize lab anid gizze tikussat nabar ahun issu tassilofifiall
Yes - - prevently | had sweating and fever, now | isimproved.
Doctor: Av-7 Hiradt A9°?
ahun tikkussat yalam
now thereisno fever
Patient: hs
awo
Yes
Doctor: £9°70 GATF A7 10-?
yamigb filagot indet naw
How isyour appeitite?
Patient: #7352 1m-? (4)
Kk’ onigo naw
Itisgood
Doctor: 0£7N Lav70A-?
badanib yamagaballu
You eat properly?
Patient:
awo
Yes
Patient son: 9°N 4747 A7-NA9® (4)
migb inikowwa atbilamm
She doesn’t eat food
Doctor: &@- ANNAY- ALA Ah 1@ AAT @ 7177 Ao AlL?
yihaw ibalalldhu iyallu ndw isac¢aw manin liman issi
But she says she eats properly, which one of you should | belive?
Patient son: a'% (+) NGPCANAANAT A 774 A'h OC hao T - -
inne sinakk’ arrib kalballa¢é ingidi inne gar kdmatt’acc
| - - - she doesn't eat when we gave her since she came...
Doctor: a@-rt1 hirz:in?
sawinatott kasitto"-all
Do you have weight |0ss?

Patient: Aé (+) = = AAhAU-9® NTiFE NAKAT A6 hooMu- AdhA (+) A7 hAAN-9°:
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47.

49.

50.

51.

52.

53.

55.

56.

57.

58.

59.

60.

arg alikkasahum bassittay kalakkallann inigge kamatt’ahu alikassa initin alalikumm
| didn’t lost weight , my disease prevent me...but | didn’t lost weight?
Doctor: AA 9°7.2°7 10 PULOATTL T (+) AA Ah PTLOATIL?
lela minidn naw yamissamawot lelaald yamissimawot
What else? Do you have any other symptom?
Patient: eA%9° AU-79° 710 L% DA TP U-A- 03 LCO ACH 10~ - - -
yalanfiim ahun tinis yihe ka-igirre tanasitto hullo botta darisso irisu ndw
No | don’t have except alittle pain from my foot till the my whole body....
Doctor: afl. (3) oo’ 1@ £9° hanJ~Fa- 2C foMN®-?
i8Si macce naw dam ka-akittaccaw gar yawatt'aw
ok - - - (pause for about 20 sec) when did you see blood in her sputum?
Patient son: AV (+) AU-& ¢7 10 A's OLV - - -
iihud k’ann naw inne wad i
Oh.... It was sunday when | oh...
Doctor: hH 072A A3 AT 08,2
kizzabah"-alla tillanit katillanit wadiya
What about since then yesterday, day before yesterday?
Patient son: hi.£ 04T hAINLI™?
kaziya bafit alnabarramm
There wasn’t before sunday.
Doctor: hiLg 02A FAHH (+) AT 08,2
kaziyabah"-alatillant kattilant wadiya
After that, yesterday the day before yesteday the day before yesteday?
Patien son: AAINLY® U-AF T13 @NNF AAT hH HFFA A% £79° £% 1oon§ DAeoMF drhaoM (715075
+tmé-mCirg ......
anabarram hullat matta watt'abifii alla¢ kédzza titotal inne diagimmo yanne bamdakinna
silamatt’acé sitimatt’a sinigdc¢’agacc’ tatt’aratt’arikku
No she said she had it for two nights then it stopsand | thought it is because of the car shaking
Nurse: 041 P10 03 LANT@- INC?
bafet yanabarrobbat bota yasillacéaw nabar
Had she cough were she leved before?
Patient: A2 (+) haga Y1C hlooM NM9° CHAT INC ATED-9° 4P AN 10 AA- Al NNI° LLP INC AH
VAICS hEaolT AN NA=F I0C:: I A7 T ZT8m-9° NavLonld ¢ COM T ao & 'Lt AAGA LA AA
1@ PPPGrt:
awo kakfillahagar sitmatt’ a batt’ am yasillat nabar indawim darakk’ sall naw sallu ldrassu batt’am
darak’ nabar izza hikiminna kagamarrac all bill"-at ndbar bazzam initn indawm bammagamarriya
yasatt’at madhanit alissal sill lella naw yakk’ayarrutt
Yes- - when she came from her home town she had very serious cough, it was a dry cough. then
after she started the medication it get better at fast, then they change the medication because it
dose not work.
Doctor: he+ 10 ¢aom-1-?
kayat naw yamatt’ utt
Where did you come from?
Patient son: h(+) @£ £0-N 1@-::(4)
ka-wada dabbob naw
From southen area
Doctor: ¢ ahaq, “at 10-?
yat akababe malat naw
be specifically?
Patient son: A7%97 P7.0A (+) A28 £71.00 013
angama yameball angama yameball bota
Anjame- - it iscalled Anjame
Doctor: @m0 Ah A78. AH?
wabadla indeiza
Isthere malaria there?
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61. Patient son: @1 (+) @1 ¢A9°
wabawabayalam
Thereisno malaria
62. Patient: ?A9° @0 AH NPA Hoo £°F LA A1C AN &€ A'%E 'INC: (+)AP 0114 PAI® @N::
yalam waba iza bakk’ olla zamadoddi yallu agarr alla dirro ihed nabar awo bahagarre yallam waba
Malaria is found only on the moutainous region. Where my relative lived. But not where my
country is.
63. Doctor: £ag°?
yalam
Thereisno?
64. Patient: h®
awo
Yes
65. Doctor: 2H. 19° hem-49°?
yiz"-ot ayawikk’ umm
Y ou don't have history of malaria?
66. Patient: h
awo
Yes
67. Doctor: &7 mL ANé-f4(giving the laboratory request form for the son)
yic¢in wada labiratori
Takethisto laboratory

It is clear that Amharic language is second language for the patient and her son. Despite this fact,
though both do their best to produce a productive communication. During the interaction, the
interesting thing seen in this communication is on (text-11-line-25, 48). The patient attempt to
create a picture in the mind of the doctor it is how most of her age group people use to describe
their pain. It could be as result of the cultural background of the society that most of the stories
and tells were transferred though ora literature for century. That has very big chance of being
forgotten easily. Therefore, the society seems to produces a mechanism, which helps to
remember ever details of the stories, by narration technique. Thus, during the interaction unlike
her son the old patient explains herself through this technique, which she thinks it help the
doctor. Another issue that should be observed in this text is the pragmatic failure happened
between the doctor and the patient’s son that ison line-51, 52, and 53).

Both the patient and her son do not know what her physical problem is because during the
conversation. They use unclear terms to describe the disease on (lines-13, 15, and 17). It is
because not only Amharic is their first language, but also lack of knowledge on disease. That is

why even the patient’s son, who is young explain his mother problem on (line-15).
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The doctor also has problem of explaining his thoughts easily. Because, during the whole
interactions he asks very short questions, which shows he want to focus on the physical problem
only. In addition to that, the doctor speaks with kind of authority especially on (line- 5 and 45).
For example, on (line-5)
Doctor :a051C h&T0-9°?

mannagar ayiccillomm

She can not speak?
As Lindstréom (2008) remarks male physicians are ‘more imposing and presumptuous meaning
they give more advice and paraphrases and more verbally dominant than female physicians.
Accordingly, the doctor signifies more authority by asking series of questions and ordering the

patient’ s son even implies to keep quiet, let your mother talk.

Any observer can propose that, the participants (patients and doctors) in the above texts share
common cultural, social and language background. That is why the interactions are conducted
somehow smooth. Nevertheless, it is clear that the working language Amharic is second
language for all of the participants. For this reason, there is significant, number of errors, in
sentence structure, and phonetic while interacting between doctors and patients sides. For

instance, on text-11, caused because of word order, and using of ‘inappropriate words
1. Line. 9. Patient: N2 A@NSAU- 2778 aod\hl ANTAI® - - - she should say

- NEC ANTIAU- -
2. Line22. Doctor: AU~3 NM9° ENTICT 97877 10-2(+) A PoLATT P12

He should say: he.0%12F N @0Y%hv-7 0N9° CHTFICT 9°1877 10-?

3. Line 48. Patient: ?A%9° hv-39° 710 &% haé 10k U 03~ LCO ACH- 100 - - -
Sheshouldsay auv-7 779" NN PA9°: 310 &% hals PULIA@S U-A0vGeT POULECNH- - -

(Text-5-line38-40)

47.  Doctor: £a3-9°710 (+) v O VS - L7 17C A hiLv Lha° T har-- - -?
yastamimallu kazzih bet hikminnaw badanb nagirrottal kazzih yakdmott saw
You handleit it well from this house treatement, they told you?

