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Introduction: MELF and ELF

Chapter key points:
– MELF differs from ELF in several important ways including the potential for regulatory

processes and its exceptionally high stakes nature.
– MELF is broadly defined as any use of English in a healthcare setting, and not limited to

the Western biomedical model alone.
– MELF is distinguished by its domain use, and the overall goal of its users (both healthcare

professionals and patients): improving human health and medical care.

1 Introduction: Distinctives of medical English
as a lingua franca

Though researchers and language teaching professionals, our interest as authors of
this book on English as a lingua franca as it is used in the field of medicine is not
solely academic or professional in nature. The core of our teaching and research
takes place among future and current healthcare professionals being trained for a
multicultural and multilingual environment where English (along with Arabic)
functions as one of two primary means of interlingual medical communication.
However, our interest in medical English as a lingua franca (or MELF) is not just
a professional one. We are drawn to this subject because we, our families, and
presumably all readers of this volume, are also patients – that is, recipients, of
healthcare services. And frequently, increasingly, and even typically for many of
us, this healthcare provision happens in contexts in which one, many, or all
stakeholders are speakers of a first language other than English, but are using
English for communication in medical care. MELF, therefore, touches, at a very
personal level, a significant segment of the global population, and in a very cru-
cial way. The global prevalence of MELF, and the vital importance of efficient
medical communication, are two elements that we believe set this field of
study apart. And, as we will claim in this volume, there are others as well.

In fact, at the heart of this book lies a central question: is medical English
as a lingua franca (MELF) different?

We assert, in the pages that follow, that MELF, while sharing many similar-
ities to the established body of knowledge about English as a lingua franca
(ELF), differs in several important ways.

MELF in our view is different because it, among the domains studied where
ELF interactions take place, may be the most subject to the process of standardiza-
tion, regulation, and codification. There is convincing evidence that its stakeholders
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are demanding that these processes take place, and the nature of medical communi-
cation is such that there exists the means to both insist upon standardization, as
well as enable and enforce its regulation. This contrasts with the descriptions of var-
iability, fluidity and emergence characterizing ELF interactions in other domains in
which it has been studied. Given the unique and historically unprecedented cir-
cumstances that have positioned English as a global language, used as a commu-
nicative vehicle between speakers of thousands of different languages, its fluidity
and variability are multifarious. To illustrate, a business negotiation using ELF be-
tween Angolan and Chinese entrepreneurs in Luanda will be shaped by many fac-
tors, including the dominant language (L1) of each interlocutor; their relative
proficiency in English; the degree to which knowledge of other potential lingua
francas are present (e.g., Portuguese; Mandarin); the nature of the speech acts in
the particular interaction; and so on. Or, a family of Japanese tourists asking for
directions in English to a native of Barcelona will be impacted by a range of similar
factors, as well as other differing ones which are introduced by contextual factors
that diverge from the first example. The myriad of differing circumstantial factors
shaping each of the countless ELF interactions that take place around the world
daily ensure fluidity, variability and emergence.

An ELF interaction between a physician (L1 Egyptian Arabic) and a Sri Lan-
kan pharmacist (L1 Sri Lankan Tamil) in a Saudi Arabian hospital also pos-
sesses elements of fluidity, variability and emergence, that will set it apart, say,
from an ELF patient handover discussion between two nurses (L1s Tagalog and
Igbo) at the same hospital. But pressing upon these two medical interactions
are influences not present in either of the two non-medical ELF examples above.
There is the fact that precise message conveyance is critical, with the conse-
quences of miscommunication potentially dire. There are established communi-
cation protocols imposed upon the interlocutors by their respective professions,
and their employers. Time pressures are present, as are legal frameworks gov-
erning various aspects of the interactions’ contents. As opposed to the transient
and brief ELF encounters among businesspeople and tourists described above,
these medical ELF interactions occur in the unique circumstances of a migrant
worker destination, which, as we shall see later, creates a unique environment
of extended multilingual language contact where ELF users live, work and inter-
act in close proximity, with daily, face-to-face communication over months and
years. All of these factors, along with others which will be discussed in subse-
quent chapters, push and pull MELF toward processes of language standardiza-
tion and regulation not present to the same extent in domains in which ELF
research has hitherto been investigated.

This is not to say that ELF research has ignored interlocutory conditions
such as the above. The community of practice framework (Lave & Wenger 1991)
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has helped frame understandings of ELF (e.g., House 2003; Jenkins 2007; Eh-
renreich 2018), where the role of social, non-linguistic contexts is considered
central to understanding ELF communication. Indeed, we will argue later that
the notion of community of practice, or at least a modified version, has great
utility for comprehending MELF. Unlike the transitory encounters said to de-
scribe most ELF interactions (Jenkins 2015), the healthcare context provides a
relatively fixed community, where (medical) practice is being engaged in, with
various levels of formal regulatory bodies – local, national and international –
superintending processes and procedures. Our context for the study of MELF –
countries of the Gulf Cooperation Council (GCC) – provide special circumstances
for frequent, sustained and protracted contact among ELF users, paving the way
for further norm stabilization. As Mauranen (2018) asserted, the duration of a
community and the relative frequency of its communication will impact upon its
propensity to introduce regulatory processes.

Nor are we arguing that MELF is the only domain of interaction in which ELF
standardization and regulation processes can be examined. Air traffic control is
one obvious example, and Mauranen suggests the post-Brexit European Union
linguistic community of Brussels as another (2018). What we are saying is that
MELF provides one such sphere where regulatory processes can be observed,
and for reasons discussed in subsequent chapters, provides an exceptionally use-
ful one.

If the global spread of English evidences reclaiming and reinterpretation as
it is increasingly appropriated for local use (Pennycook 2007), the domain of
MELF may represent a pushback against the forces of localization. We find evi-
dence of MELF users indeed reclaiming the local (Canagarajah 2005), but within
the constraints of global regulatory forces which press indelibly upon the forms
in which local usage takes shape. The nature of language is understood both as a
highly decontextualized and stable global phenomenon, and a considerably con-
textualized and fluid local one (Kalocsai 2014): for reasons explained in the chap-
ters that follow, we suggest that MELF tilts decidedly toward the former.

One element of these regulatory processes impacting upon MELF, which
may be less considered in ELF contexts studied to date, is that of institutional
talk. Institutional interaction is characterized, among other things, by the nature
of its speech-exchange systems (Hutchby & Wooffitt 2008). Participants in in-
stitutional interaction typically situate themselves toward a relatively structured
configuration of turn-taking, for example. Pre-allocated turn-taking (Atkinson &
Drew 1979), of question-answer sequences, is especially evident in MELF; in the
data that will be presented in subsequent chapters, for instance, nurses seemed
to instinctively orient themselves, without direct instruction to do so, to the con-
ventional format of a medical interview, and parameterize their language use

1 Introduction: Distinctives of medical English as a lingua franca 3

 EBSCOhost - printed on 2/9/2023 7:27 PM via . All use subject to https://www.ebsco.com/terms-of-use



accordingly. In medical contexts, turn-taking tends to be structured around de-
fined goals (for example, gathering information to make a diagnosis). Normative
restrictions are in play: the healthcare professional typically directs the speech
exchange, with the patient expected to provide answers in response to queries,
and informal sanctions may be utilized if either interlocutor strays too far from
the question-answer format (Hutchby & Wooffitt 2008). In a healthcare profes-
sional-patient interview, there may be no formal institutional constraints which
prevent a patient from initiating new topics or directing the question sequence,
but research shows that, overwhelmingly, these tasks are physician-led (Frankel
1984; Frankel 1990). The types of questions healthcare professionals typically
ask serve to restrict the kinds of responses patients can offer, and at the same
time, patient responses reinforce this asymmetrical sequence of turn-taking
(Heath 1992). In fact, an essential feature of medical interactions is their ritual
nature, in that they take place to considerable extent in a ritualized, prescribed
manner; perhaps a necessity, in that medical encounters “. . . accomplish a so-
cial role – the ‘provision’ of care and the maintenance of public health – and are
therefore regulated by legal and social norms” (Bigi and Rossi 2020: 18). In the
pages to come, we attempt to understand how conversational restraints such as
these impact upon the variable, fluid and emergent nature said to characterize
ELF communication.

MELF is also different in that abundant literature detailing interlocutor in-
teractions is available to ELF researchers, having been generated by the medi-
cal field itself. Certainly, communication in other domains, such as business, is
widely studied, but the sheer volume of research on medical communication is
unequalled. Healthcare research has long recognized the importance of effec-
tive communication, and the potentially disastrous results when communica-
tion is ineffective. The healthcare communication research literature identifies
multiple barriers to effective communication, including: unequal power rela-
tions between physicians and other medical professionals; organizational cul-
ture; poor questioning techniques; time pressures; system failures; inaccessible
medical jargon; and fear of litigation, to name only a few. The literature is plenti-
ful and diverse. Of particular interest to ELF are studies on communication im-
pacted upon what the healthcare research literature broadly calls “language
barriers”. The literature makes wide use of the (decidedly imprecise) term “limited
English proficiency” and the challenges this construct poses to the delivery of safe
and effective patient care. ELF researchers will also find in healthcare communi-
cation literature substantial consideration of the global phenomenon of medical
migration, where skilled healthcare professionals cross international borders to
practice elsewhere, and indeed through global migration generally, as patients
bring different first languages to everyday medical interactions conducted in
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English. Communication features prominently among the issues treated in this
area of study, and language chief among them.

Another distinguishing feature of MELF is that its interactions are often of a
high-stakes, even life-and-death, nature. There may be high-stakes consequences
in ELF business negotiations and ELF exchanges among academics (sites of previ-
ous ELF research), but they rarely have life-or-death outcomes. In contrast, misun-
derstood medication names or dosages, or incorrect diagnoses due to language
imprecision, do. Medical researchers have said that language barriers increase
risks to patient safety (e.g., Divi et al. 2007) and increase the likelihood of serious
medical events (e.g., Cohen et al. 2005). Again, we do not claim that MELF is the
only site of ELF research representing high-stakes, potentially life-or-death out-
comes. ELF interactions take place daily in potentially hazardous workplace situa-
tions around the world: on construction sites; in air traffic control towers and
airline cockpits; on the front lines of war zones in international peacekeeping mis-
sions; and in shipping lanes, for example. We do assert that ELF research sites
such as these (MELF being only one), where precision communication is para-
mount, represent latent potential for contributing significantly to our under-
standing of ELF interaction. Does, for example, the let it pass strategy, observed
in ELF business transactions (Firth 1996) apply to the especially time-sensitive
and high-stakes situations of hospital emergency rooms or surgical theatres?

The nature of its subject matter means that MELF is also delineated by its
wide relevance, a point we alluded to in the opening paragraph. With English
as the prominent international language of medicine (Maher 1987), labour mi-
gration patterns in general, and of healthcare professionals specifically (Lu &
Corbett 2012), the stage is set for healthcare to become a leading site for ELF
interactions, and one many readers are likely to encounter at an especially per-
sonal level. One indication of wide public interest is perhaps its treatment in
the popular media. Though of course not referencing the term MELF as such,
(English) language barriers feature regularly in media reports on healthcare, re-
flecting the growing intersection of medical migration with ELF communica-
tion, and how the practicalities of that convergence are perceived to impact
daily life. Whether in discussions of language proficiency for medical professio-
nals (e.g., BBC News 2015; BBC News 2016); concerns over medication errors
due to language barriers (Bladd 2008); patients’ perceptions of language barriers
in medical care (Allen 2009); or more sensationalist cases that likely conflate lan-
guage proficiency with other issues (e.g., BBC News 2010), media discussions can
be understood to mirror a wider public recognition.

We also make the point in this volume that several particular elements of
MELF hold the potential to contribute significantly to our understanding of ELF.
The urgency and immediacy inherent in the communicative context have already
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been alluded to in this regard, as has the role of regulatory processes. Another
area in which MELF may enlarge and expand our conceptualization of ELF is in
that of the role of non-verbal forms as elements of ELF communication. Non-
verbal forms of communication have received some treatment in previous ELF
research, but as Matsumoto (2019: 569) points out, “few researchers have con-
ducted in‐depth analyses of nonlinguistic interactional elements in a way that
treats them as integral to ELF and ELF communicative strategies” (emphasis in
original). Matsumoto asserts that non-verbals have been viewed largely as sup-
plemental features, rather than part of the “multimodal ensemble” (Bezemer and
Kress 2008: 166) which interlocutors bring to a communicative task, This, Matsu-
moto argues “is unfortunate because a multimodal orientation has the potential
to enrich ELF research and deepen ELF interactional analysis” (2019: 569). MELF
communication represents one such avenue for enhancing research enrichment
and depth.

Non-verbal forms of communication, such as gestures, are an important part
of medical communication in general (Gerwing & Allison 2009; Gerwing & Land-
mark Dalby 2014), and health assessments in particular, a communicative activ-
ity where a healthcare professional seeks to understand a patient’s symptoms.
Ting and Cogo (in press) make the point that gestures and other non-verbals may
contribute significantly to avoiding non-understanding in MELF communication.
Doctors often are taking notes on a computer during medical consultations, thus
reducing eye contact with patients. In such circumstances, non-linguistic resour-
ces play a significant role, and ELF interlocutors may utilize non-verbals such as
gestures to ensure engagement in the communication process.

In our data, we find that non-linguistic resources are far from supplemental
features of communication. Rather, given the nature of the health assessment ac-
tivity type (Levinson 1992), non-verbals may be indispensable. Protocols for as-
sessment of medical conditions often require physical tasks to be undertaken by
the patient, while the healthcare professional directs and carefully observes per-
formance (e.g., please move your right arm through its full range of motion). We
find examples in our data of an effective nurse-patient communication loop,
where the nurse simultaneously models a desired action and a verbal prompt;
the patient attempts the action accompanied by a verbal explanation; the nurse
confirms the result verbally; and the patient makes a final acknowledgement,
which closes the loop and permits the assessment sequence to proceed. We do
not make the claim that this “multimodal ensemble” (Bezemer and Kress 2008:
166) is unique to MELF; the simultaneous use of linguistic and non-linguistic re-
sources are likely part of many healthcare consultations. But we do assert that
in a MELF context, this approach proves especially effective at avoiding poten-
tial misunderstandings, a finding that has important implications for healthcare
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education in ELF settings. We also argue that the multimodal resources utilized
by MELF interlocutors represent a significant opportunity to extend under-
standing of ELF communication in general.

2 Potential: Being misunderstood

We do understand that by claiming the uniqueness of MELF among its research
site predecessors, we run the risk of being sorely misunderstood. In recounting
the medical profession’s own description of the risks to patient safety brought on
by language barriers, we may be wrongly interpreted as alarmist. We are not. In
fact, our own initial research suggests that medical communication among ELF
users includes several accommodation strategies, which, by and large, serve to
facilitate successful understanding, even in circumstances which present poten-
tial risk for serious medical error. As we point out later, if alarm bells are being
sounded, it is by healthcare researchers themselves, who identify language bar-
riers as a key source of lowered quality of care, and of an amplified risk of serious
medical events.

We also risk being perceived as arguing for the pre-eminence of English in
international healthcare communication. We are making no such contention.
Rather, we affirm the view of the World Health Organization (WHO) in this re-
gard: any trend toward monolingual delivery of healthcare limits access to im-
portant public health information for great numbers of the world’s population.
In the Bulletin of the World Health Organization, Adams and Fleck (2015) de-
scribe the lack of access to public health information available during the
Ebola outbreak in West Africa. Content of critical importance to public health at
the time of the outbreak was provided almost exclusively in English, a language
spoken by less than 20% of the population. Even though WHO’s official docu-
ments are published in its six official languages (Arabic, Chinese, English,
French, Russian, and Spanish), those who speak these as first languages (L1s)
represent less than half of the world’s population (Eberhard, Simons & Fennig
2020). In subsequent chapters, we observe that an English-centric perspective
does seem prevalent in healthcare communication literature, though we sug-
gest this might be due not to triumphalist bias, but simply a reflection of the
high proportion of medical communication studies which, to date, have taken
place in countries where English is spoken as a native language (e.g., see
Schwei et al. 2016). Contrary to the notion of a single global language for access
to healthcare, our ideal is that all patients would have access to care and treat-
ment in the language of their choice (CHIA 2002), a value upheld in the context
where out study takes place (HMC).
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In asserting the unique nature of MELF, there is in addition the possibility of
being wrongly associated with essentialist notions of language and culture.
Much of the research we have undertaken on observing interactions in MELF
contexts can be broadly subsumed under the heading of intercultural communi-
cation, and indeed the relationship between ELF and intercultural communica-
tion has been observed elsewhere (e.g., Baker 2015; Baker 2018; Cogo & Dewey
2012; Zhu 2015). In describing MELF, we are recounting instances of communica-
tion that are, by very definition, between two or more linguacultures. In our de-
scriptions, we identify broad and imprecise characteristics such as speakers’
nationalities, cultures and self-identified first or strongest languages. Such
broad-brush descriptions are prone to criticism for being essentialist in nature:
assuming clearly defined distinctions between cultures, nations or languages, or
that individual characteristics align neatly with presumed national or cultural
ones. Many researchers in intercultural communication are quick to eschew such
demarcated categories as culture and language, and stress instead their blurred,
unbounded and heterogenous nature, with some even arguing for the disuse of
such categories altogether (Scollon, Scollon & Jones 2012). With respect to lan-
guage, and specifically to one of the fields in which we work – the teaching of
English to speakers of other languages (TESOL) – authors like Holliday (2005)
find a sinister agenda lurking: a reboot of the colonial mission through essential-
ist stereotyping and cultural chauvinism. Holliday uses scare quotes to frame the
terms “native speaker” and “non-native speaker”, to draw attention to what he
feels are the essentialist nature of such designations. In the phenomenon Holli-
day calls “native-speakerism”, an essentialist view of culture is knowingly or un-
knowingly disseminated through the work of TESOL professionals: since person
A (our TESOL colleague or student) is part of nationality B, and therefore larger
religious/philosophical/language group C, we can expect behaviours D, E and F.
At the core, Holliday asserts, is the construction of a generalized Other (e.g., all
language learners from country/language X), a stereotype to undergird and reaf-
firm an unproblematic Self (2005: 19).

We will, admittedly, draw upon broad-gauged categories like language in
this volume, but reject the notion that by doing so we are inherently engaging in
essentialist stereotyping. First, we are at pains to utilize those categories identi-
fied by the participants in our research themselves. We do not assume, for ex-
ample, that a nurse holding an Egyptian passport therefore considers Modern
Standard Arabic to be his L1. Instead, we ask. He may consider himself a native
speaker of French, or indicate his strongest language is Mattokki. He may con-
sider two or more languages equally to be his “first”. Or he may not be able to
identify a mother tongue at all. Our research is framed upon the boundaries –
however relatively fixed or unfixed – expressed by participants. We affirm the
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widely-held understanding that the nativeness paradigm primarily describes a
social construct, not a linguistic one (e.g., Brutt‐Griffler & Samimy 2001; Butcher
2005; Davies 2003), and agree with the assertion of Gupta (2010: 84), that tying
the notion of native speaker to “race, ethnicity or citizenship is invidious and
unjustifiable”. Second, while agreeing that terms like culture and language are
too broad, cumbersome and imprecise, and as such are prone to essentialism,
alternative appellations are in short supply, and unlikely to be less problematic
(Baker 2018).

Similarly, our findings may also be misinterpreted to depict an idealised,
homogenous speech community. As will be discussed later, we glimpse in the
medical communication research literature an unstated presumption of an
imagined community of linguistically homogeneous medical professionals, at-
tempting to communicate with patients whose language barriers preclude equita-
ble access to healthcare. This presumption extends to foreign doctors or nurses
struggling to communicate with their local colleagues. However, we caution
against immediately identifying in this orientation an inherently political in-
terpretation – a tendency to which critical linguistics is prone (Waters 2007a;
Waters 2007b). In the main, we find language barriers in the healthcare communi-
cation literature described from the standpoint of praxis, with the aim of improv-
ing access to care for all, and in the context of the multicultural and multilingual
societies in which the care is delivered. We understand Holliday’s (2005) depic-
tions of an unproblematic Self alongside a problematized Other to be written in
the context of a critique of TESOL, and it would be unwise to view data from
healthcare communication research, which our research draws upon extensively,
through the same lens.

Finally, we run the risk of being misunderstood in that much of the health-
care literature upon which we draw is based upon a research paradigm which, at
times, appears at odds with ELF theorizing. Baker (2016: 71), for example, argues
that “ELF studies add to the growing body of postmodernist thinking and research
in applied linguistics that can inform intercultural communication research”
(emphasis ours). In the same article, he goes on to say that the fluidity of identity
construction as identified in ELF shares elements “in common with much post-
modern research in linguistics and outside it” (2106: 75; emphasis ours), and
again later, that “ELF research has adopted postmodernist approaches” in con-
trast to binary approaches to language and culture (2016: 75; emphasis ours). We
do not wish to decontextualize Baker’s comments, because in the article cited
here the author is specifically contrasting ELF understandings with the fixed and
bounded categories of culture and language evident in previous intercultural re-
search. Nor are we suggesting that Baker is here attempting to characterize all
research paradigms used in ELF; indeed, a criticism levelled at ELF is that in its
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earlier development theorists over-relied on positivist-objectivist assumptions
(O’Regan 2014). Yet, if Baker is correct in asserting that ELF has much in common
with postmodernist approaches, we provide here forewarning.

Readers more at home with a postmodernist orientation should be cautioned
that a positivist or post-positivist research paradigm underlies much of medicine
and medical research (Brown & Dueñas 2020) and therefore a not insignificant
portion of the literature which we draw from in our attempt to understand MELF.
In contrast to the scepticism of some of the research paradigms prevalent in qual-
itative research, medical research historically has assumed universal truth exists.
Brown and Dueñas (2020) reference Alderson (1998: 1007) in this regard, “in
medicine, the emphasis on . . . body parts, conditions and treatments assumes
that these are universally constant replicable facts”.

The positivist/post-positivist research paradigm which has dominated medical
research, and its specific application in what is known as the biomedical model
(Freeman 2016), has led to impressive achievements, particularly in our under-
standing of control and treatment of infectious diseases. As we write this chapter
in early 2020, the world is in the grip of the COVID-19 coronavirus pandemic, and
the frantic search for “universally constant replicable facts” is a leading concern
of the public, including, presumably, even the most sceptical postmodernists.

While paradigm shifts are well underway which may supplant the biomedi-
cal model (Wilson 2000), it still holds considerable influence on healthcare re-
search, and therefore warrants a brief explanation here.

McWhinney’s classic textbook on family medicine (Freeman 2016), widely
used in medical education and now in its fourth edition, provides the following
concise and simplified explanation of the biomedical model.

Patients suffer from diseases that can be categorized in the same way as other natural phe-
nomena. A disease can be viewed independently from the person who is suffering from it
and from his social context. Mental and physical diseases can be considered separately,
with provision for a group of psychosomatic diseases in which the mind appears to act on
the body. Each disease has a specific causal agent, and it is a major objective of research to
discover them. Given a certain level of host resistance, the occurrence of disease can be ex-
plained as a result of exposure to a pathogenic agent. The physician’s main task is to diag-
nose the patient’s disease and to prescribe a specific remedy aimed at removing the cause
or relieving the symptoms. (2016: 58)

Needless to say, readers more comfortable with postmodernist research para-
digms may not readily identify with the worldview caricaturized above, and may,
when encountering some of the literature we draw upon in this volume, mistak-
enly conclude that as authors our own worldview aligns exclusively with this one.
It does not. We do, however, conduct our work as language teachers in a profes-
sional sphere where variants of the biomedical model figure prominently, and it
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therefore informs our research and teaching in multiple ways, likely both con-
sciously and subconsciously. Further, we acknowledge being more at home as re-
searchers with quantitative methods, and when it comes to qualitative research, a
post-positivist, critical realist position (Maxwell 2012).

In this regard, the reader will note in this volume our methodological plu-
ralism. This non-uniformity in approach was not our original intent but was oc-
casioned as we were confronted by our data. The focus of our research, as
conceptualized in its earliest phases, was oriented heavily toward the linguistic
code. At the time our research was taking shape, the potential for serious medi-
cal errors due to language barriers featured prominently in public debate in our
context and was a focus of concern at the institution in which the data collec-
tion took place. Perhaps as a result, our earliest exploration of healthcare com-
munication centred around matters of intelligibility and understanding, and
with those, attention to the role of linguistic code. Our analyses centred around
fine-grained perspectives, such as phoneme- and morpheme-level distinctions,
segmental and suprasegmental features and the like which might explain how
understanding was achieved among ELF healthcare professionals in our multi-
lingual context, or account for instances when nonunderstanding or misunder-
standing occurred.

However, as we reviewed hour-upon-hour of transcribed recordings of ELF
nurse interactions, with patients and with each other (47 hours of recordings at
the time of writing, with the process ongoing), it became apparent that a wider
lens than linguistic code alone would be needed to understand the phenomena
we were observing. The social elements of language, its “living social practice”
(Eckert & McConnell-Ginet 1992: 462) were in evidence, but apparently sitting
astride the structures for conversational interactions characterized by institu-
tional talk (Drew and Heritage 1992a), and in particular the medical interview
(Boyd & HeritageI 2006). Yet linguistic code could not be ignored either, as suc-
cessful medical communication requires exceptional precision. We recognized
that a single methodology or theoretical framework would be insufficient, and
so opted to accept the perils of drawing upon multiple analytical tools. Readers
will find in this book elements of conversation analysis (Sidnell & Stivers 2013)
as we sought to understand how meaning-making was achieved across lingua-
cultures within micro-interactional units. On a macro level, we drew inspiration
from the thick description of qualitative case study research (Denzin & Lincoln
2018) to interpret the influence of the larger political and economic forces on
shaping language contact experiences of our participants. We grappled with
the sociological forces underpinning interactions between healthcare professio-
nals and patients (Heritage & Maynard 2006), and to understand the role of
language as it functioned in our data in developing a medical community of
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practice (Thrysoe et al. 2010). Making sense of our interlocutors’ linguistic
choices required us to dramatically improve our background knowledge of
an at times overwhelming amount of discipline-specific medical content, as
varied in focus and scope as technical language for health assessment; medi-
cation names; nursing practice routines; theory and practice of medical edu-
cation; interprofessional healthcare delivery; patient safety; medical migration;
medical simulation training; biomedical philosophy; and human anatomy. Our
reference list reflects this assorted range of disciplines as we sought to under-
stand healthcare communication: readers will find diverse sources consulted in
our research, ranging from broad topic coverage (McWhinney’s Textbook of Family
Medicine) to the oddly specific (Journal of Lower Genital Tract Disease); the list
includes works aimed at decidedly niche audiences (“Perioperative psycho-
educational intervention can reduce postoperative delirium in patients after
cardiac surgery: a pilot study”), as well as to the likely much broader reader-
ship of the Las Vegas Sun newspaper (“Foreign nurses can slip into communi-
cation gap”). We of course looked as well to sub-disciplines more familiar to us
in our training in applied linguistics, and to the conversations and debates within
them, including: English for Specific Purposes; English for Academic Purposes;
World Englishes; Content-based Language Teaching; Task-Based Language Teach-
ing; language proficiency testing; language policy and planning; Second Lan-
guage Acquisition; bilingualism and multilingualism; language standardisation;
translanguaging practices; pragmatics; native-speakerism; Communicative Lan-
guage Teaching; and the like. This is of course above all a book in a series on En-
glish as a Lingua Franca, so through all and in all we attempted to understand all
of our data, irrespective of the diverse methodological and theoretical perspectives
found within, in light of the rich scholarship in ELF. Inevitably, attempts to draw
from such a broad range of subjects result in incomprehensive treatment of all,
and for this we apologize in advance to disciplinary and sub-disciplinary special-
ists in the fields listed above. Interdisciplinary research for applied linguistics is
certainly not without its challenges (Cox 2020), but the nature of this inquiry
made it a necessity.

Fortunately, we found precedent for our (overly?) ambitious attempt to in-
tegrate such diverse and multiple perspectives within the healthcare field itself.
Healthcare researchers who advocate the holistic notion of patient-centred care
(PCC) attempt to do so in a profession traditionally dominated by monological
epistemology (Kincheloe 2005), focused on one-dimensional ways of knowing.
In contrast, the comprehensive view of patient health and wellbeing of PCC re-
quires a multi-dimensional approach to knowledge, engaging with various theo-
retical frameworks and research methodologies, along with one’s own reflexivity
as a researcher, and the lived experiences of participants (Warne & McAndrew
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2009). Drawing upon a bricolage (Kincheloe 2005) of methods and approaches,
we attempt in this volume to weave together multiple paradigms, approaches and
methods – at times potentially conflicting in orientation- so as to both interpret
our own observational data, and contribute to an emerging theory of the nature of
MELF communication. We leave it to the reader to judge, in the pages that follow,
the success or failure of what we attempt.

Being misunderstood is one of the risks of engaging with conflicting re-
search orientations, and their at times entirely different cultures of knowing
(Snow 1998). Research that crosses the boundaries of disciplinary cultures re-
quires “the capacity to adopt a fundamentally open and experimental approach
to disciplines, research questions as well as their potential for addressing socie-
tal issues” (Fuchs 2018: s3). We ourselves have attempted to embrace this capac-
ity, and ask readers to adopt a similarly open stance as they consider our work.

3 Conceptualizing MELF within ELF

As an emerging site of study within the larger field of ELF, our conceptualisation of
MELF must, of necessity, proceed in a somewhat tentative, and eclectic manner.
We intentionally set out to do what is most certainly impossible, and what is most
likely very unwise: to reach beyond the immediate findings from our site of study,
in order to lay preliminary groundwork for theorizing about medical ELF in general.
This attempt requires tentativeness because we will propose preliminary definitions
of MELF, frameworks for theorizing about MELF, and methodologies for studying
MELF which will inevitably be subject to later revision. It requires an eclectic ap-
proach in that an emerging field has little of its own literature to draw from. We
will therefore utilize extant research rooted in sometimes contradictory ontological
positions: ranging from those more akin to the “post-modern free-fall” Baker de-
scribed (2016: 446), to praxis-oriented communication analysis rooted in positivist/
post-positivist biomedical models (Brown & Dueñas 2020). As our understanding of
the field of MELF is exploratory and preliminary, we draw upon theoretical frames
for analysis already employed by ELF researchers, such as communities of practice;
propose ones not yet employed (socio-cognitive approaches; social network the-
ory); and suggest a revisitation of discarded ones (speech communities). We feel it
important to consider multiple frames for analysis, in that we observe MELF in-
teractions in interprofessional medical communication, in intraprofessional com-
munication, and in the type of medical communication readers will be most familiar
with: the healthcare professional-patient encounter. Our methodologies, both taken
up to examine our own data, and proposed for future studies of MELF, are equally
diverse.
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With these cautions as a backdrop, this introductory chapter will conclude
by briefly touching upon the positioning of MELF within the larger field of ELF
research. As such, we propose a definition of MELF for the purposes of our
study and beyond.

3.1 ELF and MELF: A backdrop

The extraordinary spread of English around the world (Crystal 2003; Crystal
2008), and the scale by which non-native English speakers far outnumber na-
tive speakers (Kachru 1996), are likely unprecedented in the history of contact
languages, and for better or for worse, have made English the “default mode”
for international communication (McArthur 2002: 13).

The term lingua franca came into English from a Middle Ages contact lan-
guage in the Mediterranean region, via an Arabic term for the language of the
Francs, which was then translated into Italian as lingua franca (Kahane &
Kahane 1976; MacKenzie 2014). In its general use in English, lingua franca de-
scribes a contact language; the Cambridge Dictionary (2021) defines the term
thus: “a language used for communication between groups of people who
speak different languages”. In linguistics, the term lingua franca describes
“any language used for communication between groups who have no other lan-
guage in common” and provides as an example “Swahili in much of East and
Central Africa where it is not native” (Matthews 2014). Indeed, lingua francas
have doubtless been in existence since the origins of language, and are in use
today in every continent, and of course in the virtual world of Internet communi-
cation. Arabic, Chinese, French, Russian, and Spanish are examples of lingua
francas which have achieved wide international use, though for various reasons,
English has come to occupy a dominant role in international communication.

ELF has been variously defined, with extensive discussions found elsewhere,
and so in line with our purposes, we note briefly some definitions from ELF
scholars which have been central to our subsequent conceptualization of MELF.

a contact language between speakers or speaker groups when at least one of them uses it
as a second language. (Mauranen 2018: 8)

any use of English among speakers of different first languages for whom English is the
communicative medium of choice, and often the only option. (Seidlhofer 2011: 7)

“the use of English in a lingua franca language scenario”. (Mortensen 2013: 42)

The notion of similect, as articulated by Mauranen (Mauranen 2012; Mauranen
2018) is a helpful concept in understanding ELF. Since English is in relative
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degrees of contact with many of the world’s languages, it is reasonable to ex-
pect that observable transfer features from other L1s would be evident in the
English of ELF users, in similarities such as pronunciation features and lexical
usage. Names like Manglish (for “Malaysian English”) are often jokingly re-
ferred to in common speech to describe this phenomenon. Similects (Mauranen
2018: 9) like “Manglish” or “Chinglish”, develop in a parallel fashion, and when
they come into a state of contiguity with one another, represent a sort of “sec-
ond-order language contact” (Mauranen 2012: 29–30).

It bears repeating at the outset that ELF is not understood by its exponents
as a deviation from English as a Native Language (ENL) norms, and thus identifi-
cation of so-called error has no role. Any modifications made from ENL norms in
ELF should rather, in the words of Widdowson “be recognized as a legitimate de-
velopment of English as an international means of communication” (Widdowson
2004: 361). To Widdowson, the range of English is not restricted by ELF commu-
nication, but “on the contrary, enhanced, for it enables its users to express them-
selves more freely without having to conform to norms which represent the
sociocultural identify of other people” (2004: 361). ELF users are therefore not
considered “learners”, and so there are some elements of Second Language Ac-
quisition theory which are said not to intersect with ELF, such as language er-
rors, interlanguage, L1 interference, fossilization and so on. Jenkins stresses that
“the ability to accommodate to interlocutors with other first languages than
one’s own (regardless of whether the result is an ‘error’ in ENL) is a far more im-
portant skill than the ability to imitate the English of a native speaker” (Jenkins
2007: 238).

Jenkins (2015) traces an evolution in the field of ELF. In the earliest days of
ELF’s conceptualisation, researchers drew heavily upon a World Englishes (WE)
paradigm, which advocated for acceptance and recognition of new varieties of
English, emerging outside of the inner circle (Kachru 1985) of English language
users. The influence of the WE paradigm may explain, at least in part, the early
focus of ELF research on identification of linguistic features. The Lingua Franca
Core (Jenkins 2000), for example, identified potential areas of phonological unin-
telligibility for ELF users, and proposed features of English deemed important or
unimportant for comprehensibility. The assemblage of ELF corpora such as the
Vienna-Oxford International Corpus of English (Seidlhofer 2001); the Corpus of
English as a Lingua Franca in Academic Settings (Mauranen 2003), and the Asian
Corpus of English (Kirkpatrick 2010b), further assisted ELF researchers in their
early emphases on codifying features.

However, the focus of research and theorization in ELF began to shift away
from identifying codified patterns, and toward considerations of variability and
fluidity, in a phase of development for the field Jenkins calls “ELF 2” (Jenkins
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2015: 55). This new emphasis on the emergent and ad hoc nature of ELF com-
munication underscored the field’s distinctiveness from a WE paradigm, where
Englishes tend to be described by identifiable features, with geographically
bounded patterns.

In “ELF 3”, the compass moved again, this time in the direction of various
multilingual perspectives on language use, particularly translanguaging (García
2009; García & Wei 2014) which may hold particular promise for further under-
standing of ELF. While earlier conceptualizations of ELF emphasized how L1s im-
pacted the use of English, translanguaging perspectives enable a more complete
understanding of the mutual interchange and interconnectedness of users’multi-
lingual repertoire (Jenkins 2015).

The origins of English as a lingua franca for medical communication can be
understood in a larger context of the vernacularization of scientific and medical
literature (Taavitsainen & Pahta 2004). Sanskrit, Chinese, and Greek were among
the earlier languages for international medical communication (Maher 1986), but
in a European context Latin played a dominant role as the lingua franca of medi-
cine prior to the 16th century, in the scholastic tradition, prior to the modern sci-
entific approach we associate with medicine today (French 2003). By the 17th
century however, the replacement of Latin in medical writing was well under-
way: 207 of 238 medical books in the twenty years between 1640 and 1660, for
example, were written in English (Gotti 2016: 10). The 17th through 19th centuries
saw expansive growth in the written publication of medical literature in English,
including a multiplication of new genres, and medical writers introduced to the
English language an increasing amount of specialized terminologies (Gotti 2011).
From the 17th century, English, German and French all functioned as interna-
tional languages for medical literature (Ferguson 2013), but for various reasons,
English rose to prominence, accounting for 72% of all medical journal articles in
an influential database by 1980 (Maher 1986). Between 1986 and 2005, using the
extensive PubMed database as a measuring stick, while the overall number of
medical publications had doubled, the number of those written in languages
other than English fell from 23% to 10% (Giannoni 2008). Italian, for example,
while in considerable use in the humanities and social sciences, accounted for
less than 1% of all scientific publications by Italian researchers, compared to the
99.7% of their colleagues whose work was written in English (Giannoni 2008:
100). Similar trends have been observed for medical and scientific publications
in Scandinavian contexts (Gunnarsson 2009), and Chinese scholars exhibit a
preference for English publication in disciplines of the sciences in general (Mu &
Jun Zhang 2018).

The above description speaks specifically to international medical English
communication in its written form. As discussed elsewhere in this volume (see
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Chapter 1), the trans-border flow of medical professionals also serves to heighten
the use of MELF in spoken contexts, as ELF users from different lingua-cultural
backgrounds encounter one another in healthcare settings.

3.2 Toward a definition of medical English as a lingua franca

Broadly speaking, medical English as a lingua franca (MELF) can be defined as
any use of ELF in a healthcare setting. Healthcare is most often associated with
the biomedical model, i.e., the conflation of modern scientific methods with
Western medicine (Wolpe 1994), but we see no need to limit the definition of
MELF to biomedical contexts alone. The approaches to healthcare encom-
passed in traditional Chinese (Chow 1984) and Indian (Goldman 1991) medical
practices, for example, both draw to a considerable degree upon ELF as a vehi-
cle when international, interlingual healthcare communication is required. An
Indonesian businesswoman who travels to Shanghai for a medical consultation
with a practitioner of traditional Chinese medicine may be a MELF encounter.
Similarly, a practitioner of traditional Arabic and Islamic medicine (Azaizeh et al.
2010) in Kuwait, treating a migrant worker (L1 Gujarati), may have ELF as the
only available communicative option; in our view this instance of language con-
tact could also be considered a MELF interaction. The World Health Organization
(2020a) affirms the important role of traditional, complementary and alternative
medicine in healthcare, and increasingly, various practices of healthcare de-
scribed as complementary and alternative medicine (CAM) feature in journals
traditionally focused on biomedicine, such as The British Medical Journal and
The Journal of the American Medical Association (Brodin Danell & Danell 2007).
Where such practices involve ELF communication, we consider them as poten-
tial fields of study for MELF.

In the same way, a definition of MELF need not be limited to interactions
specific to doctors, nurses and their patients, though certainly theirs are the most
frequently discussed in research literature in healthcare communication. MELF
could also include the communication of physiotherapists, dieticians, midwives,
speech pathologists, radiographers, pharmacists, chiropractors, dentists and
other paramedical, allied health professionals (Law & Martin 2020) who deliver
healthcare services.

Because our definition of MELF has at its centre professional communica-
tion with the goal of health, rather than a focus on a specific model of how that
is done (e.g., the biomedical model versus CAM), the categories of literature
and methodological approaches upon which we draw are diverse. Healthcare
communication research is abundant in publications for medical professionals,
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such as The British Medical Journal or The International Journal of Nursing Prac-
tice, where the focus of research is typically oriented to praxis, with the aim of
strengthening communication for improved clinical outcomes. Healthcare com-
munication is also examined through the lenses of various disciplines in lin-
guistics, and so methodologies such as conversation analysis, interactional
sociolinguistics, and sociopragmatics have yielded rich data for our explora-
tion of MELF. Pedagogy-oriented research, aimed at improving teaching in
communication for healthcare personnel, can be found in both medical educa-
tion literature (e.g., Kurtz, Draper & Silverman 2005), and in applied linguistics
research, in sub-fields such as English for Medical Purposes (e.g., Ferguson
2013).

In clarifying the distinction between English as a business lingua franca
(BELF) and ELF in general, Kankaanranta and Louhiala-Salminen (2018: 309)
identify three distinctives: the domain use of BELF; the professional role of its
users, and the overall goal of the interaction. We follow this helpful frame for
conceptualizing MELF. The domain use of MELF is the delivery of healthcare,
whether it be through practices and beliefs underpinned by Western biomedi-
cine, CAM, traditional Chinese medicine, Ayurvedic medicine, Arabic and Is-
lamic medicine, or others. The role of users is less clear-cut however; in BELF,
users are business professionals, and presumably, non-professionals, by defini-
tion, are excluded. MELF use extends beyond the healthcare professional and
her specialized body of technical knowledge, to the patient. Kankaanranta and
Louhiala-Salminen summarize the overall goal of business ELF interaction as
“getting the job done and creating rapport” (2018: 309). We look to healthcare
communication literature in conceptualizing the overall goal of MELF interac-
tions: the improvement of patients’ health and of medical care (Ha and Long-
necker 2010: 38).

4 Conclusion

This introductory chapter has attempted to lay the groundwork for conceptualiz-
ing our approach to examining medical English as a lingua franca, to preliminarily
situate MELF within ELF, and to suggest a definition of the term. At the risk of
being misunderstood, we have asserted that MELF differs from ELF in several im-
portant areas, points which will be taken up in detail in subsequent sections of
this book. One of those key differences – the abundance of literature available to
ELF researchers from the field of healthcare communication itself – is the subject
of the next chapter.
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We close this introductory portion of the book with a word of explanation.
The reader will note that throughout the book, we have placed snippets of in-
formation, which may appear at first glance to be somewhat extraneous to the
main body of text in which they occur. These may be extracts from our data,
selections from our case study descriptions, or salient points from the reviewed
literature. As authors, we undertake this practice for three primary reasons.
First, our personal preference as readers is for less “dense” text: both of us find
it easier to engage with a textual viewpoint if the messages are chunked into
more digestible portions. Second, we wish to honour the ELF users who gra-
ciously consented to having their words used as data for our study. The volume
of MELF interactions recorded – and still being recorded – for our research far
exceeds the analytical categories presented in this book. In some small way,
the inclusion of at least some of their words in this volume, even when they did
not neatly fit within our analytical categories, allows these ELF users a voice.
Finally, as researchers we readily acknowledge our own limitations. It is our hope
that by including such seemingly extraneous snippets, other reader-researchers
will be sparked to uncover what we have not.
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Chapter 1
Healthcare communication and MELF

Chapter key points:
– The migration of healthcare professionals is a growing phenomenon which affects health

systems around the world.
– Research indicates that effective communication in healthcare contexts positively impacts

patient outcomes; conversely, ineffective communication has the potential to threaten
patient safety.

– The addition of linguistic and cultural factors, associated with the migration of healthcare
professionals, likely contributes yet another layer of complexity to effective medical
communication.

– Characteristics of medical English as a lingua franca both converge with and diverge from
ELF in its primary domains of study thus far. As such, MELF holds the potential to deepen
our understanding of ELF.

The single biggest problem with communication is the illusion that it has taken place. –
George Bernard Shaw (Dolan 2019)

1.1 Healthcare professional migration

We live in an era of unprecedented labour migration, where workers across the
spectrum of employment sectors, from unskilled farm labourers to university
research professors, seek better opportunities abroad. Healthcare labour is no
exception: the World Health Organization avers a 60% decadal increase of mi-
grant healthcare professionals to Organisation for Economic Co-operation and
Development (OECD) countries (World Health Organization 2020b). In fact,
healthcare professionals account for the lion’s share of all educated migrants.
The number of foreign-born doctors in OECD countries, for example, typically
exceeds the number of foreign-born highly educated professionals in general
(OECD 2019). In many countries, foreign-trained healthcare professionals ac-
count for significant numbers of the total healthcare workforce: in 2017, for-
eign-trained doctors made up 42% of New Zealand’s doctors, 40% of Norway’s,
32% of Australia’s, and 24% of Canada’s. Israel topped this list with 57.9%
(OECD 2019: 1.4). Foreign-trained nurses accounted for 7% of the total nursing
workforce in OECD countries, with Australia, Canada, Norway, New Zealand,
Switzerland and the UK all exceeding that OECD average. In New Zealand, for
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instance, foreign-trained professionals made up 26% of all nurses in 2017, reflect-
ing a steady increase through the previous decade (OECD, 2019:1.4).

Another indication of the prevalence of global healthcare worker migration
was the development of a Code of Practice by the World Health Organization
(2010) to discourage active recruitment of healthcare professionals, in order to
prevent critical shortages in migrant-sending countries. Some estimates suggest
African countries, for example, may lose as much as 70% of their healthcare sys-
tem workforce to high-income countries (Aluttis, Bishaw & Frank 2014), a reality
which raises unsettling ethical questions for nations engaged in direct recruit-
ment. Yet, the migration of healthcare professionals cannot be understood only
in terms of traditional patterns of mobility. Delegates to the 2018 International
Platform on Health Worker Mobility at the World Health Organization’s Geneva
headquarters were presented with the increasingly blurred patterns of migration
source and destination, such as South to South and North to South. For example,
doctors from Nigeria represented the top source of doctors entering South Africa
between 2011 and 2015 (Cuba and the Democratic Republic of Congo were the
third and fourth sources). The second most common source of South African doc-
tors during this time period? The United Kingdom. In another example of the
complexity surrounding source and destination for healthcare professionals,
one-third of doctors registering in Uganda from 2011–2015 held nationality in
North America or Europe. One-half of practicing doctors in the Caribbean country
of Trinidad and Tobago in 2014 were trained in India, Nigeria or Jamaica (Health
Workforce Department 2018).

In actual fact, the scale of healthcare workforce migration may well be
underestimated by the numbers presented above. First, while data are more
readily available on the cross-border movement of physicians and nurses, far
less can be found on the migration of other types of healthcare professionals,
such as radiologists, pharmacists, physiotherapists, and so on. Second, the num-
ber of available migratory pathways may further mask the actual extent of migra-
tion. A healthcare professional may migrate to a new country for the purposes of
study, then join her new country’s healthcare workforce at a later date. Or, re-
cently arrived immigrants may enrol in healthcare education in their new coun-
try, and thus be excluded from counts of foreign-trained professionals. The OECD
therefore recognizes the distinction between foreign-trained and foreign-born
healthcare professionals: the number of foreign-born doctors in 18 OECD coun-
tries increased by more than 20% from 2010–2016, with nurses reflecting a simi-
lar trend. In Australia, foreign-born physicians account for over half of the total
doctor workforce, and in Canada, nearly 40% (OECD 2019: 1.3)
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The case for distributive justice and global accountability around international recruitment [of
healthcare professionals] was strengthened by Mills et al’s 2011 paper, which estimated the
costs to 9 SSA [sub-Saharan African] countries from the loss of locally trained medical doctors
who were working in the four main destination countries: United States, United Kingdom, Can-
ada and Australia. Estimates of losses ranged from $2.16 million for Malawi to $1.41 billion for
South Africa, resulting in cost savings to destination countries that did not need to train the
doctors they recruited internationally: $2.7 billion for the United Kingdom and $846 million
for the United States (Brugha & Crowe 2015: 335).

