Trainees in Difficulty – culture and language
CULTURE

If your trainee is from a different cultural background

· You have a duty to help them understand the community they are working in and ensure they work effectively and appropriately with that community.

· You should endeavour to understand their cultural background, previous style of medicine and their values and beliefs.

· They should meet the requirements of good medical practice in the UK

Statistically if a doctor has trained abroad they will do less well in the College Exam and in particular if they are male and sitting the CSA. Since this is now the endpoint assessment this can create great anxiety. Consider discussing at an early stage that they might have particular disadvantages in adapting to UK GP and explore solutions with them. Explore this by understanding them as an individual.
Particular difficulties are that they may not be used to “Patient centered care” and English may not be a first language.

VERBAL AND NON VERBAL COMMUNICATION
Research by Albert Mehrabian in the late 1960s shows that communication of feelings and attitudes is;
7%     What we say

38%   The way the words are said (Para-linguistics)

55%    Non verbal

LANGUAGE IS MORE THAN JUST WORDS 
(which might help understanding of how difficult it is for some trainees to cope with the English Language and non verbal cues.)

by Alix Henley & Judith Schott (9)
On the surface, language consists simply of words, linked by grammatical rules to convey meaning. In fact, there are many other devices that also help indicate and support meaning. 
These include:

	
	1. paralinguistic features such as intonation, emphasis, volume and pace; 
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	2. non-verbal norms such as physical distance, touch and eye contact; 
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	3. cultural features, for example ways of indicating agreement, of being polite. 


Although we usually use and interpret these devices unconsciously, they are a crucial part of the message we give (Mares, Henley and Baxter 1985). They are also very important clues for health professionals trying to understand people's physical and emotional needs.

When people learn a second language they usually retain certain paralinguistic, cultural and non-verbal features of their mother tongue. As a result, they may unintentionally offend or give the wrong impression. These misunderstandings can be difficult to sort out because their cause is rarely recognised. We assume that people sound how they mean to sound. Misunderstandings are particularly likely when people are anxious, distressed or under pressure.

Difficulties can also occur when people speak a different variety of English, for example Indian English, Caribbean English or West African English. Each of these has its own particular paralinguistic features - intonation, rhythm, accent and vocabulary - as well as cultural and non-verbal devices. These often differ from those of British English so, even though people who speak different varieties of English use the same words, they may misunderstand each other's intentions or attitudes. British-English speakers also sometimes assume that other forms of English are inferior and that people who speak them are stupid or under-educated. In fact, each is a complete and fully developed language in its own right (d' Ardenne and Mahtani 1989).

'I was simple enough to think that the British people were all the same, all speaking the same sort of language, the language which I learnt at English school in India. I was surprised I couldn't understand the English nurse and was even more surprised because she did not understand English - my English!'

Indian man (Ahmed and Watt 1986)
Paralinguistic features

	 

To see how paralinguistic features work, try saying this sentence, ‘She says she’s been in agony for three hours’ in four different ways:
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As a straight statement 
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As a question 
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Indicating that you don’t believe her 
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Indicating that you are shocked that this has been allowed to happen 

 


 Notice how your intonation, emphasis and volume differed each time, so that although you used exactly the same words and grammar, you conveyed very different meanings. In British English, certain paralinguistic features convey the speaker's intentions and feelings, including politeness, apology, anger, sorrow, anxiety, uncertainty, interest or lack of it, disagreement, criticism or urgency. People who do not understand the paralinguistic features of British English may not perceive these messages and may seem insensitive, rude or stupid. Their own use of paralinguistic features may clash with British expectations, and they may be wrongly perceived as angry, resentful, uncertain, excited or uninterested.

Emphasis and pace

British English uses emphasis to signal important or new information, or to contradict: for example, 'I told her to take it three times a day', 'Mrs Smith is coming on Monday'. Emphasis also indicates emotions such as anger or excitement. In other languages, importance may be indicated by speaking faster or more slowly, by adding words or phrases, by repetition or by lowering the voice (Mares, Henley and Baxter 1985). Again, there is a good deal of room for mutual misunderstanding.