48.  Patient: v?
i
What?

49. Doctor: hH.v N4 AJhoo P9 hoo M VB3 00 OO 09T ARYTE ATL9U0A 9°FLH ooAT

ATSANL T 9°7 2L oo aoAT ATSANL T 9°NC ONLPA?
kdzzeh béafet setakdmu yamigb améagagib hunetta basint basint si-at liyundtt inidameballa
minigezze mabillat inidallabot min ayinat mabl mabllat inidallabot mikir wasidawall
Did they told you about the way you should eat? in what interval you should eat. What kind of food
you should eat?
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The doctor makes lots of error on line-47 on sentence order, and added some extra unnecessary
words such as ‘bet’ that is why the patient get confussed and asks clarification. Line-49 seems

some improvement.

4.1.11. Personal Behavior in medical communication

Text-12

A female patient who came back with a result, to show a laboratory result for a male doctor with
twenty years experience. The laboratory result confirms that she has HIV in her blood. It was a
random HIV screening test meaning the patients came to the health center for other reason (other
sickness) but the doctor encouraged her to do the screening test. Therefore, the doctor first has to

inform her she has HIVV and followed to reassure her as follows;

3. Doctor: a% e9°AT AST hOATII?
inne yamiliss inat ayaslisSimm
By the way, miss, don’t you have cough?
4. Patient: A7 CAaoADT hh &£ av &7} (4)
samint yallamallawatt’ alla did madimatt
It has passed aweek thereis bleeding.
5. Doctor: &'%0 “70hn oo’F EovlTi?
yihes masakdkk macce gamarass
The Itching, when did it start?
6. Patient: oC ahan, v1e- (4)
war akababe honnaw
Almost amonth (very low pitch)
7. Doctor: vt @C?
hollat war
Isit two month?
8. Patient: h2 @C
ay war
No, it isamonth.
9. Doctor: K- Y@~ Po1.L00011?
bizu ndw yamiyasakikiss
Istheitching alot?
10. Patient: A2 A7LaPAT Ad- AAD-P@>- - - (4)
awo indamakk’illat billo salawikk’aw
Yesit getsred, accidentally- - --
11. Doctor: #0102 AALINNI® nNL+?
Kk’ oyabiss alikk’anasissim kibdatt
How long isit? Don’t you lose weight?
12. Patient: Ad-taoH?h-9°
atdmazankomm
| was not weighted.
13. Doctor: ha£510 IC A2 hoo't 1@ A lé-TU- PI0é-TF U
kag"adafifiass gar amatt ndw abraé&ihhu yanabaraééihutt
Y ou were together with your boy friend for one year.
14. Patient: A
awo
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15.

16.

17.

18.

10.

20.

21.

22.

23.

24.

25.

26.

27.

Doctor:

Patient:

Doctor:

Patient:

Doctor:

Patient:

Doctor:

Yes

hH.£0 05A 3L SCET LarPA?
kaziyas bah"-allag"-adafifia noro3s yawikk’all
Have you been in any relationship, since then?
ALD-PI°(+) hah- O8Y - - - (4)
ayawikk’im ka-assu wadih

No, | didn't have- - -(murmuring)
ah 77 Ahe?

ala ginisu
Ishestill aive?

hP!
awo
Yes

FLPAT?

taywalass
Do you see him?

hP

awo

Yes

L9 1@0-?
dihna naw
Isheal right?

Patient: h&!

Doctor:

awo
Yes
AUT Ab WTF.ARN, AA ZAN £9° AL (+) 07 hA 17 ALET?
ahuniko HIV a3 yillall dam lay gin ala gin g*-adafifiass
Theresult says you have HIV- - -are you sure your boyfriend is till alive?

Patient: A& |

Doctor:

awo
Yes
Al AOAT? (+) Y 07LA AATISTTU9° hh72 haol @40 ANFISTTU-9°?

ird ibakkids kizza bah"“-alla altdgénafifiaccihum ki-anid améatt wadih altdginaffiaééihumm
Areyou sure? You didn’t see each other since then?

Patient: ad-1197779 (whispering)

Doctor:

altaganafifidnimm

We did not meet.

hU? 9037 1@ oo(AT? £ P LARNT VU? (+) o0 AT AL LANKT A 4AT hdF AT hCh- 2C 11977
10 A7 WL UL ANAHC aohide ANAHCS P@- hT.AL0L (+) A7FST DT P2 21 SF@- DAY P
IC OHLLH 1@+ (+) NARLY AU-7 $9%avlaoC TIC WA £9° (LA.65C 198 PL9° A\ DC - IC C+HLLH 1C
an:: A 86C LooCoo(Cs NAEC HONT oaom? (AL WP TN AU AANAU-I° 10+ AT AAI® PATTY
(+) £ WP ALS.6.C4 AL hSTAI® HE HE TCPIA AT LFAN: TCTIN hUP1 17 oo 'L WFEI°L9°
77 £9° P71 &V 77 P kR LOLAIPA HI® NAT AUT W787% U-ALH T1h9® 0 hoo'l® A48
hAao- e 2T IC £9° 3 LCLOTIC ASC STAN: DALY AU7 KT.AL.0, NGA LA AAI°LLT hd- it IC
119145 L1077 £ CT-ANA::

ahun minidn ndw mé&sallass yihhe yamiyassakikis i- -i mahatt’dannen lay yasakkéafifial fesass allafif

vv)

kdbasittaw garr yatdyayazzu naééaw silldzzih ahun yamimaramar naggar alld ddm CD4 ndé¢ yadam
sell garr yatidyayazzd naggar alld CD4 yimaramarnna katidwadssand matt’an balay kdhon mallat ahun
yiccillal normal kdhon gin madhanit atiggamirem gin yam honna yih gin yahon Kkititil yasiffaligawall...

Well now, the things you say... oh, the inching on cervix is the indication, the discharge are associated
with it. All the same, it seems sexually transmitted infection, but it is the HIV signs. Therefore, now
you will do blood investigations CD4 white blood cell. It is associated with it you will do CD4 and if
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itisnormal and you do not have any physical signs so you will not going to start medication. Anyway,
you will discuss with professionals. It is hecessary for you to get counsel so go to them.

28. Patient: ai. (4)
iSSi
Okay

29. Doctor: Av-7 alLS L& NG oot TONEAT “I0F ALLAI® (+) D7 PoL.LL T TIPEDT NN 0,0 1717 Lh
TPTIT 7 78LH AN A78LH PI°FLLET D T1PEPT LGN AU (+) L79° W7LLC hGLAT® hU-7
ASPT AT.ALN, CEHTD AGHT NOAS PTLOAST AE 11 T 10 P7L.0ALD NAHY AUT ATHU?
&ATF (H)AUT AFE AT, AT NG NN CANTT INC avavConCl T4 10 10+ M8.6C4%
AUT NA@- WP £79° T< 1 =
ahun iziya hedisina madhanit tiwasiggallas mallat aydallam gin yamidaragu t'inikk’akk’ewodcin
bagibirrd sigga ginofifiindt gizze tdkk’imatt’ indayiz sall indayiz yamtadarigiyacaw t'inikk’akk’ewoc¢
yinoralu ahun indddirow ayidéllam ahun inato¢¢ HIV yayazacaw inatoé¢ bewilido yamiwalidot ligg
natt’a honno naw yamiwalladaw sillazih ahun indzzihin madhanittoc¢ ahun anici inbi billass nabar
binittawiss yasazinnan nabar mamarrimariss t'irru naw CD4 ahun ballaw kdhon dagimo t'irru naw
Now, you going there don’t mean you will start medication but they will tell you about precaution you
take during sexual intercourse. When you have cough, diarrhea and now there is no problem, as HIV
carrier mothers give birth to HIV free babies. It is good being screened in advance, but we are glad you
know now, you said no at first, which was not good.

Here, the way the doctor interact with the patient seems too rude and do not evaluate the patients
emotion because when (text-12-line-9, 11, 13, 15) the way the doctor asks a question is disoriented
and only focused on what he wants to know and the way the question goes is impolite. He even
informs the patient she has HIV but the way he tells her is not expected from any health
professional. The doctor attempts to check the patients background on (line-15), but this sentence

are not akind of question that should be asked to a patient because it makes nervous.