Perhaps not unexpectedly, the global movement of healthcare workers has raised
concerns over the impact such migratory flows may have on accurate communica-
tion in medical contexts, an observation routinely discussed in popular media (BBC
News 2015; BBC News 2016). But what impact do these shifting workforce numbers
have upon communication in healthcare? This is the subject of the next section.

1.2 Medical communication and migration of healthcare
professionals

Language is medicine’s most essential technology, its principal instrument for conducting its
work (Jackson 1998: 65).

The notion that the “most essential technology” of medicine is language is sup-
ported by a multitude of studies identifying the benefits of effective medical
communication for patients. Besides improved overall health status and psy-
chological well-being (Chou & Cooley 2018), elements of effective medical com-
munication have been found to positively impact patient outcomes in illnesses
such as blood pressure (Schoenthaler et al. 2009); diabetes (Greenfield et al.
1988); coronary heart disease (Benner et al. 2008); mortality rates from heart
attacks (Meterko et al. 2010); cancer (Mustafa et al. 2013; Arora et al. 2009); and
HIV (Flickinger et al. 2016). Effective communication has been shown to reduce
negative post-surgery outcomes (Trummer et al. 2006; Lee et al. 2013), and posi-
tively impact pain control (Oliveira et al. 2015). As a potential remedy to today’s
soaring healthcare costs, effective communication also saves money (Chou &
Cooley 2018; Epstein et al. 2005; Zhang et al. 2009).

Given the weight of the empirical evidence about its benefits to health,
one would assume effective medical communication is widely prioritized and
practiced. However, despite over 200,000 patient interactions during a typical
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physician’s career (Chou & Cooley 2018), in the words of three MDs summarizing
the literature, “We [physicians] do not seem to be very good communicators”
(Tongue, Epps & Forese 2005: 652). Research suggests physicians typically select
a patient problem to explore before fully hearing her or his concerns, with one
study indicating doctors listen to patients for only 18–23 seconds before redirect-
ing the conversation (Marvel et al. 1999). There may also be a wide gap between
physicians’ perception of themselves as communicators and the perceptions
of patients. 75% of 700 orthopaedic surgeons surveyed perceived themselves
as having satisfactorily communicated with their patients, while only 21% of
patients perceived the communication as satisfactory (Tongue, Epps & Forese
2005). Research has uncovered multiple other factors hindering doctor-patient
communication, including: excessive medical jargon (Deuster et al. 2008); a
disproportionate emphasis on biomedical talk (Kain et al. 2009); ineffective
questioning techniques (Roter et al. 1999); unequal power relations between
physicians and patients (Todd 1984); doctors’ avoidance of emotional issues
due to time pressures (Maguire & Pitceathly 2002); and physicians’ burden of
work and fear of litigation, among others (Ha & Longnecker 2010).

ELF healthcare interaction: End-of-shift patient handover simulation
Nurse B (first language: Arabic): Why you . . . take the blood sugar? The blood sugar, it’s

high?
Nurse A (first language: Tamil): Blood sugar, not take.
Nurse B: You not take blood sugar?
Nurse A: No. Not diabetic, not diabetes.
(M. Gregory Tweedie & Robert C. Johnson 2018a)

The above barriers to healthcare communication describe only physician-patient
interactions, and in settings in which language differences are not predominant.
In many contexts, healthcare is delivered by a complex array of interactions be-
tween many medical specialties: one estimate suggests an involvement of more
than 50 specialties and subspecialties (Leape & Berwick 2005). This complexity
doubtless impacts effective interprofessional communication, as does hierarchi-
cal structure, a culture of individual autonomy, and dispersed accountability
(Leape & Berwick 2005). In describing physician-nurse communication in the
context of maternity care, Lyndon et al (2011) detail hindrances to communica-
tion such as face-saving; relational preservation; fear of negative repercussions;
deference to hierarchy; and conflict avoidance. The effectiveness of pharma-
cist-physician communication is said to be impacted upon by several factors,
including the tendency to work in silos; conflicting understandings on the role of
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pharmacists; a lack of time on both sides; and an overreliance on oral rather than
the precision of written communication (Kelly et al. 2013; Coomber et al. 2018).

Given these complexities, it is not unwarranted to assume medical migra-
tion and attendant language differences will add yet another layer of convolu-
tion to healthcare communication (see Figure 1.1).

If medical migration and differing linguacultures impact healthcare communica-
tion, it may be a case of making an already bad situation worse. Miscommunica-
tion is understood to be the main reason for medical mishaps (Khairat & Yang
2010). In an integrative review, Foronda and colleagues paint a bleak picture:
“Ineffective communication in healthcare results in delayed treatment, misdiag-
nosis, medication errors, patient injury, or death” (2016: 36). Considerable data

Figure 1.1: Layers of complexity in healthcare communication: a delicate balancing act.
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exists to quantify this blunt assessment. CRICO Strategies, a division of Harvard
Medical Institutions, maintains a large database of malpractice cases in the
United States. Their analysis of more than 23,000 cases in which patients suf-
fered harm indicated three in ten involved a breakdown of communication
(CRICO Strategies 2015: 1). CRICO’s 2015 Annual Benchmarking Report highlights
7,149 cases where communication contributed directly to patient harm, both
healthcare provider-to-provider communication, and provider-to-patient. Of
those 7,149 cases, failures in communication led to medium- or high-severity pa-
tient injury (including death) 88% of the time. Twenty-six per cent of all surgery
cases analysed involved a communication failure, as did thirty-eight per cent of
all general medicine cases, with miscommunication regarding the patient’s con-
dition cited as the dominant cause of communication breakdown.

Failures in communication have been shown to link directly to “sentinel
events” in healthcare organizations. Sentinel events in medical care refer to
negative outcomes “not primarily related to the natural course of the patient’s
illness or underlying condition” and that result in severe and/or permanent
harm, or death (The Joint Commission 2016: 2).

From a patient’s perspective, the Joint Commission’s list of most-reported
sentinel events makes for unpleasant reading. In 2015, the euphemistically-
termed URFOs (Unintended Retention of Foreign Objects, e.g., sponges, catheters
or needles) topped the list, and the causes for URFOs included “failure in com-
munication with physicians:”; “failure of staff to communicate relevant pa-
tient information” and “problems with hierarchy and intimidation” (2015, p. 8).
“Wrong-patient, wrong-site, wrong-procedure” sentinel events are disquietingly
self-explanatory, and their causes include ineffective “hand-off communication”
(p. 10). “Patient falls” are also attributed in part to “communication failures”
(p. 12), as are “Delay(s) in treatment” (p. 12). A decidedly unsettling disclaimer at
the beginning of the sentinel event list hints at the extent of the problem: “The
reporting of most sentinel events to the Joint Commission is voluntary and repre-
sents only a small proportion of actual events” (p. 6; emphasis ours).

However, there is nothing in the Joint Commission’s documentation of senti-
nel events to suggest that these communication failures were caused by language
or cultural differences brought on specifically by the migration of healthcare pro-
fessionals. CRICO’s 2015 analysis of 7,149 malpractice cases attributes 4% of
these to language barriers in provider-patient communication, but this does
not necessarily point directly to healthcare migration. Yet, given the pervasiveness
of medical communication problems, it is difficult to see how adding linguistic
and cultural differences to the mix would not exacerbate existing challenges. In-
deed, there is growing recognition of this reality by health researchers (Meuter
et al. 2015).
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The ultimate objective of any doctor-patient communication is to improve the patient’s health
and medical care (Ha & Longnecker 2010: 38).

The term “language barriers”, though imprecise from an applied linguistics per-
spective, is widely used in healthcare communication literature, as is the equally
imprecise “limited English proficiency” (LEP). Medical literature on language
barriers has tended to obscure shades of proficiency. As stated by Roberts and
colleagues in their study of misunderstandings in primary healthcare care, “the
issue of language ability has been treated as an either/or matter, i.e. you either
speak English or you do not” (2005: 466). More fine-grained analyses, which con-
sider language ability along continua, or according to function (e.g., ability to
explain presentation of symptoms; see Ali 2003) are far less prevalent.

Typically, studies on language barriers in medicine consider healthcare
contexts where English is widely spoken as a native language (ENL), such as
the USA and Australia. In a cross-sectional review of 426 studies on language
barriers in healthcare, Schwei et al (2016) found that the United States, United
Kingdom, Australia and Canada accounted for 86% of the geographic locations
studied. In these settings, language barriers tend to mean access to communi-
cation in English. Studies considering language barriers in other contexts (such
as Alshammari, Duff & Guilhermino 2019; Paulino, Vázquez & Bolúmar 2019;
Tay, Ang & Hegney 2012; Fassaert et al. 2010; Green 2017) are increasing in num-
ber, but much rarer. In ENL settings, language barriers are said to, among other
negative outcomes, inhibit understanding and use of medications (Wilson et al.
2005); increase the length of hospital stays (John-Baptiste et al. 2004) and the
use of diagnostic testing (Hampers et al. 1999); increase the risk of hospital read-
mission (Karliner et al. 2010); result in critical communication inaccuracies and
omissions (Flores et al. 2003); elevate hospitalization rates (Hampers et al, 1999);
disproportionately impact resource utilization (Hampers & McNulty 2002); in-
crease the risk of serious medical events (Cohen et al. 2005); and, overall, limit
optimal care (Nielsen-Bohlman, Panzer & Kindig 2004), with heightened risks to
patient safety (Divi et al. 2007).

The use of interpreters also figures centrally in healthcare communication
literature, and would seem to further affirm that language adds to the commu-
nicative strains already evident. Again, research sites are almost exclusively
ENL contexts, but the evidence suggests (quality) interpreters very positively
impact healthcare outcomes. In a systematic review of the literature, Karliner
et al (2007) found that professional interpretation in healthcare, among other
benefits, reduced communication errors, improved clinical outcomes, and in-
creased patient satisfaction.
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Clearly, readily available and quality interpreting would contribute greatly
to raising the standard of healthcare in multilingual environments (CHIA 2002),
and an ideal to strive toward is that access to interpreters would make it possi-
ble for all patients to receive healthcare services in the language of their choice.
However, several realities make that desirable aim impractical in many con-
texts. First, the number of different languages encountered daily by healthcare
institutions in many large cities already stretch thin existing interpreting re-
sources (Karliner, Pérez-Stable & Gildengorin 2004). And language interpreta-
tion is not needed only in the hospital or clinic: many countries do not utilize a
“one-stop” healthcare delivery system, but require patients to attend multiple
appointments and locales for various outpatient services such as diagnostic im-
aging, specialist doctor visits, etc., unfortunately often rendering impractical the
use of interpreters. Finally, critical care situations often demand on-call inter-
preters, a further challenge among the linguistic diversity of many population
centres. In one overwhelmed New York City hospital, for example, half of pa-
tients requiring treatment during the height of the COVID-19 pandemic did not
speak English (Sopel 2020); the sheer number of patients involved and the infec-
tious nature of this particular disease would make interpreters largely nonvia-
ble in this situation. In lieu of trained and qualified interpreters, family members
(including children), friends or other patients are often utilized by physicians
and nurses, and one study noted that professional interpreters were actually
used quite infrequently, raising concerns about the quality of care (Schenker
et al. 2011). Patients reported “getting by” in communication with nurses, or
“barely speaking at all” (2011: 712). While such ad hoc interpreting heightens
the potential of medical error, a large-scale survey indicated it may be com-
mon practice among physicians (Lee et al. 2006). Diamond and Jacobs (2010),
in proposing interventions for physicians to overcome language barriers in a
USA context, describe one remedy, with typically less than satisfactory results:
English-speaking physicians attempting to communicate with patients using
other languages in which the doctor has limited proficiency. Cox and Li (2020)
suggest that language be coupled with social interaction skills in clinical prepa-
ration to strengthen effective communication where physicians and patients
speak different languages.

Remedies to the imprecise description of “limited English proficiency” have
been attempted in the healthcare communication literature. Roberts et al (2005)
for example, categorized sources of misunderstanding between physicians and pa-
tients as due to pronunciation and word stress; intonation and speech delivery;
grammar, vocabulary and lack of contextual information; and style of presenta-
tion. Under the category of style of presentation, Roberts and colleagues identify
sub-categories of low self-display; different ways of structuring information;
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topic overload and recycling; and overlapping/interrupting talk. The researchers
suggest that style of presentation and its sub-categories caused “more protracted,
general and unresolved misunderstandings than the other three because it was
more difficult for the participants to assess where the problem lay. Patients and
GPs ended up talking past each other but not knowing quite why” (2005: 470). In
the framework of Roberts and colleagues, low self-display encompassed patient
behaviours such as showing the physician an empty medication bottle without ex-
planation, relying on physician inference to interpret meaning. Information struc-
turing involved preferences for topic presentation, where an explicit statement of
the consultation’s purpose may be structured later in the visit depending on the
speaker’s linguaculture. The authors observed that topic overload and recycling,
where the patient introduced multiple topics seemingly unrelated to the consulta-
tion, was more common among less proficient speakers of English. Overlapping or
interrupting talk was also observed as a source of misunderstanding, and like
topic overload/recycling, may be attributed to talk features in differing linguacul-
tures. While frequent overlapping of speech during conversation may be consid-
ered inattentive listening in some cultural contexts, in others it may represent high
engagement with the speaker (Tannen 2005).

Medicine is an art whose magic and creative ability have long been recognized as residing in
the interpersonal aspects of patient-physician relationship (Hall, Roter & Rand 1981: 18).

Presumably, the movement of healthcare professionals across borders would
also introduce cultural differences into the complex milieu of factors impacting
healthcare communication. The United States Department of Health (2013) rec-
ognizes the importance of culture in healthcare, and affirms the importance of
providing culturally and linguistically appropriate services, setting forth a blue-
print for national standards in the provision of those. The field of nursing,
where our study focuses, has been at the forefront in asserting the importance
of cultural considerations in the delivery of quality care, with its models being
utilized by other healthcare professions (Sagar 2012). While the necessity of
cross-cultural awareness training for doctors who practice in the United States
has been affirmed by the American Medical Association (AMA 2020) and the ac-
crediting authorities for Graduate Medical Education (Goroll et al. 2004), actual
practice may lag behind policy. In a survey of over 2000 American physicians,
25% felt inadequately prepared to care for patients with differing beliefs on
Western medicine, to assist new immigrants (25%), or identify relevant cultural
customs impacting healthcare (24%) (Weissman et al. 2005). Given the reality
that multiple interprofessional interactions are the normal means of healthcare
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delivery in many contexts (Leape & Berwick 2005), the importance of interpro-
fessional training in cross-cultural communication is receiving growing recog-
nition (Liu et al. 2015). Adding to complexity in cross-cultural communication
within interprofessional interactions are paraprofessionals, who may be part of
the delivery of healthcare in manycultural contexts (Oelke, Thurston & Arthur
2013; Purden 2005), including the context of our research.

1.3 Interprofessional communication and medical migration

Interprofessional education in healthcare: “occasions when two or more professionals learn
with, from and about each other to improve collaboration and the quality of care” (Centre for
the Advancement of Interprofessional Education 2020: para. 1).

In general, it can be said that the healthcare communication literature tends to
assume as a reference point an imagined, near-monolithic cultural and linguistic
context in which medical professionals perform their work. The overarching aim
in such circumstances is the development of competencies in cross-linguistic and
cross-cultural communication that are generally outward-focused, toward the
“other”, the cultural and linguistic outsider patient seeking medical treatment.
The realities of multilingual and multicultural societies are well acknowledged in
the literature, but typically from the perspective of “us-them” interactions. Far
less considered in the literature are the cross-cultural and cross-linguistic en-
counters interprofessionally (Oelke, Thurston & Arthur 2013): the foreign-born
and foreign-trained nurse interacting with a physician born and trained in the
host culture, or the foreign-born/-trained physician interacting with a host cul-
ture administrator, for example.

Several factors may account for the literature’s overall lack of attention to in-
terprofessional communication that is cross-linguistic and cross-cultural in nature.
First – and positively, from a patient’s point of view – is the move of modern med-
ical systems toward a patient-centred care (PCC) orientation (Pelzang 2010). PCC
moves away from what has been characterized as a solely biomedical model
(Mead & Bower 2000) and places the patient in the central position in healthcare
systems. This sweeping reorientation may explain in part the emphasis on re-
search which focuses primarily on linguistic barriers in clinician-patient com-
munication at the expense of consideration of the same barriers among healthcare
providers themselves.

Second, as noted previously, the research context for the majority of stud-
ies are settings where English is spoken as a native language. In these settings,
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research positioning typically assumes one of two scenarios. First, the pre-
sumption is of a common level of linguistic proficiency and core of cultural sim-
ilarity among healthcare providers, delivering care to patients with limited
English proficiency. The “problem to be solved” in research studies with these
orientations is providing effective healthcare across the linguistic divide. A sec-
ond common scenario in healthcare communication research assumes the re-
verse of the previous: patients assumed to have a common level of “native”
linguistic proficiency and cultural similarity, encountering foreign-born/-
trained healthcare providers. These monolithic perspectives of course mask
the range of language proficiency and communicative competence among indi-
vidual speakers, and underscore a point we will take up later: the role applied
linguistics can play in contributing to interdisciplinary health communication
research.

Finally, cross-linguistic and cross-cultural interaction among healthcare
professionals may be underrepresented in research due to a prevailing work
culture existent in the field of medicine, a reality identified by clinicians them-
selves. Reflecting on an influential report on patient safety from the Institute of
Medicine (Kohn, Corrigan & Donaldson 2000), Leape and Berwick (2005: 2387)
describe “medicine’s tenacious commitment to individual, professional auton-
omy”; “antipathy toward attempts by others outside the profession to improve
practice”; and “a well-entrenched hierarchical authority structure”. Though
evolving with the emergence of PCC, paternalistic models are said to dominate
medical culture, with information dispensed to patients only in the amounts
needed to secure consent (Kaba & Sooriakumaran 2007). In this work culture en-
vironment, it is not difficult to surmise that investigations of clinician-patient,
and especially clinician-clinician interactions would be less than welcome.

Nevertheless, interprofessional delivery of medical services has been recog-
nized by the World Health Organization as an essential component of primary
healthcare (WHO 1988). Interprofessional training has become increasingly
characteristic of healthcare education (Thistlethwaite & Moran 2010); and its
various features therefore have received considerable treatment (e.g., Slusser
et al. 2018; Forman, Jones & Thistlethwaite 2016). While attention to cultural
differences is discussed as an important feature of interprofessional education in
healthcare (De Oliveira et al. 2015; Liu et al. 2015), these also tend to be outward-
oriented, to medical professionals preparing to encounter patients from another
culture, rather than preparation for interactions within the profession. Linguistic
barriers in interprofessional interactions receive even less consideration.

Studies of language barriers in interprofessional interactions, where existing,
often draw from data on “international medical graduates” (IMGs), typically de-
fined as practicing doctors with medical diplomas obtained from a country other
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than that of their current practice (Herfs 2014; Skjeggestad, Gerwing & Gul-
brandsen 2017). Consistent with the focus of the healthcare communication
literature in general, discussions of language barriers for IMGs emphasize in-
teraction with patients, likely for the reasons discussed previously. However,
though not receiving the same emphasis, interprofessional communication is
noted in the IMG literature. Michalski et al (2017), for example, in a systematic
review of intercultural challenges faced by IMGs, described difficulties with
accents, with different dialects, with medical terminology, and with general
language proficiency. Pilotto et al (2007) discusses the sheer range of registers
for interprofessional interactions IMGs must learn in order to communicate ef-
fectively, including other medical practitioners, diagnostic professionals, hos-
pital medical officers, nursing staff and allied health practitioners, among
others. Each group in this list requires differing communication in choice of
medical terminology, and the amount and type of medical information to be
given. In a Norweigan context, Skjeggestad and colleagues (2017) found IMGs’
language barriers to be multifaceted in nature. Semantic communication bar-
riers encompassed terminology (biomedical; discipline-specific; health and
welfare system-specific), as well other vocabulary generally related to low
proficiency in Norwegian. Matters of pragmatics were encountered in inter-
professional interaction, where gaps in sociocultural understanding hindered
communication with other medical professionals. Gasiorek et al (2012), using
the term language-discordant mobile medical professionals (MMPs), studied
colleague-to-colleague interactions in a Western European setting. MMPs
identified the need for further strengthening of both medical language and
nonmedical language (including idioms, dialects, humour, pronunciation and
fluency), all factors confirmed by their local colleagues.

1.4 Medical communication and English as a lingua franca

English as a lingua franca: “any use of English among speakers of different first languages for
whom English is the communicative medium of choice, and often the only option” (Seidlhofer
2011: 7).

We have thus far established that the literature on healthcare communication
shows – rather convincingly – that medical communication on the whole, both
between medical professionals and their patients, as well as interprofessionally,
has much room for improvement. And we have also summarized the extensive
evidence from healthcare literature which shows that ineffective communication
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has dramatic consequences for the quality of healthcare delivery and for the
safety of patients. We asserted that while the literature touches only slightly on
the relationship between medical migration and healthcare communication, it is
likely that the cross-border movement of medical professionals serves to add yet
another layer of complexity to healthcare communication. But this book is about
English as a lingua franca (ELF). What intersections can be found between ELF
and its use in healthcare communication and how might ELF inform studies of
healthcare communication, and vice versa? In what areas do other domains for
ELF and its use in healthcare communication seem to diverge?

1.4.1 Social and individual dimensions of MELF

While the earliest conceptualizations of ELF devoted attention to language form,
researchers have since shifted focus to an emphasis on its social dimensions,
with the aim of understanding the broader social context – “what is going on”
among ELF interactants (Seidlhofer 2009a: 56). More recent ELF research has
therefore drawn upon frames of reference such as the community of practice
(e.g., Kalocsai 2014; Ehrenreich 2018) or imagined communities (Wang 2018) as a
means of considering the social setting for understanding ELF communication.
Healthcare communication research includes a similar orientation. From descrip-
tions of asymmetrical power relationships between physicians and patients or
physicians and other medical professionals (e.g., Lyndon, Zlatnik & Wachter
2011; Leape & Berwick 2005) to studies of medical interactions as institutional
talk (e.g., Drew & Heritage 1992a), social-contextual features prominently in med-
ical communication literature. Healthcare researchers, for instance, have long
recognized the utility of Lave and Wenger’s (1991) notion of community of prac-
tice to describe medical practice, particularly the process of medical education
(e.g., Cruess, Cruess & Steinert 2018); indeed, Wenger originally used medicine
as a sort of prototypical illustration of the community of practice framework
(1998). As we will assert in subsequent chapters, social context is crucial to con-
ceptualizing medical communication in general, and thus to MELF specifically.
The affordances and constraints of institutional talk (Drew & Heritage 1992), for
example, significantly impact MELF interactions, as do the socio-cultural ex-
pectations for clinician-patient encounters, framed within the expectations of a
particular “activity type” (Levinson 1992).

Yet, paradoxically, healthcare communication research also reflects the
culture of autonomy inherent in the medical profession (Leape & Berwick
2005). Despite the reality that healthcare is increasingly delivered through
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multidisciplinary teams – which are heavily reliant on effective communica-
tion for success (Hall 2005) – the physician-patient encounter remains the
dominant site for medical communication research. The search for theoreti-
cal lenses through which to conceptualize MELF therefore must encompass
both the social context in which MELF takes place, and this preeminent one-
to-one setting in which much medical communication research has been un-
dertaken. We therefore follow the lead of other ELF researchers in utilizing a
community of practice framework, but also propose the use of a socio-
cognitive approach (Kecskes 2010) to bridge the gap between healthcare
communication as an inherently communal practice, and the one-to-one en-
counters which constitute its primary site of inquiry. As will be seen later, a
socio-cognitive approach effectively frames the search for common ground
inherent in multilingual clinician-patient interactions, accounting for both
individual, pre-existing reference points, and the convergent meaning nego-
tiated by the interlocutors.

1.4.2 ELF and norm-development

From an earlier focus on form, ELF research has shifted away from attempts
to identify particular features which could in turn be taught to learners. As
Baker puts it: “there is an increasing consensus that what is characteristic of
ELF communication, and thus of interest to research, is variety rather than a
variety” (2011: 201; emphasis in original), and ELF research has subsequently,
by and large, affirmed this claim (Widdowson 2015). In summarizing ELF re-
searchers’ turn away from particular features, Pitzl asserts, “ELF is essentially
characterized by its variability, flexibility and linguistic creativity (2018: 15;
emphasis ours). Pitzl goes on to propose a number of sociolinguistic condi-
tions which contribute to the uniqueness of ELF, including “a high degree of
situational adaptability of ELF that leads to its linguistic forms being locally
(re)coined and (re)adapted” (2018: 19). As such, “an essential feature of these
sociolinguistic conditions is the fact that ELF does not take place within a
speech community” (2018: 19; emphasis ours). Yet, as will be touched upon
later, we observe external pressures brought to bear on ELF in the medical do-
main which challenge Pitzl’s assertions that ELF is essentially characterized
by its flexibility, and that an essential feature is its occurrence outside a
speech community.

First, while there may well be a considerable degree of situational adaptabil-
ity in MELF, we observe opposing forces which to a considerable extent serve to
mitigate local recoining and readaptation. Consider, for example, the following
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ELF extract from our data, where Nurse Johild1 (L1 Malayalam) is performing a
neurological assessment on a stroke patient.

NE-SIM6B
27 Nurse Johild (L1 Malayalam): Okay. So you are sixty-year-old female patient

I can see that your um, skin color is appropriate to the ethnicity and uh,
your facial symmetry is appropriate to the moment when you’re talking.
And you’re awake and alert and uh nutrition-wise it looks fine and uh, your
posture is um, posture is erect. Okay? And you are comfortable and cooper-
ative. Your facial expression and uh, just is appropriate of the situation and
the speech is clear and understandable to me. Um, [name of patient] I need
to check you how you are walking. Can you please walk for me few steps?

Within this conversational turn, an example of what we have come to describe
as a “biomedical think aloud”, we can see features of Nurse Johild’s utterance
which are consistent with those of other ELF users: for instance, the flexible
use of determiners (can you please walk for me few steps). The Nurse in this ex-
tract is not bound by “native speaker” norms and expectations for including
the article a before few steps, or before sixty-year-old female, nor should she be,
and as an ELF user she is vested with full authority to include or omit determin-
ers as it serves her communicative purposes.

Yet, within this turn we note the use of medical assessment formulaic lan-
guage, over which, we expect, Nurse Johild is afforded less freedom to innovate:
facial symmetry is appropriate to the moment; posture is erect; awake and alert;
comfortable and cooperative. An innovation such as today no more sad mouth
may well be an instance of ELF innovation and creativity to describe improve-
ment in a stroke patient’s facial symmetry, but it is unlikely to be considered ac-
ceptable by her charge nurse who must sign off on the patient’s discharge; the
hospital administrator who sends a report to the insurance company; her precep-
tor; the examiner for the English-medium nursing licensure exam she must sit
for; or Nurse Johild’s own sense of identity as a healthcare professional in a mul-
tilingual, but ELF clinical environment such as that in which our data occurs.
These, and other external factors, act to constrain the flexibility and variability in
MELF which may be evident in other ELF contexts. For this reason, we suggest
qualification to Pitzl’s claim of ELF’s essential variability.

1 All research participant names used in the book are pseudonyms, either participant- or re-
search team-chosen, depending on the participant’s indicated preference.
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Second, while we are sympathetic to the objections raised by ELF re-
searchers to the notion of speech community, we find elusive the search for a
more accurate term when it comes to portraying Nurse Johild’s social/linguis-
tic context. Researchers such as Seidlhofer object to the utility of the notion of
speech community for describing ELF in that “speakers do not usually live in
immediate physical proximity with each other and do not constitute a speech
community in this sense” (Seidlhofer 2011: 83). Seidlhofer finds globalization
and technological innovation responsible for making the notion of the speech
community irrelevant as a lens for describing ELF, noting that ELF users
“tend to spend more time communicating with people via email and Skype
than in direct conversations with partners in the same physical space” (2011: 87).
As a result of her own experience as an ELF user with electronic communication,
Seidlhofer is convinced that “the old notion of community”, involving “frequent
local, non-mediated contact among people living in close proximity to each other
cannot be upheld any more” (2011: 86–87). However, the experience of commu-
nity by ELF users who are Western academics may be considerably different than
the nature of community experienced by migrant workers such as Johild, who
leave country and family to ply their skills and ELF abilities in search of employ-
ment abroad. For Johild, who is housed in cramped conditions in a GCC country
with other expatriate nurse colleagues from across South and Southeast Asia,
“frequent local, non-mediated contact” in (very) “close proximity” is an everyday
reality. Language contact among ELF users is daily (hourly?) as lines separating
work and home are blurred, if not erased altogether: Johild shares meals, laun-
dry, household chores, Uber rides, and a small bedroom with a nurse colleague
from the Philippines, who also works in the same ward at the hospital which
provides their accommodation. Johild and her Tagalog-speaking colleague are
two of six other healthcare professionals residing in the same villa, and ELF
serves as the main vehicle for the frequent and non-mediated close proximity
contact of the other residents: L1s Indonesian, Swahili, Nepali and Malaya-
lam. In what are typically two-year contracts, and the intensified proximal
contact, it is difficult for us to conceive of the absence of at least some degree
of linguistic norm development.

Clearly, the situation in which Johild finds herself as an ELF user is more
akin to the description posed by Mauranen (2018: 12) of multilingual communi-
ties where the relative stability results in norms, conventions and other regula-
tory practices.
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1.4.3 ELF and centrist perspectives

The historically unprecedented spread of English across the globe has given
rise to equally unprecedented language change, and new varieties of English.
Linguistic features of these new varieties came to be understood not as errors,
as deviations from standard norms, but rather appropriation, as English was
adapted, modified and created to meet local multilingual realities and express
localized culture and tradition (Kachru 1991). Although scholars originally drew
heavily upon a World Englishes paradigm (McArthur 1998) in conceptualizing
ELF, earlier proponents began to advocate a shift (e.g., Jenkins 2011) toward a
Global Englishes framework (Pennycook 2007; Pennycook 2009). To Penny-
cook, the notion of Global Englishes accounted for a “gap” in a World Englishes
paradigm, through addressing the question of “[h]ow to come to grips with a
noncentrist understanding of English as an international language that is depen-
dent neither on hegemonic versions of central English nor on nationally defined
new Englishes, but rather attempts to account for the ever-changing negotiated
spaces of current language use” (2009: 195). As informed by a Global Englishes
paradigm, ELF is described as “emergent and situated with common features,
frames of reference and meanings negotiated by the participants on the spot”
(Kalocsai 2014: 20).

It is our assertion in this volume that Medical ELF is neither characterized
fully by “hegemonic versions of central English”, nor accurately depicted as a
series of “ever-changing negotiated spaces”. MELF is not easily placed at either
end of this continuum; it aligns fully with neither perspective, but encompasses
elements of both.

Elements of how the English language is employed and administered for
medical purposes can indeed be characterized as “hegemonic” and “centrist”.
Consider assessment, for example. English language proficiency tests with spe-
cific medical content are used widely to assess the suitability of internationally
educated healthcare professionals to practice within national jurisdictions,
such as the Occupational English Test (OET 2020) or the Canadian English Lan-
guage Benchmarks Assessment for Nurses (CELBAN 2020); such assessments of
medical language proficiency are seen as central to the delivery of safe and ef-
fective healthcare (Carnet & Charpy 2017). General tests of academic English
such as the PTE Academic and IELTS Academic are also accepted as proof of
English language proficiency for healthcare professional licensure (e.g., see
NAPRA 2014; Ahpra 2020). It is difficult to underestimate the impact of assess-
ment washback (Cheng 2013) on the language use of healthcare professionals
for whom English is an additional language; the influence of international
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language proficiency tests on linguistic skill development have been demon-
strated (e.g., Allen 2016).

Active recruitment of healthcare professionals across international borders
can be seen as another illustration of hegemonic and centrist practices related
to language (among others). The “brain drain” (Nguyen et al. 2008) of health-
care professionals from lower- to higher-income countries is of global concern,
and as noted previously in this chapter, may leave African nations with critical
shortages of healthcare workers (Aluttis, Bishaw & Frank 2014). Countries
where English is spoken widely as a native language may be particular benefi-
ciaries of this unequal South-North flow of healthcare professionals (Brugha &
Crowe 2015), but the formal adoption of English for medical purposes in coun-
tries where English is spoken as an additional language (e.g., see Tayem et al.
2020; Carnet & Charpy 2017) facilitates this disparate flow elsewhere. The inter-
national English language proficiency tests for healthcare professionals spoken
of previously, while certainly not directly responsible for such uneven transna-
tional flows, in one sense can be seen as “aiding and abetting” these recruit-
ment practices.

We can also observe in MELF interactions the “ever-changing negotiated
spaces” of which Pennycook’s (2009: 195) plurilithic model speaks, where inter-
locutors mold, adapt and shape language in real-time to their communicative
purposes. The following MELF interaction from our data set, between two
nurses (both L1 Malayalam) and their patients (M and P, both L1 Arabic, along
with P’s infant) serves as an illustration.

IM-SIM3
65 Nurse B (L1 Malayalam): Is boy or girl?
66 [speaker unclear]: Boy.
67 Nurse A (L1 Malayalam): So how you feel today?
68 Patient P (L1 Arabic): Um, I’m okay.
69 Nurse A: You’re okay.
70 Patient P: Yah.
71 Patient M (L1 Arabic): She’s in here, my sister is having some problems

sleeping so she’s hoping that she can get some uh sleeping tablets. Not
sure if that’s I don’t think that’s going to help her particularly but

72 Nurse A: It started after the delivery of (all this) or it already started
73 Patient M: She’s just not sleeping
74 Nurse A: Okay
75 Patient P: Um, no, not after the delivery. It was after the accident of my my

husband.
He died a year ago in a car accident.
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76 Nurse A: Okay. When it happened?
77 Patient P: He died about a year ago.
78 Nurse A: A year ago.
79 Patient P: Yah.

In this simulation scenario, set at a vaccination unit of a primary healthcare
centre, Nurse A is attempting to determine the onset of Patient P’s sleeping dif-
ficulties. While a World Englishes perspective might theorize on the lack of do-
support in Nurse A’s question forms (how you feel today; when it happened) as
evidence of a particular “variety” of English, either relative to a national stan-
dard form (e.g., Indian English; Sailaja 2009) or an Inner Circle one (Kachru
1985), Patient P seems to accommodate without reference to either, and the
question regarding symptom onset is resolved (turn 75).

In our goal of understanding medical English as a lingua franca, we find it
unhelpful to conceive of language practices in either/or categories: either cen-
trally imposed hegemony or free-flowing negotiated meaning. Our data would
suggest the reality as more nuanced. On the one hand, to fulfil her plan of prac-
ticing nursing in New Zealand, Nurse A will likely need to align the grammar of
her question forms with that of Inner Circle varieties, if she is to be awarded a
band 7 for Grammatical Range and Accuracy on the IELTS Academic test (IELTS
2020), requisite for licensure in her desired location (NCNZ 2020). On the other
hand, Nurse A achieved her communicative intent (identifying the onset of her
patient’s sleeping problems) with these very same question forms. Throughout
our data, we see similar patterns, with imposed structures operating alongside
innovative forms, seemingly in non-contradictory coexistence. While critical
applied linguists might be uneasy straddling the contradiction, MELF users in
our data appear unbothered. As we will point out, medical English is replete with
formulaic terminology, acronyms, and specialized lexicogrammatical structures
which are taught and tested in medical training; evaluated by preceptors; required
for practice by local health jurisdictions; reinforced by electronic record-keeping
for data standardization; and vigorously promoted by various international health-
care organizations. The use of these language features, and the requirement that
they be used, impose a regulatory and codification function on medical ELF users
which acts to restrict – but definitely not eliminate – the emergent and real-time
negotiated meaning present in some other domains for ELF.
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1.5 Summary

We thus assert that medical English as a lingua franca, with its divergence in
essence from ELF contexts most studied to date, represents the potential to
deepen our understanding of ELF. This chapter has shown that MELF encom-
passes elements said to be by nature uncharacteristic of ELF – at least as pres-
ently understood – and it is this apparent contradiction that begs a revisit of
what have been considered essential features of ELF. A better understanding of
MELF also holds out the possibility of enhancing healthcare communication,
which, by the admission of its own researchers, is in need of some improve-
ment. In the following chapter, we consider suitable lenses through which to
examine ELF in medical contexts.
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Chapter 2
Tools for analysis: Framing MELF

Chapter key points:
– Defining and understanding community, a key feature of the sociocultural backdrop to the

language use in this study, is central to conceptualizing ELF and MELF.
– The community of practice framework, the utility of which is well established in ELF

research, is particularly apropos to researching MELF.
– A socio-cognitive approach, with its harmonization of speakers’ common ground and

egocentrism, provides an especially useful framework for considering the healthcare
professional-patient interactions which account for a considerable portion of MELF encounters.

– Characteristics of medical English as a lingua franca both converge with and diverge from
ELF in the primary domains of study. As such, MELF holds the potential to deepen our
understanding of ELF.

2.1 Introduction

As we search for an analytical lens through which to investigate MELF, we con-
sider in this chapter a number of theoretical frameworks, tools not only which
enable understanding of our own data, but which might inform the study of
MELF going forward. In that sense, we aim to make preliminary contributions
to a theory of healthcare ELF.

For some time, ELF researchers have affirmed the value of the community
of practice (CoP) framework in understanding lingua franca communication,
and it is asserted here that the notion of CoP is particularly suited to the study
of healthcare ELF. However, a lens through which to view MELF must be wide
enough to include the activity which for many of us, represents our primary as-
sociation with healthcare: the physician-patient or nurse-patient interaction. It
will be argued that as an activity in which common ground is sought between
healthcare professional and patient in negotiated meaning of the specialized
language of medicine, MELF healthcare professional-patient encounters may
be best understood through a socio-cognitive approach (SCA). We also assert
that the phenomenon of MELF, though occurring in diverse healthcare contexts
throughout the world, is unusually prominent in migrant destinations, and we
therefore in this chapter suggest another framework for investigating medical
ELF: social network theory. Preliminary to consideration of these three theoreti-
cal frameworks, however, is a brief discussion of the notion of community, and
its relationship to both our present research, and the study of MELF in general.
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. . .we propose an approach [to medical education] built around the theory of communities of
practice, since we believe that medicine is, and has always been, a community of practice
(Cruess, Cruess & Steinert 2018: 185).

2.2 Community and medical English as a lingua franca

Studying how language is used in social contexts, the chief aim of sociolinguistics,
offers understanding into the nature of language, the relationships within a com-
munity, and how social identity is constructed through language use (Holmes &
Wilson 2017). Understanding what is meant by community, then, is central to un-
derstanding the phenomena of ELF, and by extension, MELF. The notion of speech
community (e.g., Gumperz 1968; Labov 1972; Hymes 1974), while routinely con-
tested, is still employed broadly in linguistics to describe a social grouping sharing
commonalities in linguistic norms. While critiqued for its imprecise definitions, its
idealised view of homogeneity, and its overextension, among other weaknesses, it
retains at least general conceptual utility for describing language in bounded so-
cial groupings (for an extended survey of the critiques of the concept of speech
community, and yet its inescapability, see Patrick 2004). The speech community
as a frame of analysis has been largely discarded in ELF research (e.g., Wang
2018; Seidlhofer 2011; House 2003), seemingly due to the assumption that speech
communities necessarily imply physical proximity of social groupings.

Wang, for example, asserts that “speech communities are irrelevant for the
research into ELF and unable to capture ELF as a phenomenon in intercultural
settings that go beyond locally or physically defined boundaries” (Wang 2018:
154). Seidlhofer also argues, categorically, that the nature of ELF cannot be cap-
tured by reference to geographical or physical proximity:

a time when many of us, and particularly those who are regular users of ELF, tend to
spend more time communicating with people via email and Skype than in direct conver-
sations with partners in the same physical space, the old notion of community based
purely on frequent local, non-mediated contact among people living in close proximity to
each other clearly cannot be upheld any more. (2011: 86–87)

Similarly, Seidlhofer elsewhere contends that in the “contemporary world”,
shaped by globalizing forces like electronic communication and air travel, “the
old notion of community based purely on frequent face-to-face contact among
people living in close proximity to each other clearly does not hold anymore”
(2009b: 238).
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But what if the forces of globalization do create circumstances of “fre-
quent”, “local”, “face-to-face contact” among “regular users of ELF”, “living in
close proximity to each other”? Such conditions portray, with uncanny preci-
sion, the environment in which our investigation of MELF takes place. Con-
sider, for example, the following extract from a case description.

Saju (L1 Malayalam), Kenny (L1 Tagalog), and Dhonu (L1 Nepali) are surgi-
cal technicians at a large teaching hospital in a country within the Gulf Cooper-
ation Council (GCC). As is the case across the GCC generally, this country’s
economy is heavily reliant upon expatriate migrant labour, a reality reflected in
the composition of the multinational and multilingual workforce of the hospi-
tal. The hospital’s official communication channels assertively market its use of
English in patient care, and consider English proficiency a requirement for staff
employment. Saju, Kenny and Dhonu, as surgical technicians, are responsible
for carrying out preoperative sterilization procedures in the operating theatre;
assembling and preparing surgical instruments; occasionally administering
medications, suturing incisions, or applying dressings under the supervision of
the surgical team; and providing other assistance to the surgeon as required.
Dhonu and Kenny are in their fourth year of employment at this hospital;
Dhonu has worked in the GCC region for six years in total, and Kenny for five.
Saju has lived in the GCC for three years, of which the entirety has been spent
at this institution. While Saju and Dhonu share a functional knowledge of
Hindi, their communication with each other during the course of their daily
work is almost exclusively in English, which is the only language in common
for speaking with Kenny.

The clear division between home and work, a feature of “work-life balance”
prized in Western economies, is not an option for workers in this context. As
part of their expatriate employment package, and as is typical in the GCC re-
gion, these three surgical technicians live in accommodation provided by the
hospital: a five-bedroom villa, which they share with seven other male hospital
staff of various nationalities. Shared rooms for sleeping, shared cooking and
laundry facilities, and shared transportation to and from the hospital blur the
line between home and work. While some intralingual communication takes
place at the villa (Kenny shares Tagalog as an L1 with two other Filipino house-
mates), English is used almost exclusively as a communicative vehicle across
nationalities.

This account illustrates the particular conditions of migrant destinations,
such as the countries of the GCC, which serve to develop, for lack of a more
precise term, “speech communities” of ELF users. Language contact is typically
intensified in migrant destinations (Boyle 2012), and as demonstrated in the
above description, ELF use often takes place in frequent (daily), face-to-face
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contact by users living in (extremely) close proximity to one another, typically
for at least two years at a time.

We have no desire to reopen a discussion about the relative utility of the no-
tion of speech community as a tool for sociolinguistic analysis, which has been
discussed extensively elsewhere (see Patrick 2004). We do however wish to draw
readers’ attention again to how MELF, taking place as it often does in migrant
destinations, presents new possibilities for deepening our understanding of the
complexities of ELF. Seidlhofer’s dismissal of the notion of speech community is
understandable if one’s data on ELF use is drawn primarily from more economi-
cally privileged users. Migrant destinations, where labour is most often supplied
by decidedly less privileged ELF users, create conditions of intensified, daily,
face-to-face, close proximity contact, but have been to date underrepresented in
ELF research. To cite another example, English often functions as an important
vehicle for interlingual communication among residents of refugee camps. Ex-
tending the scope of future ELF research to include these less economically priv-
ileged populations of ELF users promises to extend knowledge in new ways.

2.3 Communities of practice and medical English
as a lingua franca

Learning in communities of practice, while said to be going on since humans’
earliest existence (Wenger 1998), found its modern articulation as Western soci-
eties began a rethink of learning, driven by the economic transformation from
manufacturing models to knowledge creation (Squires & Van De Vanter 2012).
In the context of this broader discussion of how education might be reformed,
Jean Lave and Etienne Wenger questioned the very nature of learning as it had
been previously expressed. They contrasted the idea of learning as a largely in-
dividual activity, with fixed beginning and end points, separated from other ac-
tivities, with the idea of an “encompassing practice of being active participants
in the practices of social communities and constructing identities in relation to
these communities” (Wenger 1998: 4).

Lave and Wenger put a name to a model of teaching and learning which was
actually millenia-old, and one that until the industrial age probably described
how most learning was carried out in human groups: learning-by-doing, with
older and more experienced group members passing on knowledge to younger
members through explanation and modelling. We understand this today as an
apprenticeship model of learning, but our modern definition carries with it a
structure and formality that belies the original notion of transferring knowledge
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through learning-by-doing, through instruction and demonstration, through
show-and-tell.

Lave and Wenger described this phenomenon as a community of practice
(CoP), and framed their explanation within a common group interest or profes-
sion (1991). Through sharing common experiences, and built around domain-
specific information, group members develop personally or professionally, and
move from relative outsiders to group insiders through an apprenticeship pro-
cess. Knowledge specific to the domain is passed along in a context of com-
munity fostering exchange of ideas, which are then put into practice through
continual learning experiences. Through a process of “legitimate peripheral
participation” apprentices are allowed to remain as relative outsiders, while
existing group members gradually introduce them to the requisite skills and
knowledge through highly contextual “situated learning” processes.

Wenger (1998) elaborated further on this process, by explaining three appa-
ratuses central to building and maintaining communities of practice. A “mutual
engagement” in the particular group focus serves to solidify and support the
social nature of the group, while the particular domain of knowledge or activ-
ity, negotiated and shaped by the group members, is described as the group’s
“joint enterprise”. The resources developed by the group over the time consti-
tute a “shared repertoire” of knowledge, skills, insider stories and jokes, spe-
cialized vocabulary, and so on.

Identify formation is a central feature of a CoP, which Wenger (1998) under-
stood to be shaped primarily in communities of practice, and emphasized these
as the central unit of analysis for understanding identity. Through the processes
of mutual engagement, joint enterprise and shared repertoire, group members
construct individual identity, and take on the identity of the community.

There are at least two compelling reasons for utilizing Lave and Wenger’s
(1991) notion of community of practice as a framework with which to analyze
MELF: its prior use in ELF research generally, and the application of the CoP to
healthcare as described by medical researchers themselves.

2.3.1 Communities of practice and ELF

The usefulness of the concept of CoP for understanding ELF interactions has long
been recognized by ELF researchers. Juliane House (2003) first proposed the no-
tion of a community of practice to describe ELF, in a discussion of the limitations
of speech communities as a referential frame. To House, despite its many incarna-
tions, the notion of speech community represented an inadequate analytical per-
spective for ELF because of its “way of being” (Holmes & Meyerhoff 1999: 178), its
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“dependence on essential social and/or behavioural properties which speakers
can be said to possess in a relatively stable or homogeneous way” (House 2003:
572; emphasis ours). House contrasts this relatively fixed essence with ELF,
“whose characteristic it is that each individual moves in and out of a variety of
contexts” (572).