Linguistic tunes

Each language has its own intonation or tune. In British English it is normal for the voice to rise and fall in friendly conversation. Changing the tune can also modify the meaning of a phrase or sentence. A raised tone at the end of a statement can turn it into a question: 'You've done your urine sample?' And raising the tone of the whole sentence is often associated with intense emotion such as anger, shock or excitement: 'You've won the Nobel prize!' or 'You've flooded the whole ground floor!' In other languages a raised tone over the whole sentence may indicate importance or friendliness rather than intense emotion.

British English and other northern European languages use a relatively limited range of tunes in normal speech: speakers of other languages and other forms of English may use a far greater range. To British-English speakers, they may sound excitable and excessively emotional, even unreliable. To other people, British-English speakers may sound uninterested, insincere, bored or condescending.

In tonal languages such as Chinese, Vietnamese and Thai, the tune or tone is part of each word. Changing the tone of a word completely changes its meaning. So, for example, the sound 'ma' in Vietnamese m.ay mean 'ghost', 'horse', 'appearance', 'cheek, 'rice seedling', 'but', 'which' or 'tomb', depending on whether it is said with a high rising, low falling, low rising, low broken, high broken or mid-level tone (Mares 1982). People speaking a tonal language have to get the tone of each word absolutely right in order for a word to mean what they want it to mean. The flexible rising and falling tones that British-English speakers use in a sentence to indicate friendliness are not possible. Friendliness is indicated in other ways. But to British-English ears, the tunes of tonal languages may sometimes sound brusque, imperious or angry.

Volume

Normal volume varies a good deal in different cultures. British English speakers speak very quietly in relation to most of the rest of the world. They often feel disconcerted or upset by people who seem to be shouting. They may feel that the other person (who is speaking perfectly normally in their own terms) is angry, over-emotional, threatening, irrational or simply bad-mannered. In tonal languages (see above), raising the volume is one way in which people indicate the importance of what they are saying.

Structuring conversation

In most European languages it is customary to state the main point in an argument first, and then to illustrate or expand upon it. In many other languages it is common to set out the preliminary arguments and illustrations first, working up to the main point as a conclusion. British-English speakers, used to hearing the main point early on, may become bored and impatient when listening to a patient or colleague who uses the other system. They may conclude that he or she has nothing important to say or is stupid and switch off before the key point is reached (Roberts 1985).

Turn-taking and listening signals

Conversation requires people to take turns. Different languages use different conventions to indicate when one person has finished and another can begin. For example, person A may lower their voice and slow down to indicate that it is person B's turn; they may begin to repeat themselves; or they may pause for person B to begin. Latin Americans generally take and expect very short pauses; North-American-English speakers take slightly longer pauses; British-English speakers take still longer ones. Problems arise when people use different turn-taking signals. Person B may feel that they are never given a chance to talk; person A may wonder why person B isn't saying anything. They may then label each other pushy, shy, unco-operative or unfriendly (Tannen 1992).

In British English it is considered normal and polite for only one person to speak at a time and for people to pause to allow each other to speak. In some cultures talking at the same time as another person and talking over them ('high-involvement style') is regarded as friendly and polite, and proof that you are really listening; in Northern Europe it is generally regarded as aggressive and pushy (Tannen 1991).

In British English it is also important to indicate that you are listening by nodding occasionally and making encouraging noises. It is also important to make intermittent eye contact. In some languages people show that they are listening by keeping still and remaining completely silent. They may also look away. English speakers used to eye contact and other signals during conversation may feel that they are not being listened to if these are absent (Lago and Thompson 1996).

Silence

Silence is tolerated more in some cultures than in others. It also means different things. In some cultures younger and more junior people use silence to indicate respect and affection. In some it is normal for people to sit in silence for long periods before they say anything, or to take long pauses while they are speaking; this indicates that matters are being taken seriously. In English culture silence is generally most acceptable between people who are close; in other circumstances it can feel awkward or rude and people may feel impelled to speak (Lomax 1997).

Misunderstandings and blame

The key point about paralinguistic features is that most of us wrongly assume:
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	· that the cues and features we are used to and their meanings are universal; and 
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	· that they reliably tell us something about a person's behaviour or their personality. 


If a person raises their voice and talks faster, for example, we may conclude that they are angry or hostile. If their voice goes up and down a lot we may conclude that they are excited or over-reacting, or we may simply be puzzled. If they are silent we may think they are disapproving, unco-operative, insolent or withdrawn. But such judgements are unreliable when people speak different first languages or different forms of English (Tannen 1992). The paralinguistic features of a different language are the most difficult thing to learn. Native speakers are generally unaware of them and rarely explain them to people who get them wrong, partly because it is often unclear whether a person is using them intentionally.