Additionally, the patient is very shy by nature and shown it through very low sound volume which
indicated by sign (4), from table-2). The most unconstructive question that the doctor asks to the
patient and somehow unprofessional is on (line-9) which leads to bad psychological impact on the
patient’s perception. That is ‘if someone is losing weight, with in a limited amount of time, he is
most defiantly an HIV patient’. Furthermore, the doctor asks many closed-ended questions even
before hearing the previous question’s answer, which inhibits the patients, chance to explain her
worries and thoughts. At the end of the conversation, although, that is on (line-25) the doctor tries
to uses a technique for psychological and therapeutic purposes called the Pollyanna principle.
Those are ‘doctors present cases from a positive rather than negative view through the use of
avoidance strategies such hints, technical jargons and euphemisms (Chimombo and Roseberry:
1998). Conversely, it does not seem to help the patient to get relaxed because as the discussion
ends the patient on (line-26) respond but with very low pitch, which signify anxiety and lift the

room.
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It is obvious that physician’s personal behavior has big role in creating a good and trusted medical
communication and care.

4.1.12. Summary of the observation

Medical communication plays an important role in producing good relationship between the
doctor and patient. That leads to a productive medical service. However, as this observation
indicated to accomplish a productive communication, which brings better medical care both
medical professional and patient must have adequate participation in the discussion and decision
making. Even though in real situations it seems unattainable to achieve this goal, since the doctors
and patients among themselves have tremendous difference. For example, as seen during
observation,

Gender difference of patient clearly has impact on the content and quality of the discussion
because male patients address their problems to doctors more freely and confidently than female
patients do. Gender of medical professionals has magor contribution too in the medical
communication because it is observed that unlike male medical professionals females are more
friendly, which focus on the patients background history, asked more open-ended questions, which
gives opportunity for the patients to explain themselves.

Age of patient is aso another point that has role on the communication. Because young patients
tend to focus on short answers than elderly, but older patient patients used narrative methods, and
implemented more proverbs to address their problems than young ones so took extra time.
Simultaneously, the young medical professionals has more quality of handling the patients than
elders because they act friendly and asks socia oriented questions but elder medical professionals
tend to focus only on medical questions. In addition, the knowledge of patients about their disease,

language skills and personals behavior also contribute to the communication.
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4.2. Analysis of the questionnaires

Two types of questionnaires were distributed to the patients and medical professionals.
Accordingly, the medical professionals and the patient’s questioners have twenty-eight and
twenty-seven questions for each, respectively. Those are assumed to give the intended results for
the research. The questions on the questionnaire thought to produce needed results that are
mentioned under the general objective and specific objectives of this research paper. For the
reason of suitability the questions are seen depending on the topic rather that their consecutive

number.
4.2.1. Results of the medical professionals’ questionnaire

The first questionnaire developed for the medical professionals’ are distributed for 30 of them
that includes two medical doctors, five health officers and twenty-two Nurses. The Nurses meant
to help the doctors in the Outpatient department (OPD) by writing prescription, checking vital
signs that includes measuring temperature, blood pressure, pulse, height, weight and helping to
conduct and elaborate some additional medical procedures. The questionnaire includes twenty-
eight questions, which assumed to produce a good input for the objective of the research.
Moreover, the questions are classified into two; the first and the third types of the questions are

kind of multiple choice and these questions are analyzed by SSPS.

It is understandable that the analysis is more of quantitative analysis but since the research is
sociolinguistic research, the researcher makes his best attempts to provide a qualitative analysis
too. That will provide evidence to the findings. The other types of questions are open-ended
guestions, which gives the opportunity to comment remarks on their perception for the medical
professionals. In addition, almost all questions, the multiple choice and the open-ended
guestions, have a why questions that helps to provide the reason the questions are thought to be
true by the respondent. Furthermore, as mentioned above, to avoid confusion, the analysis of the
guestionnaire goes on according to the relevance and topic of the questions rather than their

numbers.

4. Terms such as Doctors and medical professionals are used interchangeably in this paper to show the two doctors and five

heath officers who lead the diagnosis and interaction with the patient, to avoided prejudice and hasty generalizations.

105



And the scoring: since items in the questionnaire describe objective behaviors and perceptions of
the respondents, for the analysis, a dichotomous scale ticking yes when behavior is agreed, and
No if not agreed and for multiple choice or multiple stage method are implemented in this case.

Total scorein % =Total No of yes answers x 100

Total No of answers

Nevertheless, the finding of the questionnaire does not necessarily represent the researcher points
of view on the matter therefore on the conclusion part some comments will be provided.

(Item-1) focused on experience which states; how many years do you serve as a medical
professional? From the 30 medical professionals, 13 of them respond that they have an
experience of 0-5 years. 2 of them respond that 6-10 years, the other 4 of them, respond, they
have 11-15 years. The remaining 3 of them affirm that they have 16-20 years and the last 8 of
them answer that they have greater than twenty one years of experience.

(Item-2, 3) questions are statistical questions which are; (Item-2) how many patients do you see
per a day? (Item-3)Who are the most common clients in the health center, according to age and
gender?

Number of patients/day Most common patient in Most common patient in age
Seen by the doctor gender Seen by the doctor
Seen by the doctor
Valid Frequency Valid frequency Valid frequency
5-15 3 Female 25 0-5 3
16-25 2 Male 5 6-10 1
26-35 6 11-15 2
>36 19 16-20 4
>21 20
Total 30 30

30

Table -3 on frequency, gender and age of patients
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(Item-13) Another statistical question, which goes with the above questions is, what are the most
common diseases in this health center? Moreover, the medical professionals pointed out many
diseases, and most of them are under the category of communicable diseases such as
Tuberculoses, Pneumonia, sexual transmitted diseases, diarrhea, urinary tract infection, Acquired
immune deficiency syndrome (AIDS), upper and lower respiratory diseases, acute fibril diseases,
and parasitic infections, which are caused because of poor sanitation, poor personal hygiene and

lower class status.

(Item-4) is about the awareness and attitude of the doctors' on Amharic language; accordingly,
respondents are asked if Amharic express all the medical concepts that you want to express for
your patient? Out of 30 medical professionals, 7 answers ‘Yes - Amharic express their thought.
That is because, in the area of the target health center, it is not an option to speak Amharic but a
must since many of our patients do not understand English and medical terminologies and
concepts we (The MPs) have to attempt our best to express the concept in Amharic. Other
respondents that are 23 answers ‘No’- Amharic language do not have the potential to express the
medical concepts because most of medical terminologies are Latin origin and the medical
education is given in English. Thus, Amharic does not have words and concept to express the
intended idea.

20—

15—
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Graph-2-Ability of Amharic Language expressing Medical concepts

(Item-5, 6 and 7) questions focused on the perception of the doctors toward the patients’ ability
of communication skills or language skills. In other words, the next three questions focused on

the perception of doctors toward patients language ability to describe their thoughts,
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understanding of the doctors explanations, questions and comments and the ability to give a
relevant answer for the questions or explanations, respectively. These questions not only show
language skills- three language skills except writing- but also the patents’ confidence, outlooks
of authority figures (most patients and people believe that asking some authority figures such as
doctor or elder and to refuse the order they gave is asign of being impolite). In this respect the

questions raises the following points.

(Item-5) Do your patients describe their disease and symptoms well in Amharic language? Out
of 30 participants, 22 say ‘yes patients can describe their disease and symptom by using
Amharic language because it is their native language even though they do not explain the
medical concept scientifically they use cultural Amharic terminologies to explain their signs and
symptoms. On the other hand, the other 8 of them reply ‘No’, patients could not explain their
thoughts successfully though Amharic because there is lack of knowledge on medicine.

(Item-6) Do you feel that, your patients understand the questions you ask? 15 of the medical
professionals state ‘patients do understand our questions because they respond that we (the
doctors) explain the problem to the level of the patients understanding and use their mother
language as means of communication. The others answer ‘patients cannot understand the
guestions we (the doctors) ask’ because patients have expectations when they came here and
attempt to convince us only what is important from their respect. As result, we prefer to
diagnoses based on medical procedures and findings rather than based on the ‘chief complain’
implying that the patient is complain about his disease and symptoms are not put in to

consideration.

(Item-7) Do most of your patients give answers relevant or helpful to the discussion you have?
24 medical professionals of them say ‘yes patients give relevant answers, helpful to the
discussions'. Although, the other 8 of them feel that the patients give irrelevant answer to the
questions they are asked because their understanding of the disease is not scientific as a result

most of the time their explanation isirrelevant and unhelpful to the diagnosis.