As a conceptual framework, communities of practice have been taken up in
a number of ELF studies, and have found to be particularly useful in under-
standing ELF interactions in higher education (e.g., Kalocsai 2014; Cogo &
Dewey 2012; Smit 2010). Susanne Ehrenreich (2009; 2010; 2011) has taken up
CoPs as a means of analysis in international business contexts, and has offered
further exploration of their utility of CoPs in understanding ELF in general
(2018). Ehrenreich suggests the particular utility of CoPs for ELF may lie in un-
derstanding the social complexity of communication strategies, conception of
the role multilingualism resources play, and deeper apprehension of the trajec-
tory ELF users take in evolving identification with the linguistic resources of a
CoP (2018).

2.3.2 Communities of practice and medicine

As professions, the various disciplines of healthcare provide potent examples
of communities of practice, and CoPs have been used widely to conceptualize
the work and training of physicians (e.g., Cruess, Cruess & Steinert, 2018); nurs-
ing (e.g., Andrew, Tolson & Ferguson 2008; Gullick & West 2016); pharmacists
(e.g., Duncan-Hewitt & Austin 2005; ElShaer et al. 2016); and other medical pro-
fessionals (e.g., Engel-Hills & Chhem 2012). The description of a community of
practice and its link to the healthcare professions should be immediately clear: a
novice student physician or nurse enters the profession as a peripheral partici-
pant, observing the expertise of more experienced practitioners while learning
highly specialized professional vocabulary and insider ways of doing and being.
Formal transmission of knowledge combines with the social nature of learning in
internships, practicums and the like, gradually crystallizing both explicit and
tacit knowledge (Cruess, Cruess & Steinert 2018). Formal and informal assess-
ments at various points serve as markers of competency, which in turn lead to
tasks of greater complexity requiring further expertise, and finally full recogni-
tion as a member of the profession. Specialization in healthcare represents an-
other milestone of formal recognition for professional competency.

Cruess and colleagues (2018), drawing upon Snyder and Wenger’s (2004) ex-
tension, observe several features of the medical profession which are readily iden-
tifiable in the CoP framework, namely domain, community, and practice. A specific
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domain with established boundaries demarcates a CoP, and provides members
and the larger society with identity, purpose and significance. To Cruess et al, med-
icine’s domain involves “the prevention and treatment of human disease and the
promotion of the public good” (2018: 186). The element of community in the CoP
framework includes mutuality of trust, esteem, and pride in accomplishment
(Snyder & Wenger 2004; Wenger-Trayner & Wenger-Trayner 2015), and for physi-
cians, such community is often experienced through interactions in multiple pro-
fessional associations and medical specializations. Wenger (1998) referenced
medicine specifically to illustrate the dimension of practice in a seminal explana-
tion of the CoP framework, with its wealth of specific knowledge and skills, both
explicit and implied, as enacted through clinical practice, medical education and
research.

2.3.3 MELF as a community of practice

We have to this point demonstrated the use of a CoP framework as a tool for
analysis in ELF research in general, and its ready application to the field of
medicine. But what of MELF specifically? How might communities of practice
aid in conceptualizing MELF?

To answer this, it is important to first underscore the pivotal role played by
language in understanding the functioning of a CoP. Eckert and McConnell-Ginet
(1992) were perhaps the earliest authors to highlight the importance of language
in defining a community of practice as “. . . an aggregate of people who come
together around mutual engagement in an endeavor. Ways of doing things, ways
of talking, beliefs, values, power relations – in short practices – emerge in the
course of this mutual endeavor” (1992: 464; emphasis ours). The role of sociolin-
guistic competence as a key feature of moving from peripheral participant to core
member has also been recognized (Holmes & Meyerhoff 1999).

Ehrenreich (2018) draws attention to the centrality of language in communi-
ties of practice by reproducing Wenger’s (1998: 125–126) summary of indicators
that a CoP has been established, and we list these features again here, as further
evidence that language has a focal role in Lave and Wenger’s framework.
1) sustained mutual relationships – harmonious or conflictual
2) shared ways of engaging in doing things together
3) the rapid flow of information and propagation of innovation
4) absence of introductory preambles, as if conversations and interactions

were merely the continuation of an ongoing process
5) very quick setup of a problem to be discussed
6) substantial overlap in participants’ descriptions of who belongs
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7) knowing what others know, what they can do, and how they can contribute
to an enterprise

8) mutually defining identities
9) the ability to assess the appropriateness of actions and products
10) specific tools, representations, and other artifacts
11) local lore, shared stories, inside jokes, knowing laughter
12) jargon and shortcuts to communication as well as the ease of producing

new ones
13) certain styles less recognized as displaying membership
14) a shared discourse reflecting a certain perspective on the world

Clearly, even a cursory consideration of this list of features highlights how lan-
guage is crucial to the mutual engagement characteristic of a CoP, and how
readily it can be applied to describing the work of healthcare professionals.
Imagine, for example, a group of nurses in a busy paediatric ward. Patient in-
formation shared between colleagues during a passing exchange in the hallway
is likely to include “jargon and shortcuts to communication”. In an end-of-shift
patient handover procedure “introductory preambles” are most probably un-
necessary. Lunchroom conversations may well include “local lore, shared sto-
ries, inside jokes, knowing laughter”. A “rapid flow of information” is likely to
characterize the most busy moments at the ward, and the “ability to assess the
appropriateness of actions” is an essential requirement for all members of this
professional community.

So given the centrality of language in defining a community of practice,
and as a tool for conceptualizing medical ELF, we take the lead of Ehrenreich
(2018) in considering how MELF in particular might fulfil the three key dimen-
sions of the CoP framework: mutual engagement, joint enterprise, and shared
repertoire.

The profession of medicine is a culture into which medical learners are being socialised as
they learn (Mann 2011: 64).

Mutual engagement
In discussing the nature of mutual engagement in CoP, Wenger explains that
“being included in what matters is a requirement for being engaged in a commun-
ity’s practice, just as engagement is what defines belonging” (1998: 74; emphasis
ours). Clearly, if involvement in “what matters” constitutes a CoP, healthcare pro-
fessions are among those claiming the most lofty of aims. Callahan (1998: 385), for
example, proposes the following noble goals of medicine:
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the prevention of disease and injury and the promotion and maintenance of health; the
relief of pain and suffering caused by maladies; the care and cure of those with a malady,
and the care of those who cannot be cured; the avoidance of premature death and the
pursuit of a peaceful death.

Nursing students, in one foundational textbook, learn that the primary goals of
nursing include “responses to health problems, level of wellness, and need for
assistance”; provision of “physical care, emotional care, teaching, guidance
and counselling”; and the implementation of “interventions aimed at promot-
ing health, preventing illness/complications, and assisting patients to meet
their own needs” (Harding & Barry 2018: 7). At core then, the healthcare profes-
sions aspire to “what matters” to most of humanity, and in their mutual en-
gagement of these aims, help to establish the sense of belonging necessary for
the formation of a CoP.

Though critics have questioned idealistic depictions of CoP, as though they
were free from clashes, and unencumbered by matters of power and privilege
(e.g., Hughes, Jewson & Unwin 2007), a closer reading of Wenger may have
pre-empted such concerns. Wenger understood sustained mutuality in relation-
ships to be a defining feature of mutual engagement in a CoP, whether those
relationships were “harmonious or conflictual” (1998: 125). Ehrenreich (2018)
asserts that the broad contextuality of interactions which communities of prac-
tice encompasses hold particular promise for ELF research. This is an especially
salient point, given that ELF has been criticized in the past for an overdepen-
dence on data from sources where exchanges are limited in their potential for the
full range of pragmatic strategies, particularly uncooperative, non-consensual ex-
changes (MacKenzie 2014), a point which we take up further in Chapter 6. Unco-
operative, conflictual exchanges, unfortunately, the medical communication
literature shows us, are legion (e.g., Almost et al. 2010; Fassier & Azoulay 2010;
Cullati et al. 2019), and therefore provide rich data for enlarging our understand-
ing of ELF interactions.

The reality of interprofessional delivery of healthcare in many contexts both
enlarges, and challenges, the fixed boundaries of communities of practice. Con-
sider, for example, a general surgical team, perhaps consisting of one or two
senior surgeons; an anaesthetist; two or three nurses working directly in the
surgical task; one or two nurses assisting but not directly involved in the sur-
gery itself; theatre support workers who perform transport patients or remove
soiled materials; a cardiographer who monitors an electrocardiograph ma-
chine; and medical students observing the procedure. Except for the observ-
ing students, and although rostered, the individuals work together regularly.
The complexity of the task at hand requires highly specialized knowledge and
skills, and contributions from each group member are required for successful
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task completion. A strong sense of professional identity characterizes the indi-
viduals in the group. All of these make the mutual engagement element of a
CoP readily identifiable.

However, within what would be considered an interprofessional team engaged
in a mutual enterprise, several smaller communities of practice may exist. Hierar-
chical relationships, with asymmetrical power dynamics, and clearly demarcated
professional boundaries are not unfamiliar to surgical teams (Jayasuriya-Illesinghe
et al. 2016). Nurses may be considered part of the “team”, but perceived by sur-
geons primarily in assistant roles, or the surgeon may in practice interact much
more with the medical students observing the procedure. The hierarchy may make
for limited interaction between the support workers and the rest of the team. The
larger CoP in this example, the surgical team, may be more accurately viewed as a
number of smaller CoPs: the nurses who are regularly rostered together, share
meals in the cafeteria, and who may have a strong professional identity as surgical
nurses; the cohort of medical students who study, work and socialize together; the
support workers who share with each other “war stories” from their outlying but
essential roles in surgical procedures. These smaller, “sub-” communities of prac-
tice illustrate mutuality in enterprise; regular and sustained interaction; evidence
direct involvement in “what matters”; and foster a strong sense of identity among
group members, yet are anything but free from conflict, hierarchy or power rela-
tionships. Wenger (1998) acknowledged that we are often part of several CoPs,
with a distinction between those in which we are primarily core or peripheral
members; the surgical team illustrates this reality, as do many interprofessional
interactions in the delivery of healthcare.

Wenger is keen to stress that single interactions or one-off activities present
inadequate lenses through which to view communities of practice. He warns
against ascribing “. . . too much importance to the moment. Interactions and ac-
tivities take place in the service of enterprises and identities whose definition is not
confined to single events” (1998: 125; emphasis ours). In this regard, we return here
to the point that MELF represents an especially rich context for examining ELF
interactions. The combination of medical migration, and the extensive use of En-
glish in medicine has created conditions in which ELF interactions are increas-
ingly common. Add to this mix the delivery of healthcare in interprofessional
teams, composed of several small communities of practice, characterized by regu-
lar and sustained mutual engagement, and in our research context, daily, close-
proximity contact of community members.

We contrast this consistent mutual engagement with a large portion of the
data available to date on ELF interactions in CoPs. The lack of regular and sus-
tained interaction is a point taken up by several researchers in their search for a
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suitable framework to conceptualize ELF. Jenkins, for example, noting the “tran-
sient encounters” characterizing many ELF interactions, suggests their “‘shared’
repertoire is particularly emergent rather than shared a priori” (Jenkins 2015: 64).
Dewey (2009: 77) shares a similar concern with utilizing a CoP framework for
ELF, suggesting a “still more fluid concept of community of practice, where the
practice itself is modified as it is enacted” (p. 77).

Exceptions to the relatively few number of ELF studies considering length-
ier duration are Kalocsai’s (2014) analysis of study abroad students; Ehren-
reich’s (2009) description of business managers; and Smit’s (2010) longitudinal
consideration of postsecondary classrooms. Participants in Kalocsai’s study
were part of the European Commission’s Erasmus program, and spent up to a
full academic year together in intensive language learning and social activities.
Ehrenreich’s investigation of business managers presumably included long-
serving employees. Smit’s definition of longitudinal includes a pilot phase of
fourteen months preliminary to the main data collection over four semesters of
study (see 2010: 88ff). Although Ehrenreich does not specify the length of time
in which the managers functioned in positions requiring ELF, in the other two
instances, the duration and frequency of contact does not approximate that of
the participants in our context, a setting which is not at all unique to the region
in which our study occurs.

ELF researchers have long recognized the distinction between learners of
English (who may self-assess their communications by comparison to perceived
NS norms) and ELF users, who repurpose the language for communicative pur-
poses. ELF users perceive success when their intended message is understood,
not by the degree of alignment with native speaker models. In this way, ELF is
often situationally- and context-dependent, and with fewer restrictions, in that
it is heavily shaped by the communicative demands of a particular situation.
Here, MELF may again uniquely enhance our understanding of ELF in that pro-
fessional, prescribed models of communication may press upon the otherwise
less restrictive, inventive and creative interlocutors who are in real time rein-
venting the language to achieve mutual intelligibility. The interaction between
the creativity of real time ELF construction, and prescribed professional forms
such as SBAR (Situation, Background, Assessment, Recommendation) (Pope,
Rodzen & Spross 2008); the Surgical Safety Checklist (WHO 2009); or the re-
quirement for standard language to aggregate data in medical record-keeping
(Wang, Hailey & Yu 2011), promise to refract ELF in altogether new ways.
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Joint enterprise
To Wenger, a joint enterprise constitutes the goal of members’ participation, the
decisions by the community on what is of importance and what is not (1998: 81).

In medicine, language is readily identifiable as an essential element of the
joint enterprise, and it is in fact difficult to conceive of the enterprise without it.
Jackson, in describing the role of interpreters in healthcare, described language
as “. . . medicine’s most essential technology, its principal instrument for con-
ducting its work” (1998: 65). The relationship between language and the deliv-
ery of healthcare is ubiquitous and self-evident: for diagnosis; for a physician’s
assessment of a patient; for nursing shift handovers; for triage in an emergency
department; to gauge the effectiveness of a patient’s medications; to conduct
surgery in an interprofessional team.

Among the three dimensions of a CoP, Ehrenreich (2018) finds the joint en-
terprise most problematic with respect to ELF research; specifically, the difficulty
of making a direct connection between language and the CoP’s enterprise, and
the degree of particularity characteristic of a joint enterprise. We assert that nei-
ther problem pertains to MELF. First, as shown above, it is difficult to envision
the delivery of healthcare being carried out without the centrality of language.
While healthcare researchers continuously provide evidence in support of the
need to improve communication (e.g., Chou & Cooley 2018), no one seems to be
arguing there should be less of it. Second, it is a relatively easy task to identify a
CoP in the work of professional groupings such as doctors, nurses, pharmacists
and so on. Ehrenreich, echoing the concerns of sociolinguists such as Davies
(2005), cautions against imprecise identification of a group as a CoP, particularly
where groups are “self-constituted” (2005: 562), such as temporary online com-
munities. In contrast, nurses, pharmacists, chiropractors, naturopaths or physi-
cians become members of their profession through a lengthy process of formal
education; conduct internship processes where a new member is socialized into
the profession; and have their work governed, sanctioned, licensed, regulated
and supported by formal professional bodies. Presumably, the joint enterprise of
healthcare can be conceived of broadly (“to improve the health of the commu-
nity”), or in more specific organizational terms (“achieve the least total time
spent in an emergency department for patients”), or professionally, in more nar-
row terms (“to be empathetic listeners”).

Shared repertoire
Shared repertoire includes the “discourse by which members create meaning-
ful statements about the world, as well as the styles by which they express
their forms of membership and their identities as members” (Wenger 1998: 83).
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Wenger’s conception of shared repertoire is broad, encompassing components
both intricately related to language (e.g., words; terms; stories) and involving,
but more loosely connected to language (e.g., tools; styles; routines). Examples
of the shared repertoire of medical practitioners might include stories of the ex-
cesses of entrance exams or residency; shared understanding of behaviour for
hospital rounds; the hierarchical power structure; implicit knowledge of a raft of
medical abbreviations; or cognizance of societal expectations for physicians’ bed-
side (or more commonly, office) manner.

Wenger highlighted the evolving and dynamic nature of a community’s
shared repertoire, rather than rigid and fixed in nature, a point taken up by Eh-
renreich, who extends this “linguacultural ambiguity” to potentially “every as-
pect of ELF communication” (2018: 44). Here again, we suggest MELF might be
different: exchanges in MELF communities of practice are certainly character-
ized by dynamic and open-ended negotiation of meaning, yet at the same time
are exerted upon them external forces which press for precision and ambiguity
reduction. Wenger recognized this tension:

This inherent ambiguity makes processes like coordination, communication, or design
on the one hand difficult, in continual need of repair, and always unpredictable; and on
the other hand, dynamic, always open-ended, and generative of new meanings. The need
for coordinating perspectives is a source of new meanings as much as it is a source of ob-
stacles. (1998: 83–84)

For example, healthcare delivery is characterized by a dizzying amount of pro-
tocols, which aim to standardize medical practices for safety, repeatability and
quality (Leotsakos et al.: 2014). Such procedures, intended to provide uniform
care across international boundaries, invariably impact standardization of lan-
guage use in MELF interactions. González–Aguña and colleagues (2021) point
out that standardization of healthcare language is not only essential for guiding
professional care, but in some countries, mandated by law. We have no doubt
that MELF users engage in dynamic and open-ended negotiation of meaning as
such standardized care protocols are linguistically enacted, yet it seems obvi-
ous that such external forces are invariably brought to bear upon the process of
ELF language uniformity in MELF CoPs.

In this regard, we return the discussion to an earlier conception of ELF, and
that of “variety” (we do so somewhat nervously, given the sometimes acrimoni-
ous debate, and because of our position as newcomers to the discourses of ELF).
In describing the “repositioning” of ELF, Jenkins (2015) traces the evolution from
earlier research influenced heavily by a World Englishes (WE) paradigm, through
to a more current understanding of ELF as a multilingual practice. In its earliest
phase, ELF researchers, drawing upon WE, considered the possibility of ELF
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“varieties”, whose linguistic features might correspond with speakers’ L1s, such
as a “Chinese-influenced ELF”, for example. As ELF research expanded, with
more data available upon which to theorize, the possibility of describing codified
“varieties” seemed misplaced. Rather, what was emerging from the data was the
reality of real-time fluidity and variability as speakers coalesced forms to achieve
understanding. ELF research shifted away from “the fatal attraction of lists”
(Seidlhofer, in Jenkins 2015: 55) of linguistic features which might constitute a
“variety”, and toward an emphasis on emergent features.

The shift toward observations of ELF’s emergent nature has resulted in defini-
tive assertions by scholars that ELF must not be considered a language “variety”.
Addressing the question of whether ELF can be conceived of in this way, Jenkins,
Cogo and Dewey state plainly, “We would argue that it cannot” (2011: 296). ELF
scholars have objected to ELF as a variety on two primary premises: that ELF
lacks a fixed and stable context to the degree necessary to achieve variety status,
and that the notion of speech community is an outdated and therefore inaccurate
frame for analysis (Björkman 2018).

Written comments from a practicing nurse (L1 Arabic), reflecting on her comprehension of pa-
tient information given by a nurse (L1 Tamil) in a recorded handover scenario (reproduced here
as originally written): No, only some litters that are going from nurse mouth is littel difficult to
understand because all indina staff have this problem e speaking.

But do such assertions result in an open-and-shut case? Perhaps it is time, as
Jenkins (2015) asserts, to consider the question of variety finally closed, and
move on? But what then to make of a setting for ELF with a relatively stable con-
text, and strong external and internal forces for regularisation and codification?

Researchers have allowed for at least the possibility that, in theory, were a rel-
atively fixed setting for contact to be established, norm stabilization might take
place (Schneider 2012). In processes of language regulation, where “language
users monitor, intervene in and manage their own and others’ language use” (Hy-
nninen & Solin 2018: 270), forces more external to ELF users, such as institutional
policies, may exert further pressure for such stabilization. Prescribed language use
protocols, for example, mandated by ministries of health, individual hospitals or
medical training institutions, and promoted through international bodies, may
wield considerable influence on language regulation in MELF. Consider, for exam-
ple, the standardized language imposed upon MELF users by international frame-
works such as NANDA International (NANDA-I), Nursing Outcomes Classification
(NOC), and Nursing Interventions Classification (NIC), which guide nurses’ diagno-
ses, criteria for defining patient outcomes, and labelling treatment types (Gonzá
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lez–Aguña et al: 2021). It follows that mandated frameworks such as these,
legally required in some jurisdictions, serve as powerful forces of MELF lan-
guage regulation.

We find in ELF research thus far a tendency to sharply differentiate the tran-
sient, temporary nature of encounters between ELF users, thus underscoring con-
textualized emergent features, from lengthier and relatively stable environments
for language contact, a propensity Hynninen and Solin describe as a “dualistic
model” that may overlook the interaction between the two (2018: 270). The rela-
tive transiency of much ELF communication has been well foregrounded in ELF
research. Mortensen, for example, describes the “transient multilingual commu-
nities” of ELF (2013: 37; emphasis ours) in which ELF takes place. Jenkins, in
searching for a more encompassing theoretical framework for ELF, argues that
CoP “does not account well for the kinds of transient and ad hoc encounters that
are arguably equally (or more?) common in ELF communication” (2015: 66;
emphasis ours).

Transient and ad hoc encounters may well be more common in ELF com-
munication. But consider the following case study depiction of a MELF context.

Andreea (L1 Romanian2) works as an operating room nurse in a large teaching
hospital in a member state of the Gulf Cooperation Council (GCC). Among those
staying with Andreea in her staff accommodation (provided by the hospital as
part of her expatriate remuneration package) are two other members of the same
surgical team: Joyce, a nurse anesthetist from the Philippines (L1 English), and op-
erating room nurse Melati (L1 Indonesian). Andreea is now in her fourth year at
this hospital, and has worked on the same team with Joyce for three of those
years, and with Melati for two. Yousef (L1 Arabic) is the team’s lead surgeon.
His pre-medical and medical studies took place in his native Egypt, in Saudi
Arabia, in the US, and most recently the UK. Yousef conducts surgeries with
different teams on a rotational basis, depending on the roster, but works sev-
eral times each month with Andreea, Joyce and Melati. Daoud, a Lebanese na-
tional (L1 Arabic) has worked at this hospital for two years, as a surgical
assistant. Yousef and Daoud tend to speak Arabic with each other outside of
work contexts, but rarely during surgical procedures. Martin, an anesthesiolo-
gist from South Africa, considers his first language Zulu, but received almost
all of his education through the medium of English. A number of circulating
nurses serve the team on a rotational basis, including Yulia (L1 Ukranian),
Jaya (L1 Tamil), Germy (L1 Tagalog), and Ekjot (L1 English). The group of surgical
technicians assist different surgical teams, but their shifts coincide regularly with

2 All L1s in this case study are self-reported.
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Yousef’s, and so are very familiar with the team members. The surgical technicians
include Saju (L1 Malayalam), Kenny (L1 Tagalog), and Dhonu (L1 Nepali), and they
reside together in the staff accommodation provided by the hospital.

The teaching hospital, on its website and other official communications,
prides itself on its ability to offer its medical care using English, and highlights
the international training and qualifications of its staff. The “ability to communi-
cate in English” is listed as a key qualification on the hospital’s recruitment web-
site, and all job interviews with non-Arabic speaking staff are conducted in
English. The surgical team exchanges English email communications with hospi-
tal administration, and attends various meetings conducted in English. Yousef
highly values adherence to what he views as “proper English” for written com-
munication, and often comments disparagingly to his team on non-standard
grammar and spelling he identifies in hospital missives. Both the surgical nurses
and the circulating nurses are enrolled in a compulsory monthly professional de-
velopment session organized by the national health authority, conducted by
nursing researchers from a partner teaching hospital in the United States, and de-
livered using English. The present focus of the sessions is on NANDA, an interna-
tional framework for nursing diagnoses (Herdman & Kamitsuru 2017). The hospital
encourages the use of several medical communication frameworks, including
SBAR (Pope et al, 2008), and SPLINTS for surgical nursing (Flin, Mitchell &
McLeod 2014), and the WHO Surgical Safety Checklist (2009). Andreea is hoping
to work as a nurse in Canada, and so has been reading extensively for an En-
glish-medium licensure process, and has recently hired a private tutor to prepare
for an upcoming IELTS test, as has Melati. Although there are various linguistic
subgroups at the staff’s accommodation, English serves as the default lingua
franca, and functional communication in English characterizes the hospital staff’s
daily interactions outside of work contexts: in shops, in restaurants, at banks, or
in taxis.

The circumstances above, not at all atypical of healthcare delivery in the
countries of the Gulf Cooperation Council, illustrate clearly several distinctives of
MELF as a site of study for ELF. First, we note the relative stability of many of the
communicative settings. Andreea and her colleagues typically receive two-year
contracts with the teaching hospital, allowing sufficient time for the mutual en-
gagement, joint enterprise and shared repertoire characteristic of a community of
practice. Sharing the same staff accommodation, with common areas for cook-
ing, and shared sleeping quarters, intensifies the frequency and range of ELF in-
teraction among colleagues. Such circumstances differ considerably from the
“transient and ad hoc encounters” described by Jenkins (2015: 66).

Second, while acknowledging the rich and varied multilingual resources at
work in this setting which would foster communicative innovation, we note as
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well the pressures, both formal and informal, brought to bear on processes of
norm regulation. We may envision a continuum of relative regulation pressures
for Andreea and her colleagues of ELF use: a visit by Andreea and Melati to
their neighbourhood fruit and vegetable grocer, where they interact in English
with an L1 Nepali clerk, represents one end of the continuum. This interaction
between Andreea and the grocery clerk, though it may occur almost daily, is
likely to be short in duration, of a casual nature, possesses a relatively re-
stricted range of communicative demands, and particularly on those occasions
where the clerk’s workload permits a discussion of broader topics (life as expa-
triate workers in a GCC country; family at home; comparisons of the conditions
of provided staff accommodation; etc.) allow greater opportunity for ELF inno-
vation. On the other end of the continuum are found instances where Andreea’s
ELF interactions are permitted much less opportunity for communicative inno-
vation: the composition of an email to the hospital’s human resources manager;
a phone call to a hospital pharmacist regarding a particular surgical drug; a
question to the surgeon regarding patient plan of care notes; her initial job in-
terview with the hospital; or giving assertive demands to team members during
surgery. Between these two ends of the continuum might be plotted various in-
teractions which require relatively greater or lesser room for innovation: a fol-
low-up call with a charge nurse; preoperative teaching with a patient; an oral
presentation assignment for her professional development course; or a surgical
unit shift report. Variables impacting the degree of innovation permitted along
the points of the continuum might include the degree of power distance be-
tween Andreea and her interlocutors in a given situation; the English profi-
ciency of the other speakers and Andreea’s perception of their proficiency; the
degree of risk inherent in the situation if a communication error were to occur;
externally imposed communication frameworks such as SBAR and NANDA; An-
dree’s own relative linguistic (in)security as an English user; the mode of com-
munication (written or spoken; in-person, by phone or by email); the duration
and frequency of the communication; and so on.

In considering this continuum of Andreea’s interactions, Pitzl’s notion of
Transient International Groups (TIGs) provides a helpful frame: “groups com-
prised of multilingual ELF users who interact for a particular purpose at a particu-
lar location for a certain amount of time” (Pitzl 2018: 21). TIGs are inter-national,
in that their interactants are composed of at least two different countries of origin,
and two different L1s. Such groupings are proposed as a complementary feature to
CoP, in that they are of shorter duration, even consisting of a single speech event
(2018: 24). Some of Andreea’s ELF interactions in her GCC environment are best
understood in terms of a TIG (the L1 Nepali grocery clerk, for example), while
others would most certainly meet the criteria for a fully developed CoP.
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Third, we take note of the role of written communication among ELF users
in this case study. Members of the team are responsible for producing a number
of written items surrounding the surgeries themselves, ranging from the highly
prescribed and very brief (labelling specimen samples; documenting surgical
equipment used) to lengthier, much less structured (plan of care notes; notes
on untoward events), and other tasks in between these two ends of the spectrum
(nurse-to-nurse shift reports; patient’s position and condition documentation). Some
of these items are written by hand, while others are composed electronically on tab-
lets or desktop computers. Increasingly, the demands for research data aggregation
in healthcare auto-feed standard written language for many of these tasks. In the
course of their work outside the specific documentation of surgery, team
members produce various other written documents, including emails; various
types of reports; charts; presentations; medical research articles; literature re-
views; and assigned written tasks for professional development courses.

Since expedient and thorough communication among medical professionals
is considered central to patient care, writing forms an important part of their
work. In the words of one group of practitioner-researchers: “Much clinician time
is spent writing or dictating letters to other doctors” (Tattersall et al. 2002: 516).
The referral letter from a general practitioner to a specialist is perhaps the most
well-known to the public, and most widely-researched (e.g., Dupont 2002), but
written communication flows back from specialists, surgeons or hospital physi-
cians to the general practitioner, and these exchanges have also been the subject
of research (e.g., Lloyd & Barnett 1993; Thong et al. 2010). Expectations for the
content of written documentation from nurses are high, given the legal status of
the documentation in some jurisdictions (Stevens & Pickering 2010), so accuracy,
completeness, and adherence to standards are highly valued (Ahn et al. 2016).
The formulaic language of “form letters” figure heavily in medical written com-
munication, and increasingly computer-generated material is utilized (Tattersall
et al. 2002; N. Wang et al., 2011).

Nurses A and B try to convince an overworked Charge Nurse to observe their documentation of
a patient discharge
128 Nurse B (L1 Tamil): We will do that initial assessment but just observe us, Miss
129 Nurse A (L1 Malayalam): Just come and with us the patient=
130 Nurse B: Check our work and see how we are doing the uh the way of the

information taking and everything, managing the cases
131 Nurse A: Finish together very hard
132 Nurse B: It’s very, very important Miss, your ah, opinion, your ah I need that =
133 Charge Nurse: I’m asking you to please go and do what you have to do and I will come.

Please go.
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Written communication in MELF contexts presents a fascinating and largely un-
explored area of research, and one that may, again, extend our understanding of
written ELF. Horner (2018) suggests that the dynamic and emergent nature of
spoken ELF, with features such as repair, rephrasing, accommodation, and nego-
tiation, may also be reflected in its written forms as well. We anticipate this to be
true of MELF writers also, but a number of variables impact upon their agency
and negotiation which may exert more pressure than in the ELF academic writing
context which Horner describes. Notes used to inform treatment plans or postop-
erative care, for example, demand an exactitude and timeliness which impact
considerably upon the writer’s agency. Written language requiring a high degree
of compliance to prescribed forms are also brought to bear on the relative dyna-
mism of MELF writing in a manner that is lesser so in non-MELF writing contexts.
Nursing records, for instance, are evaluated in terms of their factual accuracy,
comprehensiveness, timeliness and compliance with standards, among others
(Ahn, Choi & Kim 2016).

All told, MELF presents a rich research site to consider the claim that ELF
communication is of necessity thoroughly emergent and locally contextualized.
As Baker allows, in a discussion of ELF in transcultural university settings, there
are still in existence “identifiable communities and cultures and associated com-
municative practices”, and not “some sort of post-modern ‘free-fall’ where noth-
ing is predictable or established” (2016: 446). We argue that MELF serves to bring
Baker’s assertion into especially sharp relief.

2.4 A socio-cognitive approach to MELF

However, not all medical encounters can be placed within the relatively lengthy
interaction that forms within a professional CoP. Arguably, the most familiar
medical encounters to many readers will be the one-to-one doctor-patient consul-
tation, or the hospital room nurse-patient interaction. Frames through which to
examine MELF must account for the joint professional enterprise of medicine,
which exerts pressure on language regulation (arguably more than any other site
of ELF study thus far), but also these individual, very personal interactions at the
point of “end user” of healthcare services – the patient. Through the dynamics of
medical migration, and geopolitical circumstances which forge large-scale migra-
tional patterns, these familiar one-to-one medical encounters are increasingly
characterized by MELF, whether a Pakistani doctor’s consultation with a Syrian
patient in a Norwegian medical clinic, or a Malaysian nurse’s triage assessment
of a Nepali patient in Singapore.
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To consider these more emergent and transitory medical encounters, we fol-
low Bigi and Rossi (2020) in drawing upon a socio-cognitive approach (Kecskes
2008; 2010; Kecskes & Zhang 2009), with particular attention to the notion of activ-
ity type (Levinson 1992). Examining the more one-off example of MELF encounter
from the perspective of a socio-cognitive approach (SCA) allows us to account for
the interplay between individual situational factors brought to the interaction
(prior experiences, first language, cultural background, etc.) and broader social
ones (institutional requirements, social roles, etc.). This complex interplay both
constrains productive language forms, and purposes emergent ones.

Kecskes’ socio-cognitive approach portrays communication as a “paradox”,
a “bumpy road” in which interlocutors both fail and succeed (2010: 50). SCA
presents an alternative to existing theories of pragmatics, which Kecskes argues
are either overly idealistic, or overly focused on the situational context, with
either emphasis at the expense of the importance of individual factors. In both
of these models, the speaker is thought to draw upon contextual clues to form a
schema of the listener’s presumed knowledge. Beginning with this construct as
a starting point, it is perhaps not surprising that research has persistently iden-
tified positive communicative processes, like cooperation, as outcomes; nor is it
surprising that with a focus on contextual, socio-cultural elements, individual
factors may be overlooked. SCA offers, then, a theoretical model for considering
how an individual’s previous experience and knowledge, along with egocentric
perspectives, impact upon communication. Communication in SCA is character-
ized by a dynamic interplay between societal and individual factors, and a “trial-
and-error process” of meaning co-construction (Kecskes 2010: 69).

An SCA perspective brings together and harmonizes two potentially contra-
dictory features of communication: its intention to find common ground among
interlocutors, and its egocentrism, in which individuals’ intentions are inevitably
rooted. The coexistence and interaction between these mutually opposing forces
in communication is a delineating feature of SCA, which labels them intention
and attention (Kecskes & Zhang 2009: 338). Efforts made to construct and inter-
pret meaning among interlocutors are described in either category: communica-
tive behaviours of intention are those which are cooperative in nature, while
egocentric attention behaviours hold the potential to limit (or possibly, though
perhaps less likely, enhance) meaning-making.

What Kecskes and Zhang describe as the “private context encoded in words”
(2009: 345), the prior experience brought to the exchange, is illustrated in the
following example (Tweedie & Johnson 2018a).
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Nurse B (first language: Arabic); Why you . . . take the blood sugar? The blood sugar, it’s
high?

Nurse A (first language: Tamil); Blood sugar, not take.

Nurse B: You not take blood sugar?

Nurse A: No. Not diabetic, not diabetes.

During this patient handover simulation, the two nurses are discussing the con-
ditions of a male patient, 84 years of age, admitted with congestive heart fail-
ure, whose irregular heartbeat, increasing potassium levels and intensifying
disorientation are of particular worry. Nurse B works in a context where rates of
diabetes are flagged as a particular public health concern, and she regularly
encounters diabetic patients in the course of her work. Given the patient’s pro-
file (male, elderly, irregular heartbeat), Nurse B’s go-to assumption, based on
prior knowledge, is that blood sugar levels would have been taken in the course
of patient evaluation. In the subsequent exchange, Nurse A clarifies that they
had not been taken, as the patient was not diabetic.

Kecskes and Zhang use the term salience to assess these inner, private con-
texts which are brought to bear on communicative exchanges (called attention),
contrasted with relevance, the measure of communicative behaviours of inten-
tion. Together, intention and attention function as “mechanisms that guide the
production and interpretation of meaning” (Bigi & Rossi 2020: 22). Information
deemed by speakers as relevant tends to result in cooperative efforts to negotiate
meaning, while salient processing may impede its attainment.

Kecskes’ Dynamic Model of Meaning (DMM; Kecskes 2003; 2008), central to
an SCA perspective, distinguishes between dual contexts: a prior context “tied to
the values of lexical units constituting utterances” and the actual situational con-
text, the present setting and circumstances “in which communication takes place,
and which is interpreted (often differently) by interlocutors” (Kecskes 2014: 129).
When an interaction begins, speakers select words shaped and defined by their
prior context, which are in turn interpreted by the prior context of the hearer. In
the DMM, the hearer draws upon salience processes first: the private context and
its egocentric focus accesses the most readily available information, that which is
most familiar or easily recalled. Where misalignment between interlocutors’ pri-
vate contexts occurs, they then draw upon the actual situational context to render
understanding. In this sense, words have a “frame-activating power” in that they
may “elicit conceptual structures, frames or schemas, which are rooted in the cul-
tural, social and personal context of each individual” (Bigi & Rossi 2020: 24–25).

In an interaction between a patient and a healthcare professional, the prior
contexts of the two speakers are often differentiated by a vast difference in the
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lexis of medicine. Doctors have been described as “bilingual” (Ong et al. 1995:
910): fluent in the specialized language of medicine in addition to their mother
tongue. The conceptual structures therefore activated for a physician during a
consultative interaction may be considerably different than those activated for
her patient. Since salient behaviours serve as the default for initial meaning-
making in the Dynamic Meaning Model, medical terminology used by the phy-
sician which the patient has not previously encountered will inevitably impact
upon communicative effect. We anticipate a MELF context to further widen this
already significant variance in the conceptual schemas between healthcare pro-
fessional and patient.

Also central to an SCA framework is the notion of common ground, and its
subdivision into the categories of core common ground and emergent common
ground among interlocutors. At least some degree of common ground between
speakers is a necessary prerequisite for any communicative success (Clark 1996),
and it follows that the degree of common ground correlates with “economy of
expression” (Enfield 2008: 223): the more commonality two speakers share, the
less effort will be expended in making meaning. Kecske’s core common ground
refers to the “relatively static (diachronically changing), generalized, common
knowledge and beliefs that usually belong to a certain speech community as a
result of prior interactions and experience” (Kecskes 2014: 161). Core common
ground is composed of common sense (speakers’ general knowledge of the
world); general knowledge about community and society (culture sense); and
formal sense, the understanding of the language systems speakers utilize in
interactions (Kecskes & Zhang 2009).

In contrast, emergent common ground is actualized in the real-time setting of
the interaction, and is subcategorized into shared sense and current sense. Shared
sense refers to the personalized knowledge which a speaker holds in common
with another communicant. This personalized knowledge is distinct from commu-
nity knowledge, such as medical English terminology. Current sense describes the
emergent awareness and understanding in the current communicative situation.

The following example between a nurse and a patient in a health assess-
ment simulation illustrates these two senses as the interactants seek common
ground. The patient, a male of 52 years, was admitted to hospital for complaints
of a severe cough.

RE-SIM2
65 Nurse (L1 Malayalam): Okay. May I ask you a few more questions related

to cough?
66 Patient (L1 English): Yes.
67 Nurse: Okay, when did you start it?
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68 Patient: The cough, it started about a week ago.
69 Nurse: Yah.
70 Patient: But it’s kind of been, um, on and off for a while.
71 Nurse: Okay.
72 Patient: Yes.
73 Nurse: So, uh, but you took medical treatment, maybe after uh, two three

days?
74 Patient Yes.
75 Nurse: Once it started.
76 Patient: Yes, once it started I came here and they gave me some medical

treatment and it seems to be getting a little bit better.
77 Nurse: Okay. So, is there any provocative part related to that uh like uh if

you are taking less the the cough is subsided or if you are doing some ac-
tivities, is it increasing? Do you feel a lot like that?

78 Patient: Yes, I have (0.5) Excuse me ((PATIENT COUGHS))
79 Nurse: It’s okay.
80 Patient: I have some puffers at home that they the doctor’s given me. So

uh they help my cough. I’m a smoker, so (.) I’ve tried to quit before but I
just can’t quit, so I smoke every day.

81 Nurse: Every day.
82 Patient: And sometimes that makes me cough.
83 Nurse: Okay, so it’s like uh it’s irritating you by your smoking, the cough

is increasing you mean.
84 Patient: Yes.
85 Nurse: Okay. So (.) while coughing do you have any pain like any chest

pain, or abdominal pain? You ever find=
86 Patient: It’s (.) when I start coughing it’s yes it’s in my chest and in my

throat it’s uh like a tickle in my throat that makes me keep coughing.
87 Nurse: Okay. So, you throat irritation but you don’t have any pain?
88 Patient: Yes it’s it’s a little irritating but no pain.
89 Nurse: Okay uh so how uh you are a cough looks like it’s like irritating of

(0.5) are you bringing any sputum? Uh, can you just explain your cough?
90 Patient: Uh it was pretty severe the last couple of days.
91 Nurse: Yes.
92 Patient: But it’s a lot better now so it’s mostly just uh a bit of a cough yes.
93 Nurse: But no you are not bringing up any sputum.
94 Patient: No.
95 Nurse: Okay so it’s like a dry cough.
96 Patient: Yeah it’s a dry cough.
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97 Nurse: What is the severity of the uh cough? How can you say it’s like a
mild cough or a more severe uh more=

98 Patient: Yes it was quite severe but it’s a lot better now it’s just mild.
99 Nurse: It was quite severe but now it’s reduced.
100 Patient: Yes.
101 Nurse: Because of the medications.
102 Patient: Yes.
103 Nurse: Okay. Have you taken any, uh, treatment like you have puffer at

home. Am I right?
104 Patient: Puffer, yes.
105 Nurse: Yes, so the puffer you are taking every day, or when you heard the

cough early?
106 Patient: Uh mostly every day.
107 Nurse: Mostly every day.
108 Patient: Yes.
109 Nurse: So this since one week or uh before also you are taking?
110 Patient: Uh, I’ve was diagnosed with chronic bronchitis about ten years

ago.
111 Nurse: Yes, okay.
112 Patient: So I’ve got the puffers for about ten years.
113 Nurse: Ten years.
114 Patient: Yes.
115 Nurse: So every day you are taking.
116 Patient: Yes. Most days. Sometimes I forget.
117 Nurse: Yes. Do you know the name of the puff?
118 Patient: No I I couldn’t tell you I’m not sure.
119 Nurse: That’s okay no problem. Uh do you felt this puff is uh effective for

you?
120 Patient: Yeah I think they’re quite effective.
121 Nurse: Effective.
122 Patient: Yes.
123 Nurse: What is your understanding about your cough? What makes you

more cough, uh, or uh, is there any reason other than the smoking, do
you felt any other reason?

124 Patient: Uh maybe like when I’m exercising or something I get a little bit
short of breath.

125 Nurse: Oh.
126 Patient: And I’ll start coughing.
127 Nurse: Okay.
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128 Patient: But I think it’s just a medical thing, like I’ve had bronchitis for,
you know, ten years, and it just, the cough it’ll come and it’ll go away,
and it’ll come back bad and then=

129 Nurse: Hmm. Okay, do you exercise every day?
130 Patient: Not every day but I like to go for walks.
131 Nurse: Hmm, so like mild exercise all day.
132 Patient: Yes.
133 Nurse: But still you feel the cough.
134 Patient: Yes.
135 Nurse: Okay. Is the cough affected your family, like you are able to work

uh=
136 Patient: I’m retired, so I just kind of casually work part-time.
137 Nurse: Yes. Uh, so it’s not affecting that much in your family.
138 Patient: No.
139 Nurse: Okay. Um. Uh, so what is uh, do you have any past uh, history

other than the bronchitis?
140 Patient: No, I’ve never had surgery, or, or I don’t think I have any medi-

cal, medical
history=

141 Nurse: Nothing. Do you have any allergies, uh for any medicine or uh,
medication or uh, for any, any allergic? You are not, uh=

142 Patient: No, nothing.
143 Nurse: Any family history of, uh, any family history of asthma, bronchi-

tis, anything?
144 Patient: Uh, no, nothing like that.
145 Nurse: No family history.
146 Patient: No family history, no.

The emergent common ground in this extract is developing around the nature of
the patient’s cough. Both the nurse and the patient have a shared sense around
their understanding of the notion of cough and its potential causes, from com-
mon, everyday experience. However, both the nurse and the patient have partic-
ularized knowledge about cough. Without being asked, for example, the patient
brings up the fact that he is a smoker (turn 80), presumably because he felt
the point was relevant to the nurse’s questions on the nature and causes of his
cough. The nurse may have particularized knowledge about the effects of differ-
ent types of puffer, which might have caused her to ask for the specific name. In
Kecskes’ framework, emergent common ground develops as interlocutors com-
municate their understanding about the core idea (in this extract, cough).
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To Kecskes, emergent common ground is “assumptive in that it is contin-
gent on the actual situation, which reflects a synchronic change between com-
mon grounds in different circumstances” (2014: 163; emphasis in original).
While the patient and nurse have common ground in their understanding of
cough, within this shared understanding will also be experiential variation. The
nurse’s comments indicate her experience with different types of cough (coughs
with or without sputum; mild or severe coughs), while the patient’s experience in
technical classification of cough severity is likely more limited. There is no “per-
fect match” in shared understanding between any two interlocutors, and “shared
sense is achieved only after their joint effort to construct it” (2014: 163).

Kecskes’ describes the relationship between core common ground and
emergent common ground as dialectical in nature. Together, core and emer-
gent common grounds work “as a dynamically changing background on which
the interplay of intention and attention occurs and communication takes place”
(Kecskes 2014: 164). Intention and attention are said to impact common ground
in three ways: the activation of prior shared mental information; information
seeking; and the introduction of private knowledge to the interaction (Kecskes &
Zhang 2009). The nurse in this extract begins with a question which activates
prior shared mental information: May I ask you a few more questions related to
[your] cough? Within this question, she activates the shared part of the two inter-
locutors’ experience: the knowledge that the patient has a cough for which he
has been admitted to hospital. The shared information includes common sense
(the basic understanding of what constitutes a cough); cultural sense (a shared
social expectation of nurse-patient interactions); and a formal sense (their use of
a common language). The question is presumptive, in that the nurse begins the
utterance with an underlying assumption (likely unconsciously), that the patient
shares these aspects of common ground, and that communication will therefore
be possible.

Common ground is also constructed through information seeking, when in-
formation known to both interlocutors is not yet salient in the conversation.
After her initial question regarding the patient’s cough, the nurse asks: Okay,
when did you start it (turn 67)? The patient replies in a way that brings salience:
The cough, it started about a week ago. Perhaps the nurse’s use of the pronoun
it introduced to the patient the possibility that something other than the cough
would be the topic of questioning, like the use of medication, or the use of a
puffer. The patient deduced that among potential alternatives, the most likely
subject for questioning would be his cough, and so utilizes pronoun copying
(The cough, it . . .), a grammatical feature less typical of Inner Circle English
speakers (Kachru 1985) such as the patient, in order to bring salience.
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The sharing of private knowledge also assists in creating common ground.
Unsolicited, the patient shares details of his smoking habit: I’m a smoker, so
I’ve tried to quit before but I just can’t quit, so I smoke every day (turn 80). The
admission of this private knowledge is provided by the patient in an attempt to
offer relevant knowledge to the conversation’s perceived intention: identifying
the nature of cough.

Kecskes sees the negotiation of common ground, realized through the above
three processes, and interacted through the interplay of bringing relevance to in-
tention and salience to attention, as central to the socio-cognitive framework of
communication. It should be noted that in extending the SCA to communication
between speakers from different cultures, Kecskes rejects what he deems a “prob-
lem approach”, where interlocutors are “multiply handicapped” through the addi-
tion of cultural difference to the process of negotiating common ground (2014: 166).
Rather, interactants are “normal communicators” who have the same challenges in
constructing common ground, albeit different ones from those of speakers in intra-
cultural interactions.