'I have been working in Britain for years and my English is pretty good. But I know that in difficult situations, where I have to be sensitive to people's feelings or have to convey something carefully so as not to give offence, I often get it wrong. I can't always pick up the implications behind what they say and I am not sure that I come across as I want to. It's a horrible feeling; you know people have misunderstood you but you don't know how to put it right. In my own language I'm much more confident even after all these years!'
German doctor

Non verbal signals
Non-verbal signals can also cause problems across cultures, leading people to misinterpret each other's feelings and intentions.
'I shall never forget a misunderstanding when I was a student nurse. Three of us were laughing and joking in the treatment room while sister was doing a ward round with the doctors. She suddenly appeared and told us off for making a noise. I felt really terrible because in my culture we are brought up to respect and obey our elders. My absolute horror must have shown on my face; and she thought I was being insolent and exaggerating, just pretending to be horrified. She berated me for being sarcastic and told me I would certainly never get a job at that hospital. She completely misinterpreted my reaction; there was nothing I could ever do to change her view.

British-Nigerian nurse
Gestures

Some cultures use a lot of gestures and movements when talking; others do not. The significance of different gestures varies. 'Yes' may be indicated by moving the head up and down, by moving it from side to side, or by dipping it sharply downwards {Collett 1993). Gestures such as shrugging the shoulders, making a fist, making a thumbs up sign or clicking the tongue are perfectly acceptable in some cultures but offensive in others. In certain cultures, including those influenced by Islam, it is rude to offer something with the left hand. The left hand is reserved for necessary but dirty chores (see also Chapter 12 Practical care).
I realise that the left hand has no significance for English people, but when someone hands me something with their left hand I can hardly bear to take it. It goes right back to my childhood when if I gave or took something with my left hand I got a real scolding from my mother or one of my aunts for being so rude.'

Somali woman
Facial expressions

Health professionals often use patients' facial expressions to help them assess physical and emotional well-being, the need for pain control and so on. Across cultures this can be far more difficult. For example, whereas in English culture a smile may indicate happiness, or an attempt to please, in Japanese culture it may mask embarrassment, anger or grief. In Japan happiness is more commonly indicated with a straight face (Stewart and Bennett 1991).

Eye contact

In some cultures, looking people in the eye is assumed to indicate honesty and straightforwardness; in others it is seen as challenging and rude. Most people in Arab cultures share a great deal of eye contact and may regard too little as disrespectful (Argyle 1975). In English culture, a certain amount of eye contact is required, but too much makes many people uncomfortable. Most English people make eye contact at the beginning and then let their gaze drift to the side periodically to avoid 'staring the other person out'. In South Asian and many other cultures direct eye contact is generally regarded as aggressive and rude. This can cause problems, for example, for some overseas-trained South Asian doctors taking oral examinations in Britain. Lowering their eyes as a sign of respect may be wrongly interpreted as a sign that they do not know the answer or are guessing (Sami 1989).
'I trained in Switzerland and I was astonished when a Swiss doctor told me that I would be considered to be telling a lie if I did not look straight into a person's eyes.'

Pakistani doctor

In some cultures and religious groups eye contact between men and women is seen as flirtatious or threatening. Men of these communities who do not make eye contact with women are not usually rude or evasive, but respectful.
Different cultures also vary in the amount that it is acceptable to watch other people. Collett (1993) calls these high-look and low-look cultures. British culture is a low-look culture. Watching other people, especially strangers, is regarded as intrusive. People who are caught 'staring' usually look away quickly and are often embarrassed. Those being watched may feel threatened and insulted. In high-look cultures, for example in southern Europe, looking or gazing at other people is perfectly acceptable; being watched is not a problem. When people's expectations and interpretations clash, irritation and misunderstandings can arise.
Posture

Posture that is perfectly normal and neutral in one culture may seem aggressive or withdrawn in another. Most cultures also have gender rules for posture. It may be completely acceptable, for example, for men to sit with their legs apart but not for women. Standing or sitting with folded arms is seen as relaxed and friendly in many cultures but is often interpreted as hostile or defensive in the West.
'In Thai culture it is deeply offensive to point the soles of one's feet at people, for example when sitting. Younger people or people of lower status should also try to keep their heads below those of people of higher status, if necessary by bending the knees. It is extremely rude to pass between two adults who are talking without bending down so that one's head is below theirs. In British culture none of this is an issue and most British people in Thailand cause terrible offence without ever intending to or realising it.'