Q5-Patients ability to express Q6-Patients ability to understand the Q7- patients ability to givea
medical concepts guestions doctor explanation relevant answer to the questions
Valid Freqg. Valid Freg. Valid Freg.
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Yes 22 Yes 24 Yes 15

No 8 No 6 No 15

Total 30 30 30

Table-4 patients' ability to express, under standing and respond

(Item-8) focused on the communication, which asks the MPs, how the medical professional acts
during the interaction and it have four choices of categories. These are, they act as boss, as
subordinate, as professional, and as friendly toward the patient. Similarly, question was raised in
(Item-9) how do you describe the interaction you have with your patient as formal, as casual or
as argumentative discussion. The medical professionals answer for the first question, 1 medical
professional respond that during a discussion he prefers to act as subordinate, which seems
untrue. 13 of them responded they act as professional and the other 16 respond it is good to act

friendly while conversing with a patient.

The other similar question asks that, in your opinion how the interaction should go between you
(MPs) and the patients. Out of 30 MPs, 21 of the medical professionals answer the
communication between them and the patient should be formal and the other 9 of them answers
that the interaction can be conducted as casual talk because through this method they (patients)
can open up to talk about their persona staffs. Graph-3 doctor patients' interaction
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(Item-10) The other communication related question, which focused on the preference of the
medical professional to communicate with patients according to their age, gender and
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educational status. Out of 30 medical professionals, depending age, 3 of them prefer to
communicate with the age of 5-15 age of patients, because this age groups are easy to talk to and
understand the explanation they are given easily. In addition to this, this age group knows
medical terminologies better than the other age groups. The other 7, prefer to interact with the
age group of 16-25 years. Because, the patients within this group understand medical concepts
more than other groups do. The other 16 of them, answers that they prefer to, communicate with
the age group of 26-35 years. Since, these are the most common age group clients in the clinic.
The other 4 prefer to communicate with age group of greater that 31 year and older peoples
because most of the communication goes smooth with this age groups.

Besides that, on the gender of the patients, out of 30 medical professionals 20 of them prefer to
communicate with female patients because female patients are more open and suitable to talk to
than male patients are and they have more social and health risk than male and feel they (MP)
can help them by doing so. The other 10 of the medical professionals prefer to interact with male
patients because unlike female patients male patients do not feel shame to talk about their

diseases.

The last classification is according to educational status of the patients and out of 30 MPs 14 of
them, prefers to interact with highly educated patients because these patients are easy to talk to
and their explanation is easy to understand (MP). The second group which includes 2 of them
prefer to communicate with a patient who graduated from high school, because these group of
patients understand some extents of medical terms and concepts. The third group which is 6 and
the other 8 of them prefer to communicate with patient who can read or uneducated patients

because, these are the most common patients in the health center.

(Item-22) is dso a communication related question, which is; have you ever taken a
communication (interpersonal communication) courses in university or a seminar after
graduation from university? In this regard, out of 30 medical professionals, only 5 of the
respondents answers ‘yes. According to their answer, the respondents took health related
communication course on seminar; but the other 25 medical professionals respond that they do
not take interpersonal communication course. As the result of this finding shows it is reasonable
to conclude that MPs do communicate with patients based on their experience, culture,
individual behavior and environmental situations and do not have educational methodologies and

110



potential to rearrange communication failure caused by the patient’s educational, cultural, social
beliefs and physical problems. Also, as the findings of (Item-5,6,7) on page 63 shows patients
need to be encouraged beyond the ‘normal situations because there is ‘language limitation’ +
patients fear’+ ‘patient’'s lack of language skills'. All these might lead to failure of

communication or confusion.
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Graph-4, 5, 6- Doctors’ preference to patient’s gender, Age and educational status

The other communication style and manner related questions are question number 24, 25, 26, 27
and 28; which holds five questions that focus more on cultural paralinguistic features. (Item-24)
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talking habits, such as talking the whole time during interaction or dominating the conversation,
and the finding out of 30 medical professionalsis 18 MPs prefer to keep quiet and let most of the
talking to do by the patients; on the other hand, the other 12 of the MPs choose to have equal

participation in the interaction.

(Item-25) focused on using the so called small talks to make the patient feel easy during
interaction out of 30 MPs 15 of them do use small talk at the commencement of the interaction
because it creates a friendly environment. The other 13 prefer to avoid small talk because they
feel that they are busy to talk about ‘small talks' or other issues. The other 2 of them responded
that we (MPs) let patients to start the conversation.

(Item-26) focuses on guestions on using courtesy words in Amharic such as (getaye, ibakwotn,
amasiagnalahu etc.). For the question out of 30 MPs 12 of them, answer that, they use courtesy
words or phrases frequently during interaction. 17 respondents of them answers that they use
occasionally and the remaining 1 respondent respond ‘ never’. (Item-27) is about acting serious or
smells during interaction with the patients and the respondents answer 5 smell all the time during

interaction and the other 24 respond they smell at only at appropriate time.

The last question, (Item-28), is about position of the MPs during interaction and the findings are
1 says during conversation he often prefer to cross his arms over his chest and listen the patient.
The other 17 often prefer to lean dlightly forward and face their body toward the patient; and the
remaining 11 prefer to hear the patient while they write on the patient’s card.

(Item-20) is also communication and culture oriented question that is; what communication
problems have you encountered so far, while communicating with your patients? The doctors
answer some of their experiences as follow. First, patients do not understand easily what the
health professional is talking. Second, if the patient has a sexual transmitted disease like (AIDS)
it will be difficult to make the patient convinced. Third, when patients come to them, they may
not speak Amharic, as there are many patients in the health center whose first language is not
Amharic, rather Oromigna, Guragigna etc. When patients come from rural areas, it will be
another challenge to explain and convince some procedures to the patients. Moreover, some
diseases do not have Amharic equivalent words. Such as Typhus and Typhoid, that needs

explanations of the symptoms more. Some patients may even fail to trust or inform the necessary
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information about their medical conditions to the M Ps because of some factors such as emotional
variation, religious and traditional influences and others may complain traditional diseases such

as ‘buda balanf’ .

(Item-11) the question is focused on using ‘taboo words' during conversation that is, do most of
your patients feel free to talk about their personal staffs or issues during conversation? Such as,
how they are infected with HIV? For this question from total of 30 MPs, 9 of them answer that
patients feel free to talk about how they are infected by HIV. Since these diseases are observed
as other infectious diseases these days. Moreover, they came here to get psychological and
professional help, so they talk freely. The other 21 answer that it is difficult for them to discuss
this issue even with the MPs because there is a fear of stigma and discrimination from the
society. Most of the patients lack education and do not know medical confidentiality (fear that
the MPs may tell to other people what they know). In addition, most of the patients are
traditional people and open dialogues are not commonly practiced in Ethiopia culture.

L
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Graph-7-patients freedom to express

Additional questions that are prepared for the medical professionals in the gquestionnaire are
pragmatic oriented question (Item-14, 15, 16 and 17) and centered on the mostly used Amharic
language expressions to explain medical problems. These are cultural terms used by the general
population to explain some sorts of disease words such as ‘bird métani’, ‘mic¢ mataiii’ and
‘magafifia mataif’ or ‘wigatt’. What is interesting in these words is that al of them end with the

word ‘metaifi’. The word implies ‘ someone or something hits the person who gets sick’. Thisis,
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in fact, unlike modern medicine insight which is ‘diseases caused by germs’, the Ethiopian
society perceive diseases as some kinds of unexplained strike or hit.

(Item-14) what are the most commonly used Amharic terms used by the patients and here are

some sets of terms by the medical professionals:

Ambharic terms Literal meaning of theterms Implication of theterms
ho" iden-yiko "iritt’ &ifiall ~ “My stomach cuts me’ ‘I have stomach pain’
k’ 0"likk’ 0"-yil&ffall ‘ Something push me down’ ‘I have diarrhea
Sikk’ib yilannall  Something push me up’ ‘I have vomiting’
liben yiké&darinall ‘My heart isbeing traitorous ‘I feel exhausted’
on me
yikatakitannall ‘Something hits me repeatedly’ ‘I haveapain al over my
muscles
wisitt’en yiwarannall ‘ Something invades my ‘I| feel dizzy’
internal body’
yasikk’ amitt’ annall ‘ Something makes me sit’ ‘I have diarrhea’
ho"den yamsfifiall Something disturbs my ‘| have stomach pain’
stomach’
yiggagaggigannall ‘Pain goes with knife’ ‘I have some kind of pain’

Of course, the patients implemented many other Amharic terms to explain their symptoms and
diseases because to most of the patients understanding it is not clearly known what really causes
their disease. Patients implement many other similar Amharic terms to describe their illness
some of them understandable some of them vague. For example, when we see the two Amharic

terms, ‘ho" Tden-yiko’ "iritt’ &fifiall’ and ‘ho“den yamisaiiall’, both have the same meaning, for
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Amharic speaker, which are literal meanings of ‘my stomach cuts me’ and ‘ something disturbs
my stomach’ respectively. However, the patients implying that ‘1 have stomach pain’. Asit is
stated on the list, other terms such as ‘k’ 0"likk’ 0"l-yilafifall’ and ‘yasikk’ amitt’ afifall’ may
seem they have very different literal meaning the patients used these terms to imply that ‘1 have
diarrhea’. Furthermore, sometimes the MPs also used these words to simplify or to explain what
the problem of the patient is. As most of the terms and phrases show al of them have a suffix
(-Anall) that is a third person male gender indicator but not necessarily man person but can aso
used for a thing too. Which signifies that unlike the English language speaker who says ‘| have
diarrhea meaning | have a disease called diarrhea the Ethiopian culture perceive diseases as an
internal problem but as something that are caused by some external factor that is mystery.
(Item-15) what do you understand when a patient says ‘bird métafii’ and almost al of the MPs
understand it as cough and even some of them specifically called it pneumonia and others as

upper respiratory disease.