In drawing upon a socio-cognitive approach to consider physician-patient in-
teractions, Bigi and Rossi (2020) suggest that core common ground may present
the greatest potential for misunderstanding. In particular, the authors assert that
it is the subcategories of cultural sense and formal sense which hold out special
challenges for multilingual interactions (and therefore, by extension, ELF ones):
cultural sense referring to prevalent knowledge of norms, beliefs, practices, etc.;
and formal sense pertaining to the relative understanding of the language system
in use in the interlocutors’ exchange. The authors highlight the importance of
emergent common ground in making up for the communicative gaps in cultural
and formal senses. Whereas in a monolingual exchange, speakers are able to rely
to a significant degree on the shared implicit meaning of core common ground,
lingua franca interactions draw proportionately more upon the explicit under-
standing of an utterance generated by emergent common ground.

in monolingual settings, where at least the language used is shared, the parties’ attention
should be brought to the implicit part of meaning, which is likely to be taken for granted,
albeit not being shared. In multilingual settings, instead, the first difficulty to solve is re-
lated to the explicit meaning, which is encoded in a language that is not shared (or not
perfectly known) by all the participants. Through a clarification of the explicit meanings
it will be possible to access also the implicit ones. (Bigi & Rossi 2020: 29)

Even monolingual medical encounters do possess an element of “cross-cultural”
communication, a point made in the medical literature. For example, in describ-
ing patient-centered medical practice, Stewart et al (2014) describe a process
where “the clinician actively seeks to enter into the patient’s world to understand
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both the perceptions of health (its meaning to the patient and his or her aspira-
tions or life goals) and the unique experience of illness . . . ” (2014: 7; emphasis
ours). This “cultural gap” between clinicians and patients, interpreted through
the lens of a sociocognitive approach, can be understood as an attempt by the
physician to draw initially upon the egocentric processes of salience, the most
familiar lexical usage: a “myocardial infarction” is used instead of a “heart attack”,
or a “thrombus” is substituted for the more familiar “blood clot”. Another ex-
ample of this process of salience in medical communication is evident in the
previous extract, where the nurse makes use of a specialized medical use of
the word provocative.

76 Patient: Yes, once it started I came here and they gave me some medical
treatment and it seems to be getting a little bit better.

77 Nurse: Okay. So, is there any provocative part related to that uh like uh if
you are taking less the the cough is subsided or if you are doing some ac-
tivities, is it increasing? Do you feel a lot like that?

78 Patient: Yes, I have (0.5) Excuse me ((PATIENT COUGHS))

The use of the phrase provocative part, perhaps an unusual lexical choice for
everyday speech, may have been informed by PQRST, a mnemonic common for
patient assessment in nursing, where the P indicates Provocation or Palliation –
a line of questioning surrounding the causes of the condition (Ferrell & Paice
2019). The nurse appears to recognize almost immediately that she is making
use of a specialized medical term which may be unfamiliar to the patient, and
attempts a paraphrase.

2.4.1 Medical consultation as an activity type

Medical consultations, whether taking the form of physician-patient, nurse-
patient, pharmacist-patient, chiropractor-patient or other similar clinician-
patient discussions, illustrate interactions which Levinson (1992) described as
activity types. We assert that viewing MELF interactions through the lens of ac-
tivity type provides an especially useful means of understanding the role which
settings play in the inferential strategies of negotiated meaning.

Levinson defined activity type as “a fuzzy category whose focal members
are goal-defined, socially constituted, bounded events with constraints on par-
ticipants, setting, and so on, but above all on the kind of allowable contribu-
tions” (1992: 69; emphasis in original). These interactions could range from a
“totally pre-packaged activity” to “a largely unscripted event” (thus the use of
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the term “fuzzy”), but the key focus is on the ways in which the particular
“structural properties of an activity constrain . . . the verbal contributions that
can be made toward it” (1992: 71). Examples of activity types provided by Levin-
son include a job interview, a basketball game, a university lecture, and a court
case: in each of these, the attributes of the particular activity type constrain
and oblige the nature of the language employed by participants, whether by
elaborate prescriptions for turn-taking (a court case), or to very limited and re-
stricted use (a basketball game). As with all activity types, in each of these ex-
amples “there are constraints on what will count as allowable contributions to
them” (1992: 72).

Of particular interest for MELF interactions is that of inference. According
to Levinson, “to each and every clearly demarcated activity there is a corre-
sponding set of inferential schemata” (1992: 72; emphasis in original). Levinson
illustrates this with a dialogue between a customer and a shop assistant: by
pointing at a head of lettuce while saying, “That’s a nice one”, the customer
had in fact directed the shop assistant to wrap the lettuce and begin the pay-
ment process. The customer’s utterance had the result or “force” it did because
of being governed by the inferential expectations of a particular activity type:
customer-shopkeeper interactions when shopping in stores.

NE-SIM3B
Nurse assessing a patient admitted for stroke.
122 Nurse (L1 Malayalam): I am not able to check for the right side, uh, so. Anyway. Uh,

can you just, uh, sleep for me? I will check your your lower extremities. . .

Comment: Nurse asks the patient to “sleep” for her. Patient apparently understood this to mean,
“lie down” in order to proceed with the examination, and complied. (Researcher field notes)

Clinician-patient consultations, as an activity type, similarly inform, shape and
constrain the language employed throughout the interaction. A doctor, begin-
ning a consultation by asking “How are you today?” activates inferential sche-
mata in the patient, who will very likely interpret this question differently than
if asked by a friend in a casual encounter (Bigi & Rossi, 2020). Similarly, in our
data, a nurse begins a hospital bedside assessment with a patient as follows:

RE-SIM8
10 Nurse (L1 Malayalam): Let me wash my hands and close the curtains. So

to protect the privacy, I’m closing the curtains.

68 Chapter 2 Tools for analysis: Framing MELF

 EBSCOhost - printed on 2/9/2023 7:27 PM via . All use subject to https://www.ebsco.com/terms-of-use



This utterance is framed by a particular activity type, a nurse-patient interaction in
a hospital. The patient will interpret the nurse’s words and accompanying actions
(hand-washing, drawing curtains) through prior experience and societal-cultural
knowledge, and will therefore expect certain types of language and behaviours
from the nurse in this setting. The nurse will in turn expect certain responses and
behaviours from the patient, also informed by prior experience and socio-cultural
knowledge of this activity type. The notion of “activity-specific rules of inference”
(Levinson 1992: 97) helps to explain how language is constrained by the activity in
which it occurs, and researchers have considered medical interaction from this
perspective (Bowles 2006; Lehtinen 2007).

From either patient or clinician perspective, the activity type is influenced
strongly by the institutional setting in which it takes place (cf. Drew & Heritage
1992a), a point we consider especially germane to the study of MELF. As “goal-
defined, socially constituted, bounded events with constraints on participants”
(Levinson 1992: 69) clinician-patient interactions follow certain discernible,
predictable patterns (Roter & Hall 2006). These patterns, and their accompa-
nying constraints, can in part be understood by attention to the institutional
contexts in which they occur.

Medical schools thus become the guardians of the values basic to the effective practice of
medicine. It is within this broad institutional setting that the medical schools find their place.
It is their function to transmit the culture of medicine and to advance that culture. It is their
task to shape the novice into the effective practitioner of medicine, to give him the best avail-
able knowledge and skills, and to provide him with a professional identity so that he comes to
think, act, and feel like a physician (Merton 1957: 7).

Institutional talk is distinguished from normal conversation in at least three
broad ways: its particular orientation (toward institutional goals and func-
tion); restrictions on the kinds of contributions each party can make toward
the discussion; and the distinctive type of inferences utilized (Drew and Heritage
1992a: 25). Researchers have noted that institutional talk is often characterized
by a number of defining features, including distinctive lexical choices (for example,
the use of we, as if speaking on behalf of the institution, rather than I), and distinct
structures for participants’ turn-taking (e.g., question-and-answer exchanges, rather
than conversational approaches, tend to dominate physician-patient interactions);
and overall task – as opposed to relational – orientation. Zimmerman’s (1992) anal-
ysis of 9-1-1 emergency calls for example, shows how every aspect of the call is
managed toward the fastest completion possible. Pilnick (2001) identifies a recur-
ring structure in pharmacist-client interactions, and shows how pharmacists
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attempt to impose an advisory role in their encounters with patients, and how
patients may resist this advice-giving role.

The clinician-patient medical encounter, as a type of institutional talk, con-
sists of highly ritualized interactions (Helman 1984). In fact, pre-service medical
training directly instructs its future clinicians in the use of various formulaic
means of conducting doctor-patient interviews, a feature Ainsworth-Vaugh calls
“discourse planning” (2005: 455). Medical encounters typically include distinct
sequential phases, often even guided by written questionnaires (Shuy 1983); re-
stricted turn-taking; and a lack of parity, in that the physician holds unequal
rights to ask and answer questions and to both start and terminate the encoun-
ter (Ainsworth‐Vaughn 2005). As a genre, while elements of conversation do
take place in medical encounters (typically at the beginning), studies across
cultures have shown the doctor-patient visit to be more like an interview, con-
sisting largely of the healthcare professional asking questions, and the patient
responding. Goffman’s (1974; 1981) notion of frame, describing the means by
which the self is presented and constituted within social interaction, is informa-
tive in understanding medical encounters: the healthcare professional, as part of
the institution, is “framed” as doctor, nurse or pharmacist, with accompanying
institutional and social expectations.

In brief, these various external factors – the nature of institutional talk; the
interview genre; the medical consultation as activity type; the institutional
framing of the participants – serve as powerful forces impacting processes of
language regulation, and offer the distinct possibility of norm stabilization,
countering strictly emergent-focused conceptualizations of ELF.

2.5 Social network theory and MELF

At the risk of overkill, we propose in passing another theoretical framework
which serves as particularly useful for the contextual study of MELF: social net-
work theory in language change and variation (Milroy 2004). We have elsewhere
claimed that migrant destinations are particularly useful for the study of MELF
(Tweedie & Johnson 2019), in that the intensified language contact brought
about in such environments increases the likelihood of (sustained) MELF en-
counters. However, because there are evident parallels between communities of
practice and social network theory (Meyerhoff 2004), and because the relevance
of social network theory may relate primarily to a particular contextual analysis
of MELF, its treatment here will be of a brief nature.

Networks are developed as people attempt to create solutions for everyday
problems (Mitchell 1986), and in social network theory, these relationships
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constitute varying degrees of strengths, are composed of various kinds, and are of
utility for understanding language change and variation. Milroy (2004: 55), as a
point of analytical reference, uses the term “ego” to describe the “anchor” of the
network, and the relative ties of ego to others is conceived of in degree of den-
sity and multiplexity, which serve to impact language use. To the degree that
the ego’s ties are strong (e.g., frequent, recurring, complex) and dense (ego’s ties
are networked with one another), the social network is empowered to foster lin-
guistic norms. As those ties are loosened or restructured, as is often the case in
migrant destinations, new norms stand a greater chance of being adopted. To Il-
lustrate, we return to the example of Andreea, cited earlier in this chapter. In
learning English as a secondary school subject in Romania, (perceived) Inner Cir-
cle norms, as mediated through “correct” answers to classroom and examination
questions, served as powerful regulators in her understanding and practice of En-
glish language use. In her professional and personal life as a migrant worker
in a GCC country, colleagues such as Joyce and Melati, with whom she both
works and shares accommodation, illustrate the strong and dense ties of the
social network impinging upon her language use, as they accommodate to one
another’s speech. The Nepali grocer, with whom Andreea chats briefly on sev-
eral occasions a week, is an example of a relatively weaker and less dense tie,
but which still impacts how she communicates in English.

On the one hand, the linguistic environment of the GCC would seem to loosen
restrictions on Andreea’s English language use, particularly when compared to
her childhood experiences, and provide new opportunities for linguistic innova-
tion and creativity. On the other hand, some features of her present environment
may add further constraints. Her interactions with colleagues are “framed” (Goff-
man 1974) within the representation of her, and their, professional self. Andreea’s
discussions with patients take place within the structure of an activity type (Levin-
son, 1992), that of nurse-patient assessment, and its attendant expectations. For-
mal, institutionally-mandated safety protocols for pre-surgery communication
with patients constrain her English use in that context. To be sure, emergent
communication, with negotiated meaning, and accompanying opportunities for
linguistic innovation, also occur within these constraining contexts. But we cau-
tion against understanding all ELF communication as strictly emergent in nature;
doing so ignores the considerable regulatory forces at work in MELF settings.
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2.6 Conclusion

This chapter has suggested several theoretical frameworks of utility for the
study of MELF. The notion of community of practice has proven to be useful for
understanding ELF in general, and we have made the case that it is particularly
relevant to examining MELF, especially given that medical research literature
itself identifies the healthcare profession as inherently oriented to the concept
of CoP. However, as useful as Wenger and Lave’s framework is for MELF, this
chapter asserts that a predominant feature of medical communication, the cli-
nician-patient encounter, is served well by examination through the lens of a
sociocognitive approach. MELF interactions lack the shared implicit meaning in
core common ground, and therefore likely depend more on the emergent common
ground in the search for meaning. The SCA framework helps us understand how
in the multilingual milieu of MELF, both the cultural sense and formal sense of
core common ground challenge understanding, and how emergent communica-
tion is used in substitution. The medical encounter as an activity type illustrates
the strength of impact upon institutional pressures to regulate norms of MELF
communication, perhaps more than any other ELF context. We also submit social
network theory as a helpful option for studying MELF. Given its extensive use by
researchers studying questions related to migration, and medical migration in
particular, social network theory may be especially appropriate for MELF, a lin-
guistic phenomenon readily apparent in the intensified language contact of mi-
grant destinations.
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Chapter 3
The researchers, the research, and the research
setting

Chapter key points:
– The exceptionally diverse linguistic context of the Arabian Peninsula in general, and the

State of Qatar in particular, provide a unique window for examining MELF.
– The researchers’ process of conceptualizing MELF is not confined to a single research

event, but has been an emergent, non-linear and ongoing process, continuing to arise out
of sustained, intentional and multi-faceted in situ engagement.

– The researchers employ a multi-framework perspective, and accompanying methodological
pluralism, in the service of understanding MELF.

– While acknowledging the limitations inherent in simulation, there are several compelling
reasons for medical simulation data as a valid means of understanding MELF communication.

3.1 Introduction

As teacher-researchers, we did not set out to investigate (medical) English as a
lingua franca as such, and as such consider ourselves outsiders to this particular
academic space and field of study (De Four-Babb, Pegg & Beck 2015). Both of
our doctoral research studies, carried out in the early 2000s, were in areas of
study only indirectly connected to ELF, and neither of us recall consulting ELF
literature to any significant degree in the writing of our dissertations. I (Gregory)
focused on Colloquial Singapore English and how “native-speakerist” attitudes
(Holliday 2005) toward this local language variety influenced its classroom use.
My understanding of Singapore English drew heavily upon a World Englishes
paradigm at that time, and I was largely unaware of the potential ELF might
have played in informing my research. I (Robert) conducted an in situ, argument-
and evidence-based test validation for a standardized English language test used
to make high stakes placement and admissions decisions at a higher education
institution in an English as a Foreign Language context. Models investigating
test score interpretation (e.g., Kane 1992) and test utility and impact (e.g., Bach-
man 2005) were foundational sources, but nothing which overlapped the realm
of ELF. Both of us expatriate language teachers, we had worked in various con-
texts where English served as a lingua franca: alongside a single dominant
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language (e.g., China; Mexico); in multilingual environments where English was
an important (but not the only) lingua franca (e.g., Malaysia); in bilingual con-
texts where English served primarily as a vehicle for intercultural communica-
tion (e.g., Marshall Islands). Perhaps because of the specialized foci of our
respective graduate research, English as a lingua franca for international com-
munication seemed more like a fact of life where we lived and worked, rather
than a phenomenon to be researched and conceptualized.

Nor did we have particular expertise or experience in English for medical
purposes. Our work as language teachers had found us in a series of interna-
tional employment contexts where over the years we were tasked with provid-
ing English language instruction for a wide range of professional purposes: to
scientists; to diplomats; to government civil servants; to army officers; to the-
sis-writing graduate students; to engineers; to subject-area school teachers; to
self-described “non-native speaking” teachers of English; to university students
on short-term study abroad programs. Conspicuously absent from both of our
teaching resumes, however, was English for medical purposes.

It was when our paths crossed in the Arabian Peninsula, both of us as lan-
guage teachers preparing nursing students for work in local healthcare contexts,
that we began to ever-so-slowly grasp the unique role medical English played in
communication across the multicultural and multilingual environment of the
Gulf Cooperation Council. The assumption of our learners in this context, by and
large, was that a “standard”, “correct” English (preferably British or American),
would be taught to them. Our lived experiences in multilingual contexts out-
side of our home countries, encountering numerous varieties of Englishes, had
long since caused us to discard notions of a single, standard normative English
to be imitated and taught everywhere (if we had ever held that notion). Through
our work alongside nurse-educators, practicing nurses and nursing students,
and in interprofessional medical education, all set within the “linguistic super-
diversity” (Nebel 2017) of the State of Qatar, we very slowly began to conceptual-
ize our understanding of MELF. The section that follows describes the research
context in which this conceptualization began to take shape.

Education and research are central to Qatar’s plans to transform itself into a nation with a
modern knowledge-based economy with a sustainable future for its citizens, aligning with the
human development pillar of Qatar’s National Vision 2030.

Qatar’s goal is to develop a world-class educational system on a par with the highest interna-
tional standards, which equips citizens with the knowledge, skills and capabilities to take on
the world’s challenges. (Government of Qatar 2020: paras 1–2).
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3.2 Research context

3.2.1 Lingua francas in the State of Qatar

The Arabian Peninsula3 State of Qatar, represents a sort of prototype of the “so-
ciolinguistics of globalization”, where features of global circumstances are
enacted in local contexts (Blommaert 2010). Situated geographically along one
of the world’s oldest trade routes, the history of Qatar is akin to that of its Gulf
neighbours: one of intersecting languages, cultures and peoples (Carter 2005).
Wilson’s classic description of a “medley of races and racial blends” (1928: 8)
remains accurate to this day. Qatar’s positioning in the strategic waters of the
Gulf facilitated Indian Ocean links to centres of commerce in neighbouring Gulf
states, in Persia, in Africa, in China, and on the Indian subcontinent for millen-
nia; the subsequent exchange of goods and labour helped make her a conflu-
ence of ethnic, linguistic and cultural influences from the earliest times. This
coalescent nature, present from the earliest settlement, has not abated in Qatar,
and continues to expand at present.

While both bemoaned by its leaders and recognized as an economic neces-
sity (Janardhan 2009), expatriate labour is at the heart of the economic devel-
opment of nations in the Gulf Cooperation Council (GCC), and the State of Qatar
is no exception: as much as 95% of Qatar’s population is composed of foreign
labour (Ibnouf, Dou & Knight 2014). A 2013 report listed workers from India ac-
counting for 31% of the population, 23% from Nepal, 11% from the Philippines,
10% from neighbouring Arab countries, and 9% from Bangladesh (Barnawi
2018). This modern mix, along with historic African and Persian expatriate popu-
lations (Fromherz 2017), help facilitate a remarkable linguistic diversity.

In many fields of study, let alone applied linguistics, finding Qatar-specific
research literature presents a challenge. Typically, Qatar is “lumped together”
(Hillman & Ocampo Eibenschutz 2018: 229) with other Gulf states, perhaps be-
cause Qatar-specific research, while emerging rapidly, is still not as prevalent
as that of its regional neighbours. In many respects, however, Qatar’s present and
historical circumstances differ from other Gulf states (Fromherz 2017). Pearl har-
vesting and export was central to Qatar’s ancient settlement, with likely influences

3 We acknowledge the politically contentious naming of the body of water separating Iran
and the Arabian Peninsula. Unless otherwise specified, we use the general term “the Gulf” to
refer to the nations of the Gulf Cooperation Council (GCC): Bahrain, Kuwait, Oman, Qatar,
Saudi Arabia and the United Arab Emirates (International Relations and Security Network
2009).
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from the Dilmun commercial empire in nearby Bahrain, and it was the interna-
tional demand for pearls and the accompanying mercantilism which fostered a
global capitalist orientation in the Gulf, well before the discovery of hydrocarbons
(Carter 2005). This mercantilist economy employed various lingua francas, and in
the 18th century, before the British Empire established various protectorate agree-
ments with Gulf states, important languages for interethnic communication in
Qatar included Arabic, Hindi, Urdu and Swahili. Unlike other colonial experi-
ments of the British Empire, Qatar’s experience with their British protectors
was much more indirect, and the English language was largely limited to loan-
words (Hillman and Ocampo Eibenschutz, 2018).

The rise of English as a lingua franca was facilitated by the discovery and
development of hydrocarbons. Beginning in 1940 with the discovery of oil and
then the North Field natural gas discovery in 1971 (Sorkhabi 2010), Qatar’s
rapid economic development through hydrocarbons has required an influx of
technical and professional expertise, and with that, the increased use of En-
glish (Boyle 2014; Karmani 2005). At present, English functions as a lingua
franca among Qatar’s educated workforce, particularly in fields such as health-
care, engineering and education. However, as with other Gulf states, the rapid
economic expansion undergirded by petro-dollars has required a large work-
force of semi-skilled or unskilled manual labour, particularly from South Asia
(Holes 2011), in employment sectors like construction, and heightened in infra-
structure preparation for the 2022 FIFA World Cup (Barnawi 2018). Since foreign
labour is typically a sensitive topic in the Gulf (Willoughby 2006), quantifying
exact numbers of these workers is a challenge; however, semi- or unskilled
manual labour make up a significant portion of the population (Theodoropou-
lou 2015). For this segment of the workforce, Gulf Pidgin Arabic, an umbrella
term for a number of Asian Migrant Arabic Pidgins (Bizri 2014) has emerged as
a contact language (Avram 2018). Comprised of elements of Arabic foreigner
talk register, Gulf Arabic dialects, Urdu, and English (Holes 2011; Bizri 2014;
Avram 2018; Dashti 2015), and widely referred to as “broken Arabic” by Arabic
native speakers, this emerging contact language nevertheless serves as an im-
portant lingua franca in Qatar and across the Gulf.

Whether a particular “Gulf English” is emerging as a new variety of English
is up for debate. From a World Englishes paradigm, evidence has been put for-
ward of a linguistic nativization process underway in the region (e.g., Fussell
2011; Mahboob & Elyas 2014). Use of South Asian4 English lexical expressions

4 Following Mann (2014), we take South Asia to include Bangladesh, Bhutan, India (including
its union territories), Maldives, Nepal, Pakistan and Sri Lanka.
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in Qatar by users across L1s, such as same same (Hillman and Ocampo Eiben-
schutz, 2018) and good name (Tweedie & Johnson 2018a) have been observed.
Domain use and awareness also hints at a nativization process: Hillman and
Ocampo Eibenschutz describe a domain awareness by Qatari students who de-
lineate between a “university English” and the “simple English” or “broken En-
glish” used with family and friends (2018: 235–236). Other researchers such as
Boyle (2014) see rather a process of koinéization at work (where a new language
variety emerges from the mixing of varieties; see Siegel 2001), in dialect level-
ling (the process by which regional dialects become less distinct; see Crystal
2009) and simplification.

At the pharmacy, I (L1 English) asked the pharmacist for pantozol, one of many proton-pump
inhibitors often prescribed to treat gastritis or acid-reflux. The pharmacist (L1 Arabic), looked
at me, then my hands, and then asked, “Do you have a prescription?” Surprised, I tried to
explain that I’d bought it at this pharmacy, before, and other pharmacies as well, and had
never needed a prescription. Her eyebrow arched, she started, “Certainly not” but then
stopped and asked me the name of the drug again. I said it once more, but with more consci-
entious enunciation this time, and she laughed. “I thought you said ‘prednisone,’ a steroid.” –
Author’s experience in a GCC pharmacy

A focus on Arabic and English alone, however, obscures the “linguistic super-
diversity” (Nebel 2017) present in Qatar. Nebel draws upon Blommaert’s (2013)
notion of linguistic landscapes to describe the “sociolinguistics of mobile re-
sources” (Blommaert, 2010: 1) evident in globalized cities such as Qatar’s capi-
tal. Nebel correctly identifies the dynamic of “post-migrants” and “second
generation immigrants”, “master navigators of their polycentric, transnational,
and translingual world” (2017: 31–32; cf. Canagarajah 2012), who make up a
growing segment of Qatar’s population. She provides an example to illustrate
the blurred lines between traditional categories like L1 and L2: “one of my stu-
dents grew up speaking French with his mother, a regional dialect of Arabic with
his father and siblings, Modern Standard Arabic at grammar school, and both
French and English in high school” (2017: 33). A student of ours was born in
Qatar, to Pakistani parents who had resided in the State for more than 20 years.5

She grew up speaking predominantly Urdu and English at home, attended Arabic-
medium primary and secondary schools, and over her school career had received

5 Until recently, non-Qataris were unable to apply for permanent residency. See: “Qatar to ap-
prove permanent residency for some expats”. (2017, August 3). Al Jazeera English. Retrieved
from https://www.aljazeera.com/news/2017/08/qatar-approve-permanent-residency-expats
-170803095052801.html/.
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extensive private tuition in English, whether by attending after-school/weekend
classes, or from a tutor engaged by her family. Like many of her friends, she has
watched Turkish television extensively from childhood, and has made it her goal
to develop proficiency in that language. Such translingual complexities doubtless
impact upon ELF practices in Qatar, and subsequently those of MELF as she enters
the nursing profession in future.

Stranger in my own land, I see that people don’t understand my words. Their garments do not
cover their flaws and their glances follow me like a plague. I speak to them in Arabic and they
respond in a foreign tongue; English. They laugh all around me and say: uneducated, but am I
not in an Arab country? To where should I turn? To the West which sees me as backwards? Or
to the people who see me as a rebel? To whom, to where, my country? – Mimi, a Qatari blogger
(as cited in Alkhatib 2017: 44)

Apart from the influx of expatriates, the linguistic landscape of Qatar is made ad-
ditionally complex by a “zigzagging” K-12 medium-of-instruction policy enacted
for locals (Barnawi 2018: 97). From the opening of the first school in 1948 until
the 1990s, Qatar education was taught through the medium of Arabic, with
schools “aimed at promoting social values and Islamic traditions as well as pre-
serving local heritage among its citizens” (Barnawi 2018: 97). Major school reform
initiatives post-2000 have emphasized English as a medium for scientific and
technical subjects, but actual classroom use has been described as limited largely
to the “3 Ts: texts, tests and terminology” (Kane 2014: 96). Continual reports of
poor performance led to structural changes to education in the second decade
of this century, including a shift back toward Arabic-medium instruction. As a
consequence of this zigzagging medium of instruction policy, some students
receiving their education during this period felt inadequately prepared for
postsecondary in both Arabic and English (Hillman & Ocampo Eibenschutz
2018). Conflicting policy shifts between Arabic- and English-medium are simi-
larly reflected at Qatar University, where Arabic is seen as an important means of
preserving local identity, while the role of English in the international academy
and marketplace is affirmed (Ellili-Cherif & Alkhateeb 2015).

It is in the growing number of private K-12 schools that the linguistic super-
diversity of Qatar is arguably most evident. Schools for children of expatriate
workers are known as “community” schools, and medium-of-instruction at these
schools include Arabic, Filipino, Urdu, Farsi, Turkish, French, Japanese and
German; typically English is taught in these schools as a subject. A number of
schools aimed at the children of expatriate Indians prepare students for India’s
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national examinations, and various English-medium “international” schools
follow American or British curriculum.

Qatar, along with other Gulf nations, lies at the epicentre of a large-scale exper-
iment with international branch campuses (IBCs), a relatively recent phenomenon
where foreign institutions operate campuses in another country, under that coun-
try’s regulatory system, while maintaining varying degrees of self-governance, and
often with the aim of global brand export (Kosmützky 2018). Qatar has emerged as
a leading destination not just for IBCs, but its Education City project represents an
example of the “educational hub” approach, where hosting governments provide
favourable conditions (economic incentives, infrastructure, centralized support
services) for IBCs (Knight 2014). Education City at present hosts 8 universities
from the USA, UK and France, each with its own area of specialization, with En-
glish as the medium of instruction across all campuses, and all housed under the
umbrella of Hamad Bin Khalifa University (Kosmützky 2018). Despite the linguis-
tic diversity of its student body, observers of Education City have noted a preva-
lence of monolingual assumptions and practices (e.g., Kane 2014).

Callers to the State of Qatar’s telephone system for scheduling medical appointments, Nes-
ma’ak, are greeted first in Arabic, and then in English. In both languages, they are provided
with the option of continuing in one of four languages. “For service in Arabic, please press
one. For service in English, Urdu, or Malayalam, please press 2.”

Among the forces exerting pressure for monolingual practices among Qatar’s lin-
guistic diversity is that of a policy of Arabization (Hillman & Ocampo Eibenschutz
2018). An emphasis on increased literacy in Arabic (though usually unstated, pre-
sumably Modern Standard Arabic is implied) features regularly in political dis-
course as a means to counter potential identity loss in an English-dominant
environment. Whether decried in speeches from political leadership, bemoaned
in newspaper editorials, or reflected in zigzagging medium-of-instruction policy,
a perceived decline in Arabic use is perceived as an existential threat to identity.
In fact, foreign postsecondary institutions, along with medium-of-instruction pol-
icy, represent concerns over a larger reshape of culture, language and identity in
the GCC states (Vora 2015), and may impact subtle and not-so-subtle decisions
on institutional funding (Hillman & Ocampo Eibenschutz 2018).
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3.2.2 Research context: Institutional setting

The studies were conducted at a Canadian university’s transnational campus in
Qatar. The only programs offered at the institution are Bachelor of Nursing (BN)
and Master of Nursing. All instruction and assessment is conducted in English.
With the exception of Nursing instructor participants (described later), all partic-
ipants in the studies were BN students. There are two streams in the BN program
at the institution, Bachelor of Nursing Regular Track (BNRT) and Post-diploma
Bachelor of Nursing (PDBN). BNRT students have no previous nursing degree or
diploma and complete a full, four-year Nursing program. PDBN students come to
the school already possessing at least a two-year diploma in Nursing, and bring
with them (in some cases quite extensive) professional nursing experience. In
this track, students complete two years of further education in order to attain a
full, four-year bachelor’s degree. In both streams, students complete both the-
ory (i.e., knowledge-based) courses and clinical (i.e., practice-based, health-
care context) courses. Many courses in both streams also involve practice and
assessment in the university’s clinical simulation center, where they complete
both individual- and group-based healthcare “role-play” scenarios, both as a
means of learning and practice, and as a means of assessment. The students at
the university, while predominantly Arabic speakers from the Arabian gulf re-
gion, are diverse culturally and linguistically, with some 39 nationalities and
multiple self-identified “strongest languages”.

At the time any of the research described in this book was completed, all
instructors at the university were required to be Canadian citizens or permanent
residents. The Nursing instructors who participated were registered nurses in
Canada; all held Masters degrees in Nursing.

3.3 Tracing MELF: An emerging understanding

To narrow our emerging conceptualization of MELF to one particular study,
with a clearly marked beginning and end point, would be to oversimplify. In
fact, Davis’ (1995: 445) description of “prolonged engagement and persistent
observation” to establish credibility in applied linguistics research aptly char-
acterizes our multi-year, multi-faceted involvement with our learners in our
role as ESP instructors; with language teaching colleagues; with nursing faculty;
with various components of the healthcare system (both healthcare providers
and patients) in operation around us; and with ELF users in the Gulf at large.
Therefore, when we describe a “methodology”, or a “study”, the reader should
understand this to be much broader than individual research inquiries carried
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out at a particular point in time (though it includes that), but a non-linear, im-
mersive, emergent, evolving process of conceptualization. This next section at-
tempts to contextualize some of the important milestones in the process.

Lying in a hospital bed, I was starting to feel the effects of the sedative the nurse (L1 Tamil)
had administered in preparation for a procedure. He then checked and reported in English my
blood pressure to the physician (L1 Arabic). I thought I heard “150 over 70” and became imme-
diately concerned. I thought, “My blood pressure is never high and now it’s 150. . . after a
sedative?” but all I got out was a slightly slurred, “150?” The physician looked at me, then the
nurse, and asked, “One five zero or one one five?” and the nurse responded “One one five. It’s
good.” – Author’s experience in a hospital in a Gulf Cooperation Council nation.

3.3.1 Intelligibility in MELF

An observation of ELF interprofessional collaboration in an outpatient clinic,
soon after our arrival in the region, was foundational in sparking our interest in
this line of inquiry: “an Indian pharmacist deciphered the instructions of a Fili-
pino doctor to a Qatari patient mediated through a Sri Lankan nurse” (Tweedie &
Johnson 2018b: 69). Our original interest was thus formed around a purely practi-
cal question: with multiple L1s in most medical interactions in the multilingual mi-
lieu of the Gulf, was the message in English getting through?

Figure 3.1: Lenses for viewing MELF.
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We therefore focused on the notion of intelligibility to frame our first inquiry6

(see Tweedie and Johnson, 2018a). Our research at this stage was largely from the
standpoint of our role as English for Specific Purposes teachers-as-researchers
(see Hyland 2019); we wanted to improve our classroom teaching in order to pre-
pare our learners for effective nursing practice in the linguistically diverse envi-
ronment we were observing around us. We had not conceptualized MELF as a
separate sub-discipline, and in fact were at this point largely unacquainted with
the theoretical literature underpinning ELF. As language teachers, we were dis-
tressed by the dearth of instructional materials available to us suited specifically
for the kinds of multilingual ELF environment our learners would work in; the
teaching materials to which we had access typically portrayed ENL contexts, with
speaking and listening dialogues often centred around non-native speaker – na-
tive speaker (NNS-NS) interactions. Further, aural instructional materials seemed
to us static and one-way: they did not reflect listening skills observed in ELF inter-
actions occurring daily all around us, such as repeating, clarifying, restating, and
summarizing, ones which we increasingly recognized as critical to accurate com-
munication for medical contexts.

We drew heavily upon the “Smith paradigm” (a designation by Kachru 2008)
to conceptualize the interactions we saw in our English for Specific Purposes
classes. Smith (1992) and Smith and Nelson (1985) identified three components of
intelligibility to describe on a continuum the increasing complexity of language
use: intelligibility, comprehensibility, and interpretability. In this framework, in-
telligibility represents our most basic understanding of language, and refers pri-
marily to the way language sounds. A solitary individual in a coffee shop may
overhear a conversation at the next table, and recognize that Chinese is being
spoken. The listener may not understand Chinese, perhaps comprehending only
a few isolated words in the conversation, but will recognize the sounds and
rhythms as being of the Chinese language. Or, a listener encountering someone
with a markedly different accent will note, consciously or unconsciously, the dif-
ferent sounds being used for words. Hearers expect languages to sound certain
ways; when they do not, they induce reactions of some type: perhaps interest,
maybe mild and temporary confusion, perhaps amusement, a quite neutral notic-
ing, or even off-putting, to give a few possible examples.

Smith defines comprehensibility in terms of word recognition. If offered
tea at a friend’s house, a listener conceives of a particular thing (not coffee, a

6 The content of this section summarizes and elaborates upon our original study (M. Gregory
Tweedie & Robert C. Johnson 2018a; M. Gregory Tweedie & Robert C. Johnson 2018b).
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hot drink served in a cup, etc.), though numerous additional conceptions may
be known to the listener (a leafy plant, Masala chai, herbal tea, etc.). The par-
ticular context of the speech event helps the listener qualify the range of mean-
ings for the word (Nelson 2011).7

Interpretability is the third and highest level of complexity in this framework,
and refers to the intended underlying meaning: “recognition by the hearer/
reader of the intent of purpose of an utterance, i.e., the perlocutionary effect the
speaker/writer is aiming at” (Kachru & Smith 2008: 63). Interpreting an utterance
for intelligibility necessarily requires both linguistic and extralinguistic clues
such as background knowledge, attention to the setting and to body language,
cultural awareness, and so on. Nelson (2011: 26) provides an example: “When I
was being taught my manners, my primary caregivers made it clear to me that
‘When somebody says ‘Would you like to stay for supper?’ it’s time for you to go
home”. It is entirely possible that a listener would clearly comprehend the word
supper as a meal taken later in the day (comprehensibility), but miss the cultural
context in the example, where apparently an invitation to dinner is actually in-
tended as a hint that the visit is coming to an end (interpretability). Similarly, a
friend recounted to us how, as a learner of Chinese as a foreign language, her
beginning vocabulary permitted comprehensibility of all the words in the ques-
tion “Have you eaten yet?”, and her elementary knowledge of grammar recog-
nized the utterance as a question form. However, she had not been taught how
this question functions in Chinese, as in several Asian languages, as a friendly
greeting and conversation starter, usually without expectation of a factual an-
swer, somewhat akin to “How are you?” in English (Sun 2004). Until the cultural
context was explained to her, she interpreted the continual questions about her
eating habits not as friendly conversation starters, but as unwanted personal
intrusions.

With this tripartite understanding of intelligibility to frame our inquiry, and
after receiving approval to conduct the study from the institutional research ethics
authorities, we invited volunteers from students in a nursing degree program to
roleplay a healthcare scenario (see Scenario 3.1) while being audio-recorded. Sce-
narios are used widely in healthcare education, to develop and assess clinical
skills in students without the attendant risks were the training to be carried out
with actual patients (Wales & Skillen 1997; Campbell & Daley 2018). We developed
the scenario in consultation with a senior nursing instructor: our aim was to
create a scenario with fidelity to actual clinical contexts. The scenario utilized

7 We refer the reader in this regard to our discussion of activity types (Levinson 1992) in
Chapter 2.
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a dialogic exchange roleplay (Carter & Dickieson 2010) surrounding an end-of-
shift nursing handover, an everyday process whereby patient information and
nursing duties and responsibilities are transferred from one nurse to another
(Kim, Hur & Kim 2018). Effective nursing handovers require strong communi-
cation skills and an ability to accurately understand patient information (Ander-
son et al. 2015), and are recognized as an important element in patient safety
(Till, Sall & Wilkinson 2014).

Two students volunteered for the study: both were postdiploma practicing
nurses who would have regularly performed nursing handovers in actual clinical
settings. In terms of English language proficiency, both students had met or ex-
ceeded the institutional admission cut scores at the time (Foundation entrance:
IELTS Band 4.0/TOEFL iBT 40; degree entrance: IELTS 6.0 /TOEFL iBT 80) for
study at this English-medium institution. Nurse A (female) described her “stron-
gest language” as Tamil, and Nurse B (female) as Arabic. As is often the case in
multilingual interactions in Qatar’s hospitals, English was the only communica-
tive option for these two nurses to interact. Linguistic features of their discussion
included lack of do support in question forms (e.g., No any interferon?; This refer
the file?), and accent features of the interlocutors’ particular English varieties
(e.g., He’s also stating that he’s feeling funny, feeling /hə.ləʊs/ around the lights;
He has /wɒm.ɪtɪd/ twice today).

Scenario 3.1: Dialogic exchange handover scenario

Nurse A:
Shift Change: You are giving shift report to the ongoing staff.

Mr. Saddi is an 84 year old male with congestive heart failure, who has developed pulmonary
edema and has also acquired C-difficile in hospital and has become dehydrated. Medications in-
clude furosemide (Lasix) 20 mg PO qd, digoxin 125 mg PO qd, potassium chloride (K-Dur) 20 mEq
PO qd. He has vomited twice today, and you are not sure he kept his pills down. He is also stating
that he “feels funny and I’m seeing halos around the lights – I wonder if I am going crazy”.

You report on the following:
– admitting diagnoses
– report vital signs (BP 180/82, P 92 R 26)
– urinary output hourly over the last eight hours
– auscultation: diminished air entry with inspiratory crackles throughout (review what this

could be)
– cough is wet and non-productive
– tachycardic
– pulse irregular
– recent lab values show potassium level increasing
– disorientation
– patient opening eyes in response to touch
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Nurse B:
Shift Change: You are the incoming nurse during shift change.

Listen to the outgoing nurse and the information they give you about a patient.

You are a participant in the conversation, so feel free to ask questions or do anything else you
might want until you are comfortable you have the information necessary.

Three senior nursing instructors volunteered to participate in the study, by lis-
tening to the recorded roleplay. All three held advanced nursing degrees, indi-
cated Canadian English (Walker 2015) as their “strongest language”, and were
experienced communicators in the multilingual, ELF clinical and educational
research context. The instructors were asked to listen to the recording, and in a
semi-structured interview with the researcher following immediately after, ex-
plore areas of communication in the recorded scenario which might impact
upon quality healthcare and patient safety, either positively or negatively, were
this nursing handover to occur in an actual clinical setting.

As all three instructors were experienced nurse practitioners, and accus-
tomed to giving direct instruction to nursing students on clinical skills, we
began the listening/interview session with an explanation of the study’s pur-
pose, explicitly highlighting our aim of identifying language-based elements
impacting quality care. For example, one nursing instructor was concerned that
the patient’s rising potassium levels were not adequately discussed during the
handover. This omission, in her view as a senior nursing instructor, was an error
in clinical practice communication that would impinge upon patient safety, but
not a language-based communication error per se, and therefore was outside
of the scope of our study.

Bachelor of Nursing students at the same institution were then invited to par-
ticipate in the study by listening to the audio-recorded handover roleplay and re-
sponding to questions gauging both actual and perceived comprehension of the
content. The comprehension questions were developed by consulting with a se-
nior nursing instructor: we wanted to highlight content for listening assessment
that reflected matters of patient safety and quality delivery of healthcare – ones
that would be critical for accurate understanding in an actual clinical handover.
The comprehension items (Questions 1–6) were sequenced to align with their
appearance in the discussion (Rost 2002), and to include processing of both
explicitly stated and, where important to safe and effective patient care, im-
plied meaning (Buck 2001). Questions 7–10 focused on participants’ perceived
comprehension of the discussion: misalignment between interlocutors’ appraisal
of interactional success has been shown to be a barrier to effective healthcare
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communication (Tongue, Epps & Forese 2005). Listening comprehension ques-
tions are included in the Appendix.

14 Bachelor of Nursing students participated in this phase of the research.
They were asked to specify their “strongest language”: five indicated Arabic;
three Tagalog; two Farsi; two Malayalam; and two participants indicated Yor-
uba and Indonesian, respectively. While we had hoped to gather a mix of gen-
ders as participants, all those who responded to the invitation to participate
indicated their gender as female, indicative of the reality that a significant ma-
jority of the institution’s student body are female. All of the participants had
completed the required nursing assessment course, which covers skills needed
in order to construct a health history and assessment.

While the findings and their implications will be considered more fully in sub-
sequent chapters, overall, concerns over patient safety due to language-related
communication errors were not unfounded. In the view of the three nursing in-
structors, matters of miscommunication related to language in the roleplay sce-
nario would have negatively impacted patient care were it to have taken place in
an actual nursing handover. With regard to the nursing students who listened to
the recorded scenario, perceived intelligibility generally matched what the listen-
ers had actually understood. However, where mismatches in perceived intelligibil-
ity did occur, they were in instances where patient safety could be threatened. For
example, consider the discussion regarding blood sugar levels in the roleplay sce-
nario (also described in Chapter 1). The two nurses in the scenario were able to
alleviate misunderstanding by clarification.

Nurse B (L1 Arabic) Why you . . . take the blood sugar? The blood sugar,

it’s high?

Nurse A (L1 Tamil) Blood sugar, not take.

Nurse B You not take blood sugar?

Nurse A No. Not diabetic, not diabetes.

Of the 14 nursing students listening to the scenario, 13 indicated that they had
understood at least 70% of the exchange, and all 14 described as their under-
standing of the patient’s condition and symptoms (50% said they understood
“easily”). Yet, when asked about the patient’s blood sugar level (which in fact
had not been taken), three listeners described his level as “normal”, one as
“within normal” and one “good”. The conclusions from this initial study fed
back, in numerous ways, into our work as language instructors preparing stu-
dents for admission to their nursing degree. The findings formed a part of the
impetus for the development of a frequency-based nursing corpora for more tar-
geted vocabulary instruction at the institution (Shimoda, Toriida & Kay 2016),
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for example. During the recorded scenario, a lack of precise expression in de-
scribing the patient’s condition was flagged by the nursing instructors, who
noted both Nurse A’s use of the words funny and crazy as attempts to describe
potentially threatening conditions, and Nurse B’s failure to press for clarifica-
tion on what these terms meant. The patient’s high potassium levels, coupled
with what may have been growing disorientation, called for much more precise
description to ensure appropriate care post-handover.

However, the findings also brought to the forefront a reality we had ob-
served previously: a clear disconnect between language instruction and the
nursing content instruction it is ostensibly intended for.

Challenges in making connections between language and disciplinary con-
tent are not unusual in English for Specific Purposes contexts (e.g., Luo & Gar-
ner 2017), and may encompass assumptions of discipline incompetence by
learners, isolation from other language teachers, lesser status than disciplinary
specialists in the hierarchy of the academy, and lower priority in scheduling
(Robinson 1991). Hyland (2014: 146) outlines the particular challenges of forg-
ing collaborative partnerships between disciplinary specialists and language
instructors, noting “a range of attitudes from enthusiastic cooperation to cold
indifference”. The extreme version of this partnership portrays language spe-
cialists as butlers, serving at the disciplinary specialists’ bidding (Raimes 1992).
Even when collaborative partnerships between the two are successful, learners
may struggle to reconcile the disparate discourses utilized by language and dis-
ciplinary specialists (Barron 2003). None of these challenges were outside our
experiences as language teachers in the research context, but our research find-
ing regarding patient safety made more pressing our efforts to more thoroughly
integrate language support and nursing content. We thus turned our attention
to the simulation laboratory.

CO-SIM4
20 Doctor (L1 English): Okay. I’m here to see the patient.
21 Nurse B (L1s Arabic / Malayalam): Excuse me doctor, uh, this patient is uh, contact

isolation so we have to wear the PPE [Personal Protective Equipment]. Uh, we have
to wear the PPE?

22 Doctor: No, don’t have to wear that.
23 Nurse B: Um, doctor it’s the policy=
24 Doctor: I’ve washed my hands, I always wash my hands. Touch those, how many

people have touched? Nope.
25 Nurse: No, doctor.
26 Doctor: No, that spreads germs, more, germs than I would after I sanitized my hands.
27 Nurse: No doctor. You have to wear, the policy=
28 Doctor: You’re telling me, that I have to?
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29 Nurse: Yes, doctor, because it is the policy and the patient, it’s just for the patient
safety and at the same time I think it is better for you also, so that we will go outside
and no one will, it will not co, uh, contaminate the other area (also). So I feel it will be
better like, you will uh, wear the PPE before entering the patient so that we can see,
we can prevent the cross-contamination, doctor.

30 Doctor: I have a lot of patients to see, today, I, no need for that because how many
people have, got germs on it. It makes no difference after the clothes that I put on
clean today. I need to go in, I need to see the patient.