English teacher

Physical distance

In English culture, partners, and parents and children are generally comfortable standing fairly close to each other; friends stand further apart, and acquaintances still further. Northern Europeans tend to stand further apart than people from the Middle East, Greece or Turkey {Morain 1986). Most people try to maintain the distance they find comfortable; if their cultural conventions differ, one speaker may constantly move backwards to try to gain space, while the other 'pursues' them to get closer.
Touch

Cultures vary in the extent to which physical contact is allowed and between whom. In low-contact cultures, including British and other northern European cultures as well as Japanese culture, touch occurs only under restricted conditions, such as within the family and in close relationships, sometimes in greetings, and in certain specified settings such as health care. Touch in other situations can cause great anxiety and tension. It is seen as imposing upon a person's privacy (Kagawa-Singer 1987). In contrast, in high-touch cultures, physical contact is seen as friendly and positive. People may touch frequently while they talk. When people from cultures with different touch levels interact, the low-contact person may be seen as aloof, cold and unfriendly, whereas the high-contact one may be seen as intrusive and even perverted (Furnham and Bochner 1990).
Gender also affects the rules of touch. In some cultures it is acceptable for members of the same sex to touch each other in public; in others it is acceptable for members of the opposite sex. The amount of touch expected also varies. In a study of the number of times heterosexual couples touched each other in cafes, it was found that in Puerto Rico they touched 180 times per hour, in Paris 110 times, and in London, about 200 miles away, not at all (Argyle 1975).
'You don't always get it right and you have to try to pick up people's reactions. Some of my patients love it when I sit on their bed and have a chat, even put an arm round them. Others just shrink inside or even get angry; they're much more comfortable if I sit in a chair and keep my distance.'

English staff nurse
Misunderstandings and blame

We rarely notice other people's non-verbal behaviour except when it feels wrong or makes us uncomfortable. However, non-verbal behaviour is learnt in childhood, used unconsciously and hard to change. The rules are rarely made explicit and never taught to newcomers. Because people who use inappropriate non-verbal behaviour are generally assumed to be rude and unpleasant, their non-verbal behaviour is not discussed with them.
Politeness

Cultural rules of polite behaviour enable people to get on together. Some cultures value formal politeness more highly than others. Again, failure to follow the local rules of polite behaviour is almost always assumed to be intentional rudeness.

Please and thank you

In British English the words 'please' and 'thank you' are extremely important. Although the amount they are used differs between men and women and in different situations, people who do not say please and thank you are regarded as arrogant and intentionally ill-mannered. Please and thank you are particularly important between people of different status and in formal situations.

In many other languages, including most Asian and African languages, politeness is managed differently. For example, instead of the formulaic please and thank you, politeness may be indicated by a different choice of verb form or pronoun (like tu or vous in French), or by a different tone of voice. In some cultures please and thank you are not used to people who are doing their job; omitting them is not regarded by either side as at all impolite (Bowler 1993).

'In Somali there is no equivalent for please; people usually use relational terms such as brother, sister, uncle etc at the beginning or end of requests. There is an equivalent for thank you but not for the response, the equivalent of "You're welcome".' 

(Kahin 1997)
Alternatively, gratitude may be indicated non-verbally, by a gesture or a change in facial expression. In some cultures it is common to show gratitude by giving presents or money. People who are used to one particular convention often feel extreme offence or anger when faced by different behaviour. They may find it hard to accept that the other person did not mean to be rude.

'While working in a foreign country an Englishman noted that the words please and thank you were seldom used to accompany requests or instructions. Curious about this and not believing that the whole country was rude, he asked someone of the host culture about this.
"The trouble is, Colin," he was told, "you use please and thank you far too often. How can people believe that you are sincere when you use the words so often that they lose their meaning? If a person of my country says thank you, they really mean it. "

"So do I!" protested the Englishman.