(Item-16) what do you understand when a patient says ‘mi¢¢ métaifi’ 14 MPs answer that it isa
kind of febrile disease such as typhoid or typhus. 8 responded it is a lesion around mouth most
likely herpes. The remaining 8 of them respond they are not sure what it meant because of
different usage of the term. (Item-17) what do you understand when a patient says ‘ magani
métaii’ or ‘wigatt’. 5 of the respondents answer it isadraft, 3 respond it is wicked sprite and the
remaining 22 reply that it is any disease that onset suddenly.

(Item-9) centers on the knowledge of patients in relation to the frequently used English terms by
the MPs and how do the doctors see patents’ understanding concerning these words. Regarding
the question, do you think that patients understand mostly used medical terminologies such as
OPD, Ward, TB etc? Out of 30 MPs, 6 of them responded that ‘yes patients are familiar with
these terms because the MPs frequently used them. The other 24 reply that since most of the
patients in the health center areilliterate, they do not understand even the Amharic explanations
of the diseases given by the doctor. Thus, it needs to explain to patients with the simplest
possible ways, even for those educated patients, since most of these terms are Latin origin, which

isdifficult to understand by most of the patients.
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And the last two questions are (Item-19, 23) the former question is a paralinguistic oriented
guestion and asks, What are some of the benefits that are associated with the use of touch, such
as taking vital signs, even if the nurse aready done the procedure during investigation? All
medical professionals agree that it is very important to check the patient’s vital signs. Because
patients fed that, the doctor cares more for them and they feel that they are getting good
medical care. This situation of having first hand observation develop trust between the MPs and
the patients, it creates a sign of respect from the MPs side, promote a good communication

environment (to be friendly) and it also help to get extra problems or diseases.

(Item-23) Do you have any comment on the perception of the society toward modern medicine?
The MPs responded that the government or heath minister has to work on health education to
the society because the society give low value to modern medicine and very low concept on the
disease’ s mode or means of transmission. A very easily controlled and eradicable diseases are
common here (at heath center) because of the poor personal hygiene. In addition, traditional
medicine and beliefs are still there. For that reason it prevent them to act according to what they
are told, meaning the tradition prevents the patients to act according to doctor’s order
concerning drugs. For example if they have been told to take for seven days and get better on

third day they stop taking the drugs etc.
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4.2.2. Results of the patients’ questionnaire

The second questionnaire is prepared for medical outpatient department (OPD) patients. Unlike
the first questionnaire, the following questionnaire was not distributed for all patients in the
clinic because of population size and heterogeneous patients. Therefore, the method used to
distribute this questionnaire is to know first the average number of patients in month, which is
recognized through structured interview with the medical director of the heath center.
Consequently, the medical director stated average number of 700 patients treated every month.
As a result, more than one fourth of 700 patients were selected randomly which came to the
clinic to get treatment. And that makes it 175 patients but after some observation it is thought
that adding the date validate the result more; so 35 patients are added and make it 210 patients
who came since December,1 till January, 20, 2012 which makes it aimost eight weeks data
collection. The questionnaire’ s questions are prepared in Amharic because most of the patients
do not understand English. Moreover, during filling the questionnaire a close evaluation of the

researcher were needed to avoid misunderstanding of questions.

The questions in this questionnaire are classified in to three, a dichotomy yes or no, multiple
guestions and open-ended questions. Then, it is distributed to 210 patients; the first three
guestions are personal and statistical questions. These are gender, age and how often do the

patient come to the health center.

The patients gave an answer as follows, out of 210 patients or participants’, who fill the
guestionnaire, 122 that are (58.1%) are male, and 88 that are (41.9%) are female. In terms of
age, out of 210 participants 4 of them that is ( 1.9%) are within the age of 0-8 year. 19 that is
(9.0%) of them are within category of 9-15 years. 121 that is (57.6%) of them is within 16-25
years. and the remaining 66 that is (31.4%) are within age group of greater than 31 years old.
For the question that, how often do you come to the clinic? 13 patients that is (6.2%) of them
answer ‘aways’, 33 that is (15.7%) say ‘frequently’ which impliesthey are regular customers.

5. Patients and participants are used in the patients’ questioners interchangeably as result of all patients does not have the
same situation meaning one patient might be feel one question represent his feeling but not the other although it does

not let unanswered the question raised but respond the question as a participant of the research.
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130 patients that is (61.9%) say they came to the clinic ‘now and then’ and the remaining 34
that is (16.2%) of them responded that it is their first time to come to the heath center.
Consequently, it seems reasonable to conclude that the sample is good enough and represent the

actual situation of whatever the outcomeis.

(Item-3) when we see the next questions, it focused on the patients’ satisfaction which implies

that, patient as individual or as group pleased from the service they get in the health center.
From the 210 patients, 127 that is (60.5%) answer ‘yes - they are satisfied because the doctors
gave us the necessary information and help. Conversely, the other 83 patients that are (39.5%)
responded that they are not satisfied with the medical help they get. Because, first, they the
doctor do not give them the opportunity to explain their problems. Second, they spend the
whole or half of their day in the health center to get the help they need. Even, some of them
complain that it istheir third or fifth doctor to be seen but still there is no change in their health.
In addition to these points, the whole compound of the heath center is not attractive for patients,
rather it could cause another disease.
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Graph-9- patients' satisfaction from the medical care they get
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(Item-4) is then question that contemplates on different issues such as the patients competence
to speak the disease they have or the symptom for the doctor. As well, for this question, out of
210 participants, 200 that is (95.2%) patients answer that ‘yes | speak whatever my disease is
since | come to the health center to get medical help. Otherwise, the MPs might loss the
diagnosis. The other 10 patients that is (4.8%) reply that ‘No’ - | could not speak up all my
problems because | feel shy. Others state that they had very little time to explain al things they

want to discuss with the MP.

(Item-5) on perception of the patients’ whether they feel the doctor understand their explanation
of their feelings or not; out of 210 patients 161 that is (76.7%) responded that they feel that the
doctor understand what they were talking during the examination. On the other hand, 49 that is
(23.3%) of them answer that the doctors do not understand what they are talking about because
doctors do not stop writing while they (the patients) talk and most of the time they ask a close
ended questions such as do you have this or that. Rather, it is better to ask open-ended questions;
like what you fedl.

(Item-6) focused on doctors manner as observed by patients during communication. Whenever
any communication is conducted, there are cultural expectations from both interlocutors that
should be signaled. This includes using some respectful word and other paralinguistic’s features
observed by each other. According to the patients observation, that is 210 participants, 100
participants that is (47.6%) of them state that the doctor was very respectful during their
interaction. 78 participants that is (37.1%) answer that it was al right, because the MP was
respectful. The other 17 that is (8.1%) of them answer that the doctor do not bother about my
feelings rather only focused on his job meaning (he only asks series of questions and order me to
do and finished the discussion). The remaining 15 that is (7.1%) of the patients feel that that MPs
were acting disrespectful during the discussion. The most interesting finding that is seen on these
guestions is most patients measure the paralinguistic features of the doctor in respects of attitude
toward them. Out of 210 participants 105 that are (50.0%) answer that, | do not mind because
many doctors are too busy. Therefore, they need to do that to finish the job. Second, since they
are writing what we (the patient) are talking it is acceptable. On the other hand, the other 79 that
is (37.6%) answer that if he/she writes| (the patient) feel that the doctor is not listening to me.
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Becausg, it is impossible to do two jobs at one time and there is saying ‘nagar ba-ayn ygaball’
meaning you need to keep eye contact when a person istalking to you. The remaining 26 patients
that are (12.4%) responded that it isasign of disrespect because while | talk if the doctors write |
feel like | am talking to nobody. In addition to that, as he is doing additional job he do not listen

as aresult he should quit writing and listen first and can write at the end of the discussion.