3.3.2 MELF in simulation training

The desire for more integration between English for Specific Purposes (ESP) in-
struction and the nursing courses it was intended to support led us toward
a second research study in our role as language instructor-researchers. Our in-
tended field of investigation this time was the nursing simulation laboratory.
Nursing curricula utilizes simulation training, drawn upon real-world health-
care scenarios, to develop nursing skills (Gliva-McConvey, Nicholas & Clark
2020). In “high-fidelity” simulation laboratories, through technology and the
use of simulated patients, nurse trainees are exposed to conditions, medical
equipment and scenarios which closely imitate an actual clinical environment
(Reilly & Spratt 2007). At its best, high-fidelity simulation offers trainee nurses
“the cues necessary to suspend belief during dynamic, immersive hands-on
scenarios” (Yaeger et al. 2004: 328). Simulation training therefore seemed the
ideal environment to provide the kinds of speaking and listening instruction re-
quired for the multilingual ELF interactions our students would encounter in
future. However, ESP instruction was restricted almost exclusively to “founda-
tion”, pre-degree language preparation courses, with little direct connection to
the simulation curricula or instructors. Fortunately, when we reached out to
the nursing simulation lab specialists, we found a similar desire for integration
of English listening and speaking instruction with simulation lab content in
order to better prepare students for a multilingual nursing environment, and a
fruitful collaborative research partnership was formed.

For this analysis of MELF interactions in the simulation lab, we attempted to
draw upon several theoretical frameworks. Initially, we attempted to interpret
the simulations largely within the notion of communities of practice (Lave &
Wenger 1991; Wenger 1998). Trainee nurses in simulations, after all, are being
socialized as they learned into a culture of healthcare practice (Mann 2011), ab-
sorbing, explicitly and implicitly, “ways of doing things, ways of talking, beliefs,
values, power relations – in short practices” (Eckert & McConnell-Ginet 1992:
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464). We were also cognizant that researchers had found considerable utility for
a CoP framework to understand the work of physicians (e.g., Cruess, Cruess &
Steinert, 2018), nurses (e.g., Gullick et al, 2016), and other healthcare professions
(e.g., ElShaer et al, 2016), and that the framework had gained substantial cur-
rency within ELF research (e.g., Ehrenreich, 2018; Kalocsai, 2014). However,
as alluded to in Chapter 2, as the process of data analysis unfolded, we be-
came increasingly aware that the relatively broad notion of a community of
practice, while of utility for framing the overall range of encounters observed
in nursing simulations, did not provide us with the “zoom lens” of particular
subsets of interactions. We found the need to account for language use and
meaning-making processes in the simulations from both macro- and micro-
conceptualization, and so searched for a theoretical undergirding to account for
individual situational factors trainees brought to the interaction (such as first lan-
guage, or prior healthcare experiences), as well as broader social ones (like insti-
tutional and professional requirements, or sociolinguistic factors shaped by the
context of a migrant destination).

A striking feature from the outset of data analysis was the relatively uniform
sociolinguistic behaviour of nurses during simulations, despite not having had
explicit coaching or modelling beforehand. Patient assessment scenarios during
simulations, for example, proceeded along predictable lines: clearly defined turn-
taking, nurse-directed question and answer exchanges, with the nurse choosing
when to open and close the discussion, and in what direction it would take. We
began to understand these seemingly formulaic exchanges as “activity types”
(Levinson 1992: 69): “goal-defined, socially constituted events with constraints on
participants” (p. 69). We found that the field of conversation analysis was replete
with examples drawn from healthcare communication. Institutional talk (Drew &
Heritage, 1992) as is prevalent in healthcare communication, serves to orient dis-
cussion toward institutional objectives, and place restrictions on contributions
and inferences interlocutors can make. The literature indicates that physicians
are explicitly trained in the “discourse planning” of the doctor-patient interview
during medical education (Ainsworth‐Vaughn 2005: 55). The nurses during simu-
lation, seemed to instinctively orient toward characteristics of institutional talk
and its asymmetrical conversation features, without being explicitly directed
to do so in the simulation pre-briefs. The healthcare professional-to-patient
interview event is universally experienced, and nurses seemed to glide rela-
tively smoothly, and early on, into the societally-prescribed role. The observed
influence of the nurse-patient interview as societal activity type, a feature of
professional socialization, alerted us to the role such constraints might play
in understanding MELF communication. While we acknowledged the emer-
gent nature of much ELF communication, where ELF users innovate and
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repurpose the English language for particular communicative circumstances,
with our understanding of activity type came a growing recognition of some
of the linguistic constraints that accompany medical ELF, and which serve to
press upon it unique regulatory forces.

This theme was further developed as we considered a sociocognitive ap-
proach (SCA) in which to analyze the simulation lab data, an approach broadly
introduced in Chapter 2. Critical to SCA is a Dynamic Model of Meaning (DMM;
Kecskes, 2003, 2008), whereby speakers in an interaction are understood to draw
both upon a prior context and the present situational context. A participant in
the nursing simulation lab might draw upon salience first as s/he attempts to
gain and assert meaning in a conversation: the private, inner, previously learned,
and readily available knowledge individuals bring to the simulation scenario.
This might include, among much other salient information, the societal prescrip-
tions for a healthcare professional-patient interview. When this largely egocentric
background information is confronted with a differing set of inner salient as-
sumptions expressed through another simulation participant, the present situa-
tional context further activates the inner knowledge frames of both interlocutors,
as meaning-making processes are enacted.

Simulation participants bring a degree of core common ground to the inter-
action (Kecskes, 2014; Kecskes & Zhang, 2009). The SCA framework divides
core common ground into constituent parts, which includes interactants’ gen-
eral knowledge of the world (common sense), their knowledge about cultural
roles and expectations (culture sense), and their understanding of language
systems (formal sense). In an ELF nursing simulation, participants’ culture
sense might encompass elements such as societal norms for the patient interview
(experienced both as patient and healthcare professional); behavioural expecta-
tions for undergraduate students (experienced in the present institution and in
prior learning experiences); norms of relating within and across gender (experi-
enced previously in the learners’ country of origin and perhaps differently now
in the Gulf); and the desired framing of participants’ professional selves within a
nursing community of practice (experienced both as neophytes and as devel-
oping healthcare professionals). In terms of the formal sense as articulated by
Kecskes and Zhang, nurse simulation participants bring (in unequal distribu-
tion relative to one another) knowledge of their first language(s); knowledge
about the forms and systems of English as taught and experienced in their coun-
try of origin; knowledge about usage particular to “Gulf English”; knowledge of
specialized medical and nursing lexis, including mandated communication
protocols; and the relative density of ego ties in the social network (Milroy
2004). With the exception of course of first language knowledge, all of these
formal senses are brought to the simulation interaction by each participant in
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unequal amounts, being as they are “rooted in the cultural, social and per-
sonal context of each individual” (Bigi & Rossi 2020: 24–25).

Emergent common ground in an SCA framework encompasses a shared
sense (personalized knowledge both communicators share) and a current sense
(the emergent understanding drawn from the interaction). As discussed else-
where in this volume, medical interactions between healthcare professionals
and patients often exemplify emergent common ground: while both patient
and nurse share an understanding of the word cough, a nurse may classify a
cough further as wet or dry, paroxysmal, croup; or identify a cough in grades
like into mild, severe, persistent or debilitating; or label the cough by its effects,
such as vomiting, sleeplessness or incontinence. Shared sense in a conversation
between a healthcare professional and a patient, as with any two interlocutors,
is accomplished through mutual construction. Of course, joint construction im-
plies contributions from both conversants, and shared understanding may not
always be achieved. However helpful from a treatment standpoint it may be to
identify a cough in precise terms, healthcare researchers have noted how exces-
sive biomedical talk and medical jargon may serve as hindrances to successful
physician-patient communication (Deuster et al. 2008; Kain et al. 2009).

In doctor-patient interactions, communication can be interpreted as a component of care. The
quality of communicative interactions is indeed considered one of the factors impacting on
patient understanding and adherence (or compliance) and, therefore, indirectly also on the
achievement of clinical outcomes (Bigi & Rossi 2020: 13).

In interactions between healthcare professionals and patients in MELF contexts,
it may be that core common ground presents the greatest challenge for mutual
construction of understanding. Communicators across differing first languages
may rely disproportionately on emergent common ground to compensate for
misunderstandings in the cultural sense of core common ground (knowledge of
beliefs, norms, practices), or its formal sense (knowledge of the language system).
Bigi and Rossi contrast medical interactions in monolingual settings, where in a
shared first language, “the parties’ attention should be brought to the implicit part
of meaning, which is likely to be taken for granted”, with multilingual ones, where
“the first difficulty to solve is related to the explicit meaning, which is encoded in
a language that is not shared (or not perfectly known) by all the participants”
(2020: 29). Clarification processes to access explicit meaning can therefore ingress
implicit meaning. Even so, healthcare researchers have noted the element of cross-
linguistic challenges of medical communication in ENL settings, with monolin-
gual physicians characterized as “bilinguals”: the specialized speech of medicine
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portrayed as a sort of second language (Ong et al. 1995: 910). Adding further com-
plexity to the task of achieving core common ground is the distinction be-
tween the “textbook language” of medical terms, and what Hull (2013; 2016)
calls medical language. Hull distinguishes between medical language and medi-
cal terminology: the latter encompasses specialized technical terms, while the
former “consists of words, phrases, jargon, acronyms, abbreviations, terms and
expressions that are used less formally to communicate about a patient’s status,
to confer with peers, and to be sure that meaning is understood during interac-
tions with patients” (Hull 2013: IX).

As this core common ground was being constructed by our participants,
we were particularly interested in areas of potential or actual misunderstand-
ings, given the importance of precise, accurate and time-sensitive communi-
cation that is required in healthcare. Bremer (1996) distinguishes between
non-understandings and misunderstandings among interlocutors, with the
delineating feature being the hearer’s recognition. In a non-understanding,
the hearer recognizes “that s/he cannot make sense of (part of) an utterance”
(1996: 40), and may seek clarification from the speaker, or let it pass (Firth 1996)
in anticipation that the meaning will become apparent later. In instances of mis-
understanding, the hearer “achieves an interpretation which makes sense to her
or him – but it wasn’t the one the speaker meant” (Bremer 1996: 40). Instances of
non-understanding may be relatively easier to identify, in that the listener signals
non-understanding in some way, either by asking for clarification, a pause (Kaur
2009a), or other means. In the definition of Roberts et al (2005), drawn from data
recorded in patients’ consultations with general practitioner physicians in Lon-
don, misunderstandings “occur whenever there is insufficient understanding for
both parties to continue, or where there is the illusion of understanding which is
only revealed later on, or where there are unresolved ambiguities” (2005: 468).
Roberts and colleagues include in this definition “social discrepancies where prob-
lems of sustaining social interaction lead to uncomfortable, disruptive or confus-
ing moments” (2005: 468; cf. Schegloff 1987). For further clarity in identifying
non-signalled misunderstandings, researchers such as Deterding (2013) involved
participants in a post-conversation discussion; in our case, we had the benefit of a
written scenario which framed the simulation’s backdrop, providing us with the
“actual” patient condition.

The reality that perceived understanding and actual understanding represent
two different things is well documented in healthcare research. Though physi-
cians explain, what patients actually understand of the explanation is often over-
estimated: in treatment decisions (Berger, Boss & Beach 2017); in acute coronary
events (Chen & McCormick 2015); and in the treatment plans to be carried out
after patients have been discharged (Calkins et al. 1997). Assessment of recall on
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information given to patients has been shown to be as low as 50 percent (Schil-
linger et al. 2003). The typical yes/no question forms that characterize medical
interviews are problematic as a demonstration of actual understanding: patients
may be embarrassed to admit they do not understand (Heritage 2010), and low
health literacy is a significant barrier to comprehension (Knighton, Brunisholz &
Savitz 2017).

The discrepancy between perceived and actual understanding in healthcare
interactions extends beyond physician-patient discussions. In our first study
(Tweedie and Johnson, 2018a; 2018b), nursing student listeners were asked to
describe to what extent they felt they had understood a recorded healthcare
scenario, which involved detailed medical information on an elderly patient
with pulmonary edema. 13 of 14 listeners felt they had understood 70% or more
of the discussion, with half indicating they comprehended the patient’s condi-
tions and symptoms “easily”. Despite listeners’ self-perceived apprehension,
significant differences were observed between information conveyed in the sce-
nario and what listeners indicated they heard, including details of critical im-
port for safe patient care. A nurse who is aware that she doesn’t understand
can ask for more information; a nurse who acts on information that “she
doesn’t understand she doesn’t understand” may threaten patient safety.

Hull (2016) envisions scenarios of word-level misunderstandings in a Euro-
pean healthcare context, among caregivers and patients of Hungarian, Spanish
and English L1s. Misunderstanding due to phonemic imprecision among health-
care providers in describing feces (excrement) and facies (the expression of the
face) is entirely plausible. Similarly, in a Spanish-dominant context, an L1 En-
glish patient using the word commode (a chair-like toilet) may be heard by the
Spanish L1 nurse as comóda (comfortable). In both of these examples, misunder-
standings are likely to be repaired quickly, and apart from some chuckles as the
story is recounted to colleagues, of little consequence. More serious though
would be a misunderstanding of the English medical term Valsalva (a manoeuvre
used to arrest supraventricular tachycardia) and the Hungarian word válságos
(critical). In all three examples, Hull asks readers to “Imagine these same terms
spoken hurriedly during a crisis” (2016: 162).

In a study of medication errors by pharmacists and nurses, Bohand et al
(2009) note the dispensing challenges associated with drugs of similar names,
such as CORVASAL® 2 mg (molsidomine) and COVERSYL® 2 mg (perindopril).
The study in which this example is mentioned does not consider language bar-
riers as a factor in mistaking CORVASAL and COVERSYL, so it is not difficult to
imagine a heightened chance of phonemically-induced misunderstandings for
these two drugs in an ELF healthcare environment.
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Along with the micro-perspectives evident in activity types and an SCA
framework, it also became apparent to us that analysis of the interactions
would be incomplete without attention to the broader “sociolinguistics of mo-
bile resources” (Blommaert 2010: 1) characteristic of a globalized locale such as
Qatar. In the “linguistic superdiversity” of Qatar (Nebel 2017) and its GCC neigh-
bours, at a confluence of national, migrant, post-migrant, second generation
immigrant, and historical immigrant populations, the conditions are set for un-
precedented language contact and change. Gulf Pidgin Arabic and an emerging
Gulf English serve as important lingua francas across the region, but as noted
earlier, a focus on Arabic and English masks the increasingly fuzzy lines be-
tween L1 and L2, as post-migrants and second (or third) generation immigrants
hybridize their linguistic resources (Nebel 2017). In such an environment, with
the intensification of language contact, the application of social network theory
to language use (Milroy 2004) offers a helpful frame for analysis. Where an in-
dividual’s contact with others in a social network are multiple, frequent, recur-
ring and intertwined within the same network, linguistic norms are likely to be
entrenched, upheld and reinforced. Deviation from such norms is likely to re-
ceive disapproval and social sanction in some form, from mild disapproving
glances to moral disapprobation. In a migrant destination however, where so-
cial networks are abruptly unfastened, then subsequently reshaped and restruc-
tured, linguistic norms are ripe for disruption. Accommodation to differing
accents, dialect simplification and new vocabulary are adopted and applied at
an escalated rate, as means of social sanction toward linguistic non-compliance
are no longer in play. Domain awareness and adaptation become paramount
for communicative success in such an environment, and even individuals who
derive a considerable sense of identity from use of a particular dialect are chal-
lenged to restyle their speech to make a transaction at a bank, describe a desti-
nation in a taxi, ask for assistance in a supermarket, or navigate the hospital
admission process.

Among the 138 nurses participating in the simulation exercises that formed
our data were: second generation immigrants and “post-migrants” (Nebel 2017:
31–32), young adults with blurred boundaries between their L1s and subsequent
languages; diploma-prepared nurses from South Asia who had already spent sev-
eral years working in Gulf clinics; native speakers of Egyptian Arabic; Qatari na-
tionals; and English speakers from Australia, Canada, the UK and other “Inner
Circle” English-using countries (Kachru 1985), among others. We recognized in
this collection of dialects, languages and cultures, brought together as a cohort
for study out of the linguistically superdiverse milieu of the Gulf, the possibility
to directly observe these language contact processes as brought on by the dy-
namics of loosened social network ties.
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These multiple frames of reference with which to consider our data – commu-
nities of practice, a socio-cultural approach and activity type; and social network
theory – juxtaposed with the positivist/post-positivist paradigms characteristic of
medical research literature – presented an additional challenge: how to simulta-
neously integrate observations from multiple perspectives? It is here that we drew
upon the notion of the bricolage, and its application to the discipline of nursing.
Patient centred care (PCC) is championed by the nursing profession (Lauver et al.
2002), as is the case with a larger shift within the healthcare profession in general
(Pelzang 2010). As a holistic perspective, PCC calls for a comprehensive under-
standing of all those aspects of patients’ lives which might impact upon health
and wellbeing. Such a standpoint on care requires a “postformal” approach in
which nurses are able to draw from a range of theoretical perspectives to inform
clinical practice (Warne & McAndrew 2009: 855). Warne and McAndrew therefore
advocate a multifaceted bricolage approach (cf. Kincheloe 2001), in which meth-
odological pluralism is employed to colligate a range of theoretical and disciplin-
ary perspectives, including the nurses’ own personal experience, with the aim of
new knowledge production. A bricolage perspective contrasts with monologi-
cal knowledge (Kincheloe 2005), said to be one-dimensional and narrow in its
approach, and thus arriving at limited conclusions. To Kincheloe, underlying
a bricolage approach to research is the epistemological and ontological posi-
tion that “the domains of the physical, the social, the cultural, the psychologi-
cal, and the educational consist of the interplay of a wide variety of entities”
(Kincheloe 2005: 327). The nurse-researcher/practitioner interested in PCC must
therefore consider data interpreted and integrated from multiple theoretical
perspectives, adding to these their own self-reflexivity and the lived experien-
ces of the patient. In navigating the interpretation of our data, we attempt to
learn from the point of view utilized by the bricoleur, to seek an understanding
of the interplay (Kincheloe 2005) among the many factors that shape MELF
communication.

3.4 Practical considerations for data collection:
Simulation research

Ethical considerations for the conduct of simulation lab research present addi-
tional challenges. Simulations in this institutional context are routinely video-
recorded for pedagogical purposes: nursing instructors often utilize the recorded
proceedings to provide feedback to learners on various aspects of their clinical
practice. In this sense, the data collected and analyzed for our research can be
considered secondary data, in that it was originally gathered for another purpose
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(Smith 2008). At the beginning of each term, nursing students are invited to sign
a consent form indicating they agree to simulation video recording for the pur-
poses of teaching and learning. As part of the research design approval from
both institutional research ethics review boards under whose jurisdictions this
study fell, we added to this initial consent form a separate line where students
could also indicate they agreed to permit researchers access to the video record-
ing for research purposes. Those who consented to researcher access were then
asked to indicate their “strongest language”. This dual consent introduced nu-
merous ethical complexities to the research. If a student did not provide consent
for the researchers to access the recording for research purposes, her or his utter-
ances would not be considered as data. In a scenario where a simulation in-
volved only two or three participants, one of whom withheld consent, that entire
data set would need to be discarded: there would no longer be any “communica-
tion” to analyze.

A second complexity was obtaining informed consent from simulated/stan-
dardized patients, members of the community who agree to support teaching
and learning by acting as patients in the simulation (Churchouse & McCafferty
2012). Logistical and administrative challenges often prevented the research
team from meeting the standardized patients until the day of the simulation,
and community members were understandably not always as familiar with the
research consent process as students. Obtaining their consent required a sepa-
rate form, accompanied by a more detailed oral explanation of the study’s aims
and purposes. As with student participation, we understood that withheld con-
sent from one standardized patient would likely exclude the entire simulation
from the data.

In consultation sessions with the institutional research office, course instruc-
tors, the simulation lab team, and potential student participants, it became
evident that audio recording was a preferable means of data collection, given
the unique challenges to participant confidentiality associated with video-
recorded data (Gibson 2008). The simulation capture software allowed audio
to be separated from video after recording, preserving the video for instruc-
tors’ pedagogical use while providing audio-only recordings for the research
team. Audio-only simulation sessions made easier the preservation of partici-
pant confidentiality and anonymity, and therefore encouraged participation
from students and standardized patients, while audio-only data did not per-
mit the analysis of non-verbal communication, posited to be an important ele-
ment for achieving understanding in MELF (Ting & Cogo in press), and in ELF
communication generally (Matsumoto 2018; Kaur 2018).

In all, 47 hours of simulation sessions were recorded, with an average re-
cording length of 18 minutes per simulation. Recordings were made using
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B-Line SimCapture software (B-Line Medical 2019), operated by the institution’s
simulation lab technician, who then prepared audio-only files for the research
team. A total of 104 nursing students consented to involvement in the study: 91
women and 13 men, a gender distribution consistent with overall institutional
enrolment patterns. 10 different languages were self-identified by participants
as their “strongest language”: Arabic; Bengali; English; Hindi; Kannada; Kon-
kani; Malayalam; Somali; Tagalog; and Tamil. Given the linguistic diversity of
Qatar, with the often blurred lines between L1 and L2 (Nebel 2017), and the lim-
itations associated with these traditional categorizations (García & Wei 2014),
we preferred to employ the term “strongest language” on the consent form.
Like Pitzl (2018: 8), we acknowledge the inherent imprecision in any language
labels, and affirm the unbounded and heterogenous nature of language(s);
however, we sought to utilize terms and categories readily understood and reg-
ularly accessed by participants.

3.4.1 Inside simulation scenarios

A typical simulation included pre-briefing instructions for students, in both
oral and written form, which involved a basic description of the healthcare sce-
nario to be roleplayed, and any specific directions as aligned with the learning
outcomes of the particular nursing course which the simulation supported. The
following examples are typical of the pre-brief instructions used in the simula-
tions which formed our data.

Pre-brief scenario instructions example A: Confidentiality and Coercion
Pre-brief for student8: You just finished reviewing the patient’s file and you
learn that your patient is an 82 year-old woman who is expected to be dis-
charged tomorrow morning at rounds. She was hospitalized on October 3 for
elective hip replacement, after which she developed a UTI [Urinary Tract Infec-
tion]. Since she has diabetes and chronic kidney disease, it took time for her to
recover and stabilize. She is a pleasant patient and is very cooperative with
nursing students. She is now in ultrasound but should be coming back soon.

8 The pre-brief instructions for this simulation noted its adaptation from National League for
Nursing. (2015).Managing incivility. http://cms.montgomerycollege.edu/nursingsims/ and Child,
Sepples, & Chambers (2007). Designing simulations for nursing education. In P.R. Jeffries (Ed.)
Simulation in nursing education: From conceptualization to evaluation (p 42–58). New York: Na-
tional League for Nursing.
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She had a mammogram a few days ago to investigate a fairly large lump found
in her right breast. This morning when you took her vital signs, she told you
she was scared she may have cancer and results in her file show that she may
have a malignant tumor but it is for biopsy at a later time (not during this hos-
pitalization). Your primary nurse asked you to go make the bed and tidy the
room while you wait for the patient. You notice that her daughter is in the
room, which is a good opportunity to learn more about your patient and family.

Pre-brief scenario instructions example B: Depression with Suicidality
Pre-brief for student: You are a nurse working in the female unit at [name]
Psychiatric Hospital. You will be interviewing a new patient, [patient name],
who was admitted due to suicidal ideation. She has a history of depression and
this is her first hospitalization. You and your nurse colleagues will be interview-
ing [patient name] to conduct a mental status assessment and engage in thera-
peutic communication.

In some cases, depending on the preference of the instructor and the partic-
ular nursing course being supported, specific learning objectives for the simula-
tion were included, such as the following.

Learning Objectives: The students will
– Identify cause of conflict.
– Stay present/engaged in the conversation and demonstrate ability to ad-

dress conflict calmly and professionally.
– Use the DESC tool to manage incivility.

DESC Communication Tool
D – Describe the behavior
E – Explain the effect of the behavior
S – State the desired outcome
C – Consequence: say what will happen if the behavior continues

– Some people prefer to memorize the key words that represent this model be-
cause it gives them a consistent structure to follow:
D –When . . .
E – I feel . . . because . . .
S – Therefore I want / need
C – So that . . .

An instructor-led debriefing session followed the simulation, where the stu-
dents explored their learning experience, and were provided feedback on their
performance. A question guide was often (though not always) included in the
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simulation description for the instructor to utilize during the debriefing, as ex-
emplified below.

Pre-brief scenario instructions example C: Grandson with Enuresis
(Appointment with Grandparents)
Debriefing questions:
1) How did you feel about this simulation?

e.g. nervous/anxious
Listen for strengths in the student’s answer – highlight these
e.g. “At which point in the assessment did you feel (insert their feeling)?”

2) What was the easiest moment for you during the interview?
Listen for strengths and highlight these
Key components of a family conversation might be highlighted here, both
verbal and non-verbal

3) What was the most difficult or challenging moment for you during the interview?
Listen for areas that you can add in feedback around their interaction,
assessment
What did they do well – one or two things you heard them say?
Offer ideas for development of these difficult/challenging moments.

4) Is there one question that you wish you would have asked in this interview?
What do you think would have been different if you had asked that question?
Hypothesize if there is time.

5) What is one thing you are going to take away (learn) from this simulated
interview?
How might you use this “take away” in clinical practice with families?
Commend the student for this work.

Standardized patients were also provided with pre-brief instructions, in both
oral and written form, which set the stage for the simulation. In keeping with
the learning objectives for the particular scenario and instructor preference,
pre-brief instructions for standardized patients varied in detail provided. Ex-
tracts from typical sets of pre-brief instructions are provided for illustration.

Pre-brief scenario instructions example D: Immunization Clinic

Setting: Outpatient Clinic; Vaccination Unit; Primary Health Care Centre

Standardized Patients: Salwa, with baby and sister
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Salwa: You do not smile and have limited to no facial expressions. You present as ex-
ceedingly tired. Your hair is unkempt but your clothes are clean and tidy. There are long
pauses before you answer a question. You give the impression that it takes all your energy
to speak. Your body posture is slumped & your eyes are cast downward most of the time.
You frequently sigh. Your most common statements are: “I’m just really tired”, “I have so
much to do these days”. You keep looking at your baby (Sari) rather than making eye
contact with the nurse. You let your sister answer for you. If asked whether your sister
should leave the room to give you space to talk, you say: “She can stay if she. She is my
support.” But you are open to coming back for another appointment alone.

Medical History: Overall the family has not had any serious health concerns, with the
exception of your husband’s (Adam’s) accidental death.

Family History: You have two younger siblings. Your two younger siblings live in Leba-
non and Kuwait. Before the accident, you used to have telephone contact with them
every couple of weeks although you have not talked with them for about 6 months. They
have tried to call you but you have not had the energy to talk with them. Your Mom and
Dad are both healthy. Adam’s mother has diabetes and his father has heart disease.

Social History: You and your husband used to visit with your families every Thursday
night. One week you went to Adam’s parents and the next week you went to your parents’
home. Now, you make excuses even though you know that the visit would be good for
the children. You also know that your parents might try to trick you and invite the family
friend over so that you could meet him. When Adam was alive, you were attending night
classes at [institution name] studying to be a nurse. Since his death, you have been un-
able to continue your studies so you have lost touch with many of your nursing student
friends. You do not work outside the home.

Other: You are a non-smoker, non-drinker. You do not take any medication but lately
you are thinking maybe you need some sleeping pills. You are not interested in getting
married again.

Pre-brief scenario instructions example E: MD Aggression to Students
Standardized Patient/Medical Confederates: Stroke patient, physician

Physician: You are the neurological team that is examining the patient. You
found out that the patient’s blood sugar is very high and you are worried it will
affect his healing process and put him at risk of second stroke. You are frustrated
by the nurse’s action and are not listening to what the nurse is saying. You keep
repeating how he is at risk of stroke and questioning the type of nurse he/she is.
You come across being rude and loud. You do not listen to the nurse as she/he
tries to explain their actions. Asking: what are you learning in nursing school, you
are not listening and cut the student off. If you feel the student is trying to com-
municate to you, you can tone down your anger and state you will communicate
with the medical doctor. Let the student talk and have the problem.
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3.4.2 Simulation data analysis

The recordings were transcribed using Rev transcription software (2020), with
the transcriptions subsequently checked for accuracy by the research team. Dur-
ing the first round of analysis, the research team labelled the data according to
two categories: instances of unimpeded communication (where there was no ap-
parent misunderstanding between interlocutors, and the discussion proceeded
unimpeded); and impeded communication (listeners halted the discussion for
clarification, repeated what s/he had heard, suggested more precise vocabulary
for the speaker, etc.). Instances such as the latter, where the listener recognizes
apprehension is not being achieved, are sometimes labelled non-understandings
in the literature (Cogo & Pitzl 2016). While more difficult to identify, the research
team had also intended to note instances of perceived intelligibility (the discus-
sion proceeded unimpeded) but with actual miscommunication (the content was
inaccurate). Cogo and Pitzl deem this a misunderstanding (contrasting with a
non-understanding), referring to instances where a comprehension problem
“surfaces retrospectively, by accident (if at all). It cannot be indicated or negoti-
ated immediately because no participant is aware of its existence when it hap-
pens” (2016: 340). We considered the transcripts for this misalignment between
perceived and actual intelligibility because of its prevalence in healthcare com-
munication (The Joint Commission 2016), and its potential risks for patient harm.
For example, a patient handover discussion may proceed unimpeded (the incom-
ing shift nurse thought she understood the outgoing shift nurse), but important
information was actually misunderstood. Identification of perceived but inaccu-
rate communication required input of nursing instructors to review the transcript
through the lens of their medical training. The simulations had a strong pedagog-
ical focus on soft skills (Ray & Overman 2014) such as communication, delega-
tion and collaboration (e.g., communicating with a demanding charge nurse). As
the bulk of medical errors result from miscommunication between caregivers
(Pfrimmer 2009), such soft skills are central to patient safety, so provided an ex-
cellent lens through which to view medical communication.

Reports that say that something hasn’t happened are always interesting to me, because as we
know, there are known knowns; there are things we know we know. We also know there are
known unknowns; that is to say we know there are some things we do not know. But there are
also unknown unknowns – the ones we don’t know we don’t know.

– Donald Rumsfeld, United States Secretary of Defense. 2002.
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A second round of analysis considered both categories from the standpoint of
communication features, and speaker/listener strategies to remove potential or
realized impediments. Some selected examples are provided in Table 3.1, below.

Observable in our second inquiry was the role that collaboration between
nurse interlocutors played in both unimpeded and impeded medical ELF inter-
actions. Researchers have previously noted such cooperative features among in
ELF interactants, including strategies such as prompting, paraphrasing, repeti-
tion, lexical suggestion and anticipation, explicitation, and clarification on the
part of both speakers and listener (Kirkpatrick 2010a; Mauranen 2006). The fol-
lowing extract from a simulation on immunization provides an example.

Nurse A (L1 Tamil) Like, as a woman, how, what do you believe about the man?

Nurse B (L1 Hindi) In your position.

Patient 2 (L1 Arabic) Do you mean like about the role of the man?

Nurse B (L1 Hindi) Yes.

Nurse A: (L1 Tamil) The man.

Patient 2: (L1 Arabic) Oh, okay.

In a simulated immunization clinic, Nurses A and B are interviewing a mother
(Patient 1) and her sister (Patient 2) regarding their level of familial or community
support for challenging circumstances in parenting. Nurse A is presumably at-
tempting to query Patient 2 on her views regarding male roles in parenting.
Nurse B anticipates that A’s question does not provide sufficient clarity, and of-
fers the phrase in your position, perhaps to specify “in your position as a mother
to children”. Nurse B’s addition provides enough information to prompt a clarifi-
cation question from Patient 2: Do you mean like about the role of the man? The
phrase role of the man, and specifically the word role, seems to provide adequate
clarity, and Nurse B confirms the clarification with yes, which prompts Oh, okay
from Patient 2 indicating comprehension.

As we interacted with our data in both of the first two rounds, we looked to
principles of conversational analysis (CA), specifically that of turn-taking (Sacks,
Schegloff & Jefferson 1974). In the words of Hutchby and Wooffitt, the aim of CA

is to discover how participants understand and respond to one another in their turns at
talk, with a central focus on how sequences of actions are generated. To put it another
way, the objective of CA is to uncover the often tacit reasoning procedures and sociolin-
guistic competencies underlying the production and interpretation of talk in organized
sequences. (2008: 12)

CA is generally understood to part company with other linguistic analysis in that
utterances are not considered in light of their linguistic features, but in terms of
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their “social accomplishment” (Hutchby & Wooffitt 2008: 12). CA has been previ-
ously utilized in ELF research (e.g., Firth 1996; Firth 2009; Kaur 2011), and we
drew upon such studies in attempting to understand the processes of how mean-
ing-making was achieved. Our approach to analysis of the secondary data re-
corded in the simulation training contrasted with our first investigation of
medical ELF. Perhaps because of our backgrounds, and our roles as teacher-
researchers, our instinct was to approach the first inquiry through a primarily
linguistic lens. In this first inquiry, we focused on linguistic features in the
speech of the nurses, noting phonemic and lexicogrammatical elements as we
considered intelligibility. While we did not exclude a consideration of such
elements in our conversational analysis, we deliberately focused our attention
on the social accomplishment (Hutchby and Wooffitt) of the interactions, and
considered linguistic elements in light of that aim.

Yet, we were determined not to limit ourselves to CA, in that we felt that to
focus solely on the turn-taking of our participants, without attention to the
larger sociolinguistic context, would provide an incomplete picture of the fac-
tors shaping MELF communication.

In a third round of analysis therefore, we opted to deliberately “step back”
from our data, and made another pass at our data from an intentionally less granu-
lar perspective. As noted previously, our conceptualization had – and continues to
be – emergent in nature, and we wondered after the second round of analysis
whether a more bird’s-eye view of the data would provide fresh perspectives. After
self-reflection, discussions with colleagues, and an expansion of the scope of our
literature, our revisitation of the data in this third round was done with an eye to
the larger sociocultural elements which might inform our research, a perspective
which was to later prove invaluable to the conceptualization process.

Around the same period of time, the nurse-researchers in our research partner-
ship were making us increasingly aware that interprofessional interactions are the
normal means of healthcare delivery in many contexts (Oelke, Thurston & Arthur
2013; Leape & Berwick 2005), and that while language barriers are widely researched
in medical communication, their effect in interprofessional healthcare delivery has
been largely overlooked (Hull 2016). This led us to plan for a third inquiry: a study
of ELF interaction among healthcare professionals from different disciplines.

3.5 MELF in interprofessional healthcare communication

As noted in a previous chapter, healthcare research literature on cross-cultural
communication has been largely oriented toward encounters with a linguistically
diverse set of patients, seemingly assuming a linguistically homogeneous group
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of healthcare professionals. Some of this orientation may be explained by the re-
search context in which many studies occur: settings where English is widely
spoken as a native language. Even so, this belies the reality of medical migration,
where, in OECD countries, foreign-born and foreign-trained healthcare professio-
nals account for significant percentages of the total medical workforce (OECD,
2019, 1.4). The observation therefore of Oelke et al (2013) is surprising: that cross-
linguistic and cross-cultural encounters among healthcare professionals are un-
derrepresented in the research literature, particularly so when interprofessional
care has long been acknowledged as a central feature of primary healthcare de-
livery (WHO 1988). As discussed, what studies do exist on language barriers in
interprofessional healthcare tend to consider international medical graduates
(e.g., Michalski et al. 2017).

It seemed then, that a perfect opportunity had arisen to examine MELF inter-
professional interactions when we encountered plans for an immunization Clinical
Professional Development (CPD) program to be held in a GCC country. A prior
needs assessment had uncovered knowledge gaps in the area of immunization safe
practices, identified across physicians, nurses and pharmacists in primary health
clinics. A three-day training program was planned by health authorities, and hosted
by a training institution with which the researchers have existing research part-
nerships. The plan called for CPD participants, after receiving instruction on vac-
cination best practices, to then work through real life case study simulations in
mixed interprofessional (ELF) groupings. These sessions would be audio-recorded
to subsequently inform teaching and learning about clinical best practices.

For us as researchers, this represented an opportunity to consider how social
dynamics of interprofessional healthcare delivery (e.g., power asymmetry; de-
marcated professional boundaries) were played out in the realm of ELF language
use. In particular, interprofessional healthcare interactions would provide a win-
dow into MELF communication outside of the constraints of the health assess-
ment activity type, and its structured turn-taking. We applied for, and received,
approval from the requisite research ethics boards to seek consent from partici-
pants to transcribe and analyze anonymized recordings of the CPD sessions, and
submitted a large-scale grant funding request to conduct the research. We looked
forward to the findings from this research making significant contributions to
this present volume in understanding MELF from the standpoint of interprofes-
sional healthcare interactions.

However, it was not to be. The bulk of the preparatory work to study interpro-
fessional MELF usage had taken place in late 2019, and early 2020, and by March
of 2020 it was clear that all health research, unless directly related to the SARS-
CoV-2 coronavirus, would – rightly – be postponed indefinitely. As we write this
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chapter in November 2020, a second wave of coronavirus infections is underway,
and so our research on interprofessional healthcare interactions remains on pause.

Translation and commentary (Alkhatib 2017: 61–62)
[This cartoon] portrays an Egyptian man (in the green shirt), addressing his

Qatari friend in the Emergency Room of a public hospital in Doha. The Egyptian
man says:
(1) Relax! Enough of explaining my problem to the doctor!
(2) The doctor does not know (Arabic) and we are 0 level in English.
(3) For the last hour we have been trying to explain to the (on duty) doctor that

I have (intestinal gases). No point . . . enough . . . put my (intestines) back
into my belly . . .

(4) I will take a Panadol tablet and I will be (fine)!
(5) However, the Qatari man keeps trying to imitate the sound of breaking

wind to the confused doctor.

. . . The Egyptian man is using words from both Egyptian and Qatari dialects.
Words such as ashou-ah (Arabic for “I will be fine”) bear relation to the Arabic of
the Gulf, while ma ta-abeshi nafesak (Arabic for “Relax, my friend”) is derived
from the Egyptian variation of the Arabic language. This suggests familiarity

Figure 3.2: Cartoon by Mohammed Abdelatif, Al Raya newspaper, 4 May, 2014.
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among Arabic speakers of the Arabic dialects, and the ability of the speakers to
switch between them . . .

All the attempts by the Egyptian man to calm his Qatari friend down are
met by the latter’s sustained attempt to make himself understood by the doctor.
The Qatari man’s endeavors end with the extreme action of taking out his
friend’s intestines. The Qatari man’s extreme action of taking out his friend’s
intestines could possibly resemble the pressure of acquiring the English lan-
guage in the Qatari society. The pressure to acquire English has resulted in Qa-
taris taking extreme actions, including recruiting well-paid personal English
tutors, enrolling in expensive language courses, recruiting English-speaking
nannies, and even sending children to English-speaking countries for a period
of time, to acquire the language.

3.6 Limitations in simulation research for understanding MELF

Simulation training with standardised patients has been widely shown to be an
effective means of improving clinical and communication skills of healthcare
professionals, not only of student trainees (e.g., Cockbain et al. 2015) but also
of already practicing clinicians including doctors (Grudzen et al. 2016), nurses
(Hegland et al. 2017), and across multidisciplinary healthcare teams (e.g., Sias-
sakos et al. 2011). While extensively used in pre-licensure healthcare education
(e.g., Jeffries 2020), we note the increasing use in skills training for current
practitioners (Fernando et al. 2017). The advantages of simulation training are
widely known (Pilnick et al. 2018), chief among them being the ability to de-
velop skills without risks to actual patients (Campbell & Daley 2018).

Ultimately, however, simulations are exactly that: simulations. Our data
analysis was conducted on recorded interactions in a laboratory setting, de-
signed to accomplish educational objectives, which made use of patient-actors.
Though we certainly intend to do so in future, data presented in this present
study is not taken from actual hospital wards. The simulated setting of this
study needs to be taken into account as a limitation when we suggest broader
generalizations of the characteristics of MELF in real life clinical contexts. In-
deed, a guiding principle of conversation analysis is that it relies on data re-
corded in naturally occurring conversations (Sacks, Schegloff & Jefferson 1974).
While fully acknowledging this limitation, we propose several reasons why sim-
ulation data represents a valid means of contributing to theory regarding the
nature of medical ELF.

The first reason we have alluded to above: the wide recognition of simula-
tion training within healthcare education as a means of both developing and
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assessing skills. We emphasize the role of assessment here in that healthcare
educators themselves affirm the value of simulation in providing actual evi-
dence of skills required for healthcare practice (e.g., Gude et al. 2015). In a na-
tionwide study of nursing simulation, Hayden and colleagues (2014) found
evidence to assert that up to 50% of clinical experience can be substituted with
simulation training as a valid means of competency demonstration for licen-
sure. Since healthcare educators consider simulation a valid means of evidence
regarding a trainee’s suitability for medical practice, we follow their lead in
considering the language data generated in simulation as a meaningful repre-
sentation of clinical use outside the laboratory.

A second important factor to recognize in regard to the validity of simulation
data concerns the use of standardized patients. Readers new to medical simula-
tion should not confuse “role plays” (such as those many of us use in classroom
language teaching) with simulation training. Although peer role plays are used
to good effect in medical education (e.g., Xu et al. 2016), including when peers
play the role of patients in simulations (Miles et al. 2014), peer role play inevita-
bly suffers from a number of limitations in its ability to recreate high fidelity to
real world conditions (Nestel & Tierney 2007). The use of standardized patients
therefore is seen as a more effective means of mimicking actual clinical condi-
tions (Pilnick et al. 2018). In contrast to role plays, simulations that involve stan-
dardized patients involve extensive attention to coaching, including matters
related to selection and casting; pre-simulation training, particularly on the
nature of the medical case; relevant information on acting; and how the case
is to be presented to trainees (Wallace 2007). Standardized patients used in
simulations which form the data for this present study were recruited, trained
and coached by experienced nursing educators with specialized training and
qualifications in keeping with best practices for maximising the value of stan-
dardized patients in nursing simulation (Nehring & Lashley 2010; Alexander
et al. 2015).

Our assertion that MELF language use in simulation may be extrapolated to
actual clinical usage is strengthened by the results of empirical studies. Carvahalo
and colleagues (2014), for example, compared the effects of training on healthcare
professionals’ communication skills delivered through standardized patients or
actual patients. The effect between the two groups was non-significant, suggesting
consistent transference of skills across simulation and real practice. Similarly,
Quail et al (2016) considered changes in self-reported communication skills by
speech pathology students who had engaged with a real patient, a trained pa-
tient-actor, or a virtual patient. Self-reported increases in communication skills
were consistent across the three different scenarios.
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A particular challenge faced in analysis of simulation data was the influence
of what we came to call “the pedagogical effect”. Consider the following extract,
which begins with the nurse conducting a test for the presence of bronchophony
(abnormal sound transmission from the lungs) during a respiratory exam by ask-
ing the patient to repeat the number ninety-nine (e.g., see Rosenberg, Cassese &
Barbon 2018):

RE-SIM3C
181 Patient Anu (L1 not indicated): 99, 99. 99. 99. 99. 99. 99.
182 Nurse (L1 Malayalam): Wow, perfect. Okay. Now I'll be tapping your lung

feel.
Okay? If you feel, not, uh, if you're comfortable, just let me
know.

183 Anu: Okay.
184 Nurse: Okay. Dull sounds is the heard over the lung field, and flat

sounds are
heard over the scapula and also on some of the visceral space.
Okay?
Now I'll be auscultating your lung. When I tell you to take a
deep breath, just take a deep=

185 Anu Mm-hmm [affirmative]

We observe in this extract Nurse using technical and formulaic biomedical lan-
guage (dull sounds . . . over the lung field; flat sounds are heard over the scapula),
some of which appears to be directed to Patient Anu in a communicative manner
(i.e., with expectation of a response): and also some of the visceral space. Okay?;
Now I’ll be auscultating your lung. When I tell you to take a deep breath just take a
deep). Such technical descriptions contrast with the view that plain language
should be used in healthcare provider-patient communication (Warde et al.
2018), yet were found to be a consistent feature across our data. Certainly, this
phenomenon can be attributed at least in part to a “pedagogical effect”: a nurse
being assessed during simulation on particular clinical skills will want to make
the use of those skills explicit for the observing evaluator. Yet, we noted such
uses of biomedical language by nurses in simulations even when factors were
present which ought to mitigate this “pedagogical effect”, such as: well-prepared
standardized patients; experienced, already practicing nurses; simulation set-
tings with a high degree of fidelity to actual clinical situations; and explicitly
stated learning goals for the simulation which required patient-centred, thera-
peutic communication as opposed to technical language use.
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What might account for biomedical descriptions as nurses’ “default mode”
of communication during simulations, even when these mitigating factors were
present? The “pedagogical effect” certainly exerts some influence. Another
might be the culture of medical jargon use observed to be pervasive in health-
care (Deuster et al. 2008). Still another reason for these biomedical descriptions
may be the tendency of healthcare professionals to assert authoritative exper-
tise through the use of technical language (Lipkin et al. 2011).

In discussing the phenomenon of biomedical language use with senior
nursing instructors, a nurse educator with extensive international expertise in
simulation training offered another explanation, drawn from her own experi-
ence as an ELF user (self-described L1: Tagalog). With her advanced degrees
taught through the medium of English, she described her “go-to” language for
nursing technical and formulaic terminology as English. Observations of hun-
dreds of hours of nursing simulations in her professional capacity as a simula-
tion educator have led her to surmise that the experience of many EAL nurses
mirror her own: it is preferable and more natural to default to the technical,
formulaic terminology they learned in English than to “translate” it into English
plain language for the patient. As an example, she referred to a nurse’s use of
the descriptor nasal flaring, a potential sign of respiratory distress, in a tran-
script from our simulation data (see Chapter 5). She suggested that the ELF user
in this instance may have defaulted to the technical term rather than “translat-
ing” nasal flaring into plain English, because of lexical limitations: “Many of
our students know the nursing terms in English, but actually do not know how
to explain them in everyday English” (Masaba, personal communication, 2020).
This observation runs counterintuitive to the focus of much English for medical
purposes instruction, where language research tends to emphasize specialized
text genres, grammatical features prevalent in medical usage, and specialized
healthcare vocabulary (Ferguson 2013). The notion that language training for
MELF users may involve less instruction in technical usage, in favour of instruc-
tion which helps clinicians explain medical terms in plain language to patients,
has implications for healthcare education.

Finally, in considering the limitations of simulations as a source of data, we
note again the contextual frame in which the research continuously emerges:
analysis of the simulation data should not be seen as a bounded, fixed point in-
quiry isolated from the context in which the researchers live and work, both pro-
fessionally and personally. Rather than considered in isolation, analysis of the
simulation data is understood from multiple perspectives, whether direct engage-
ment with other MELF research and researchers internationally (see Tweedie and
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Johnson, in press); through sustained interaction with teacher-researcher col-
leagues across the GCC region in both applied linguistics and healthcare fields;
and by our own extended, immersive experiences in the local community.

3.7 Summary

This chapter has described our position as researchers, provided a backdrop to
the linguistic environment in which our research takes place, and oriented the
reader to considerations of methodologies utilized in our investigations of
MELF, and in contributions to its emerging theoretical base. We explained that,
as researchers, our process of conceptualizing MELF was not occasioned by a
single research activity, but an emerging one, arising in situ from direct, inten-
tional and sustained interaction with our participants and data, and that this is
reflected in a methodological pluralism which utilizes multiple frameworks.
The chapter explained the rationale for using data from medical simulations as
a way to understand MELF, notwithstanding its very real limitations. With this
backdrop in place, we now turn to analyses of the collected data.
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Chapter 4
Strategies for MELF communication

Chapter key points:
– Our data on MELF challenges the notion that ELF communication is inherently fleeting and

temporal in nature.
– The data shows MELF communicators successfully using strategies for meaning-making

identified in studies of other ELF domains, but also strategies reflecting communication
techniques particular to healthcare.