"Then use them less," said the other man.'
Unknown source
Greetings

In many cultures it is extremely important to greet a person every time one meets them, and especially the first time each day. Some cultures also use gestures, for example shaking hands, smiling, bowing or joining the palms of the hands. In English culture greetings are often omitted, especially in work situations. This can seem rude to people used to a more formal system.

'In Switzerland everyone shakes hands when they meet and when they part, certainly the first time each day. You always shake hands with the doctor, the nurse, the dentist and so on. Colleagues shake hands when they arrive and when they leave work. Children shake hands with their teachers at the beginning and end of the school day. They also shake hands with each other from the age of about ten. When you shake hands with someone it is very important to look them in the eye. Many Swiss people find the English rude and off-hand even though they don't intend to be.'

English woman
Saying no

In some cultures saying no directly, particularly to a person of higher status or to a guest, is offensive and unpleasant. There are other indirect but polite ways that are normally understood by both sides and which a person can use to refuse a request or answer a question negatively. These include not responding to the request, changing the subject, asking for time to think, making a non-committal reply, or using a special polite phrase that means no but does not explicitly say it. Unfortunately, it can be difficult to translate these phrases into English, and when people try they are often misunderstood.
'It is particularly impolite to answer "no" to someone older or of higher status than oneself. In the Vietnamese language there is an expression which avoids this-da khong (South), or thua khong (North). It translates literally as "yes, no" but it is used in the sense of "I'm afraid not" or "I'm sorry to say no".' 

(Mares 1982)
In some cultures, people who avoid saying no directly are regarded as hypocritical or lying. Directness is valued and is thought to indicate moral integrity. English culture lies somewhere in the middle; there are variations on the basis of class and gender. In general, however, English culture is relatively indirect, expecting people to understand unstated messages, especially when there is any awkwardness. Most English speakers tend to avoid conflict and often try to defuse situations by avoiding or changing a difficult subject, giving a non-committal reply, making a joke or apologising. This can be confusing and even seem deceitful to people of other, more direct, cultures.

Anger

English people traditionally avoid showing anger, reserving overt anger for very serious or intolerable situations, often as a last resort. Although it is thought to be sometimes necessary, it often leaves deep scars. In Chinese and Japanese cultures, the expression of anger is traditionally regarded as completely unacceptable and destructive. The idea that it is important to express anger, and that unexpressed emotions are harmful, may be seen as ridiculous or even dangerous (Kagawa-Singer 1987). In some other cultures anger is more lightly expressed, received and forgotten. Fierce argument and confrontation may be seen as a positive sign of friendliness and engagement. Here again there is a good deal of opportunity for misunderstanding and mutual resentment.

'I find the English deceitful. If you say that you are angry about something they all agree, but when you want to go and confront the person responsible they melt away.'

Belgian woman

Embarrassing words

Every language has a range of polite and impolite words for most different bodily functions and parts of the body. In British English, words of Latin origin are generally more acceptable in polite conversation than words of Anglo-Saxon origin. There are also a large number of euphemisms and words regarded as bad or derogatory, which may vary in different parts of the country. Certain words, such as stool, urine and intercourse are used mainly in medical contexts. All this poses major problems for people whose first language is not English. It can be extremely embarrassing and difficult to find out the acceptable words for these things in a new language. People may also unintentionally cause offence by using an offensive lay or slang word in a medical context.
'When my son started school he came back with all these new English words. Then the old lady next door came and told us she had heard him using some words that were extremely rude. Did we know? We didn't even know what the words meant, and nor did he. All his friends used them. But they knew where not to use them, and he didn't!'

Croatian woman

Suspending your automatic responses
'Try to remember that they may not mean what you heard them say.' 

(Tannen 1991)
Misunderstandings about other people's personality or intentions are inevitable when we have different linguistic and cultural conventions. Our reactions to the way people speak and behave are largely automatic and often very strong. There are no easy solutions. It is, however, always important:
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	· to be aware of the reasons why things may go wrong; 
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	· to monitor and try to suspend your automatic responses; and 
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	· to assume, at least until other clear evidence emerges, that the other person does not wish to irritate or offend you. 


If you know each other well, it may be possible to discuss your reactions tactfully, find out whether the other person realises how they appear, and possibly and with great respect suggest modifications in their approach. Try to find out about other cultures' conventions of non-verbal behaviour and politeness. There may be things that you automatically do that cause offence to others; try to find out if you are being misunderstood and whether it would be helpful to adapt some aspects of your approach.