It need a close observation of Item-6 and Item-12 because as | examine the dates, out of 17 that
is (8.1%) of them answer that the doctor do not bother about my feelings rather only paying
attention on his job. The remaining 15 that is (7.1%) of the patients feel that MP acts

disrespectfully during the discussion. Writing while the patient could be one input for this.

50—

40—

30—

Percent

20—

10—

U T T
i do not mind it i= imposible to do two jokbs at the ii= a sign of disrespact
same time

Patient's perception, on doctors who write and interact with them at the same
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Graph-11- patients' perception on doctors writing while writing
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(Item-7 and 8) focus on the ability of the patients' to understand the explanations, which are
given about the drug and disease by the medical professionals. It is clear that one part of the
patient doctor communication is to give the necessary information about the disease. For (Item-
7) 82 participants that is (39.0%) of them answer that the explanation was very clear. The other
61 that is (29.0%) answer that it is clear; 34 that is (16.2 %) answer, they understand the
explanation to some extent but since the doctor use new words that are not clear to them, they
cannot say the explanation was good. Except, the remaining 24 patients that are (11.4 %) respond
‘I do not understand everything the doctor was talking about’ because he uses new words. The
other 9 respondents that is (4.3 %) respond that the explanation make them confused. The reason
they givefor it isthat, every clinic they go the doctors told them they have different diseases and

here today the doctor informed them they have another disease.

Likewise, the following (Item-8) is similar one except it asks about the drug. During the
observation of the research, it is seen that the doctors do not give much information to the
patients’ about the drug. Rather, they let the pharmacist to do that for them. See the data (the 12
texts shown). As a result, this question can include the discussion between the patient and
pharmacists, which is a discussion about the drug. Although, the question is not that much
different from (item 7) patients respond as follow; from the 210 participants, 98 that is (39.0%)
of them answer that it is very clear for them because the explanation given to them *slowly and
repeatedly’. The other 55 that is (26.2 %) of them answer that the explanation was clear and 43
that is (20.5%) responded that they only understand the explanation to some extent because the
doctor use some professional word and the explanation they give was little. The remaining, 9 that
is (4.3%) answer that the explanation they hear from MP about the drug was hard to understand,
5 that is (2.4%) reply that the explanation was confusing and as result they are confused plus at

the end of the discussion they fear to ask clarification again.
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It is understandabl e that using other language that means code switching lead to confusion on the
part of the listener, particularly when the receiver does not comprehend the words inserted or
altered. Consequently, Item-9 asks that * Do the MPs codes switch during the interaction with you
and if the question is yes to what language? Accordingly, 95 respondents that is (45.2%) reply

that ‘Yes MPs code switch to English language; and the other 115 that is (54.8%) reply that
‘N0’ MPs do not code switch during interaction.
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(Item-10) is about ‘cultural taboo’ words that includes talking about genital organs in public
places. Many people feel shy or fear to talk these issues in many cultures and this tendency is
mostly seen on the patients than on doctors. What is more, it might follow to the examination
room and expressed through fear to explain about hig’her disease to the medical professionals.
Hence, out of 210 participants, 21 that are (10%) responded that they feel very fearful to talk
about genital parts. Consequently, they are uncomfortable to talk about this thing freely
especially when the doctor told them to take off their dress or trouser and show their genital
organsit isvery difficult for them. The remaining 35 that is (16.7%) respond that they are fearful
to talk about it too, 22 that is (10.5%) respond that they are shy to talk and to show their genital.
Nevertheless, the other 132 that is (62.9%) feel that these body parts are not different from the
rest of their body. In addition to that, if they do not talk about their problems the doctor could not
provide them with the solution. As the result show, the four groups can be categories in two big
groups. That is, the first three groups can be incorporated in one group that is 78 that is (37.1%).
For the reason even though the amount might differ, they are not comfortable to talk about it

even with their doctor.

The patients suggest, these are some words that are considered taboo by most Amharic speakers
and prefer to use the English equivalents, Such as.

Rather than

ko'l att’ penis
Kizan diarrhea
imiss vagina

¢ apitt’ gonorrhea
twkitt vomiting
takk imatt diarrhea

In addition, out of 210 participants, 195 that are (92.8%) of them responded that even though
they converse about these words and use these terms during ordinary talks while the discuss
with their friends but while they are with doctors they feel shy. Still they use the terms because
they do not have choice. Some of them say they do know the English equivaent of these words
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so they use the words freely, but the other 15 that is (7.2%) responded that they know the English
words and prefer to use them rather than the Amharic.
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Patients feel shy to speak about genital organs.

Graph-15-patients confidence during interaction with Mps especially talking taboo

(Item-13) planned to check the patient’s Amharic ability to express medical concepts to the
doctor and the perception of the patients toward Amharic language’ s capacity to express medical
problems. Accordingly, 210 patients respond to the question ‘can you express all your diseases
and symptoms in Amharic? 146 that are (69.5%) participants answer that ‘ Yes, | can express my
problems only though Amharic because the language is my native or mother language.” The
other 64 that is (30.5%) respond that ‘No | cannot express my thought through Amharic only,
because Amharic is my second language and the others answer because some terms do not exist

in Amharic word to express them such as typhoid, typhus etc.’
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Graph -16-patients’ capacity to express all diseasesin Amharic
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(Item-24) centers on the point of maximum quantity and asks questions do you feel that the
doctor give the necessary answer or information’s that you want when you ask him/ her or else
he start to talk irrelevant or explain the problems in some obscure ways. Out of 210 patients, 130
that is (61.9%) responded that doctors give them a direct answer to the question they asked and
because of these they are satisfied and understand what to do and what their problemsis, etc. But
the remaining 80 that is (38.1%) reply that the doctors do not provide the necessary information
for them because for once they do not understand what disease they have, even though they ask
to the doctor, they do not explained to them to the extent they understand.

(Item-11, 15, 16) focuses on the perception of the patients toward the doctors occupation and
gender. The society perceives that some professions are higher than others are. So, professions
are chosen by one gender. For example, doctor should be male and female should be nurse.
Therefore, one professional should get more respect than the rest. Furthermore, at the same time
gender matter to some of the professional fields; for example, female should do some kind of

jobs that are more ‘simpler ‘than those of male. As aresult,

(Item-11) poses the question ‘what do you prefer to call the MPs even though you are older than
him/her is? In Amharic there are word that are used to imply respect suffix (- tu) such as a nte
‘normal’ for young person and ‘antu’ for elders and for person who deserve respect). Out of 210
participants 104 that is (49.5%) answer that they prefer to call them (antd) even to older MPs
which shows friendly rather than disrespect but on the other hand 106 that is (50.5%) responded
that they prefer to call (antu) even though they (patients) know they are older that the MPs

because the profession deserve respect.

The next question (Item-15) focuses on gender and insight of the patients toward it. By which
gender do you prefer to be seen during investigation? Out of 210 participants, 36 that is (17.1%)
of them preferred male doctors because males are more concerned than females. Some of them in
this group states, they want to be seen by the same gender to avoid discomfort. According to this
group, female doctors seem to get angry more easily than males. The other 33 that is (15.7%)
prefer to be seen by female doctors because of similar gender, they understand females
problems. The rest 141 that is (67.1%) respond that they do not bother about the gender of the
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doctors as long as the doctor pays attention to their problem and have a good knowledge of the
science.

(Item-16) it is centered on the outlook of the patient toward the doctor. One way of showing
authority is giving too much order than counsel. In this regard, how do the patients perceive the
doctor, the question is; do you fedl that the MPs give too much order? Out of 210 participantsin
this question, 111 that is (52.9%) answer that yes the MPs frequently give
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Graph-17-Patients outlook on the doctor whether doctors give order frequently

order than advise, although many patients do not see it as a negative input and they explained
that the doctor has to give orders otherwise people do not take it serious. In addition to this, 99
that are (47.1%) responded ‘No’- the doctors do not order too much rather we had a very good
(friendly) discussion.