– Collaborative repair and cooperative pre-emption are shown as successful strategies to
avoid non-understanding in instances when healthcare communication is being carried
out in teams.

– Actions and other non-verbal forms of communication play an important role in successful
MELF communication.

– By and large, the data evidences successful MELF communication given the aims of the
particular communicative situation. As is the case with healthcare communication in
general, instances of non- or misunderstanding in the data presented dire consequences
for the safety of patients.

Variability, i.e. the particularity of constellations as well as their fleetingness, can be regarded
as an inherent feature of ELF communication (Hülmbauer 2009: 325).

Over recent years, a number of publications have made the point that an understanding of
language depends on recognizing that it is unstable, dynamic, intrinsically variable and that
the way it is used simply cannot be accounted for by supposing that it is a static system of
rules that users conform to. This is often presented as an innovative insight into the nature of
language, revealed by postmodernist thinking about performativity, complexity theory and the
socio-linguistics of globalization, and a radical departure from previous unenlightened ap-
proaches to linguistic description (Widdowson 2015: 359).

4.1 Introduction

Variability in speech is ingrained in all language use, and we would therefore
expect ELF to be no exception. That ELF exhibits variation as a core feature
should come as no surprise; perhaps the surprise is that we would think otherwise.
However, researchers have asserted that an exceptional degree of variability is one
of the features which makes ELF communication distinct. The assumption is that
ELF users do not belong to a speech community (Osimk-Teasdale 2018), and
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therefore draw upon linguistic resources other than English in real-time to fulfil
immediate communicative needs, with variability an inevitable result. A further
boost to the notion of variation in ELF is the supposed fluid and temporary nature
of communicative settings. Some researchers (certainly not all) are adamant about
this transitory feature of ELF, and imply it is part and parcel of all ELF communica-
tion. Hülmbauer, for example, understands variable settings, which feature “tem-
porary relationships, with speaker constellations frequently being tied and untied
anew for each emerging interaction” as marking “an inherent feature of ELF
communication” (2009: 325). As we noted in Chapter 2, the claim that all ELF
interaction is characterized by fluid communicative settings has led research-
ers to dismiss the notion of the speech community as a useful frame for analysis.
As Wang (2018: 154) declares categorically, “speech communities are irrelevant
for the research into ELF”. Similarly, Seidlhofer sees no place for understanding
ELF in terms of the regular, face-to-face interaction of the speech community:
“the old notion of community based purely on frequent local, non-mediated con-
tact among people living in close proximity to each other clearly cannot be up-
held any more” (2011: 86–87).

Our data on medical ELF would seem to contradict such claims. We find that
MELF interactions, particularly in the nations of the Gulf Cooperation Council re-
gion but evident elsewhere in the conditions created by healthcare migration, are
not, by and large, taking place in fleeting and temporal communicative constella-
tions. Rather, local, frequent, sustained and close-proximity interactions compris-
ing both work and home contexts, feature prominently in our research setting.
Additionally, we observe that external pressures are brought to bear on medical
ELF for uniformity, standardization and codification of language that in fact miti-
gate against the fluid and emergent nature said to characterize ELF communica-
tion in other domains. Prescribed communication protocols (see, for example, the
mnemonics in this chapter), abound in healthcare education and practice, and are
regularly mandated by local health ministries, as well as strenuously advocated
by international professional bodies. National and international standards for
medical record-keeping, particularly so now that much patient data is being
stored in electronic form, require uniform vocabulary for the purposes of aggregat-
ing data (Wang, Hailey & Yu 2011; Müller-Staub et al. 2008). Similarly, healthcare-
specific techniques, such as therapeutic communication (Tamparo & Lindh 2017)
are widely advocated and may inform instruction in healthcare curriculum.
Taken together, frequent, sustained contact along with the pervasive nature
of mandated communication features help make MELF a distinctive form of
ELF communication, and challenge the sometimes asserted notion that ELF
interactions are in essence transitory, temporal and emergent.
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In this chapter, we examine the data collected from healthcare simulation
training, in order to understand elements of how understanding is achieved in
MELF communication. The presentation of the data is organized around several
key communication strategies which arose from our analysis. Where we have felt
it was helpful to do so for the reader, an explanation of the simulation scenario is
included, either in the form of the actual text prepared by the nursing instructor /
simulation lab coordinator, or our own editorial comments where further explana-
tion is required. Symbols in the simulation extracts are marked following conven-
tions of conversation analysis from Jefferson (2005), and a glossary of symbols
can be found in the Appendix. Participants who opted to indicate their “strongest
language” on the consent form are here denoted as L1 (first language), following
common usage in applied linguistics. Any identifying features were removed from
the recorded simulations during the transcription process, so any names used are
pseudonyms. When referring to direct words of a participant’s utterance outside
of its use in the extract itself, we indicate this by the use of italics.

For the most part, the data shows evidence of communication strategies
seen in ELF usage in other domains, affirming findings of previous studies. The
healthcare professionals and their patients effectively utilized repair strategies,
repetition, playback, and reformulation to pre-empt potential non- or misunder-
standings. MELF users, when working in intraprofessional groupings, were
seen to add collaborative and cooperative dimensions to these pre-emptive
strategies, particularly important given that healthcare is more often delivered
in teams. The data also revealed underlying influences of communication ele-
ments specific to healthcare, which, overall, appeared to be adopted and uti-
lized to positive communicative effect by MELF users. As was the case with our
previous research, data in this present study indicates that the MELF interac-
tions were for the most part successful in the communicative aims which the
communicative situation required. However, the analysis also showed that
where there were instances of non-/misunderstanding, these could have very
serious consequences for patient safety – a reality not unique to MELF interac-
tions, but well documented in healthcare communication even among speakers
of the same first language.

Selected common mnemonics for healthcare professionals

FAST – for detection of, and enhanced responsiveness of strokes
Facial dropping (unequal smile; facial asymmetry)
Arm weakness (inability to raise/hold arms)
Speech difficulties (slurring; word-finding difficulties)
Time (timely response; or test)
(e.g., see Harbison et al. 2003)
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OPQRST – for patient assessment in acute illnesses
Onset (sudden or insidious?)
Provocation or palliation (movement or pressure worsen/lessen symptoms?)
Quality of the pain (sharp burning, tingling, dull, etc.)
Region and radiation (area of the pain and whether pain moves to other areas)
Severity (use of a pain scale)
Time (symptom duration)
(e.g., see Thomas 2003)

SOCRATES – for assessing and evaluating pain
Site (location)
Onset (sudden or gradual)
Character (dull ache, sharp, etc.)
Radiation (movement of the pain)
Associations (other signs or symptoms)
Time course (patterns)
Exacerbating/relieving factors (things which make the pain worse or better)
Severity (pain intensity)
(e.g., see Manna, Sarkar & Khanra 2015; ; see also Epomedicine 2020)

4.2 Pre-emption strategies

4.2.1 Repetition and collaborative repair

Pre-empting strategies are used by interactants to circumvent potential non-
understandings, and may include various methods of repetition (Cogo & Pitzl
2016). The interlocutors in excerpt AD-SIM1A utilize repetition effectively to de-
fine an occupation-specific term, and to clarify idiomatic usage. The two nurses
also work together for collaborative repair (Hanamoto 2016) to facilitate overall
interactional goals.

Excerpt AD-SIM1A – Pre-emption: Repetition
Scenario: Alcohol and drug abuse
Pre-brief instructions: You are a nurse working in the outpatient clinic at [name]
Psychiatric Hospital. You will be interviewing a new patient, [name]. He is coming
to the clinic because his employer requires that he get treatment for his addictions.
This is his first visit. You and your nurse colleagues will be interviewing [pa-
tient name] to conduct a mental status assessment and engage in therapeu-
tic communication.
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61 Nurse B (L1 Tagalog): Where do you live? Do you live here in [city
name] or=

62 Patient (L1 English): =Yeah, I live here. I’ve been working here for
seven years.

63 Nurse B: ↓Seven years. ↑And may we ask your occupa-
tion?

64 Patient: I’m in construction right here. Internal controls.
65 Nurse B: ↓Internal controls.
66 Patient: Paperwork kind of stuff.
67 Nurse B: ↓Okay, paperwork. ↑And so do you work in

an office? Do you=
68 Patient: =I work – I have an office at the construction

site too.
69 Nurse B: Mm-hmm. Okay.
70 Nurse C (L1 Bengali): So can we know why you’re here today?
71 Patient: I’d like to know that also. My my boss told me

to go and get checked out and he’s not going
to let me back at work unless I get a paper
that everything’s okay with me.

72 Nurse C: Oh, what do you mean?
73 Nurse B: ↑Sorry
74 Nurse C: You can go on.
75 Patient: I don’t know why, but my boss said so, here,

just get a piece of paper saying everything is
alright.

76 Nurse C: Okay. Umm, okay, so if I understand you, your
boss asked you to come here to get a paper
that everything is alright?9

Nurse B (L1 Tagalog) encounters what appears to be an unfamiliar term to her
when the Patient specifies his role in the construction industry, internal controls
(typically referring to processes and procedures in construction site management
to safeguard against unauthorized use of equipment or resources). Nurse B re-
peats internal controls, which serves as a signal to the Patient to clarify further:
Paperwork kind of stuff.

When Nurse C (L1 Bengali) directs the conversation to the main purpose of
the clinic visit (So can we know why you’re here today?), the Patient replies with

9 Transcription symbols following Jefferson (2005).
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what appears to be sarcasm, in an expression of apparent displeasure at being
forced to attend this medical evaluation: I’d like to know that also. After the sar-
castic remark, he directly addresses the question of the visit’s purpose: My my
boss told me to go and get checked out and he’s not going to let me back at work
unless I get a paper that everything’s okay with me.

At this point, Nurse C seems unclear and asks a probing question, Oh, what
do you mean? The probing question may be intended to uncover the Patient’s
displeasure at having to attend the clinic, or perhaps to explore further why
specifically he needs to get checked out and will not be allowed to return to
work without an evaluation.

Whatever the intention of Nurse C’s question, Nurse B intervenes with an
apology (Sorry). Perhaps Nurse B perceives the question to be too direct, or inap-
propriately personal at this early phase of the interview. Whatever the reason,
following the intervention Nurse C opts to discard the question, and directs the
Patient to continue (You can go on). The Patient then proceeds, by clarifying with
a self-paraphrase of his early utterance (I don’t know why, but my boss said so),
and with what seems to be a paraphrase of his supervisor’s directive (here, just
get a piece of paper saying everything is alright).

On the one hand, this intervention by Nurse B can be viewed as uncoopera-
tive, in that she is directly or indirectly challenging the line of questioning being
pursued by Nurse A. While to date underrepresented in ELF research, we would
expect uncooperative lingua franca encounters to occur as in any other commu-
nicative exchanges, as interlocutors pursue different intents and goals in the in-
teraction (Jenks 2018). However, Nurse B’s intervention can also be seen as a
successful example of nursing communication: Nurse C did not challenge the in-
tervention, subsequently withdrew her question, and the overall goal of patient
assessment proceeded. Conflict among nurses is recognized as a significant issue
for the delivery of effective healthcare worldwide (Vivar 2006), and an ability to
manage elements of conflict such as personalization of disagreement is an important
feature of quality nursing communication (Nicotera, Mahon &Wright 2014). Collabo-
rative repair, then, would seem to be an important strategy for MELF communication
in nursing teams.

As the conversation proceeds, Nurse C utilizes rephrased repetition in another
attempt at meaning-making. Her use of so if f I understand you at the beginning of
the utterance, which may indicate an active listening technique for nurse-patient
communication (Klagsbrun 2001; Ali 2018), precedes a reformulation of what
the Patient has said. We note with interest her slight rephrase: from the Patient’s
my boss said so, here, just get a piece of paper saying everything is alright to her
restatement as so if I understand you, your boss asked you to come here to get a
paper that everything is alright. While inconsequential to the achievement of
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overall meaning-making, she interprets here as referring to the present clinic,
whereas the Patient was more likely referencing the prior conversation between
himself and the boss. The use of a paper (countable noun) for the Patient’s a
piece of paper (uncountable) may reflect either an ELF feature of countable to
uncountable shift (Jenkins 2012), or it might be that Nurse C understands the
Patient’s use of paper to be describing a piece of writing on a particular subject
or an official government document (both countable; see “Paper” 2020). The Pa-
tient’s intended use of a piece of paper in this context may have disparaging in-
tent, to highlight its uselessness. Someone who says “marriage is just a piece of
paper”, for example, implies that the paper itself does not legitimize the rela-
tionship; in the same way, the Patient is expressing doubt as to whether a visit
to the clinic and the resultant form will validate or invalidate his suitability for
work. In any event, these differences in intended meaning are inconsequential
to the overall conversational goal, and the Patient’s assessment proceeds de-
spite the non-understanding.

4.2.2 Allo-repetition and reformulation

Repetition and reformulation, specifically allo-repetition (Tannen 1987), is also
used as a communication strategy in the nurse team-patient interview in the
excerpt following.

Excerpt DE-SIM1B – Pre-emption: Allo-repetition
Scenario: Depression with suicidality
Pre-brief instructions: You are a nurse working in the female unit at [name]
Psychiatric Hospital. You will be interviewing a new patient, Faiza, who was ad-
mitted due to suicidal ideation. She has a history of depression and this is her
first hospitalization. You and your nurse colleagues will be interviewing Faiza to
conduct a mental status assessment and engage in therapeutic communication.

50 Nurse A (L1 Arabic): What activities? you used to do (.) before?
51 Faiza (patient): I used to walk with friends. To socialize.
52 Nurse C (L1 Arabic): And when was the last time you went out?
53 Faiza: Months ago.
54 Nurse C: Months ago. So you’ve been feeling like this for

months ago? Yeah? Do you have a job?
55 Faiza: Lost my job.
56 Nurse C: You lost your job? Can you tell any more about

that?
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57 Nurse A: How did you lost your ↓job.
58 Faiza: Because the place I worked (.) they were downsiz-

ing. And they didn’t need me anymore. I tried to
get another one (2) It’s crazy.

59 Nurse C: (2) Did you like? your job?
60 Faiza: I liked my job.
61 Nurse C: ↓Yeah. And how how long was ↓that. When did

you lose your job?
62 Faiza: Six weeks ago.
63 Nurse C: °Six week ago°
64 Nurse B (L1 English): Has your job affected you lately?
65 Faiza: °I didn’t catch what you said°
66 Nurse B: Right (.) um (.) has your experience with losing

your job affected you lately.
67 Faiza: Yes, and since I lost my job I feel like this (3)

((coughing))
68 Nurse C: Do you think losing your job (.) made you feel (.)

tired all the time.
69 Faiza: I just feel worthless.
70 Nurse A: Because your work was (.) like (.) stress. a lot of

stress?
71 Faiza: ()
72 Nurse B: Why do you think you feel worthless?
73 Faiza: (.) hh I just d:o
74 Nurse A: (3) What about your mood. How (3)
75 Nurse C: °How do you feel?°
76 Nurse A: How do you how do you feel yourself. What about

your feelings about yourself?
77 Faiza: Just feel as if I’m worthless. (2) And it’d be better

(2) just so so exhausted.
78 Nurse C: You said it’d be better if if what?
79 Faiza: If I wasn’t here.
80 Nurse C: °If I wasn’t here?°
81 Nurse B: Do you plan on harming yourself?
82 Faiza: (2) Yes, I’ve thought about it.
83 Nurse A: Why do you think?
84 Faiza: I think (1) I think everyone would be better off if I

wasn’t here.
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Allo-repetition (or other-repetition) is shown twice here as a communication
strategy by Nurse C. Faiza is about to add to her statement about a feeling of
worthlessness, by saying it’d be better, when she pauses slightly, and then
seems to switch topics, by describing a feeling of worthlessness. In the next
turn, Nurse C, perhaps detecting the possibility of suicidal thoughts, restates
Faiza’s previous utterance as a question, adding You said to indicate an upcom-
ing allo-repetition, and what to invite further exploration: You said it’d be better
if what? When Patient Faiza responds by saying If I wasn’t here, Nurse C echoes
Faiza’s utterance verbatim.

Allo-repetition, where a speaker repeats the words of another, either the
exact words, or paraphrased with a degree of reformulation such as tense
switch, subject substitution, or making a statement a question, etc. is thought
to be a feature of all conversation, and not unique to ELF (Tannen 2007: 85).
Allo-repetition has been shown to perform a number of functions, including a
means of indicating participatory listening, acceptance and familiarity; ratify-
ing the contribution of another interlocutor; to convey humour; to stall; to re-
quest confirmation and clarification; to indicate surprise; and to mark boundaries
for the beginnings and endings of conversations, among others (Tannen 2007).
However, allo-repetition (or other-repetition) is said to play an enhanced role in
ELF communication, to confirm an utterance’s accuracy (Sawir 2004); to construct
mutual understanding (Kaur 2009b); to increase comprehensibility (Murata 1995);
or to create a positive environment for communication (Mauranen 2010).

With respect to healthcare ELF, Capuzzo (2015), looking specifically at the
medical section of the English as a lingua franca in Academic Settings corpus
(see Mauranen, Hynninen & Ranta 2010), noted that allo-repetition “showed in-
terpersonal involvement in talk, and contributed to maintaining and/or en-
hancing sense-making” (2015:50), finding that complex medical terminology
served as particular triggers for allo-repetitive strategies.

In this instance however, Nurse C’s reformulated allo-repetition would seem
more aptly classified as part of an active listening strategy for nursing communica-
tion in cases of potential suicide. Effective listening (of which allo-repetition forms
a part) when discussing suicide ideation, serves to validate the perspective of the
patient, allowing patients to share more fully and feel understood on her or his
own terms (Murray & Hauenstein 2008). Therefore, both the first and second in-
stance of Nurse C’s allo-repetition might be seen as successful examples of effec-
tive therapeutic communication given the patient’s circumstances.

This serves as another example of how MELF communication may be distinc-
tive from ELF communication in general. The direct instruction in communica-
tion techniques received by ELF healthcare professionals, in particular that of
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nurses and the emphasis on therapeutic communication, may serve to in part
govern the emergent and fluid nature of ELF interactions.

Reformulation is demonstrated here by Nurse A (L1 English). When the pa-
tient indicates a non-understanding (I didn’t catch what you said), Nurse A re-
formulates with what appears to be an utterance of even more complexity: has
your job affected you lately is restated in a second attempt as has your experi-
ence with losing your job affected you lately. The reformulation appears success-
ful, with Faiza responding in the affirmative, and then going on to add that the
job loss marked the onset of this (presumably the depression which has led to
her hospital admission). We considered the possibility that Faiza’s request for
clarification was caused by inaudibility, but noted both that inaudibility among
interlocutors was found nowhere else in this 26-minute discussion; and that ac-
cording to both technical recording data and our perception as listeners, the
audibility levels in the recording remained consistent during Nurse A’s initial
question. Assuming Faiza’s signal of non-understanding (I didn’t catch what
you said) was not brought on by inaudibility but by non-comprehension of
meaning, it is possible that Nurse A’s reformulation is an example of weak ELF
accommodation skills thought to be characteristic of L1 English speakers (Baran-
čicová & Zerzová 2015; Jenkins 2011). However, it could also be understood as an
instance of self-correction, and thus viewed positively in terms of communicative
effectiveness, and ELF accommodation ability. Nurse A’s initial utterance seems
quite imprecise (has your job affected you lately), and so reformulates it to focus
the question on Faiza’s experience of job loss.

Cooperative pre-emption is illustrated in this exchange.

74 Nurse A: (3) What about your mood. How (3)
75 Nurse C: °How do you feel?°
76 Nurse A: How do you how do you feel yourself. What about your feel-

ings about yourself?

After the question word How, a lengthy pause ensues as Nurse A presumably
searches for a means to phrase a potentially personal line of questioning sur-
rounding the patient’s feelings of self-worth. Nurse C intervenes by providing
the beginning of a question: How do you feel. Nurse A then continues, using
the prompt from Nurse C, and then subsequently reformulating it more pre-
cisely within the same utterance: from how do you feel about yourself to What
about your feelings about yourself? Viewed from a deficit perspective, this lack
of immediacy in precise expression may be seen as a hindrance to Nurse A’s abil-
ity to provide effective patient care. However, if viewed in entirety in light of
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Nurse C’s intervention, it may be understood as an instance of cooperative com-
munication among ELF users, and a means of intraprofessional nursing collegial-
ism (Miller & Kontos 2013).

Another example of repetition is seen in the following extract.

Extract: NE-SIM5B
29 Nurse Jana (L1 Malayalam): So as um what I know that uh you came with

uh some right-handed weakness due to stroke.
And uh, wh- this is three days back you got
admitted so- shall I know, can I know? what is
uh, before? what happened. and when this
pain started for you?

30 Patient (L1 undeclared): Yeah. I us::ually I have hypertension before.
uh been diagnosed hypertension fo::r twenty
years now.

31 Nurse Jana: So uh so this weakness? when it was started?
32 Patient: It started three days ago I just had a ↑stroke.

Then I have
that right hand ↓weakness so that’s why I’m
here. So almost three days now.

33 Jana: Ya. and um, now what’d you think >that is it
radiating< pain? uh weakness for you? Or
only in the [shoulder]

34 Patient: [No.] Just here right now.
35 Jana: Is there any pain? or something?
36 Patient: N::ot at the moment.
37 Jana: But on the leg [also?]
38 Patient: [No.] I’m fine.
39 Jana: You’re fine with the [leg] only the hand you

have an issue
40 Patient: [Yes]
41 Jana: And uh, u::h, what do you think that- u::h what

will be the reason for having this uh weakness
for you? [u::h do] you believe that uh, why it
happened for you?

42 Patient: [u:h I don’t really] I don’t know because I
have history of hypertension=
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43 Jana: =You’re thinking that the hypertension? may
be due to you had a stroke? you get a stroke
because of this weakness right?

44 Patient: Yes.

Nurse Jana twice uses reformulated allo-repetition to positive effect in assessing
this patient, who is presenting stroke symptoms. Jana preempts a potential
non-understanding of the biomedical term radiating by self-clarification within
the same turn by following the descriptor weakness with the question or only in
the shoulder. The Patient then identifies the localized source of the weakness
(no just here right now), presumably referring to her right hand (turn 29). In turn
35 Nurse Jana questions further on whether there are other symptoms in addition
to the weakness (is there any pain or something); when Jana receives a negative
reply, she explores further (but on the leg also?). Perhaps this is because she has
observed the Patient exhibiting signs of leg pain or weakness either prior to or
during the assessment, or perhaps she is drawing upon prior medical knowledge
about the presentation of stroke symptoms. Whatever the cause for Jana’s query,
the Patient confirms that the weakness is confined, at least at present, to the
right hand. Nurse Jana closes this portion of the assessment with a reformulation
(you’re fine with the leg only the hand you have an issue), which the Patient af-
firms (turn 40), and the assessment moves to the next phase. Turn sequence
41–44 is another instance of reformulated allo-repetition. In response to Nurse
Jana’s exploration of the source of the right-handed weakness, the Patient begins
turn 42 by saying I don’t know but mid-turn links it to her preexisting hyperten-
sion. At this, Jana reformulates in summary form: you’re thinking that the hyper-
tension may be due to you had a stroke, followed by the question tag right: the
Patient confirms this reformulation with yes. These examples of repetition/re-
formulation, the accuracy of which were confirmed by the Patient, are particu-
larly important, given the high stakes nature of the communication: inaccurate
assessment of stroke symptoms can have dire consequences (Newman-Toker
et al. 2014).

4.2.3 Spelling

Another strategy used by ELF communicators to pre-empt potential misunder-
standing is that of spelling (Cogo and Pitzl, 2016): interlocutors may draw upon
prior experience in recognizing lexical items which represent particular diffi-
culty, and spell those to forestall miscommunication. In the excerpt below, Nurse
(L1 Malayalam), reviewing a medical history with a stroke patient, anticipates a
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potential mishearing, and clarifies it pre-emptively through an adapted form of
spelling.

Excerpt NE-SIM3B – Pre-emption:Morphemic Spelling
73 Nurse (L1-Malayalam): Okay. Uh, what about your family? is, u:::h, suf-

fering from any [illness]
74 Patient (L1 English): [Yeah] my dad has a history of hypertension so:
75 Nurse: оFather. Hypertension.о Since how many years?
76 Patient: A::bout forty years now?
77 Nurse: Fourty. Four zero?
78 Patient: Yes.
79 Nurse: Oh. (.) No one else?
80 Patient: N::ot that I know of.
81 Nurse: Any history of u::::h like any stroke in your family?
82 Patient: My ↑dad
83 Nurse: Your dad also had stroke?
84 Patient: Yes.
85 Nurse: оStroke.о And mother? Anybody.
86 Patient: N::o.

In attempting to specify the onset family illnesses, Nurse (while writing) utilizes
partial repetition (Father; Hypertension) of Patient’s answer in turn 74. Nurse
queries further as to the duration: Since how many years?, to which Patient re-
plies About 40 years now. To ensure clarity, Nurse reiterates the answer: Forty.
Four-zero? The number is confirmed, and Nurse proceeds with the interview.

We cannot of course be certain about which potential area of misunderstand-
ing Nurse was intending to prevent, but her decision to clarify through (a form
of) morpheme-level spelling could be to avoid confusion brought about by stress
shift in the numbers fourteen and forty. In some varieties of native speaker
speech, the addition of a following noun possessing initial syllable stress can
result in fourTEEN becoming FOURteen (Lewis & Deterding 2018: 74), blurring
the distinction between the two numbers. Nurse may have encountered this com-
municative challenge previously, and pre-empted it through the sounding of
zero. Whatever her motivation for this pre-emption, the strategy was success-
ful and the Patient’s family history was accurately documented.

Another example of pre-emptive clarity through sounding numbers is pro-
vided by a patient whose self-identified L1 is English. The patient, having previ-
ously given his age (turn 23), seems to assume Nurse’s second inquiry (turn 26) is
a result of confusion around the number’s second syllable: / sti /. He articulates
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the word zero, which Nurse confirms (Six zero okay), after which she continues
with the assessment.

20 Nurse (L1 Arabic): hh Okay. Yes so you’re in a comfortable ↑position.
S::o I’::m just I want to ask you what’s your ↑good
name please

21 Patient (L1 English): U::h mister Daryl?
22 Nurse: O::kay mister ↑Dar::yl. (.) How old are you?
23 Patient: I’m sixty years old?
24 Nurse: Okay, I feel we good and oriented?
25 Patient: Mm-hmm [affirmative]
26 Nurse: Sir? (.) How old are you exactly?
27 Patient: Six zero. Sixty.
28 Nurse: Six zero, oka::y. Um, I can feel your hh your face is

smiling. Your presence with m::e

We note here the use of this pre-emptive strategy by an interlocutor whose L1 is
English. While it has been suggested that English native speakers may lack the
flexibility required for effective ELF communication (Sweeney & Hua 2010), this
particular native speaker adeptly recognizes a potential misunderstanding, and
pre-emptively moves to address it. Such instances of linguistic accommodation
(Drljača Margić 2017) by native speakers are increasingly prevalent in the con-
text of the GCC, and in fact necessary to carry on daily activities, and it would
be inaccurate to suggest accommodation skills for English communication as
the preserve of non-native speakers alone.

Incidentally, we note the use of the phrase good name (turn 20) here as a
means of asking for a patient’s name, a practice we observe in several instances
in our data. Since asking for one’s good name is associated with South Asian vari-
eties of English (Kachru 1993), its observed use by speakers of other L1s from out-
side of South Asia (in this extract, Arabic) has led us to speculate elsewhere,
drawing upon a World Englishes perspective, that this may exemplify norm de-
velopment in an emerging Gulf English variety (Tweedie and Johnson, 2018a).
Readers who view this exchange from a translanguaging perspective (Kimura &
Canagarajah 2018) may frame this instead as an example of translingual practice.

4.2.4 Other-initiated repair

The next excerpt shows an example of other-initiated repair (OIR), with a nurse
reformulating an utterance in accommodation to a patient’s query. However,
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despite three attempts, the repair appears unsuccessful, and the discussion pro-
ceeds without resolving misunderstanding, unfortunately leaving the potential
for an adverse medical event (Divi et al. 2007).

Excerpt NE-SIM1B – Pre-emption: Reformulation (Other-initiated Repair)
Scenario: Depression with suicidality
Pre-brief instructions: You are a nurse working in the female unit at [name] Psy-
chiatric Hospital. You will be interviewing a new patient, Faisa, who was admitted
due to suicidal ideation. She has a history of depression and this is her first hospi-
talization. You and your nurse colleagues will be interviewing Faisa to conduct a
mental status assessment and engage in therapeutic communication.

42 Nurse (L1 Malayalam): оOkayо what medicine ↑you are taking
43 Patient: I have couple of medication I=
44 Nurse: =Oh [Okay]
45 Patient: [Take] u::h ↑Metaprolo
46 Nurse: Oka::y
47 Patient: And I’m taking Novax.
48 Nurse: Oka::y
49 Patient: And u::h, Aspirin.
50 Nurse: Oka::y
51 Patient: An::d I think I’m taking als::o anti-platel::et

Coumadin.
52 Nurse: о↓Coumadin alsoо

53 Patient: оYesо

54 Nurse: (.) This all once daily you are taking? or u::h
↑variated

55 Patient: What?
56 Nurse: U::h how frequent you are taking this ↑medicine
57 Patient: U::h I take some once a day some twice a day.
58 Nurse: Can you tell me which of medicine you are >you

are taking?<
59 Patient: N::o but I know=
60 Nurse: =Ah it’s oka::y
61 Patient: Some of=
62 Nurse: =It’s oka::y. Any associated u::h ↓symptoms with

this weakness you have any u::h numbness or u::
h headache nausea

63 Patient: N::o no
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64 Nurse: Nothing. When you started this u::h weakness
↓no associated symptoms

65 Patient: N::o
66 Nurse: оNoо Anyone in your family have the same history?
67 Patient: Yeah u::h my dad. My dad yea::h
68 Nurse: оOkayо U::h he was the ↑hypertension or?
69 Patient: Yes.
70 Nurse: Oka::y and he also was taking the medicine
71 Patient: Yes.

Repair refers to “the set of practices whereby a co-interactant interrupts the on-
going course of action to attend to possible trouble in speaking, hearing or un-
derstanding the talk” (Kitzinger 2013: 229), and is generally categorized into
self- and other-initiated repair. An instance of other-initiated repair occurs
when Nurse uses the more clinical term variated to question Patient with re-
spect to medication frequency; Patient responds with a one-word question:
What? At this signal of non-understanding, Nurse reformulates her question:
how frequent you are taking this medicine without identifying which of the three
previously mentioned medicine(s) she is referring to. Patient’s answer reflects
this imprecision, and seems to indicate that she understands the importance of
identifying both medication and dosage frequency: I take some once a day,
some twice a day. At this, Nurse attempts further clarity: Can you tell me which
of medicine you are you are taking? The researchers were unclear on the intent
of this question: we understood Nurse to be clarifying with her Patient which
medicines were taken on which day. However, Patient’s answer (No, but I
know) would seem to indicate she interpreted Nurse’s question differently. Pa-
tient had already listed four medications (Metaprolo, Novax, Aspirin and Cou-
madin), so it seems unusual that Patient would have answered No in response
to a query she had just answered with an affirmative. Did Patient interpret
Nurse’s which of to mean how much of each medication (i.e., dosage frequency)?
Whatever Patient’s interpretation, her attempts to elaborate are interrupted
twice by Nurse (with Ah, it’s OK and It’s OK), and the interview proceeds with
the question unanswered.

As nurses often represent the last step in drug administration, communica-
tion at this stage of the process is deemed a high-risk activity (Bohand et al.
2009). Despite the importance of nurses in the dispensing chain, research indi-
cates nurses may detect as few as one-third of errors in dispensed medications
(Leape 1995), and since medication errors account for a significant proportion
of all hospitalizations and adverse events (Beijer & de Blaey 2002), precise nurse-
patient communication in drug administration is critical. Drug-drug interactions
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are a source of toxicity leading to adverse effects (Guchelaar et al. 2005), so the
listing activity Nurse is undertaking in identifying Patient’s medications repre-
sents a crucial step in ensuring patient safety. Medication errors can be classified
as “wrong patient, wrong diagnosis, wrong drug, wrong dose, wrong delivery,
wrong timing” (Hudson & Guchelaar 2003: 1010), and in this case, Nurse’s impre-
cision in identifying the dosages and timing is setting the stage for potential ad-
verse drug-to-drug interactions.

A second and third other-repair are attempted by Patient when she utters
No but I know (interrupted by Ah it’s OK) and then Some of (interrupted by It’s
OK), after which, Nurse proceeds with a different line of questioning. Three at-
tempts at other-repair were unsuccessful, and a lack of clarity surrounding the
critical questions of how much of which medication at what time on which days
was left unresolved. This is the type of communication failure with regard to
medication that has the potential to lead to serious adverse drug events (Bo-
hand et al. 2009).

4.2.5 Playback and non-verbal communication

Another kind of reformulation is playback, where a conversation participant
immediately repeats or builds upon the words of another interlocutor, either
through “question intonation inviting patient repair or extension . . . or . . . a
plain statement indicating attentiveness and information receipt” (Jin & Watson
2020: 718). Playback in medical contexts has been shown to assist completion
of the medical interview, build rapport, and show empathy (Ting & Cogo: in
press; Jin & Watson 2020). In the excerpts that follow, nurse Roxane (L1 Mala-
yalam) makes extensive use of playback in a neurological assessment of a
stroke patient.

Excerpts NE-SIML4 – Pre-emption: Playback
Scenario: Neurological assessment
Pre-brief instructions: Mr._, 60 year old male is admitted to the neurology medi-
cal floor for a stroke. He has been in the hospital for 3 days. He is been treated
with antiplatelet agents and antihypertensive agents. He will be discharged to a
rehabilitation facility tomorrow. His confusion is resolved but he continues to have
right arm weakness. His speech is fluent and does not have any memory loss.

46 Patient (L1 English): And I can’t lift my my arm up.(0.5) It’s very weak
on this side this side’s good but this side I I can
barely feel my fingers.
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47 Roxane (Nurse;
L1 Malayalam): O:::kay. Can you tell me exactly when it happened?

48 Patient: U::h three days ago
49 Roxane: Three days ↓ag:::o
50 Patient: Three days ↑ag:o
51 Roxane: O:kay
61 Roxane: Okay and u:h can you tell me sir with this weak-

ness? uh is there any factors which increases this
weakness or something [that]

62 Patient: [N:o it seems] to be constant all day all day all
night. [It] doesn’t get better

63 Roxane: [O:kay] (1) just constant for all the time.
64 Patient: Constant. yes.
131 Roxane: U:h have you had history of smoking?
132 Patient: I u:sed to smoke a whole bunch but I quit. My wife

told me to quit smoking.
133 Roxane: O:h so now you no more=
134 Patient: =No more smoking.
135 Roxane: °No smoke° A:re you working sir?
213 Roxane: You have to do first l:ike this (.) on your knees

((patting knees with hands)) both the hands
214 Patient: Y:eah I can’t
215 Roxane: This one you cannot do.
216 Patient: Right.
217 Roxane: So this one you cannot >can< d:o
218 Patient: °Yep° ((patting knees with hands stops))
219 Roxane: °O:kay° Can you do like this finger? to finger? (1)

ba:ck. (2) O:kay This hand? (2) You ↓cannot
220 Patient: Maybe take a little while longer hh (2) not very

good
221 Roxane: O:kay Can? you touch your nose and touch my fi:

nger?
222 Patient: O:h
223 Roxane: (2) Okay. With the other hand?
224 Patient: I can’t lift my arm up.
225 Roxane: You cannot do it.
226 Patient: °No°
227 Roxane: Can you ho:ld ↑this hand like this? And touch your

n:ose. And this hand you cann:ot
228 Patient: °No°
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229 Roxane: You cannot do this one. Oka::y. Showme your finger-
hand? °Okay° So:: close your, eyes? Tell me which
position I am lifting it or I am making it down.

230 Patient: Mm-hmm (affirmative). Up?(1) Down. (0.5) Up? Down.
231 Roxane: °Okay° And this ha::nd?
232 Patient: Uh, I thi:nk that’s up (1) I can’t tell. That’s up.(2) I

don’t know.

In turns 46–51, Nurse Roxane is attempting to determine the onset of stroke
symptoms: Can you tell me exactly when it [the symptom Patient describes in
turn 46] happened? The reply is uh three days ago. Roxane repeats Patient’s ut-
terance verbatim (less the filler word uh), to which he confirms three days ago.
Following Merritt (1977), Jin and Watson (2020) distinguish between queryback
playback and affirmative forms of playback: queryback requests an answer from
the respondent, while affirmative playback does not. Queryback may involve a
restatement to solicit repair or extension, accompanied by rising intonation, or
an acknowledgement that information is received, and indicating attentiveness.

The use of queryback here in the process of confirming onset of stroke symp-
toms may be seen as a means of information verification, without inviting exten-
sion. Confirming the accuracy of information is an important element of patient
history-taking in medical communication, and Nurse Roxane utilizes queryback
effectively for this purpose. Patient’s repetition (turn 50), followed by Roxane’s
final okay closes the loop for the neurological assessment to proceed, and shows
complementary accommodation (Street 1991), where both patient and nurse mu-
tually accomplish the roles of other-utterances.

A similar use of queryback is seen in turns 61–64, as Nurse Roxane seeks to
identify factors which exacerbate or relieve the symptoms. Patient answers this
query in the negative, stating that the weakness in his arms seems to be constant
all day all night. Roxane acknowledges her understanding (Okay) and reformu-
lates Patient’s utterance as just constant for all the time, to which Patient confirms
constant yes. Again, complementary accommodation is achieved, and the next
phase of history-taking can begin. The process of queryback in complementary
accommodation is seen again in the discussion of smoking cessation (turns
131–135).

The series of physical assessments performed by Nurse Roxane in turns
213–232 provides multiple examples of playback. She prompts Patient to attempt
basic physical tasks as part of a stroke assessment procedure by first modelling
the action herself (usually with the prompt like this) and then inviting Patient to
follow, with verbal confirmations from both participants supplementing the in-
formation-giving process. Lines 213–217 illustrate this communication loop of
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nurse modelling action, patient attempt and answer, nurse confirmation, and pa-
tient’s final confirmation, which closes the loop and leads to the next physical
assessment in sequence.

213 Roxane: You have to do first l:ike this (.) on your knees [Nurse models
and describes desired action] both the hands.

214 Patient: Y:eah I can’t. [Patient attempts action unsuccessfully; verbally
indicates thus]

215 Roxane: This one you cannot do. [Nurse verbally confirms]
216 Patient: Right. [Patient re-confirms]
217 Roxane: So this one you cannot >can< d:o [Nurse initiates next physi-

cal assessment: (Patient’s other hand)]

With some exceptions, Matsumoto (2019: 569) finds in ELF research an orienta-
tion heavily tilted toward linguistic elements of communication, perhaps under-
laid by an assumption that “embodied actions (e.g., smile, body orientation,
and gaze), and non-verbal vocalizations (e.g., laughter) tend to be regarded as
mere illustrative supports to speech”. Drawing upon Block’s (2014) challenge
to Second Language Acquisition researchers, Matsumoto asserts that a widening
scope of analysis which includes the simultaneous use of embodied actions and
non-verbals – interlocutors’ multimodal resources – represents a significant op-
portunity for deepening our understanding of ELF communication. If so, MELF
extends this potential further. Turns 213–232 illustrate what may be common in
MELF communication and generally in healthcare professional-patient interac-
tion: the simultaneous use of embodied actions and linguistic resources in com-
munication. Protocols for physical assessment of patients presenting stroke
symptoms (e.g., FAST; Harbison et al. 2003) call for assessed performance of
arm movements. Nurse Roxane communicates these skilfully, simultaneously
utilizing modelling of desired actions while verbalizing either prompts or con-
firmations of task completion. Utilizing her “multimodal ensemble” (Bezemer &
Kress 2008: 166), the nurse proceeds effectively and efficiently through the
healthcare assessment, pre-empting potential non-understandings.

4.3 Summary

To summarize, the data from MELF interactions presented in this chapter both
affirms and extends our understanding of ELF. The use of communicative strate-
gies in MELF such as playback, repetition, spelling and the like are consistent
with the study of ELF interaction in other domains of use. Cooperative measures
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to achieve understanding were used effectively by intraprofessional MELF users
attempting to communicate with patients, a finding which bodes well for quality
healthcare delivery in MELF contexts, as does the potent use of non-verbals. In
our data, pre-emption strategies for the most part were used with good effect by
MELF users to avoid non- or misunderstandings, but as is the case in healthcare
communication generally, instances of unsuccessful communication represent a
very real threat to patient safety.
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Chapter 5
Finding common ground in MELF

Chapter key points:
– Elements of nursing health assessment, viewed through the lens of an activity type,

collude to constrain, restrict and shape medical ELF conversational features.
– Within these constraints, our data shows MELF users successfully managing strategies to

confirm the accuracy of patients’ information.
– A “biomedical think aloud” strategy used in MELF health assessment, while perhaps

serving useful functions for the healthcare professional, appears of limited value to
patient comprehension.

– In using a sociocognitive approach to consider nurse-patient health assessment, biomedical
language is often the healthcare professional’s default starting point in the search for
communicative common ground.

5.1 Introduction: Health assessment as an activity type

A basic premise underlying Levinson’s (1992) description of activity types is
that utterances, in order to be fully understood, must be considered within the
social context in which they occur. Levinson provides an example of talk occur-
ring within a cricket match and a basketball game (1992: 67–68) to make the
case that while a hearer can comprehend the meaning of words like tip, out and
here!, the context of the talk is an essential element of understanding. For ex-
ample, an exclamatory here in a basketball game might be directing one player
to pass the ball to another; the reader can easily envision multiple other set-
tings where here might carry entirely different meanings.

What features essentially in the idea of activity type is the limits it places upon
the language contributions participants may offer. In the words of Levinson, activ-
ity types are “goal-defined, socially constituted, bounded, events with constraints
on participants, setting and so on, but above all on the kinds of available contribu-
tions” (Levinson 1992: 69; emphasis in original). Levinson conceptualizes social
events along a “gradient” along two opposite poles: “the totally pre-packaged ac-
tivity, on the one hand (e.g., a Roman mass) and the largely unscripted event on
the other (e.g., a chance meeting on the street)” (1992: 69).

An important part of ascertaining meaning of a given utterance is an under-
standing of its social context, and the expectations for communication structured
around the shared goals in a particular setting. Bigi and Rossi (2020: 19) give the
example of a physician beginning a medical consultation with “How are you
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today?”. The patient will likely interpret this question in light of an understanding
of the kinds of contributions relevant to a medical consultation, and structure a
reply accordingly. The same question asked during a chance encounter between
friends at a supermarket will likely be interpreted – and therefore responded to –
differently. In both cases, the activity type acts to shape and restrict the kinds of
admissible contributions.

As a social event, medical encounters may be understood in light of Levin-
son’s characterization of activity types as “fuzzy” (1992: 69), in that while there
is a discernible and predictable structure to medical interactions (Roter & Hall
2006), the exact nature of allowable contributions are not always clearly de-
fined. For example, when has a patient given enough information, and the
healthcare professional should therefore interrupt and shift topics? Or is a role
reversal appropriate – is it permissible for the patient to query the healthcare
professional on her physical condition (Bigi & Rossi 2020)? Such decisions are
informed by, among other factors, the healthcare communication paradigm
being used (e.g. patient-centred care; therapeutic communication, etc.).

Plain language communication is utilized across multiple disciplines, and its value is sup-
ported by the research behind its development that draws from an equally diverse number of
fields. This value is increasingly being recognized in health care applications for its role in
mitigating the barriers posed by limited health literacy and enhancing patient safety. Plain
language is defined as communication that can be understood the first time it is seen or
heard, that uses succinct active-voiced grammatically correct complete sentences to better en-
able patients and caregivers to engage with information, using a more informal tone and com-
mon terms whenever possible (Warde et al. 2018: e54).

In this chapter, we view nursing health assessment through the lens of activity
type, and consider how the bounded characteristics of this particular social event
impact upon the language use of ELF users. Health assessment is considered a
central role of nurse practitioners, and an important part of improving patient out-
comes (Baid et al. 2009). While traditionally associated primarily with the work of
physicians, health assessment is now internationally recognized as part of nurses’
expanding role in patient care (Maejima & Ohta 2019). Baid (2006) proposes a
framework which has been widely implemented for patient health assessment by
nurses: after taking the patient’s health history, a nurse determines whether to un-
dertake a comprehensive (full body) assessment, or a more targeted examination
of a particular area (focused assessment). This framework specifies procedures and
steps for both assessments, often explained via technical, formulaic language
(e.g., ptosis; discoloration or discharge; rhythmic oscillation; Angle of Louis; etc.),
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sometimes with accompanying mnemonic (e.g., HEENT: head, ears, eyes, nose
throat; Apple Pie Tastes Mmm Eee: aortic, pulmonic; tricuspid; mitral; Erb’s point).
The assessment leads to an interpretation of findings, with the final result being a
recognition of abnormality, or a different diagnosis, followed by an appropriate
clinical decision in response. Other frameworks for nursing assessment adopt a
broader perspective, encompassing time-lapsed evaluations (to monitor improve-
ment or deterioration of the patient’s condition) and emergency assessment (espe-
cially rapid assessment and accompanying action) (IMedPub 2020).

The following section will consider data from health assessment simula-
tions, paying particular attention to how this particular activity type might im-
pact interlocutors’ language use.

5.2 Lexical simplification, biomedical summaries,
and answer-offering

Lexical simplification as a pre-emptive strategy involves providing a simpler refor-
mulated version of the original item (Svennevig et al. 2019; other pre-emptive strate-
gies used in MELF communication have been described in Chapter 4). As excessive
biomedical talk has been shown to hinder effective healthcare communication with
patients (Kain et al. 2009), Nurse Sindi’s simplification in the excerpt below of the
more clinical adjective associative to you have symptoms (preceded by the filler, you
know) within the same turn demonstrates an important element of a plain language
approach to medical communication (Warde et al. 2018).

Excerpt RE-SIM1A
Scenario: Respiratory assessment
Pre-brief instructions: A 52-year-old patient is admitted for upper respiratory
tract infection with severe cough. The patient has been in the hospital for two
days and will be discharged home today.
137 Nurse Sindi (L1 Tamil): Do you like? why do you think like it has

caused this bronchitis, anything, do you have
a, do you have any other habits? Like, do you
smoke?

138 Patient Susan (L1 English): I I do smoke, yes.
139 Sindi: Oh, okay. So, okay. Do you have any other as-

sociative, like, you know, you have symptoms,
like uh, vomiting? When you had cough?

140 Susan: No.
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141 Sindi: Nothing. Okay. So, how does like, uh, when
uh, this uh, this cough? is like, getting re-
lieved by um, uh, like, you know, when you,
if you sleep in the kind of a position like a 45
degree angle, or uh, how, how d- it was, was
it relieved?