The Kiddy Ring Interview Structure

A well planned structured interview may help when assessing the information from an interview with a trainee at induction. Many trainers will cover these areas in an unstructured way and that is fine as long as it gets done. Induction is mainly regarded as a way of ensuring the trainee gets to know the practice and personnel. Getting to know the trainee can get neglected and The Kiddy Ring  is an approach that tries to look at the trainee as a whole person. It hopefully identifies strengths as well as things that need developed.

Starting with recent jobs puts the trainee at ease.  From here on, the interview follows a circular route covering the main areas of the registrar’s life. However it should be used be used as a guide and don’t get stuck with a rigid structure. Above all be sensible and safe and for example ensure the questions are safe. For example it might not be appropriate to ask about someone’s early life. Also you might want to expand the questions so that for example discussion about education could ask about their experience of inspirational teachers and how they like to learn.

About 45 minutes to an hour is needed to adequately cover the cycle.


The information derived from each area should be divided into factual and evaluative aspects

Present Job

Facts:  main job, task likes and dislikes approach to tasks, relationships and how handled, decisions, achievements.

Evaluative:  motivation, level of energy, resilience to stress, ability to handle relationships, communication skills, clinical competence, standard of work, progress in career to date.

Aspirations and interests
Facts:  Short/medium/long term plans, plans for achieving ambitions, reason for applying for the job.

Evaluative:  Type of interests, sports, pastimes etc, what they reflect about the candidate, potential incompatibility with or enhancement of proposed job.
Circumstances

Facts:  location, mobility, family circumstances and constraints.

Evaluative:  mobility, domestic stability, financial stability.

Early Life / Upbringing

Facts:  place of birth and childhood, parental occupations, values and characteristics, parental expectations of children, siblings, their occupations and achievements; significant events.

Evaluative:  emotional stability, supportiveness of upbringing, implication of negative events.

Education

Facts:  type of secondary school, exam results, interests and achievements at medical school.

Evaluative:  Academic progress and performance, level of ability and intellect, causes and results of any failure.

Work History

Facts:  detail of previous jobs, likes and dislikes, main relationships.

Evaluative:  Significance of jobs, type of work, experience gained, range and depth of experience, relevance to proposed job.

Hofstede’s 5 Dimensions to Culture

Geert Hofstede, a Dutch cultural anthropologist, analyzed cultures along five dimensions. He rated 58 countries on each dimension on a scale from 1 to 100. This can be a useful guide but the key is to remember to understand the individual whatever their culture.
Power

Hofstede named this Power Distance (PD or PDI). It is the extent to which less powerful members expect and accept unequal power distribution. High PD cultures usually have centralized, top-down control but this is endorsed by followers as well. Low power distance implies greater equality and empowerment.
Self

Hofstede named this Individualism versus Collectivism (ID or IDV). In an individual environment the individual person and their rights are more important than groups that they may belong to. In a collective environment, people are born into strong extended family or tribal communities, and these loyalties are paramount. 
Gender

Hofstede named this Masculinity versus Femininity (MAS). It focuses on the degree to which “traditional” gender roles are assigned in a culture; i.e., men are considered aggressive and competitive, while women are expected to be gentler and be concerned with home and family. 
Predictability

Hofstede named this Uncertainty Avoidance (UA or UAI). It defines the extent to which a culture values predictability. UA cultures have strong traditions and rituals and tend toward formal, bureaucratic structures and rules. 
Time

Hofstede named this Long- versus Short-term Orientation (LTO). It is the cultural trait that focuses on to what extent the group invests for the future, is persevering, and is patient in waiting for results. 
So what?

When working in other countries and with people from overseas, first research their national culture along these dimensions, and then check first whether the people use these. By default and when talking with national groups, take account of these factors.
[image: image12.png]92003 SraTi g com





[image: image13.png]0200315t Srup o





India has Power Distance (PDI) as the highest Hofstede Dimension for the culture, with a ranking of 77 compared to a world average of 56.5. This Power Distance score for India indicates a high level of inequality of power and wealth within the society. This condition is not necessarily subverted upon the population, but rather accepted by the population as a cultural norm.

India's Long Term Orientation (LTO) Dimension rank is 61, with the world average at 48. A higher LTO score can be indicative of a culture that is perseverant and parsimonious.