(Item-17, 18) are focused on Amharic and English terminologies used to explain a specific

diseases and technical terms and here are some of them listed below given by the patients:

Amharic Terminologies Meaning of the terms English Terminologies
ko' "ritt’ Tmatt Y ou have muscle pain’ typhoid

ras-mitatt “Y ou have headache’ blood pressure
masmalass “Y ou have Vomiting’ gastritis ulcer
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tikusatt ‘Y ou have fever’ vomit

dam-malakiya ‘Blood pressure apparatus infection
waba-amohal | “You have malaria headache

Kk’ oritt’ att “Y ou have stomach pain’ HIV

takk’ imatt’ “You have diarrhea CD4

twikatt “Y ou have vomiting’ Hemoglobin
yazorhall ‘Do you feel dizzy’ BP

ameba ‘Ameba Virus

sigga dawwe ‘Leprosy’ Bacteria, germs etc

(Item-19) Which body parts do you feel shy to talk about and many patients answer. It is no
problem for them to talk about their disease since they came to the health center to get
medication. They do not bother about the problem. In contrast, patients also answer they feel
more conserved to speak about genital organs that they are grow up in conservative society and
to talk about thisthing is being rude.

(Item-20) Many patients believe that most of medical professionals are careless and do not
concern about the emotion of patients. The patients respond for this question as ‘Yes because
many MPs are carless and they only think about money, they get bored as result of seeing many
patients per a day, not putting themselves in the place of the patient, doing the job without
interest rather to earn living form it, being inexperience mainly on teenage MPs. Because they
talk and laugh in the diagnosis room during interaction with patient with other medical

professionals and other related problems are the main sources of being sloppy.

(Item-23) ‘Where do you prefer to go when you get sick to the modern medicine or traditional
medicine? This question is attempting to find out the patients' perception toward medicine since
Ethiopian society is more traditional society and prefer to explain heath problems more in
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mysteries ways such as ‘ maganfia métanf’, ‘mic¢ matanf’ ‘bird métani’ etc. The cause of the
disease related to some mysteries events such as the cause of gonnorrhoeae (Neisseria
Gonnorrhoeae) is urinating toward sun, even one person explain that the reason he had
gonnorrhoerae was because he eats fish. Moreover, for this question, out of 210 patients 185 that
IS (88.1%) of them responded that they prefer to go to modern medicine because the procedures
are scientific and facilitated with laboratory investigation and the MPs has a better understanding
of the disease. On the other hand, the other 25 that is (11.9%) of them prefer to go first or for the
disease that are serious to the traditional medicine such as holy water, because there are many
disease that cannot treated by modern diseases so they choose to check first the traditiona or
both at the sometime. Another group of patients suggests that it is better to eat onion, ginger etc.

rather than coming to clinic. Moreover, the same questions were raised that is

(Item-21, 22) what do you understand when a person said ‘bird méatafif’ and ‘mi¢¢ méataifi’ and
for the first question out of 210 participants 100 that is (47.6%) of them answer they are not sure
what really mean but it certainly isa cultural disease and meaning. The other 110 that is (52.3%)
attempt to answer in the categories of pain which happened on any part of muscles and most of
them agreed that it isaresult of a‘clash of warm and cold air’. Implying that if someone stays on
the warm temperature for a while and exposed to cold or if even he/she stays in the house and let
one of the house’s window or door opened, ventilation come through it, then immediately he can
say ‘bird méani’. On the other hand, they also responded that ‘bird’ aso could cause a
respiratory disease that is cough. At the same time, the most confusing disease is ‘mi¢¢’. Out of
210 participants, 161 that is (76.6%) respond that it is not clear for them either; because some of
them answer it has similarity with ‘bird’ even though, sometimes it is different. As result, they
have no idea what actually, the term mean. However, they use the word anyway. The remaining
49 that is (23.4%) replied that it is a sore or wound on mouth area and caused because of eating
or preparing spicy food or drinking coffee and exposed to sun. Others respond that that it is a
serious stomach pain, or sense of cold all over the body and other associate it with any kind of
sudden pain or diseases, even comment that ‘no need to come to doctor for this' because the
patient can be treated by ‘dama-késse’ a herbal remedy prepared in house. Even though there is
no plain, understanding of these diseases even the MPs used these terms during a conversation
with the patients. The similar issues that are raised concerning the Amharic name of the disease
is a name given to medical problems called Hypertension or High Blood Pressure: it refers
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‘medical conditionin which constricted arterial blood vessels increase the resistance to blood
flow, causing an increase in blood pressure against vessel walls (Encarta: 2008) in Amharic
called ‘dam bizatt’. To medical problem called Anemia or blood deficiency: it refers ‘blood
condition in which there are too few red blood cells or the red blood cells are deficient in
hemoglobin, resulting in poor heath’ (Encartac 2008) caled in Amharic ‘ddm mands which
appears to be opposite to ‘dam bizatt’ .

(Item 25, 26) asks that ‘what the Amharic words mean and how the patients understand them?
Out of 210 participants 15 that is (7.1%) answer the correct answers but the rest of the
participants answer, ‘dam bizatt’ is more serious than ‘dam mandss and they cannot occur
together. Because it seems that most of them are puzzled for the reason that the words ‘bizatt’ =
‘high’ and ‘manéass = ‘low’ are opposite words and if one thing is low cannot be high. Thus, the
diseases do not happened together. And the last question is ‘what do you comment for the future
to be improved on the quality of health’ and most of the patients reply that number of doctors
should be increased, to produce a more quality job, and doctors should improve their medical
knowledge and behavioral aspects and has to learn to listen more.

4.2.3. Summary of the questionnaire

The questionnaires help to close the gap, which are created during observation. Because, it is
clear that direct observation affect the result by influencing the interlocutors, which means the
medical professional and the patients may not act as usual but creates artificial environments
because of the researcher’s presence in the investigation room. Accordingly, the questionnaires
signify that patient’s perception and understanding of modern medicine is very limited and
employed vague terms to explain their illness. In addition, the patients associate and measure
their satisfaction; not only with the care, they received but also by the communication, they had

with their doctor.

At the same time, doctors also prefer to communicate with patients educated, young and male
patients because according to them these patients are easy to interact with, they prefer to have
formal interactions with their patients and most of them believe that Amharic language has

inadequacy in explaining medical interactions
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CHAPTER FIVE

5. Conclusion and Recommendation
5.1. Findings

1. Both doctors and patients code switch during communication and implemented insertion
code switching most of the time, medical terminologies, which are not found in Amharic.
However, during interactions of two medical professionals interlocutors favor Alteration
Code switching from Amharic to English especially in medical topics.

2. Ninety percents of the patients and medical professionals communications ends within
one to six minutes. This does not give the opportunity for the patients to address their
problems.

3. In medical communication, variables such as age, gender, educational level, doctors
personal behavior and language skills etc. has significant role in the production of good
communication.

e Medical professionals prefer young patient to elderly patients to talk to because they
give short and precise answer.

e Elderly patients commit more errors of maxims of quantity, and relevancy than young
patients do.

e Male patients are more comfortable than females in addressing their medical
problems to their doctors.

e Many patients consider that if the doctor writes while discussing with them as ‘not
good manner’ even as ‘ disrespect’.

e Doctors prefer to communicate with highly educated patients than with the patients of
illiterate.

4. Patients and doctors understand and implemented Amharic terms to describe their illness
such as ‘mice’ *bird’ and ‘ mégafifia ---matafifi (3 person). These sentences meaning in
most cases differ according to the patient’s social understanding. However, the idea
implies that the causes of the disease are something, mystery or not explained simply.
Yet, the medical professionals also used these terms with their patients although they
have no clear definition in medicine.
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5. Young medical professionals are more successful in having a good communication with
patients than the elders medical professionals.

6. There are many Amharic terms used by patients such as ‘masikk’@amétt’”’ and
‘masmaléss’, which have literally different meanings. That is ‘it makes me sat’ and ‘it
makes me returned’ respectively, but they have different implications in the medical
communication that are the first implies ‘I have diarrhea’ and the second implies ‘I have
vomiting'.

7. Amharic terminologies such as bird, mi¢¢ and méagafifa etc are used by most patients and
doctors which has many meaning according to the individual’s educational, cultural and
socia background to describe diseases which are unspecific and general for example

bidid can mean simple cough and sometimes any febrile disease etc.

5.2. Conclusion

This study has attempted to investigate the two questions mentioned in chapter one of this
research: why patients are unsuccessful in asserting themselves and in talking with medical
professionals, and why medical professionals do not talk more like a customary person that is
patients. Accordingly, after the analysis of this research paper, it is reasonable to develop some
clear responses of the above two questions. Therefore:

1. The communications that are performed in the headth center is doctor-centered
communication, which makes the patient a passive participant of the communication.