142 Sindi: Oh.
143 Susan: It was just, it was just=
144 Sindi: =It is getting worsened.
145 Susan: Yeah, it was just a bad cough.
146 Sindi: Okay.
147 Susan: Yeah

One type of reformulation to pre-empt misunderstanding is for an interlocutor to
offer the listener answers to a question. As a communication tool, this strategy
serves the useful function of guiding the respondent toward a relevant answer.
However, offering an answer may also hinder accurate communication, by placing
limits on the type of response that can be given (Svennevig 2013). In this extract,
the nurse’s attempt at offering answers to her original question appears less than
successful at obtaining accurate information. In her assessment, Nurse Sindi is at-
tempting to determine what actions provide relief for the symptoms presented,
and suggests a particular sleep position as a potential example (turn 141). The pa-
tient’s reply does not seem to address symptom relief directly, but the cough itself,
and her repetition in turn 143 suggests some difficulty in exact expression (it was
just it was just). Sindi provides a completion to the patient’s utterance: It is getting
worsened. However, the patient’s response (it was just a bad cough) does not con-
firm Nurse Sindi’s completion. We take Susan’s statement that it was just a bad
cough to mean, presumably, there were no particular (sleep?) strategies that pro-
vided relief. Susan did not affirm the nurse’s suggestion that the cough is getting
worsened. Nurse Sindi’s okay followed by the patient’s yeah closes this line of
questioning, but an important piece of information – the question of whether the
cough is getting worse – seems unresolved.

In a number of instances, this particular respiratory assessment evidenced
characteristics of Levinson’s (1992) conceptions of an activity type, where formu-
laic, goal-defined exchanges served to direct and constrain turns and contributions
of both participants. Researchers have noted how doctor-patient consultations
often orient toward establishing or reaffirming the physician’s authority through
technical and scientific expertise, yet the patient also has important insight into
her own condition and treatment, and the two perspectives would ideally converge
(Lipkin et al. 2011). While physicians may assert this authoritative expertise during
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the diagnostic consultation, patients for their part may perpetuate this orientation
through subordinating responses (Heath 1992). In such instances Levinson’s
notion of activity type is instructive in understanding the seeming paradox. In
an analysis of physician-patient communication around diagnosis, Peräkylä
(2006: 218) suggests three means by which doctors orally validate the relation-
ship between a named diagnosis and its evidence: describing the symptoms
without accompanying reasoning for the diagnosis; by describing inferential
references to the evidence for the diagnosis; and explicitly laying out the evi-
dence for the diagnosis. On multiple occasions during the patient assessment,
we observe Nurse Sindi orienting the discussion to an authoritative stance,
through biomedical summary statements.

236 Nurse Sindi: it’s, your skin looks uh, normal to your ethnicity and then
there is no lesion or mass or anything. And then it is [inau-
dible]. Uh, and then uh, your respiratory, uh, movement
there is uh, some chest wall is uh, symmetrical and then
the [inaudible] elliptical in shape and then uh, uh can you
just uh, in the, it, it’s fine. Can you just put this up? And
then uh, your [inaudible] is elliptical in (thing), chest,
your chest wall movement is equal. Equal, and then just
with weight is uh, regular, and you’re not having any (un-
clear word) now at the moment. Okay. You’re having, uh,
cough.

237 Susan: Just a bit.
238 Sindi: Yes, yeah, you’re having cough.
239 Susan: It’s so much better.
240 Sindi: And then, it’s, and then your um, anterior and then the

posterior diameter, we say, but it’s actually lesser than the
transfer for diameter, which is one [inaudible] that is also
normal.

241 Susan: Okay.
242 Sindi: Okay. And then uh, you’re uh, you’re not using any acces-

sory muscle, your respiratory effort is, yeah, effort is good.
You are not using any accessory muscles, and there is no
audible, like when you are uh, breathing in. And there is
no nasal flaring. Uh, yeah. Okay, there is no audible that
sounds, I noted. So, okay. And I will just lie down, I will
just palpate you.

243 Susan: Okay.

138 Chapter 5 Finding common ground in MELF

 EBSCOhost - printed on 2/9/2023 7:27 PM via . All use subject to https://www.ebsco.com/terms-of-use



244 Sindi: And I will just see if there is any, uh, lump or anything.
Okay.

245 Susan: Okay.
246 Sindi: Okay. Um, there is no ten= do you have any pain here?
247 Susan: No.
248 Sindi: Nothing? Okay. There is no tenderness, no lumps. There is

no swelling or anything. Okay. Can I see you on the back,
please?

249 Susan: Yeah.
250 Sindi: Thank you. There is no uh lesions, or tenderness, or any

injury. Okay. Palpation, now your skin is like, uh, palpa-
tion, you don’t have any uh, skin lesion or injury or any
mass of swelling I noted. And then uh, your uh, uh, the
septum now I will just check for your um, har, just uh,
you, I will tell you, I will touch my palm on your back.

As Nurse Sindi proceeds through the assessment, she verbalizes her observa-
tions, often utilizing technical biomedical language such as lesion, symmetrical
chest wall, palpate you, nasal flaring, anterior, posterior, accessory muscle, re-
spiratory effort, transfer for diameter, and septum. Sometimes these descriptions
are accompanied by questions to the patient (there is no ten [-derness] – do you
have any pain here), but some observations are uttered without inviting re-
sponse (e.g., the descriptive sequence in turn 242).

In examining the patient’s chest (236–238), Nurse Sindi returns to the
cough, a symptom established previously in the assessment: You’re having, uh,
cough. Patient Susan clarifies the nature of the cough by specifying just a bit,
but the clarification seems to be overridden by the nurse’s subsequent restate-
ment: Yes, yeah, you’re having cough. Susan attempts a second clarification re-
garding the cough (it’s so much better), but Sindi seems to ignore it, and moves
the assessment to its next phase.

In Peräkylä’s (2006) data, patient responses during diagnostic consultations
were found to be minimal acknowledgements, silences, or extended responses.
In some cases of extended responses, conflict resulted, where the patient either
rejected the physician’s diagnosis, or sought to correct it. Patient Susan here at-
tempts to revise Nurse Sindi’s assessment of the nature of the cough (just a little bit;
it’s much better), but the revision appears unsuccessful. Sindi’s override of the pa-
tient’s perspective, and the missed opportunity for an extended patient response,
can be understood as a failure in therapeutic communication (Tamparo & Lindh
2017). Heath (1992) suggests that extended responses from patients are most likely
to be generated through the physician’s framing of diagnoses: as questions, as
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uncertain, or as differing from patient expectations. If the cough had actually im-
proved significantly, but this was not taken into account in the patient’s record due
to the nurse’s communication override, the result could be a delayed discharge and
an unnecessary extension in hospital stay, with attendant costs to the patient and/
or the healthcare system (John-Baptiste et al. 2004).

Talk in consultations involving frequently attending patients can demonstrate equality regarding
participants’ claims to knowledge concerning such topics as illness management, medication and
test results. However, doctor-patient consultations deal with the additional activity of interpreting
patients’ problems and describing patients’ problems from a medical perspective. It is specifically
during these interpretative activities that asymmetric claims to epistemic authority tend to remain.
Despite these patients having experience of chronic, recurrent or long-term illnesses and frequent
contact with health care professionals, discussion or debate around these issues was strongly
avoided. Even if overt disagreement occurs, resolution is quickly established as both parties ‘re-
treat’ to their realms of epistemic authority (Ariss 2009: 918).

5.3 Playback, queryback and recipient design

The next simulation scenario further underscores the role of activity type in
shaping interlocutor discourse in MELF interactions. As an activity type, the
format of the medical interview serves to place limits on the types of contribu-
tions participants make, facilitated through features like allocated turn-taking
and question forms. Within these constraints, however, we see a number of ELF
communication strategies. The setting for the simulation is unique in that it oc-
curs outside of a clinical setting in a home visit.

Excerpt ST-SIM1

Scenario: Cerebrovascular Accident (CVA; stroke) home visit
Pre-brief instructions: Ragia is a 45 year old woman who was discharged from
the rehab hospital at [clinic name] two days ago. After experiencing a CVA 2
months ago, she spent two weeks in the ICU, followed by a 6-week stay in the
rehab hospital. She continues to have significant residual left-sided weakness.
She is to visit her physician every 2 weeks; is scheduled for weekly blood work;
has a follow up CT Scan in one month; and is to attend physiotherapy every
other day. She is on anticoagulants [blood thinners] and hypertensive [blood
pressure] medications. She currently requires a walker to mobilize safely. Her
speech and memory have improved greatly, though there is some residual slur-
ring, especially when she is fatigued. She is left-handed so completing her
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ADLs [Activities of Daily Living] is difficult. Ragia lives with her older sister,
Roz. This is your first visit to her home. You have been assigned to work with
this family for two months.

The learning objectives underlying this particular scenario center on family
assessment and intervention, which provides a framework for helping nurses
understand patient needs and treatment within the context of familial dynam-
ics (Shajani & Snell 2019).

23 Nurse B (L1 Arabic): Your name?
24 Patient Ragia (L1 Arabic): Ragia.
25 Nurse B: Ragia. Okay. What bring you today here?
26 Ragia: I have a stroke.
27 Nurse B: Stroke. You have stroke. Okay. Uh. You have a

stroke before?
28 Ragia: No.
29 Nurse B: This is first time.
30 Ragia: Yeah.
31 Nurse B: Okay. How old are you.
32 Ragia: 45
33 Nurse B: 45 years. Okay. Uh. You have any blood pres-

sure or, you have blood pressure?
34 Ragia: Yeah.
35 Nurse B: Okay. You are on medication?
36 Ragia: Yeah.
37 Nurse B: Uh, okay. You take your medication daily?
38 Ragia: Oh, no.
39 Nurse B: Okay, you should take your medication, as

[inaudible].
40 Ragia: Okay.
41 Nurse B: Okay. And uh, and your family, anybody have

blood pressure, or any disease?
42 Ragia: Mm-hmm. Mother, father.
43 Roz (L1 Arabic): Father, mother, they have diabetes and arthritis.
44 Nurse B: Father, mother have diabetes?
45 Ragia: Mm-hmm.
46 Roz: And arthritis.
47 Nurse B: Arthritis. Okay. Uh, your father and mother,

they are alive?
48 Roz: No.
49 Nurse B: Okay. Okay. Which age they are died?
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50 Roz: Father was 70.
51 Nurse B: 70
52 Roz: Mother was 65.
53 Nurse B: 60?
54 Ragia: 65
55 Nurse B: 65, mother. Okay. And (.) you have any sister,

or this one? what’s the relationship between
you and?

56 Roz: Sister.
57 Nurse B: Your sister?
58 Roz: Yeah.
59 Nurse B: Okay. Uh, you have any brother or sister? Only

this one?
60 Roz: Mm-hmm.
61 Nurse B: Only this one. You are married?
62 Ragia: No.
63 Nurse B: No married. Okay, uh, how old she is?
64 Roz: I’m 50.
65 Nurse B: 50 years. Okay. She’s 45.
66 Roz: Yeah.
67 Nurse B: Okay.
68 Nurse A (L1 Arabic): Who’s taking care of you in the house?
69: Ragia: My sister.
70: Roz: ↓Sister.
71 Nurse B: You are working?
72 Roz: Yes.
73 Nurse B: What you’re working?
74 Roz: Teacher.
75 Nurse B: ↓Teacher. Okay.
76 Ragia: Me also.
77 Nurse B: Both of you are teachers?
78 Roz: Teachers for [institution, jurisdiction name].
79 Nurse B: Teachers for [institution, jurisdiction name],

okay. You have any any allergy for any medica-
tion or food?

80 Ragia: No. No allergies.

Nurse B makes effective use of queryback for clarification in the process of taking
a family history. An initial question about parents (which age they are died) begins
a sequence of playback and queryback. In turns 52–54, Nurse B is unsure she
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heard correctly the age at which the mother died, and seeks confirmation with rising
intonation (60?), to which Patient Ragia supplies a corrective response (65). Nurse B
then effectively uses a type of playback strategy, plain statements to indicate infor-
mation receipt (Jin & Watson, 2020), to gather further information as the interview
moves along. To her question only this one (i.e., is the sister here with us at present
your only sibling?), Nurse B receives an affirmative interjection (mm-hmm), to which
she indicates receipt by repeating only this one without rising intonation. This form
of playback is utilized again in the question utterance immediately following: you
are married; Ragia replies in the negative, and Nurse B confirms receipt by reframing
her previous question as a statement (no married). The same strategy is used to con-
firm information on the patients’ occupations, and allergies.

In terms of confirming the accuracy of information, a critical element in the
process of medical history-taking (Hogan-Quigley, Palm & Bickley 2017), Nurse
B’s strategy proves effective. Her use of intonation to indicate either question or
receipt of information in playback sequences represents a skilful tool for ensur-
ing information is transferred with precision. As we will note later, language in-
struction intended to prepare healthcare professionals for MELF environments
would benefit from awareness-raising activities (Zhang 2004) which highlight
the role of intonation in questioning and confirming important information.

At the same time, we note the constraints which the medical interview activity
type places upon participants, both healthcare professional and patient. Upon first
read, the information exchange sequence between Nurse B and her two patients is
reminiscent of the caricature described by Heritage and Boyd (2006: 163): the me-
chanical healthcare professional embodying a sort of “living questionnaire” as in
in social research, “neutral and consistent across patients” (see also Cassell 1985).

The “living questionnaire” analogy, where the healthcare professional en-
sures standardized responses with framed questions, contrasts sharply with the
type of holistic assessment advocated in contemporary healthcare training text-
books. For example, Hogan-Quigley et al (2017) speak of health assessment practi-
ces which attend to the “7 Facets” of health: encompassing not just the physical,
but emotional, social, cultural, spiritual, environmental and developmental ele-
ments (2017: 3). Healthcare educators assert that gaining meaningful information
from patients on all such facets of health is unlikely to be accomplished through a
highly structured “Q & A” format. Patients’ extended responses obtained through
open-ended questions, while espoused by healthcare educators, are apparently
less so taken up at bedsides or clinics.

It is important to note that the routine, almost checklist-like nature of medi-
cal history-taking is not brought on by the mandates of the healthcare profes-
sional alone. The format is in fact “co-constructed as routine (or not) through the
actions of both doctors and patients” (Boyd & Heritage 2006: 169; emphasis in
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original). Presumably, a patient being asked a question preferentially requesting
a restricted range of answers could provide an extended response, yet pa-
tients typically do not do so. Rather, patients comply with the brief, often one-
word answer requested via the structure of the healthcare professional’s ques-
tion, and the history-taking proceeds quickly. “In this sense, doctor and patient
progressively co-construct and realize this sequence of questions as embodying a
“checklist” of routine questions dealing with background or “face-sheet” data”
(Boyd & Heritage 2006: 170). With these widely utilized social conventions for
medical communication evident as well in our data, we cannot ignore the impact
such conventions have on the nature of MELF communication, and in particular
the role they play in pushing back against the transitory features said to charac-
terize ELF interaction.

While the constraints of the structured interview orientation serve to intro-
duce another regulatory process into the variable and emergent nature of ELF
in other domains, this orientation of medical communication is of course not
unique to MELF contexts.

Boyd and Heritage (2006: 164) identify two primary features of medical his-
tory-taking question sequences which enable a particular kind of social relation-
ship between healthcare professional and patient. In the principle of optimization,
physician questions orient toward “best case” or “no problem” answers. When
Nurse B asks Ragia and Roz about their parents (turn 47), she does so in a way
that is preferential toward a positive answer: your father and mother, they are
alive? Presumably, she could also have posed the question as: your father and
mother, they are dead? Structuring questions in a manner that presupposes a posi-
tive outcome has been observed to be characteristic of physicians’ history-taking
procedures in ENL contexts, and it is noteworthy that Nurse B, an ELF user, does
so as well. This observation points again toward the important role that constraints
of a socially prescribed activity type play in regulating the features of MELF
communication.

The principle of recipient design, seminally articulated by Sacks and col-
leagues (1974: 727) describes the “multitude of respects in which the talk by a
party in a conversation is constructed or designed in ways which display and
orientation and sensitivity to the particular other(s) who are the copartici-
pants”. In a different simulation session of the same Cerebrovascular Accident
home visit scenario, a nurse with L1 Malayalam directs an opening question
about the patient to the patient’s sister.

Excerpt ST-SIM2
21 Nurse (L1 Malayalam): She can talk
22 Patient’s sister (L1 Arabic): She can talk slowly yes
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23 Nurse: Slowly
24 Patient (L1 Arabic): I can talk

Given the context of the home visit (a stroke), it might have been seen as rude,
insensitive or even mildly confrontive to ask the patient directly whether she
was able to talk. Nurse attempts to navigate this potentially awkward situation
by instead directing her question to the patient’s sister. Nurse’s use of reformu-
lated playback (slowly) then leads to a contribution from the patient herself
(I can talk). In addition to the principle of recipient design evidenced here, we
also note the optimization orientation of the question: she can talk structures the
query toward a “best case” scenario, rather than the alternative (she cannot talk).
In considering the claim that ELF is in essence emergent and transitory, it is of
salience that both features of a medical history-taking, previously identified in
ENL settings, occur in MELF contexts as well.

Application of plain language in patient self-monitoring instructions

Before plain language review After plain language review

You can self-monitor by observing any of the
following signs that persist for  weeks or more:
– Unintentional weight loss
– Persistent cough
– Hematochezia
– Hematuria
– Profound fatigue

Report these signs to your oncologist
(cancer doctor) if they last  weeks or
more:
– Unplanned weight loss of more than 

pounds
– Cough that won’t go away
– Blood in urine (pee) or stool (poo)
– New fatigue (feeling very tired)

Adapted from Warde et al, , p. e.

5.4 Sociocognitive approach (SCA)

In Kecskes’ (2003; 2008) sociocognitive approach (SCA), the Dynamic Model of
Meaning (DMM) posits that interlocutors draw upon both prior and current
contexts for communicative understanding (see the extended discussion of
SCA in Chapter 2). The prior context utilizes inner, private, previously acquired
knowledge (termed salience) to put forward and grasp meaning as the conver-
sation unfolds. Consider the following exchange, an opening to a health as-
sessment, between Nurse Silke and her patient.
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Excerpt RE-SIM2
11 Nurse Silke (L1 Malayalam): Okay. I am Silke? I am your assigned nurse

today, I would like to take, uh, some history
about you like your uh, related to your health?
and uh, ah, your day to day activities in [inau-
dible] care in the hospital. Okay?

12 Patient: (L1 English): Okay
13 Silke: So, I’m here, going to do some investigation

so I’m just gonna um, take an examinations
and, uh, assessment as well. Is it fine with you

14 Patient: Yes please
15 Silke: Okay. The door is closed to maintain the pri-

vacy. Okay? Let’s start. [inaudible] to docu-
ment or as something in between

16 Patient: Okay

A patient admitted to the hospital, as is the context of this extract, likely fully
expects to be examined and assessed by a nurse. Nurse Silke initially identifies
the purpose of the discussion (take some history about you related to your health
and your day to day activities), and then specifies her planned activities (take an
examinations; assessment as well); after which, she requests the Patient’s consent
(is it fine with you). The Patient’s addition of please to his affirmative response to
the response to the query regarding consent is interesting: he could have opted
to simply reply in the affirmative as was the case in turn 12. Yes please may indi-
cate an urgency to be examined; perhaps expressing irony, as inWhat else would
I expect when in a hospital?; or may be voicing annoyance for a long wait to see
the nurse, as in Finally you’re beginning the examination! I’ve had to wait so long!;
or perhaps connotes cynicism about the nurse’s competency; or may be express-
ing politeness. We note also Silke’s statement that the door is closed to maintain
the privacy before proceeding with the assessment.

Whatever the reason for the Patient’s choice of yes please (turn 14), or for
Nurse Silke’s question regarding consent (turn 13), or her remark regarding the
reason for a closed door (turn 15), we see here the inner, private worlds of both
interlocutors brought to bear in the opening moments of the encounter. Nurse
Silke may be asking for permission to perform the examination, and explaining
that the door is closed to maintain the privacy because these preliminaries are
hospital policy; or because she believes they are central to patient-centred care;
or because she has had negative prior experiences on matters of consent and
privacy with patients; or any number of other reasons unknown to us as listen-
ers. The Patient’s addition of please to his affirmative consent similarly draws

146 Chapter 5 Finding common ground in MELF

 EBSCOhost - printed on 2/9/2023 7:27 PM via . All use subject to https://www.ebsco.com/terms-of-use



upon an inner world to which we are not privy. However, in this instance, the
attempts at salience by either interlocutor do not prove central to meaning-
making, and the examination proceeds.

Further on in this same encounter, Nurse Silke asks a question regarding
the patient’s diet, using a term more common in medical language – diet pat-
tern – (e.g., Hu et al. 2016) than might be used in everyday speech.

31 Nurse Silke: Okay. Then, what is your diet pattern? Diet pattern.
32 Patient: Diet pattern? I think I eat pretty well. I drink lots of water,

balanced diet, fruits and vegetables.
33 Silke: Okay?
34 Patient: Lots of protein.
35 Silke: Okay. So, are you able to walk steady?

Perhaps anticipating the potential of unfamiliarity with this term, Nurse Silke uti-
lizes repetition (then what is your diet pattern? Diet pattern). The Patient uses ris-
ing intonation to indicate temporary confusion about the term, but without
waiting for clarification on its meaning, proceeds to draw upon prior knowledge
of expectations surrounding what a health professional might want to know
about one’s eating, and lists several features of his diet (eat pretty well; drink
lots of water; balanced diet; fruits and vegetables). Nurse Silke acknowledges
this list without asking for additional information (Okay), but the Patient
adds, unsolicited, an additional piece of information (lots of protein), again
likely drawing upon the inner, private world of salience as described in SCA
to infer the type of information likely to be requested in this context. Silke ac-
knowledges the additional item, then changes the subject to proceed with the
next phase of the health assessment.

5.4.1 Healthcare providers and linguistic home territory

A MELF encounter, viewed through the lens of an SCA approach (Kecskes 2014;
2010; Kecskes & Zhang 2009), focuses particularly on the search for core common
ground. As discussed previously (see Chapter 2.4), core common ground com-
prises three sub-characteristics: common sense (general knowledge); cultural
sense (general knowledge about a particular set of cultural norms, behaviours,
expectations, etc.); and formal sense (general knowledge about the language sys-
tem being used). Bigi and Rossi assert that it is the cultural and formal senses
which “seem to be the critical dimensions that may contribute to generating the
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worst misunderstandings in multilingual communication, or to presenting inter-
preters and mediators with the biggest challenges” (2020: 28).

An SCA approach posits that given the inherently egocentric nature of com-
munication, speakers begin an exchange by selecting the linguistic resources
most readily available to them, and it is only afterward that they rely on the
actual context for verification of meaning (Bigi & Rossi 2020). Speaking specifi-
cally of physicians in the context of a medical interview, the process is de-
scribed as follows.

it is likely that, acting within such a socially well-defined and structured context, doctors
are inclined to take for granted the mind-set, knowledge, procedures and requirements of
the context itself. These are primarily expressed through language use, be it the use of
technical terms (e.g., glycemic values, instead of blood sugar) or of formulaic language
(e.g., the habit of using acronyms). When in the exercise of their professional practice,
doctors are in their ‘territory’ and it is likely that they lose awareness of how distant it is
from their patients’ ‘land of origin’. (Bigi & Rossi 2020: 30)

Nurse Silke, at home in her “territory” as a healthcare professional, uses a more
medically oriented term (diet pattern), and what appears to be formulaic lan-
guage (door is closed to maintain the privacy). Disambiguation follows only
when an interlocutor signals non-understanding, and in this instance, the Pa-
tient did not wait for his signal (diet pattern?) to be verified, nor did Nurse Silke
presumably deem his answer off-point.

In this sense, effective medical communication relies heavily on the pa-
tient, despite being from a different “land of origin”. Consider the following ex-
tract from another health assessment simulation.

Extract RE-SIM7
102 Nurse (L1 Malayalam): Can you take deep breath? Okay. Okay. So, uh,

you have, uh, tactile fremitus is, uh, bilateral
and symmetric and you have, uh, sym= bilat-
eral, symmetrical chest expansion, also. That
is normal and great. Then, I will do the, uh,
percussion on you.

103 Patient (L1 English): Okay.
108 Nurse (L1 Malayalam): Here also on the lungs side, lungs part I got the

resonant sound? And, uh, the right side is your
liver, so there is dullness. And on the left side is
your stomach, that is tympany, all good.

109 Patient: Okay.

148 Chapter 5 Finding common ground in MELF

 EBSCOhost - printed on 2/9/2023 7:27 PM via . All use subject to https://www.ebsco.com/terms-of-use



As she proceeds through the assessment, Nurse on several occasions seems to
“think aloud” her findings, using biomedical language, with minimal or no ex-
planatory comment. Her patient’s response (okay) does not explicitly reference
understanding of the medical terminology (e.g., tactile fremitus; percussion; tym-
pany); it is therefore unclear whether the patient’s okay in turn 103 is an indica-
tion of consent to the percussion procedure, or a response to the normal and great
finding (turn 102). Similarly, it is not clear whether the okay in turn 109 indicates
the patient’s comprehension of resonant sound, dullness and/or tympany and
the Nurse’s interpretation of those findings, or is simply a response to the all
good conclusion.

As the interaction draws to a close, Nurse summarizes the findings of her
assessment, again utilizing technical language familiar to her home “territory”
as a healthcare professional.

117 Nurse: When I auscultated, the right side, I got the, uh, normal vesic-
ular on the lungs, right side. On the vesicular sound on the pe-
ripheral, uh, peripheral lungs. And on the trachea, I got the,
um, bronchial sound. And on the lung side, I got the broncho-
vesicular, and the peripheral side, I got the vesicular sounds.
Okay. Now, I have completed the respiratory assessment for
you. Anything more you want to, so- anything more you want
to, uh, you want me to tell?

118 Patient: Yes, was, was it the results normal? Or was there [crosstalk
00:13:59]

119 Nurse: Yeah, the results are within normal range, and that’s why doc-
tor has told you, told that there is that you can go home by
tomorrow.

120 Patient: Yes.

At Nurse’s invitation for her patient to request further information (anything
more . . . you want me to tell), the patient asks whether the results of the assess-
ments were normal. Nurse responds to this query with further biomedical for-
mulaic language (the results are within normal range). The patient’s yes seems
to signal understanding of the link between the results of the assessment and
his impending discharge from hospital.

In medical encounters where the “distance travelled” between a patient’s
“land of origin” and the healthcare professional’s “territory” may be consider-
able, the onus is often on the patient to signal non-understanding. As the Nurse
draws upon her inner, private world for the most readily accessible linguistic
resources (the biomedical descriptions of respiratory assessment findings), it
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falls upon the patient to initiate clarification processes. In the constraints of the
medical interview as an activity type, the asymmetry of relations in medical
consultations (Irwin & Richardson 2006), and the practical realities of time
pressures upon successful clinical communication (Hemsley, Balandin & Wor-
rall 2012), the patient may opt to seek only – as it appears the patient in this
instance does – the “bottom line” of the assessment (was it the results nor-
mal?). Such constraints are not unique to MELF, but it is not difficult to see
how attempts at salience may be additionally challenged when ELF interlocu-
tors differ in formal and cultural senses of common communicative ground.

5.4.2 Biomedical think aloud and common communicative ground

We note throughout our data a propensity for healthcare professionals to select
clinical language as the go-to, default starting point in salience. The following
extracts illustrate how medical language appears to be the most readily avail-
able linguistic resource upon which nurses draw as they communicate with
their patients.

Extract NE-SIM1B
51 Patient (L1 Malayalam): And I think I’m taking also, anti-platelet,

Coumadin.
52 Nurse (L1 Malayalam): Coumadin also.
53 Patient: Yes.
54 Nurse: This all once daily you are taking or uh,

variated?
55 Patient: What?
56 Nurse: Uh how frequent you are taking this medicine.

Extract NE-SIM3B
117 Nurse (L1 Malayalam): Okay. So her GCS is here, she’s eyes opening

spontaneously. It is full, and she is oriented
and obeying my commands. Her GCS is 15 out
of 15, and her . . . she’s oriented to time, place,
and person. Now I will go to your pupillary re-
action. So for you, I will just check your pupil-
lary reaction. So just, uh, can you look at my?
(.) Okay. So I will ch= I will check your pupil-
lary reaction to the light. ↓Okay. So just, uh . . .
Uh, her pupils are constricting to light. Can you
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just, uh . . . I will just move to . . . near to you.
Just look at this, uh, pentose. Okay? Okay. Her
accommodation is normal. For the pupils are bi-
laterally equal to in size and the consa= and re-
acting to light and accommodation is normal.
Now we will check your motor state. Okay? I
will check the strength of your body. So I will
check your upper . . . upper extremity strength.
For (.) that, I will give you my two fingers. You
are to grasp strongly. Okay? Grasp. Okay. Okay.
Now both hand . . . this one. Okay. Can you
grasp tighter? Okay.

Extract RE-SIM1C
31 Nurse (L1 Malayalam): Okay what about the food patterns?
32 Patient (L1 English): Umm food patterns. You mean uh my diet?
33 Nurse: Yeah. You are you vegetarian or non-vegetarian?
34 Patient: Um, yeah, I, uh, non-veg, yes.
35 Nurse: Oh non-veg?
36 Patient: Both yeah
37 Nurse: You are a absolutely are a nutrition good. Okay

okay what’s your name?

Extract NE-SIM4B
19 Patient L1

Malayalam): I have a stroke three days ago, my thumb
with my

20 Nurse Mally
(L1 Malayalam): When it start?

21 Patient: Three days ago, I’ve been here for three
days now.

22 Mally: Okay. Is it worse with any activity or is it worse
with uh, any other um, associated problems?

23 Patient: Yeah, when I uh um, doing some stuff it’s worse
on this side.

24 Mally: Is it radiating to any other uh, places?
25 Patient: No just this side.

In the first extract and third extract, the nurses’ use of a more clinical term prompts
signals of non-understanding from the patients: (variated prompts the response
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what, followed by a reformulation; food patterns prompts a clarification question:
you mean my diet?) In contrast, in NE-SIM4B, the patient appears to understand the
use of associated problems (response: Yeah when I . . . doing some stuff it’s worse on
this side) and whether these problems were radiating to any other . . . places (re-
sponse: No just this side).

In NE-SIM3B, we see the “biomedical think aloud” phenomenon, where the
nurse verbalizes her findings using biomedical language as the assessment pro-
ceeds. In this instance, the nurse alternates between descriptions of the patient
in the third person (e.g., her GCS10 is fifteen out of fifteen; she’s oriented to time
place and person; her accommodation is normal) and addressing the patient di-
rectly in instructions and explanations (I will check your pupillary reaction to
the light; now we will check your motor state; you are to grasp strongly). This bio-
medical think aloud may well be of value to the medical professional: for exam-
ple, perhaps as a means of self-assurance that all items in an assessment list
have been checked off, or perhaps to demonstrate to the patient the nurse’s ex-
pertise and authority. But it is not communication as such; in that the nurse
speaks in the third person, only uses personal pronouns when asking the patient
directly for a response, and the patient’s understanding or non-understanding of
the utterance content seems entirely inconsequential. To illustrate, we imagine
an airline pilot verbalizing the technical pre-takeoff checklist to cabin passengers
over the airplane’s public address system; while it might reassure passengers
that procedures are being followed, as a vehicle for communication it would be
of little value. Most passengers will likely not comprehend the technical lan-
guage, and in fact passengers’ comprehension or non-comprehension is irrele-
vant to carrying out the procedures.

While acknowledging the utility of the biomedical think aloud phenomenon
from the standpoint of the healthcare professional, it may also serve to inaccu-
rately frame the information. In the following extract, Nurse Ruth reformulates
the Patient’s response, presumably to fit a biomedical assessment checklist, in a
way that may inaccurately reflect the original utterance.

Extract NE-SIM6
44 Nurse Ruth (L1 Kannada): May I know your daily routine food habits?
45 Patient (L1 English): My daily routine. Uh, up in the morning, have

cereal. My wife goes to work, we have a coffee.
46 Ruth: Okay.

10 GCS – Glasgow Coma Scale: a protocol standard for assessing a patient’s level of conscious-
ness. A score of 15 is considered normal. See Durant and Sporer (2011).
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47 Patient: Um, she’s at work all day, I’m retired. So, I, I
have a lunch. Um, and I watch some TV. I’ll,
I’ll, uh, call my children on Skype, or on com-
puter at home.

48 Ruth: Okay.
49 Patient: Then I make dinner. Wait for my wife to come

home.
50 Ruth: So, your food habit is regular. And may I know

your weight, please?

Nurse Ruth’s query in turn 44 seems to be asking either for daily nutrition pat-
terns (as in Extract RE-SIM1, above), considered an essential component of nurs-
ing health assessment (Jensen, 2018), or to discern the regularity of meals. The
Patient’s responses, however, would seem to indicate an interpretation which
combined the two ideas: daily routine and food habits. Turn 45 begins with a par-
tial repetition (my daily routine), and then goes on to recount daily activities
(watch TV; call my children on Skype; make dinner; wait for my wife to come
home), and to a lesser extent what he actually eats (have cereal; have a coffee).
To this Ruth summarizes, so your food habit is regular, and moves on to the next
portion of the assessment.

If Nurse Ruth is attempting to gage whether the Patient was eating regular
meals, her question can be considered successful. If she is seeking to under-
stand whether her Patient is eating nutritionally, this portion of the health as-
sessment remains incomplete. Given the importance of nutrition evaluation in
the overall health assessment process (Jensen 2018), the imprecise expression
daily routine food habits leads to the interlocutors “talking past each other”
(Roberts et al. 2005: 470), with the Patient recounting both daily routines and
food habits. In any case, the point we raise here is Nurse Ruth’s use of what
appears to be another example of a biomedical think aloud summary to close
this phase of the Patient interview, without expectation of a patient response
(so your food habit is regular), yet with a non-understanding reframe.

While we considered the “pedagogical effect” as a potential cause for this
(over)use of biomedical language, we noted in a previous chapter how a number
of factors present in the simulation environment serve to significantly reduce the
impact of this effect. In fact, the explicitly stated learning goals of patient-centred
communication ought to have the opposite outcome: we would anticipate much less
use of biomedical language with nurses aware they were being evaluated on thera-
peutic communication. In Chapter 3, we noted as well that the pedagogical effect
would be further diminished by well-coached standardized patients; experienced
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nurses; and high-fidelity simulations which effectively mimicked real-world clinical
settings.

5.5 Summary

We have considered here how the health assessment as activity type impacts
upon ELF interaction, and how even within the limits this activity type places
upon participants’ turns, MELF interlocutors employ strategies for effective nurs-
ing communication. At the same time, the search for common communicative
ground among interlocutors is often carried out in the context of nurses’ “bio-
medical think alouds”, which appear to serve as the primary starting point in ef-
forts at salience. While perhaps of use to the healthcare provider, such strategies
were not seen to enhance nurse-patient communication. The constraints of a
health assessment activity type as brought to bear upon ELF interactions, again
draw our attention to the distinctions between MELF communication and ELF in
general. The dynamic transitory nature of interactions said to characterize ELF is
brought into sharp relief when contrasted with the more prescribed and static
character of MELF, impacted as it is by the constraints of activity type.

154 Chapter 5 Finding common ground in MELF

 EBSCOhost - printed on 2/9/2023 7:27 PM via . All use subject to https://www.ebsco.com/terms-of-use



Chapter 6
Implications and conclusion: Healthcare
education in MELF contexts

Chapter key points:
– Effective use of communication strategies identified in other domains of ELF are critically

important in MELF.
– Language support to prepare MELF users for healthcare communication in contact zones of

global mobility includes the ability to navigate exonormative medical language norms.
– Multimodal communication is an important dimension in the meaning-making resources of

MELF users and is largely overlooked in ESP instruction.
– Integrated language instruction for MELF users draws upon, but also extends and tran-

scends, traditional aural skills pedagogy as utilized in ESP.

6.1 Introduction

We have thus far conceptualized MELF from various micro- and macro-levels,
attempting to understand the phenomenon from analysis of discussional turns
between healthcare providers and patients, from its place within the broader
context of healthcare communication in general, and from consideration of the
larger social and linguistic context in which our observations are set. From a
macro-perspective, the notion of community of practice was demonstrated to
be particularly appropriate for examining the language practices of healthcare
professionals, and the environment of the Gulf Cooperation Council nations
(GCC) especially so. The language diversity of Qatar, accompanied by the esca-
lated disruption of linguistic norms characteristic in a migrant destination,
were seen to set the context for new degrees of linguacultural accommodation.
At a micro-level, interactions between healthcare providers and their patients
were viewed through the search for the common ground of co-constructed
meaning, where socially framed expectations for conversational turns were
seen to exert powerful influence on language use. Throughout the book, we
have asserted that the conditions under which MELF interactions typically take
place serve to distinguish it in several important ways from other domains
where ELF has been studied to date.

In this chapter, we will attempt to weave all of these perspectives together,
in order to arrive at some implications of our exploratory micro-/macro-level
conceptualization of medical English as a lingua franca. We do so tentatively,
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for several reasons; not the least of which is that we acknowledge the prelimi-
nary nature of our inquiry, conducted as it is in a specific setting, with a partic-
ular set of data – a limitation common to all social research. There is also the
challenge of drawing upon conceptual and methodological pluralism for our in-
quiry and the attendant difficulty of integrating those diverse perspectives, a
limitation we have attempted to acknowledge throughout this volume. We
speak tentatively as well in our unenviable position of outsiders (De Four-Babb,
Pegg & Beck 2015) to the academic space of both ELF and healthcare communi-
cation. As outsiders to healthcare specifically, we are keenly aware of medi-
cine’s infamous “antipathy toward attempts by others outside the profession to
improve practice” (Leape & Berwick 2005: 2387). Yet, outcomes of healthcare
research, at least in principle, should be applied to improving health and to im-
proving healthcare policy (Saks & Allsop 2019). As mentioned at the beginning
of this book, our interest in healthcare communication lies not only in our pro-
fessional interests, but as healthcare “users” and “consumers” (Saks & Allsop
2019: 7–9): as patients seeking quality care. It is from this perspective ulti-
mately that we proffer the exploratory implications arising from our research.
However, these personal interests intersect with our professional lives as lan-
guage teachers, so we would be remiss if we did not include the implications
for language instruction practices that prepare healthcare professionals to work
in MELF environments.

We have organized our discussion in this chapter as follows. First, we
briefly review the social context of our study, and its role in shaping language
use of MELF users in our data – an important backdrop to the discussion of
pedagogical implications which are to follow. The chapter then makes a case
for the important role language use plays in quality healthcare and patient
safety, and asserts the contrarian perspective that mobile translingual practices
may, in the case of MELF, require more, not less, recognition of external norms.
We then consider the intersection between simulation training, subject content
from healthcare disciplines, and English language support courses, particularly
with respect to multimodal communicative resources. Drawing upon a typology
of approaches to classroom listening (Rost 2016), we propose a number of im-
plications for language classrooms which support effective healthcare commu-
nication. Finally, we offer some hopeful possibilities for the contribution of
medical ELF to the broader work of healthcare communication research.
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6.2 Social context and language use

As we began to conceptualize MELF as it is utilized in our research setting, it be-
came increasingly clear to us that we could not understand individual nurse-nurse
or nurse-patient conversations in isolation from the broader social, linguistic and
occupational context of the GCC. In the confluence of ethnic, linguistic and cul-
tural influences which is Qatar and its Gulf Cooperation Council neighbours, and
along with it an expatriate labour force whom in many cases share living quarters
with workplace colleagues, conditions are set for both the sustained mutual en-
gagement of a CoP, and thus the degree of ELF contact, to be both heightened and
intensified. A Sri Lankan nurse attends a training event at her GCC clinic with a
colleague from the Philippines, with whom she also shares accommodation, pro-
vided by their host country’s Ministry of Health as part of the compensation pack-
age. Their Tanzanian colleague, who works as a surgical assistant at a different
clinic, shares the same living quarters, and the three of them later that day discuss
potential implications of the new Ministry policies presented during the training.
We discussed previously (see Chapter 2.5) social network theory as a lens through
which to view the impact of such conditions on language use in MELF.

The nurses in the simulation trainings, whose utterances form part of the
data for our exploration of medical ELF, enrol in the institution either from, or
while still a part of, an environment where lines of separation between work
and home are blurred, or even non-existent. Mann (2011: 64) describes medical
training where “learners are being socialised as they learn”, and for many of
the nurse learners in our research context, exceptionally so.

The nurses’ “sustained mutual relationships”, heightened by the blurred
work-home environment – doubtless including elements which are “harmoni-
ous or conflictual” – provide fertile ground for other CoP characteristics de-
scribed by Wenger (Wenger 1998: 125–126), and in particular those features
related to language (see Chapter 2.3). An “absence of introductory preambles,
as if conversations and interactions were merely the continuation of an ongoing
process” are inevitable in this context, as are the development of “local lore,
shared stories, inside jokes, knowing laughter”. Their profession is infamous
for its use of “jargon and shortcuts to communication”, and these are reinforced
and further refined through the course of their nursing studies. All of these ele-
ments are brought to bear on the nurses’ ELF interactions and cannot but im-
pact the very nature of the linguistic forms which emerge and are reinforced
through sustained, intensified usage.

Healthcare education researchers Cruess et al assert that medicine has al-
ways functioned as a community of practice (2018: 185). Cruess and colleagues
find in the training and post-training work of physicians clear examples of the
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specified domain; strong sense of community; and practice of specialized skills,
all said to be characteristic of a CoP (cf. Snyder & Wenger 2004). The work of
nurses has also been variously described through the lens of a CoP framework
(Seibert 2015). Andrew and Ferguson, for example, describe a CoP context for
nursing development mirroring what we observe in many GCC healthcare envi-
ronments: “a combination of social engagement and collaborative working in
an authentic environment” with “skills and talents of like and unlike diverse
populations . . . harnessed to challenge and develop professional practice”
(2008: 1; 12). In attempting to define a healthcare CoP with reference specifi-
cally to nursing, Seibert highlights the central role of community, “distin-
guished by relationships and interactions” as well as “meaningful, sustained
relationships and shared ways of engaging” (2015: 71). The centrality of social
dimensions for community are underscored by other nursing researchers who
draw upon a CoP framework, and who emphasize the role of social activities,
effective communication, interdependence, trust and the like in establishing
and maintaining these meaningful relationships and interactions (e.g., Thrysoe
et al. 2012; Thrysoe et al. 2010; Andrew et al. 2009; Andrew & Ferguson 2008;
White et al. 2008).

It is within this framework, of linguistic norms shaped by the sustained en-
gagement with a larger professional community, that we turn to the implica-
tions of our exploratory findings of MELF.

Communication textbooks exhort doctors to encourage more talk and to listen better, but
such prescriptions are modelled on monolingual, mono-cultural consultations, where ordinary
talk itself is not the problem (Roberts et al. 2005: 74).

6.3 Language matters: Implications for patient safety

A first and primary implication is the obvious reality that language matters.
Claims that language barriers of “foreign” healthcare professionals may cause
harm to patients makes for attention-grabbing headlines in popular media, and
so seem to regularly recycle through news reports, and make their way into
speeches of populist politicians. A headline like “EU doctor suspended from UK
work for ‘poor English test’” (BBC News 2015), or “Drug doses lost in translation”
(Bladd 2008) not only make good press copy, but can be used by political leaders
to defend one’s point of view on lowered immigration quotas, or on Brexit, or to
press for more funded places for local graduates in medical schools, or any num-
ber of other political intentions.
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We have consistently maintained a non-alarmist perspective in this volume.
Our findings indicate that by and large, ELF healthcare professionals effectively
manage medical communication across lingua-cultures, through multiple accom-
modation strategies, and within a larger social context through which such ac-
commodation strategies are fostered and supported.

And yet, language does matter. As we have shown, in the relatively few in-
stances where ELF healthcare miscommunication did occur, it did so in areas of
critical importance to patient health: in potential adverse drug events, in lexical
ambiguity leading to missed diagnoses, and in extended hospital stays.

We return here to an instance in our initial exploration (Tweedie & Johnson
2018a; 2018b) where practicing nurses were recorded discussing the condition
of an elderly patient (pulmonary edema) during a shift handover. Nurse A, at-
tempting to articulate the patient’s increasing disorientation, says, he’s feeling
funny and I wonder maybe he’s crazy, something, he’s telling that way. In sharp
contrast, Nurse A had begun the shift handover report with the formulaic phrase
responding well.

When asked to consider the role specifically of language use in this re-
corded patient handover, senior nursing instructors expressed alarm about the
lexical imprecision of these terms, particularly given the disorientation associ-
ated with rising potassium levels, as indicated by the patient’s lab reports. As
one instructor put it:

you know, funny, what does that really mean, you know, is he unconscious you know is he
responding to verbal commands, to painful stimuli, like all those impact patient care. And
she did mention that the potassium was high, so that would lead me to believe that these were
more serious concerns than acting funny. And that nursing other nursing intervention should
be taken immediately, instead of just you know making a referral at some point in time.

(filler words removed)

Some critics of ELF research have noted a tendency to over-interpret communi-
cation as successful, with misunderstandings infrequent or inconsequential,
and thus downplaying the potential for miscommunication. Mackenzie (2014:
140–141) describes this propensity:

There is never the slightest suggestion that ELF speakers, like users of any other language,
might range from the enviably articulate, co-operative and successful to the alarmingly in-
articulate, unpleasant and inept. Despite the occasional reference to code-switching, there
is hardly any acknowledgement that ELF users’ English might be in any way wanting, not
allowing them to express everything they wish to say, even though most bilingualism re-
searchers stress that few bi- or multilinguals speak all their languages equally well, or use
them for all domains of life, and so might easily have lexical gaps in many fields.
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In this case, Nurse A (a postdiploma student who was already a practicing nurse
in GCC hospitals) encountered a patient with rising potassium levels, accompanied
by a growing disorientation or perhaps delirium, precise terms which she seemed
unable to access in communicating to the nurse coming on-shift. Undetected dis-
orientation, particularly in elderly patients like this one, can have life-threatening
consequences (Brich et al. 2019).

We make no claim that such medical errors are unique to MELF users. Indeed,
missed diagnoses of delirium appear unsettlingly prevalent (Barron & Holmes
2013), even without adding language barriers. We do however assert that ELF adds
another layer of complexity to the process of medical communication, and one to
which patient safety demands attention be paid. For the most part, our observation
of MELF communication aligns with that of Firth’s (2009: 149) summary of ELF
research: “typically characterized by a high degree of interactional robustness, co-
operation, consensus-seeking behavior and affiliation, and that explicit and overt
miscommunications are rare, despite variance in language form and proficiency”.
Yet, the high-stakes nature of MELF communication can make even “rare” “ex-
plicit and overt miscommunications” of dire consequence. This particular simula-
tion enacted a shift handover, an event of particular risk: the transfer or hand-off
of patients may account for 80 percent of all preventable adverse medical events
(Frankel et al. 2012).

6.3.1 Language errors in ELF and MELF

As instructors of English for Specific Purposes, preparing ELF users to deliver
healthcare services in a multilingual environment, we are caught in a bind. On
the one hand, we affirm an ELF view, drawn from both Complexity Theory and
translanguaging perspectives, on the correction of (so-called) language errors.
On the other hand, as shown in the example above, an ELF users’ linguistic re-
source (in this case, inadequate range of expression) may impact the delivery of
safe and effective healthcare. As Mackenzie asks, “what is the poor English
teacher to do?” (2014: 165).