2. Variables such as, culture, age, educationa level, sex and religion affect the doctor and
patient communications to the extent of miscommunication, mistrust, and failure to make
full use of health care.

3. Most of the patients in the health center are traditional, with low educationa status and
believe that most diseases caused by some unknown factors. As results of these most of
the patients do not understand the explanation given from the doctors, and do not explain
their problems especially if the problems they have considered to be ‘taboo’.

4. In most interactions, doctors or medical professionals have a unique position of respect
and power. Those are shown in decision making for the patients by their own, by asking
series of close-ended questions that are focused on the doctors interests rather than

guestions that let patients to speak up about their problem or feeling.
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Most of the medical professionals at Kotebe health center show obvious communication
skill deficiency in all categories. Because, they use the traditional concept (Doctor-
centered communication approach) that are restricted to physical illness and its
intervention and treatment.

Effective doctor-patient communication can be a source of motivation, incentive and
reassurance to patients. Despite this fact, most of the communications between the
patients and doctors at Kotebe health center have very little time to produce al these
point. Because, table-1 shows, the doctors spend very restricted time for single patient
that prohibit developing trust between interlocutors.

Medical communication or the language of medicine can be regarded as either a multi-
faceted register or series of registers. Nevertheless, the communications between the
doctor and patient at Kotebe health center is kind simplified Amharic version that can be
understand by any layperson. In addition, most of the communications between the
doctors and patients are a kind of boss and subordinate type. Mainly, between the more
experienced medical professionals and young patients are too formal.

Most complaints concerning doctors are related to issues of communication, not clinical
competency. Patients want doctors who can skillfully diagnose and treat their sicknesses
as well as communicate with them effectively. Doctors with better communication and
interpersonal skills are able to detect problems earlier, can prevent medical crises and
expensive intervention, and provide better support to their patients. This may lead to
higher-quality outcomes and better satisfaction, lower costs of care, greater patient
understanding of health issues, and better adherence to the treatment process.

Patients prefer to communicate with a medical professional who listen to them, see them

at the same time than amedical professional who writes on patient card, and listen.

5.3. Recommendation

The result of this research shows that both the doctors and patients have an important role to

produce effective medical communication. Despite these facts, in a multicultural society, such as

Ethiopia, people with different linguistic and cultura backgrounds may perceive heath concepts

and issues differently and this can lead to various problems such as miscommunication,
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unsuitable behaviors, doubt, and even failure of medical care. Therefore, to improve the quality
of the medical communication these following points are forward.

1. Encourage hedlth professionals to implement open-ended questions that alowed the
patient to explain his problems and fears and let him involved in decision-making. As
people are cultural beings, their views, and attitudes towards health are deeply influenced
by their cultural and environmental background.

2. Training of heath professionals in interpersona communication and the use of
communication technologies rather than focusing only on the medical science. In
addition, the health center and Ministry of health should take the lead towards addressing
the problems of interpersonal communications through curricular review and other
relevant approaches at individual and institutional level. That let health professionals to
have a high level of interpersonal skills to interact with diverse populations and patients
who may have different cultural, linguistic, educational, and socioeconomic backgrounds.

3. To support an increase in health communication activities, research and evaluation of all
forms of health communication will be necessary to build the scientific base of the field
and the practice of evidence-based heath communication. Collectively, these
opportunities represent important areas for making significant improvements in personal
and community health.

4. To give hedth education for the patients within the health center and to the general
population though mass media that help to develop the public’s attitude and perception
toward modern medicine and awareness on the transmission of some communicable
diseases. Additionally, support discussion to develop and how to prevent diseases by
doing this the patients understanding of the medical concepts grows up and can be

achieved a good communication.
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Appendix-I11
I nterview questions for medical director
These are interview questions asked to the medical director of Kotebe health centre
after introducing myself from where | came, | told him that MA thesis on
‘sociolinguistic and pragmatic aspects of patient-medical professional
communication in OPD: Kotebe health centre. In addition, asked him the following
eight questions that help to conduct and determine the amount of the sample for the

research.

1. How many workers does the health center have?

2. How many health professionals are working in the health center?

3. How many patients are seen in the health center per month and year?

4. How many patients does the doctor has to watch within a day?

5. How many departments does the health center have?

6. What are the common diseases in the health center?

7. Who are the most common clientsin the health center? According to, age,
gender, class etc?

8. How many doctors, health officers and nurses are working within the

OPD?
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Appendix -1
For medical professionals

Addis Ababa univer sity postgraduate r esear ch
Dear sir/fmadam

| came from AAU, department of linguistic (sociolinguistic) to conduct a Master’s research
thesis on the ‘medical professional-patient communication in outpatient department of Kotebe
health centre: A sociolinguistic and pragmatic study and | believe that the research will be the
preliminary point for further researches. Thus, your responses are essential for the success of the
study; therefore, you are kindly requested to give your answers for the following questions, your
response will be kept confidential. Thank you for your cooperation, in Advance.

A-Giveyour answers by marking g Ln the box provide.
1. How many years do you serve as a medical professional?

C] 0-5 D 6-10 C] 11-15 D16-20 C] 21-above

2. How many patients do you see per day?

() 515 () 1625 ] 2635 [ ] 36-above
3. Who are the most common clients in the health center?

Gender C] Females D Males
age [ Jos [ Jew [ Juis [ Jieo [ Prabove

4. Do you think Amharic language express all the medical concepts that you want to
express for your patient?

C] Yes DNO

e Why?

5. Do your patients describe their disease and symptoms well in Amharic language?

C]Yes C] No

° Why?




6. Do you feel that, your patients understand the questions that, you ask?

C]Yes D No

° Why’?
7. Do most of your patients give relevant or helpful answer to the discussion you
have?
[ Jres [ Jo
e Why?

8. How do you describe your self and the interaction to your patients during visiting or
communication with them? Respectively

Mysdf [ poss [ Jubordinate [ Pfessona [ pndly
The interaction as C]:ormal C]Zasual C];ument

9. Do you think that patients understand mostly used medical terminologies such as OPD,
Ward, TB etc?

D Yes DNO

o Why?

10. As medical professional, | always prefer to communicate with patients of :

A Age [ P15 ()& (s [ Javove

° Why?

B. Gender DFemales Dales




° Why’?

C. Educational status C] Highly Educated C] High school graduate

[:]-Ie/she can read Deducated

e Why?

11. During conversation, most of my patients do feel free to talk about their personal staffs
or issues such as how they are infected with HIV

C] Yes, they do talk C}) they do not talk

° Why?

12. Which medical problems do patients feel shy away during examination?

° Why?

13. What are the most common diseases in this health center?

° Why?

14. What are the most commonly used Amharic terms that patients use to explain his/her
disease?

° Why?

15. What do you understand when a patient say in ‘“fiICe moj¥’
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16. what do you understand when a patient saysin Amharic ‘92% gog7 ’

17. What do you understand when a patient saysin Amharic ‘ @0, 9%° ao 3% or ‘@271

18. If a patient came with sexual transmitted diseases, how do you think he will explain his
problems?

19. What are some of the benefits that are associated with the use of touch, such as taking
vital signs, even if the nurse already done the procedure during investigation?

20. What communication problems have you encountered so far during communicating
with your patients?

21. Describe your recent interaction with your patient, which shows your ability to create trust?
What steps would you take to devel op an effective relationship with your patient?
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22. Have you ever; take interpersonal communication course in university or a seminar
after graduation?

23. Do you have any comment on the perception of the society toward modern medicine?

B-In each of the following, read items A, B, and C, and then mark the one that best
describes your communication style.

24. _ A. When conversing with patients, | usually do most of the talking.

____B. When conversing with patients, | usualy let the patient do most

of the talking
____C. When conversing with patients, | try to equalize my participation in the
conversation.

25.  A. lusualy ‘warm-up’ new conversations with small talk.

____B. l'usualy avoid small talk and jump into more important matters.

____C. lusually avoid starting conversations.
26. __ A. | frequently use courtesy words and phrases such as‘Please,” ‘Thank you,’

‘“Yourewelcome,” ‘I'msorry’ In Amharic language.

___B. I occasionally use these courtesy words and phrases.

____C. | never use these courtesy words and phrases.
27. __ A. | tend to be serious and do not smile often while conversing.

____B. I smileall thetime while conversing.

____C. | smileat appropriate times while conversing
28. _ A. When| listento the patient, | often cross my arms over my chest.

____B. When listen to the patient, | often lean back and turn my body

away from the speaker.
____C. Whenl listento the patient, | often lean slightly forward and face
my body toward the patient.

------ D. When | listen to the patient, | often write on the patient card.
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