A translanguaging perspective as enacted in ELF rejects the traditional no-
tion of “error” as deviation from a central set of standard and codified native
speaker norms. As Horner and colleagues articulated in advocating a translin-
gual approach, differences in language ought to be seen “not as a barrier to
overcome or as a problem to manage, but as a resource for producing meaning”
(2011: 303). Such approaches do not preclude attention to language conven-
tions as such, but rather challenge the notion that they should be taken only at
face value. A translanguaging perspective advocates a pedagogy which no
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longer focuses on identifying errors which deviate from a prescribed native
speaker variety, but embracing a linguistic diversity which will help to “prepare
students for new challenges of the increased global mobility and contact zone
interactions” (Kimura & Canagarajah 2018: 304).

However, as in the case of MELF, what if part of preparing our students for
“increased global mobility and contact zone interactions” involves more, not
less, attention to language conventions? The nursing instructors commenting
on the shift report described above suggested several biomedical formulaic
terms which might have been helpful in preventing the potentially lethal out-
come of Nurse A’s missed diagnosis: disorientation; delirium; responding to ver-
bal commands; responding to stimuli. Each of these terms may serve to activate
a schema of professional knowledge in Nurse B (the incoming shift nurse, recip-
ient of the patient handover), and thus provide an opportunity for appropriate
and timely nursing intervention.

We embrace the linguistic innovation and creativity of ELF users, fostered
by the intensified global mobility and zones of language contact which trans-
languaging perspectives so aptly describe. We have absolutely no interest in
promoting English as the global language of healthcare delivery. In fact, we
find an incongruence in the fact that healthcare across the GCC is often deliv-
ered in English when many of its patients have Arabic as a first language. We
similarly reject the notion that errors are simply divergences from idealised na-
tive speaker norms. But in the language classroom, where we are at work pre-
paring healthcare professionals to be effective ELF users in a linguistically
diverse setting, we find our ideals challenged daily by several realities. First,
linguistic innovation, if not aligned with precision communication, can have
fatal outcomes in healthcare contexts. Second, the leadership of some Gulf Co-
operation Council countries choose, for a variety of reasons, to utilize English
as the language of healthcare education and delivery. Third, the Nepali radiog-
rapher and her Qatari patient find themselves in a situation where English is
the only available communicative option. Fourth, our learners express a desire
to add medical English to their multilingual repertoire. In light of realities such
as these, we reformulate Mackenzie’s (2014: 165) question slightly: What is a
poor content-based English language teacher to do?

Similarly, an ELF perspective drawing upon Complexity Theory, with its
understanding of language as a complex adaptive system, asserts that “there
should be no one usage that is universally privileged, independent of purpose
and audience” (Larsen-Freeman 2018: 55). Errors by ELF users, then, given that
they occur by definition in multilingual contexts, may not be errors at all: “what
appears to be an error from a monolingual English point of view may, in fact, be
an innovation from a multilingual point of view” (Larsen-Freeman 2018: 56). We
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agree. Yet, in Chapter 4 we recounted an unsuccessful instance of communication
regarding a patient’s medication, a high-risk activity given the adverse effects of
drug-to-drug interactions and other consequences (Bohand et al. 2009). The
nurse’s question Can you tell me which of medicine you are taking does not align
with the question form usage of many monolingual English speakers. In the mul-
tilingual discussion between the ELF users in this instance, researchers may clas-
sify this as an innovative question form. But whether an error or an innovation,
the nurse’s utterance and subsequent ones did not have the necessary communi-
cative effect: maintaining patient safety. Patient safety considerations required
her to find out how much of which medication each day at which times. Whether
from a multilingual point of view or a monolingual one, most observers would
agree that the failure to establish this constitutes a communicative error. As lan-
guage teachers of ESP, our priority is not “correcting” this nurse’s question form
to more closely align with Inner Circle usages, but to helping her avoid one or
more “wrong patient, wrong diagnosis, wrong drug, wrong dose, wrong delivery,
wrong timing”medication errors (Hudson & Guchelaar 2003: 1010).

The postmodern epistemology which underlies translingual orientations
de-emphasize traditional fixed communities in light of the mobility characteriz-
ing today’s world, transcending fixed geographical boundaries (Blommaert 2010;
Pennycook 2012; Canagarajah 2013). In zones of contact (Pratt 1991) where globally
mobile populations assemble, diverse groups of languages and cultures intersect,
developing new communication norms and means. Indeed, a hallmark of a
translingual orientation is the recognition that competence, rather than ability to
adhere to a standard set of linguistic norms, is inherently performative in nature
(Kimura & Canagarajah 2018), dependent in its entirety on the requirements of
the communicative circumstance.

From a pedagogical perspective, fostering learners’ competency for communi-
cation in zones of contact involves helping students understand “linguistic norms
are ideological constructs that are fluid and negotiable” (Kimura & Canagarajah
2018: 304). Translingual pedagogical practices therefore aim to prepare learners
for effectively navigating these diverse environments, as opposed to modelling
and teaching adherence to norms of an established community.

But what if preparing learners for global mobility and effective interaction in
contact zones actually does involve readying them for precise adherence to pre-
scribed norms? To formulaic biomedical language? To internationally promoted
health mnemonics and accompanying terms, and prescribed language for health-
care record-keeping? Here we admit a struggle to integrate translingual ideolo-
gies with the daily reality of preparing learners for the precise communicative
requirements of medical ELF. We have no objection in principle to naming (and
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shaming) ideological constructs that pervade our content-based language for
nursing curriculum. For example, perhaps we could devote classroom time to a
discussion of why the World Health Organization issues its publications in only
six “official” languages. Or, we might ask our learners to identify political consid-
erations underlying healthcare delivery through English in countries where other
languages are much more widely understood. Some of our learners openly express
a desire to work as nurses in Europe or North America, so we might as a class
discuss some of the ethical issues of healthcare migration, and how language ide-
ologies undergird international recruitment and licensure. As a matter of practice
though, our language support curriculum is crowded with eye-watering amounts
of medical language to align with nursing content instructors’ lectures, readings,
learning tasks, and assessments. It is difficult in practical terms to find the time to
incorporate “critical linguistics for nurses” lessons into the already limited class-
room time. Plus, our learners seem far less interested in challenging language
norms at the ideological level than in learning how to provide practical care to the
suffering. To our learners, being prepared for a mobile world and its zones of con-
tact means mastering external language norms, where the ability to adequately
perform in these may be a matter of life and death. And they demand us as lan-
guage teachers to provide direct instruction in these so that they are well prepared
to function in the zones of contact in a globalized, mobile world.

At times, this means pointing out language “errors” to our learners, which
may in some respects put MELF at cross-purposes with ELF theory. Identifying
errors is not because we ideologically privilege a certain usage over another, but
because the communicative situation (safe and effective healthcare delivery) re-
quires it.

ELF research has tended to view what may be lexical gaps in terms of inno-
vation and creativity. Identifying an “error” is described as “not a particularly
ELF-compatible way of thinking about language” (Cogo & Dewey 2012: 78). Se-
mantic approximations (e.g., Hülmbauer 2009) or creative innovations (e.g., Pitzl
2018) are more positive ways to express ELF usage that differs from others’.
Hülmbauer rightly points out that semantic approximation may be of communi-
cative benefit in contexts where ELF users share a similar language origin, an
assertion born out in an autoethnographic account of MELF intraprofessional
communication (Botis & Tweedie: in press).

However, as mobile multilinguals ourselves, we are keenly aware from our
own experience that there is such a thing as a lexical gap. In describing lexical
resources across different varieties of English, Meierkord states what to us is an
obvious reality of our own multilingual repertoires: “Characteristically, a learner’s
lexicon contains gaps, the sizes of which vary according to the stage of second lan-
guage acquisition which the learner has reached” (Meierkord 2005: 93). A nurse’s
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inability to access the medical term delirium in a shift handover report may produce
an attempt at semantic approximation (Hülmbauer 2009); a word transferred in
some fashion from her L1 (Pitzl 2012); code-meshing (Canagarajah 2006); an exam-
ple of a “less deeply entrenched memory representation” (Mauranen 2012: 37); or a
demonstration of one of her multimodal “resources for producing meaning”
(Kimura & Canagarajah 2018: 297). We have no misgivings about any of these
descriptions as potential causes, but as language instructors preparing her for
precision medical communication, we must also consider the possibility that
her unsuccessful attempt to substitute funny or crazy for delirium represents a
lexical gap, which, left unaddressed, may leave her unable to meet the com-
municative requirements of future MELF interactions, which, unfortunately,
can entail life-threatening consequences.

It must be acknowledged that the analyst’s interpretation of an utterance or
conversation forms an important piece in the resultant description. According
to Mackenzie:

It is all too rarely acknowledged in ELF research that what can be described, when seen
from one angle, as the active, skillful, innovative, creative and resourceful adapting,
blending, manipulating, reshaping and co-constructing of lexico-grammatical and prag-
matic forms and speakers’ linguistic resources to produce localized repertoires can also
be reasonably analysed in terms of a lack of proficiency, incomplete learning, fossiliza-
tion or learner language. (2014: 143)

6.4 Multimodal resources to support effective MELF
communication

At the same time, we are indebted to translingual perspectives in understanding
human communication as not limited to language and its words alone, but “one
of the many sign systems that involve different symbolic means of representation
working in alignment with diverse modalities, media, and ecologies” (Canagara-
jah 2014: 78–79). Our data indicates that MELF communication derives common
understanding by multimodal means, and we consider in this section how that
might be applied to language education which prepares learners for effective in-
teractions in multilingual healthcare environments.

The term multimodality is said to describe “approaches that understand
communication and representation to be more than about language, and which
attend to the full range of communicational forms people use – image, gesture,
gaze, posture, and so on – and the relationship between these” (Jewitt 2014: 15).
As a unit for analysis, the mode in multimodality is defined as a “socially
shaped and culturally given resource for making meaning” (Kress 2014: 60),
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with examples expressed in spoken language including lexis, intonation, pitch
variation, lexis, tone, vowel quality, pauses and so on. Norris (2004) identified
how meaning-making is achieved through other modes, such as posture and dis-
tance between interlocutors, which we suggest may have special application to
healthcare communication. Multiple modes of different types may function to-
gether in a communicative event in order to create meaning (Jewitt 2014). Though
speaking of written texts specifically, Bezemer and Kress use the term “multimodal
ensemble” to describe how modes interact for communicative effect (2008: 168);
as readers, the use of ensemble conjures up for us images of an orchestra, with
multiple musical instruments sounding together for an audience.

Non-verbal communication, despite its importance to quality healthcare,
has been underrepresented in research literature on medical communication
(Roter et al. 2006). However, researchers have demonstrated the important role
non-verbal modes like eye contact, posture, nods, and tone of voice play in suc-
cessful medical consultations (e.g., Ambady et al. 2002; Roter et al. 2006). Re-
ductions in doctors’ workload, patient satisfaction, and patient compliance
with treatment have all been shown to be associated positively with non-verbal
communication (Vogel, Meyer & Harendza 2018).

The most important thing in communication is to hear what isn’t being said. – Peter Drucker
(in Ratcliffe 2016).

This underrepresentation of non-verbal modes of communication is not limited
to healthcare research, but our own field as well. Block (2014) finds a “lingual
bias” in applied linguistics research which largely overlooks non-linguistic forms
of communication language takes, a reality he finds “surprising: in that Hymes
and Goffman, both extensively quoted in applied linguistics, “showed a deep un-
derstanding of multimodality in their work” (Block 2014: 62). Block notes how
Hymes, for example, urged researchers to consider not only linguistic codes “but
whole systems of communication, involving particular . . . alternative modalities”
(2014: 62; cf., Hymes 1974).

In ELF specifically, the pioneering work of Matsumoto (2015; 2018; 2019)
moved beyond lingual bias to consider multimodal means of expression in ELF
contexts. Matsumoto finds non-verbal, embodied actions as central – not merely
supplemental – elements in ELF communication, and observes how these resour-
ces are together marshalled for communicative success.

Though the application of multimodal analysis to the study of medical interac-
tions is in its early stages, researchers have recognized its potential to inform health-
care research and education (Rachul & Varpio 2020). Bezemer (2017; 2014) focuses
on the role of gestures and non-verbal communication in surgical procedures.
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Frankel and colleagues (2012) considered non-verbals such as gesture, posture,
and physical distance, finding that non-verbal aspects of communication in the
patient handover process could play an important role in maintaining quality and
safety in healthcare. In particular (and not surprisingly) joint focus of attention –
where healthcare providers pay visual attention to the same thing at the same
time – was found to be of particular importance.

To the best of our knowledge, the first consideration of non-verbals intersect-
ing both healthcare and ELF is from Ting and Cogo (in press). Their analysis of
doctor-patient MELF consultations in Hong Kong show a two-way use of non-
verbals (gestures in particular), accompanied with verbal confirmations, which
serve to pre-empt non-understandings. Sequences of asking-answering-repeating,
and repeating-and-adding, supported by other-repetition, are used to good effect
by physicians, but strategies of repetition are used as well by patients as meaning
is co-constructed (see also Cox & Maryns 2021).

In our data, we observed a prompt-model-invitation-confirmation sequence,
with playback used to positive communicative effect (our commentary is indi-
cated by [square brackets]).

NE-SIML4
213 Roxane: You have to do first l:ike this (.) on your knees [Nurse models

and describes desired action] both the hands.
214 Patient: Y:eah I can’t. [Patient attempts action unsuccessfully; verbally

indicates thus]
215 Roxane: This one you cannot do. [Nurse verbally confirms]
216 Patient: Right. [Patient re-confirms]
217 Roxane: So this one you cannot >can< d:o [Nurse initiates next physical

assessment: (Patient’s other hand)]

Here we see Nurse Roxane efficiently proceeding through the health assess-
ment, multimodally utilizing linguistic and non-linguistic resources in effective
collaboration. Her verbal instructions are followed by embodied actions, then
she provides verbal confirmation of the patient’s utterance, closing the commu-
nication loop. But how might such important multimodal communication prac-
tices inform the language classroom?

Though it is well established that non-verbals play a significant role in com-
munication, this reality has rarely translated into English for Specific Purposes cur-
riculum, teaching materials or teacher training. To the credit of Anthony’s (2018)
Introducing English for Specific Purposes, a list of sub-skills includes, under the
heading of Listening, “participating through active listening (e.g., giving non-
verbal and verbal encouragements, making gestures, providing back channels and
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feedback” (2018: 85). Under Speaking is listed the sub-skill of “adjusting the mes-
sage through volume, speed, stress, intonation and silence” (85–86). While we
have seen attention drawn to this productive Speaking sub-skill in (a few) ESP
classes – usually in passing, perhaps as a rubric item for grading a group presen-
tation – we have observed instruction on the “active listening” sub-skill only
very rarely, if at all.

The introduction of something like an Effective Multimodal Communication
for Nursing English course offering would present a radical departure from what
instructors – and students – have come to expect in English for Specific Purposes
classes. Yet our findings indicate that multimodal resources are an important part
of effective MELF communication, and largely untouched in traditional “four
skills” curricula. Developing such a course would require close cooperation with
nursing content instructors, who can make direct connections between multimodal
communication and the content of courses in health assessment, community nurs-
ing, nursing of families, integrated nursing practice, etc. (see Cox & Li 2020).

This type of collaboration between language instructors and content special-
ists is likely to face a number of challenges, of course, all of which are well docu-
mented in ESP research. A first hurdle for ESP instructors to overcome is the well
known “tendency to work for rather than with subject specialists” (Hyland &
Hamp-Lyons 2002: 3; emphasis in original). At times this tendency can be attrib-
uted to practical matters, such as the challenge of scheduling planning meetings
between language and content area departments, the realities of time constraints,
or institutional bureaucracy for modifications to course content. With some orga-
nizational creativity, workarounds can usually be found for such obstacles.

However, there are other challenges to the language-subject area integration
which are not so easily overcome. For example, institutional leadership must un-
derstand the critical role that language instruction plays in subject area success,
and enact administrative policy which reflects that understanding. If integration
is to proceed effectively, content specialists must value the expertise of language
instructors enough to put in the extra effort collaboration requires. This collabora-
tive effort goes both ways of course, so ESP instructors must be willing to explore
new and potentially unfamiliar areas of subject content. Multimodal resources for
communication are likely to be a new area for many ESP instructors, and so will
require a revisit of existing teaching practices and course materials. Despite these
obstacles, we remain optimistic about the possibilities for improved content and
language integration which explores multimodal communication resources, and
anticipate the emergence of many innovative and novel applications to ESP peda-
gogy and curriculum in future.
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6.4.1 Multimodality in simulation training and ESP

Rachul and Varpio (2020) suggest three areas of healthcare education and research
where multimodal analysis might be of particular utility. The first is in the area of
technological innovations, such as electronic patient records, specifically the man-
ner in which such technologies help or hinder effective healthcare provider-patient
communication. To what extent, for example, is a nurse’s health assessment – and
the patient’s perception of it – impacted by looking at patient data on a laptop, as
opposed to eye contact, posture and other non-verbal modes of communication?
Similarly, multimodal analysis could be applied to the evaluation of new tech-
nologies for healthcare education. Rachul and Varpio report on technological
innovations in medical education which streamlined efficiency, but at the same
time reduced learning opportunities afforded by social interaction. Third, multi-
modal analysis offers an extralinguistic window into ways intra- and interprofes-
sional healthcare teams function. In a 2017 study by Gordon and colleagues,
non-verbals played a significant role in the leadership communication of inter-
professional teams, and reflective use of video was instrumental in challenging
team members’ practices (Gordon et al. 2017).

In this regard, video-recorded medical simulation training (VMST) offers
significant potential for exploring both linguistic and non-linguistic resources in
MELF communication, along with the opportunity to inform subject area content
and ESP in a multidirectional manner. At present, the benefits afforded by video
recorded simulation training for MELF research on nonverbal modes of communi-
cation, and the subsequent applications to healthcare education, remain largely
underutilized. We suggest several reasons why this might be so.

First, using VMST to feed back and feed forward into both language support
and subject courses requires exceptional levels of collaboration between subject
specialists, ESP instructors, and simulation training specialists. Collaborative hur-
dles between language support instructors and subject specialists were described
above, but an additional challenge to reaping the full benefits of simulation learn-
ing is effective coordination between nursing instructors and simulation special-
ists (Jeffries et al. 2015; Beroz 2017).

Second, language support is often delivered pre-enrolment, which has the
unintended effect of siloing ESP curriculum from the very content it is intended to
serve. In the GCC, ESP is often delivered in departmentalized “Foundations” pro-
grams. Departmentalized all too often becomes synonymous with compartmental-
ized, and siloed language courses may struggle to make direct and meaningful
connections to subject area content. Further, in many GCC contexts pre-enrolment
language courses perform an additional function as admission gatekeepers, which
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has an inevitable washback effect on pedagogy, further restraining the available
curriculum resources for multidirectional input.

Finally, this potential for siloed compartmentalization is not unique to lan-
guage support and specialist courses. A similar sense of disconnect may exist be-
tween nursing courses and the simulation training events they are meant to
support: curriculum integration of simulation for medical trainees has proven to
be a persistent challenge (e.g., Adamson 2010; Sole, Guimond & Amidei 2013;
Cox & Li 2020).

These difficulties notwithstanding, we find that the potential benefits of using
VMST for multidirectional input into nursing courses, nursing simulation experien-
ces, and English for nursing exert a powerful influence on our motivation to persist
in moving forward. Though largely aspirational at present, we see encouraging
signs of a multiplex process of interdisciplinary collaboration, where nursing
course subject content feeds directly into ESP curriculum and pedagogy, and to
simulation training. Recorded VMST sessions then feed back into nursing content
courses, and into ESP course design. Aspirationally, the integration of VMST find-
ings would not be delayed until future iterations of nursing and ESP courses, but
would provide real-time synchronous input into weekly instructional planning.

Figure 6.1: Video-recorded medical simulation training for nursing and ESP curriculum.
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Given our emphasis on the use of VMST in the language classroom, it could be
surmised that we are strong advocates of the use of authentic materials to support
language instruction for medical purposes. We have no desire to become adher-
ents of the “cult of authenticity” (Day 2004: 101–102), and so readily acknowledge
that there are many instances when instructor-created materials can be more ef-
fective than authentic ones (Widdowson 1996; 1998), and that removing a text
from its context by definition removes its authenticity (Belcher 2009). Yet, we find
compelling the argument for, whenever possible, using instructional content that
aligns as closely as possible with the language requirements learners will face in
real world MELF encounters. Simulation has at its heart the intention to mimic
high fidelity to actual clinical conditions, and its benefits for healthcare providers’
learning are well known (Gliva-McConvey, Nicholas & Clark 2020); it seems logical
that when possible, a similar “high fidelity” approach be taken to support their
language development.

6.5 Implications for healthcare communication training
in MELF contexts

Healthcare communication literature, like medical research in general, is di-
rectly oriented to improving health outcomes – typically quantifiable ones.
Communication in healthcare research is studied from the perspective of mea-
surable improvements in overall health of patients, and of healthcare providers.
Though exact definitions of health are notoriously hard to come by, and of
course vary considerably among individual healthcare providers (Julliard, Kli-
menko & Jacob 2006), concerns like the absence of disease and functional well-
being in physical, mental and spiritual domains are prominent across the board.
Pragmatic concerns around improving both patients’ health and medical care
overwhelmingly drive the agenda of healthcare communication research. We
take the risk of stating this obvious point here lest readers more at home in the
discourse of critical linguistics find some of the following discussion slightly jar-
ring. Research studies in the healthcare communication literature, for example,
given their outcomes-oriented perspective, rarely devote time to defining lan-
guage, or languages, or to distinguishing clearly between the finer points of bilin-
gualism, multilingualism, plurilingualism, translingualism, and so on. Many
healthcare communication researchers might be quite puzzled by Pitzl’s (2018)
use of an asterisk (*language) to indicate critical distance from the notion of lan-
guage as a bounded linguistic entity, or Holliday’s (2005) use of single quotation
marks around ‘native speaker’ for similar reasons. Terms like English, language,
native speaker and first language are typically considered self-explanatory in
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healthcare communication literature, and are most often left undefined. Similarly,
the pragmatic focus of healthcare communication research and its orientation to-
ward quantifiable health outcomes makes it appear oblivious to sociolinguistic re-
alities of which we in applied linguistics are especially aware: ideologies of
“standard” language, “Centre” and “Periphery” users of English, English versus
Englishes, translingual practice, and so on. Readers should not make the mistake
of assuming, when we draw upon and engage with healthcare communication lit-
erature, that we are unaware of, or unconcerned with, the contested and political
dimensions of such terms. Rather, we see this as one of the risks of interdisciplin-
ary research (another contested term), as we attempt to straddle the boundaries of
the radically different cultures (Snow 1998) separating the hard sciences from hu-
manities and social sciences. In our opening chapter, we alluded to a discussion
of interdisciplinarity, where Fuchs (2018) suggests that “the basic requirement for
scholarly engagement across research domains is the capacity to adapt a funda-
mentally open and experimental approach to disciplines, research questions as
well as their potential for addressing societal issues” (s3). We hope the reader will
adopt this open stance in considering what follows, and bear with us as we at-
tempt to navigate the intersections of two very different perspectives in language
for healthcare.

Rost (2016: 186), on autonomous listening strategies:
For teaching purposes, two distinctions seem most important to make. First, if strategies are
decisions that the user (the learner) makes, the mental decision or mental action that the
learner undertakes must be psychologically valid, that is, it must be clear to the learner when
he or she is and is not engaging the strategy. Only psychologically valid strategies need to be
considered for instruction. Second, strategies that are associated with improved, or expert,
performance are those that need to be identified, modeled, and practiced. Only success strat-
egies need to be taught.

6.5.1 Teaching listening for MELF contexts

In the previous section we have envisioned the multidirectional flow of input
between simulation training, nursing content and ESP instruction, as findings
from each feed forward in an iterative cycle of content and language. What
might instruction in the ESP component of this cycle look like?

To begin with, since the goal under consideration here is preparing learners
for effective communication in high stakes MELF settings, we see limited value
for this purpose in many of the activities traditionally associated with the teach-
ing of listening in English language classrooms. Readers will be familiar with
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activities where listeners provide a non-oral response to an audio recording: like
scoring a written representation of an utterance either right or wrong, or selecting
the best representation of the utterance from a list of multiple written items. In our
view, these kinds of discrete item approaches to listening, where a non-oral action
is taken in response to an audio prompt, fall short in at least two respects.

First, the nature of healthcare communication in general requires a less pas-
sive approach. Even in medical history-taking, where a healthcare provider may be
noting down on a prescribed form the patient’s responses to questions about cur-
rent medications, previous surgeries, and so on, it would not be considered good
practice to passively write while the patient speaks. The healthcare provider would
be expected to actively confirm medication names and dosages, ask additional fol-
low-up questions for clarification, and even share decision-making (Fortin et al.
2019). This more active, two-way approach to listening is not only considered best
practice for patient-centred approaches to communication (Keifenheim et al. 2015),
but as we have seen throughout this volume, essential to patient safety. We find it
therefore mystifying that well-known international assessments which utilize these
kinds of approaches to the evaluation of listening remain acceptable to licensure
regulators as a means of evaluating English language proficiency for healthcare
professionals (e.g., see BCCNM 2020).

Second, we have shown previously how effective MELF communication in
our data aligns with strategies utilized by ELF users in other domains, such as
repetition, playback, reformulation, spelling out words, and other active ap-
proaches to meaning-making. Given the precision communication demanded
by healthcare contexts, it would seem that these types of strategies are even
more important in MELF interactions than in ELF generally. A receptive-only ap-
proach to listening, limited to non-oral actions in response to input, seems wholly
incongruent with what we observe to be characteristic of effective MELF communi-
cation. Our approach resists the historical tendency of ELT to separate the four
skills into discrete, standalone compartments for instruction (Hinkel 2010), but
views communication as multimodal in nature, and therefore asserts that instruc-
tion be designed accordingly.

Rost (2016: Ch. 9) provides a helpful typology of listening practices in the
language classroom, and this next section draws upon the five types to suggest
what an integrated approach might look like in a language classroom designed
to support MELF users’ multimodal communicative resources.

Intensive listening. Intensive listening focuses on micro-elements of the speak-
er’s utterance, at phonological, lexical and syntactic levels. Rost notes that this
type of listening is not required in most everyday situations, so while emphasiz-
ing its importance for nuanced understanding, suggests it be included only as a
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“small part of each learning session” (2016: 170–171). However, for healthcare pro-
fessionals preparing for work in ELF environments, where they will encounter
variable levels of English proficiency and a range of accents, nuanced under-
standing of phonological distinctions may well be an everyday requirement. The
phonological difference between opioids Percocet and Procet, for example, is
slight, but the difference in uses between the two is of critical importance. Or
consider a phone call between two ELF users, physician and pharmacist, regard-
ing a prescription: it is possible to envision interlocutors’ confusion between the
sounding of Prenexa or Ranexa. Any temporary confusion would likely be clari-
fied quickly; if not, a patient expecting treatment for vitamin deficiency in preg-
nancy would unknowingly receive angina medication.

In language support classes which prepare learners for ELF healthcare con-
texts, we therefore advocate the regular and sustained inclusion of classroom
activities requiring authentic intensive listening. Dictation activities in their
various forms are associated with intensive listening, but as traditionally prac-
ticed, we find many of them inauthentic for the demands of real time MELF
communication. However, the combination of more authentic dictation tasks
with reflexive collaboration presents a promising means of intensive listening
pedagogy to support healthcare providers in ELF environments. For example,
Cooke (2013) describes a classroom process where group transcription activities
are used in conjunction with reflective discussion questions to help learners no-
tice potential areas for skill improvement. We see several advantages of such
an approach to learner awareness-raising in the classrooms providing language
support for MELF. First, the collaborative approach to intensive listening in
Cooke’s activities represents a welcome departure from the insulated nature of
traditional dictation practice, where a listener constructs meaning in response to a
teacher’s dictation in isolation from other learners – to consult others’ versions of
the prompt would be considered “cheating”. Traditional dictation practices such
as these are more akin to testing listening than teaching and learning (Brown
2011). Second, a collaborative approach, where meaning-making of utterances
are co-constructed with other listeners, mirrors what actually takes place in daily
intra- and interprofessional interactions among healthcare providers and with
their patients. Collaborative clarification, checking and rechecking information
with patients and medical colleagues, is an important element in patient safety
(Michaels et al. 2007). Another advantage of this approach for MELF language
support is that the post-listening reflective processing in Cooke’s activities allows
for increased metacognition in listening (Vandergrift & Goh 2012). Learning to iden-
tify why a particular item was misheard (phonological likeness to another similar
word, syllable stress, etc.) is an important asset for MELF users’ multimodal com-
municative resource, and so the inclusion of a reflective component provides an
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important extension to intensive listening activities. When compared with teacher-
led correction characteristic of traditional dictation tasks, student-initiated repair
has been shown to produce higher levels of transcription accuracy (Lynch 2007).

Given the importance of phonemic recognition, particularly for pharmaco-
logical interventions in healthcare, we also highlight here the potential of shad-
owing activities (Hamada 2016) in developing MELF users’ intensive listening
skills. Shadowing, a technique whereby learners actively track auditory input
and vocalize it, has been shown to improve phonological recognition. Drawing
its theoretical base from Baddeley’s (2007) working memory model, shadowing
is thought to strengthen the phonological loop (a sub-component of Baddeley’s
model) through more efficient processing. Shadowing also adopts tenets of the
cohort model from cognitive psychology (Taft & Hambly 1986; Marslen-Wilson
& Welsh 1978) whereby listeners process phonemes first, drawing upon a co-
hort of known, similar phonemes. The following excerpt from a shadowing text
has been adapted for explanatory purposes from Hamada (2016: 44), who used
it in a research study in a Japanese context.

[Recorded] Audio [stimuli]: In the service of Kublai Khan, “the most power-
ful man in people and in lands” . . .

S[tudent]: In the service of Kublai Khan, “the most powerful man in people
and in lands” . . .

Hamada’s study utilized the entirety of the text from this excerpt is taken in
an eight-stage process where learners shadowed the same text (with and without
written support for their listening) as many as six times, with the final result being
improved phoneme recognition for all participants, across proficiency levels.

In classrooms designed to support content-based instruction for healthcare
professionals, simulation data provides rich texts upon which to design shadow-
ing activities. An audio or video recording of the discussion from which the follow-
ing extract is drawn presents many possibilities for effective shadowing activities.

NE-SIM1B
40 Nurse: Hypertension, okay. And for this hypertension, are you taking

any medicine?
45 Patient: Take uh, Metaprolo.
46 Nurse: Okay.
47 Patient: And I’m taking Novax.
48 Nurse: Okay.
49 Patient: And uh, Aspirin.
50 Nurse: Okay.
51 Patient: And I think I’m taking also, anti-platelet, Coumadin.
52 Nurse: Coumadin also.
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Adapting Hamada’s (2016) sequence, the activity might begin with learners silent
shadowing while hearing the recorded stimuli, without a written text, followed
by shadowing with a text. After two to three more attempts at shadowing, learn-
ers might work in pairs of groups to discuss features of the pronunciation of the
medications, and suggest potential areas of confusion these names might pres-
ent. The activity might conclude with a final listening of the passage, or pair role
plays with similar medication names.

In the absence of stimuli from the simulation lab, the instructor and her
students might consult the “List of confused drug names” (ISMP 2019) to co-
create shadowing activities.

Lest the reader think we are advocating a return to the linguistic behaviourism
of the audiolingual model, or arguing for the imposition of exonormative pronun-
ciation models, we want to stress that the goal of shadowing is not duplicating
particular pronunciation features of other speakers, but ultimately to foster learner
autonomy (Benson 2013), through raising awareness of phoneme recognition –
given its importance in medication interventions – and learner self-reflection on
strategies for more accurate listening in improved patient care.

Selective listening. Rost’s typology of listening instruction uses the term selective
listening to describe what Morley (1972; 1980) called “purposeful listening”, which
to us is a much preferable label to describe the aural skills required of healthcare
professionals. Purposeful listening in Morley’s instructional program encompassed
attention to details like numbers, measurements and amounts, and abbreviations
and spellings, all of which were deemed important in preparing learners for more
complex aural tasks. For healthcare professionals, accurate apprehension of num-
bers, measurements and amounts are of course critical in avoiding “wrong patient,
wrong diagnosis, wrong drug, wrong dose, wrong delivery, wrong timing” errors
in pharmacological interventions (Hudson & Guchelaar 2003: 1010).

A typical activity in language classrooms for purposeful listening is note-
taking (Rost 2016), as listeners select important information from an extended
oral text, retrieving and storing it for access by self or others. The ready applica-
tion of note-taking activities in language support classes for healthcare profes-
sionals is medical record-keeping. Accurate, precise, current and jargon-free
records are considered central to patient safety and quality healthcare (Pri-
deaux 2011), and have legal ramifications (Dimond 2005). Conversely, poor re-
cord-keeping has been shown to lower standards of care and negatively impact
patient safety (Wang, Hailey & Yu 2011).

Teaching note-taking strategies in language classrooms designed to support
healthcare professionals requires exceptional collaboration between the content in-
structor, local health authorities, and the language specialist. Specific requirements
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for healthcare record-keeping, though framed within national and international
standards, are often determined by local jurisdictions. Close collaboration between
the language instructor and instructors overseeing learners’ clinical education
would yield abundant authentic materials for instruction in note-taking that leads
to effective patient record-keeping in future. Beyond documentation involving at-
tention to dosage measurements and timings, language instruction for note-taking
might also consider how to document non-biomedical aspects of patient care. Doc-
umentation of psychosocial elements of therapeutic care is considered important
in effective record-keeping, but often neglected (Aitken, Manias & Dunning 2006).

Increasingly, medical record-keeping by healthcare professionals is performed
electronically (e.g., Archibald et al. 2014), so listening/note-taking strategies in the
language classroom will want to align with local clinical practices. It appears the
jury is still out on whether electronic note-taking is as effective as handwritten
notes in actual information processing (Wood et al. 2012; Mueller & Oppenheimer
2014), and the presence of mobile recording-capable devices at the bedside raises
ethical issues surrounding patient privacy and consent (Nerminathan et al. 2017).
Both of these issues carry over into the language classroom, so students and in-
structors will likely benefit from open discussions on the relative merits of elec-
tronic note-taking on actual engagement with patient information, and on how to
make effective use of mobile devices in class while preserving fellow classmates’
privacy and that of their patients in future. Interestingly, a study by Pyörälä and
colleagues (2019) found that while medical students utilized digital devices for
note-taking during their studies, usage declined in the clinical components of their
programs due to matters of practicality. For language teachers, this finding points,
again, toward the importance of orienting language instruction to the context for
which learners are being prepared.

Interactive listening. The defining feature of interactive listening is collabora-
tive conversation. We have already seen how MELF users effectively employed
collaborative and cooperative strategies to pre-empt non- or misunderstandings,
an especially important skill for medical communication, since healthcare serv-
ices are often delivered in teams. Interactive listening for MELF involves explicit
instruction on means of seeking clarification; confirming information; turn-
taking regulation; backchannelling; joint construction of meaning; and referenc-
ing available resources (Rost 2016). The language instructor preparing learners
for MELF environments will find immediate and direct links to these communica-
tive skills in healthcare’s emphasis on patient-centred communication. Naughton
(2018), quoting a report of the National Cancer Institute) lists the following as
core to patient-centred care:
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(1) eliciting and understanding patient perspectives (e.g., concerns, ideas, expectations,
needs, feelings, and functioning), (2) understanding the patient within his or her unique
psychosocial and cultural contexts, and (3) reaching a shared understanding of patient
problems and the treatments that are concordant with patient values. (2018: 20)

It is not difficult to see how strategies for interactive listening such as clarifica-
tion-seeking, confirmation of information, and backchannelling are important
in facilitating the above core values of patient-centred care.

In this regard, ESP instructors may consider facilitating discussions among
MELF users on how pragmalinguistic resources function in medical contexts
across cultures. Dahm et al (2015: 829), give the following illustration drawn from
an ENL context: “A doctor may, for example, use a direct approach to instruct a
patient to undress, as in ‘Take your shirt off’, or a more mitigated way in order to
avoid the impression of brusqueness, as in ‘Would you mind just taking your shirt
off for a moment?’” (p. 829). Nurses in our simulation data consistently showed a
peremptory approach to providing direction to patients, akin to the first example
provided by Dahm and colleagues. In some contexts, such direct approaches
would be viewed as unnecessarily direct and non-conducive to patient-centred
care, while in others, such as among ELF users, direct instructions might be
viewed neutrally, or even positively, as efficient communication.

The study by Dahm and colleagues analyzed feedback by clinical educators
on communication styles of International Medical Graduates in an Australian
context. Evaluators’ feedback included lack of attentive listening; overuse of bio-
medical language; “tokenistic” expressions of empathy; foregone opportunities
to explore the deeper concerns of patients and express empathy; and “inappro-
priate” expressions such as “keep your chin up, you will be fine” (2015: 833).

We emphasize the word discussion here as we consider how to incorporate
instruction on elements of socio- and pragmalinguistic medical communication
into the language classroom. Means of showing empathy, for example, or what
constitutes an “inappropriate” expression, are culturally situated. The call by
North American and European healthcare systems for patient-centred commu-
nication may conflict with cultural expectations elsewhere for more hierarchi-
cal framings of doctor-patient relationships elsewhere (e.g., Claramita et al.
2013; Moore 2009). Discussions in the language classroom might lead MELF
users to reflect on how core principles of patient-centred communication might
translate (or not) across cultural boundaries, with instructors providing a wide
range of language choices for directness or indirectness; for softening strategies
(Dahm & Yates 2014); for expressing empathy; for clarification; for backchan-
nelling and the like. The ability to draw upon an extensive breadth of in-time
socio-pragmalinguistic strategies seems a critical skill for mobile MELF users in
globalized contact zones (Canagarajah 2014).
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Extensive listening. As the name suggests, the focus of this type of listening
practice is on larger amounts of comprehensible input (Renandya & Farrell 2011).
As such, extensive listening emphasizes global meaning and metacognitive skills
like inference (Rost 2016). Instructional practices in extensive listening aim at de-
veloping self-regulated learners, who are metacognitively aware of their own pro-
cesses of learning. Vandergrift and Goh (2012: 87–88) propose three broad areas
of metacognitive knowledge which can be brought to bear on listening for lan-
guage learning: person knowledge (awareness of the self, and one’s own atti-
tudes); task knowledge (of the demands of particular listening tasks); and strategy
knowledge (for means of approaching listening endeavours).

Fostering metacognitive awareness is recognized as an important element in
the education of healthcare providers (e.g., Quirk 2006), and its importance has
been considered specifically with regard to medical communication (e.g., Falcone,
Claxton & Marshall 2014). An area of metacognition highlighted in healthcare
communication literature is awareness of, and management of the healthcare pro-
vider’s emotions, which is said to have a critical impact on the caregiver’s own
well-being (Elwy et al. 2016), as well as patient care (Martin et al. 2015). Healthcare
professionals at times have to deliver bad news, particularly those who work in
cancer care, and so communication skills training is a well-established practice in
oncology. A systematic review by Moore and colleagues (2013) found that commu-
nication skills training for cancer caregivers largely focused on awareness-raising,
and that the self-awareness and specific skills gained through this kind of training
were effective in improving healthcare professionals’ empathy, and “reducing the
likelihood of their giving facts only without individualising their responses to the
patient’s emotions or offering support” (2013: 2). These “difficult healthcare con-
versations” with patients (Martin et al. 2015: 1248) require, in the words of Mishra
and colleagues (2018: 418), “empathy, clarity, and realism coupled with optimism;
a balance of qualities that is difficult to strike but nonetheless teachable and
achievable”.

The ability to communicate with empathy, clarity, realism and optimism –
and the ability to strike an effective balance between them – requires a consider-
able degree of metacognitive awareness, so we find in healthcare communication
skills training a wealth of content which can be exploited in the English for Medi-
cal Purposes classroom. The review by Moore et al of self-awareness practices for
healthcare communication skills training included direct instruction on verbal
and non-verbal communication; role plays and extended simulations with explicit
feedback; self-reflection, often through watching video; repeated practice; active
learning in small groups; and the assistance of experienced facilitators (2013: 5).
Given close coordination with the healthcare content specialist, all of the activities
listed provide abundant opportunities for the development of extensive listening
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for the language support classroom, encompassing person, task and strategy
knowledge (Vandergrift & Goh 2012).

Many ESP instructors will find daunting the task of helping healthcare pro-
fessionals better break tragic news to patients, and feel very much out of their
depth as language specialists. We do. However, a similar challenge is faced by all
ESP instructors: providing language for a subject area in which we are not spe-
cialists. In this regard, the traditional argument that language specialists need to
know about a subject area and its values rather than its specific content holds
merit (Ferguson 1997), but we have found that there is no substitute for purpose-
ful and systematic investigation of the specialist curriculum our language courses
support (Basturkmen 2010). Though challenging, this process has also been ener-
gizing. We also rely heavily on collaborative relationships with subject instructors,
the development of which take time and persistence. Perhaps most importantly
though, and unfortunately often overlooked, is the role of students as a rich re-
source for ESP content. Learners can scaffold the specialist content for ESP in-
structors, and doing so may provide students with a motivational boost to their
language learning (Belcher 2009).

Autonomous listening. The role of metacognition in this particular skill makes
it closely related to the previous discussion of extensive listening. All natural lan-
guage learning (i.e., without classrooms and teachers), by nature, includes auton-
omous listening (Rost 2016), so pedagogy to foster autonomy for healthcare
communication largely involves helping learners become aware of their own al-
ready successful (or unsuccessful) strategies. Listening as a skill taught in the lan-
guage classroom is notoriously teacher-led, so as a means of awareness-raising of
effective strategies, instructors can give more autonomy to learners to select listen-
ing texts, design listening tasks for themselves and others, and develop their own
means of post-listening reflection. Vandergrift and Goh propose a metacognitive
pedagogy which integrates listening input with metacognitive awareness-raising,
and in a sequence of instructional tasks, supports learner autonomy with activities
which draw students’ attention to their own strategies (2012: 127).

In language classes to support healthcare professionals, learners might create
their own role plays for classmates: designing a healthcare scenario; using their
disciplinary knowledge to specify what types of information are especially impor-
tant to hear within that scenario; and identifying obstacles to accurate listening –
both linguistic (e.g., phonological; lexical [complex medical terminology]) and
non-linguistic (e.g., time pressures; hierarchical authority structures). Post-role
play reflection activities, oral or written, individually or within pairs/groups, can
be used to consolidate the learning. Here again, we see healthcare simulation
training recordings, where available, as a rich instructional resource in awareness-
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raising to develop autonomous listening. The instructor might augment the crea-
tion of learner-designed communication role plays through exemplar listening
texts drawn from simulation recordings. The following extract was discussed in a
previous chapter.

43 Roz (L1 Arabic): Father, mother, they have diabetes and arthritis.
44 Nurse B: Father, mother have diabetes↑
45 Ragia: Mm-hmm (affirmative).
46 Roz: And arthritis.
47 Nurse B: Arthritis.↓ Okay. Uh, your father and mother, they are

alive
48 Roz: No.
49 Nurse B: Okay. Okay. Which age they are died
50 Roz: Father was 70.
51 Nurse B: 70
52 Roz: Mother was 65.
53 Nurse B: 60↑
54 Ragia: 65
55 Nurse B: 65, mother. Okay.

An instructor might use a recording of a simulation text such as this one to draw
out from listeners successful meaning-making strategies, such as playback, repe-
tition, and use of falling or rising intonation. How did Nurse B make sure she knew
the mother’s age? How did Nurse B confirm she understood what the patient said
about the family disease history? The goal of discussing intonation is not, of
course, to teach Inner Circle usage, but to lead learners’ to reflect on how intona-
tion is used (or not used) in the English communication of patients with different
first languages. This text could also lead to discussions on therapeutic communi-
cation: Did Nurse B show empathy? How? Therapeutic communication has a con-
siderable element of cultural-dependency (Fujimori & Uchitomi 2009), so learners
might share experiences on how care is expressed in and through different cul-
tural backgrounds. Such reflections are an important part of preparing for effec-
tive healthcare in zones of contact (Kimura & Canagarajah 2018). Reflective tasks
such as these, supported by authentic texts and used in conjunction with learner-
designed activities, can aid in developing the self-evaluation and self-monitoring
elements of autonomous listening (Rost 2016).
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6.6 Closing remarks

As we write the concluding comments of this book, healthcare organizations and
medical professionals across the globe are attempting to cooperate on a scale
without historical precedent, as they share information and strategies to contain
the SARS-CoV-2 pandemic. This global attention to the work of healthcare profes-
sionals, and the reality of our interconnectedness and interdependence across in-
ternational borders, for better or for worse, make our initial exploration of medical
English as a lingua franca especially timely.

We have attempted, throughout this volume, to make the case that MELF is
different: that the very nature of its global links press upon MELF interactions an
insistence for language regulation and codification not evident in ELF contexts
studied to date. The social settings and speech acts which frame MELF communi-
cation, such as the medical interview, exert significant influence on its linguistic
forms. Yet we also find in MELF much that is common to ELF use in other do-
mains: innovation, creativity, and an attention to communicative function over
form. We observe MELF users effectively employing a full range of multimodal re-
sources for healthcare communication, often skilfully and innovatively accommo-
dating across linguacultures. We also observe features of MELF communication
which are common challenges in healthcare communication generally: excessive
biomedical language unhelpful to patients, orienting to authoritative stances at
the expense of communication, and the very real potential for errors with life-
threatening consequences.

It is this direct connection of ELF research to the broader field of medical
communication that leaves us the most hopeful. We mentioned previously that
medicine, by its own admission, tends to be adverse to input from outsiders for
suggestions in improving practice (Leape & Berwick 2005). Yet, given the scope of
healthcare worker migration and the role of English for international medical
communication, we suggest that the field of ELF has much to contribute to under-
standing how medical communication takes place. We are by nature optimists, so
hold to the possibility that ELF will be considered a potential frame for analysis
not just by applied linguists but by healthcare communication researchers, and
that insights from ELF will therefore be taken on board for achieving the primary
goal of healthcare research: improvement in the quality of patient care and medi-
cal practice.
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Appendix: Transcription Glossary

The transcription symbols used in the research follow Jefferson (2005); the ex-
planations here have been adapted from the same source.

(0.5) Time gap in tenths of a second.
(.) A pause in talk less than two-tenths of a second.
= Latching between utterances, or overlap between speakers’

turns.

S1: yeah September seventy six it would be=
S2: =yeah that’s right

S1: yeah September [seventy six=
S2: [September
S1: =it would be (examples from Jefferson 2005)

(guess) Transcriber’s best guess when an utterance is unclear.
word. Period: falling tone; not always an indicator of an end of an

utterance
word, Comma: intonation indicating continuation.
word? Question mark: rising reflection; not always indicating questions.
↑↓ Falling or rising intonation.
Under Speaker emphasis.
CAPITALS Louder speech.
° ° Quieter speech.
> < Quicker speech than the surrounding utterances
< > Slower speech than the surrounding utterances.
→ Specific parts of an utterance discussed in the text.
[NE-SIML4] Researchers’ organization labels for transcription extracts.
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Variability 113
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video-recorded medical simulation training
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