India has Masculinity as the third highest ranking Hofstede Dimension at 56, with the world average just slightly lower at 51. The higher the country ranks in this Dimension, the greater the gap between values of men and women. It may also generate a more competitive and assertive female population, although still less than the male population. 

India's lowest ranking Dimension is Uncertainty Avoidance (UAI) at 40, compared to the world average of 65. On the lower end of this ranking, the culture may be more open to unstructured ideas and situations. The population may have fewer rules and regulations with which to attempt control of every unknown and unexpected event or situation, as is the case in high Uncertainty Avoidance countries.
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There is a high correlation between the Muslim religion and the Hofstede Dimensions of Power Distance (PDI) and Uncertainty Avoidance (UAI) scores.

The combination of these two high scores (UAI) and (PDI) create societies that are highly rule-oriented with laws, rules, regulations, and controls in order to reduce the amount of uncertainty, while inequalities of power and wealth have been allowed to grow within the society. These cultures are more likely to follow a caste system that does not allow significant upward mobility of its citizens.

When these two Dimensions are combined, it creates a situation where leaders have virtually ultimate power and authority, and the rules, laws and regulations developed by those in power, reinforce their own leadership and control. It is not unusual for new leadership to arise from armed insurrection – the ultimate power, rather than from diplomatic or democratic change. 

These are just examples of countries that provide a lot of trainees in the UK. 58 countries were studied and more detail is available at www.geert-hofstede.com 
Guidance for Trainers with International Medical Graduate Trainees 
Analysis of the statistics on candidates passing/failing the CSA exam in the first few years since its inception has revealed that candidates who trained outwith the UK are much more likely to fail the CSA.  The reasons for this are multifactorial, and obviously individual to each candidate, but there are some common themes. 
We have recently done some work with a group of International Medical Graduates (IMGs) who failed the CSA, to try to develop some insight.  We discussed ways in which cultural differences may impact on performance in the CSA exam, and attempted to generate ideas for how trainers could best support their IMG trainee.  

1.   Broach the subject early

The IMG trainees we spoke to were very keen to discuss the issues around their having trained elsewhere.  They wanted to be able to explain their cultural background and experiences to their trainer, and have a constructive discussion about how that may differ from the prevailing culture in general practice in the UK.  There was a feeling that trainers were sometimes reluctant to discuss what might initially seem a sensitive issue.

Agree that it is important to acknowledge that IMG trainees are at a disadvantage, discuss this early and develop a strategy to help that individual trainee. At the same time it is useful to provide community orientation about the practice and its area including a cultural history. So for example consider a tour of the practice area, use of local history booklets, visits to local providers like the pharmacist or funeral director etc. Respect the individual and be aware that feedback suggests this does not happen in some hospital posts and that your support might be needed during these.
2.   Emphasise patient-centredness

Being trained in more doctor-centred or paternalistic medical cultures can make it difficult to shift focus to being more patient-centred.  There was some confusion over what exactly was meant by patient-centredness, and a lack of insight as to how this could improve their consulting and patient care.  They mentioned feeling uncomfortable with this new style of consulting, as patients’ expectations of a ‘good doctor’ are very different in different parts of the world.  We learned that in many cultures in which our cohort of doctors trained the prevailing practice is to be doctor-centred and this more paternalistic approach is actually preferred by the majority of patients.  It was felt that more specific feedback on how to be patient-centred and developing truly shared management plans would be appreciated. It is apparent when looking at the RCGP feedback from the CSA exam that some IMG trainees have struggled with this. They have tended to use stock phrases to demonstrate patient-centredness rather than engaging in a true dialogue with the patient, and so clearly more work needs to be done in this area. 
In the SE deanery group the following things worked well
· Thinking conversation rather than consultation so for example pair up and “have a 10 minute conversation about music and at the end feedback what you have learnt about your colleague”

· Only ask questions. “Trainees bring cases and pair up. They each have 10 minutes to find out as much as possible about their colleagues case and are only allowed to ask questions” Then brainstorm “What are the best questions?”

· Only listen. “Trainees prepare scenarios with clinical and psychosocial elements and present them to a colleague for 5 minutes. The colleague is then allowed to ask clarification questions. At the end they then summarise what they have heard and how it made them feel”

· Bring cases where you have identified a patient’s ideas, concerns and expectations and discuss how it helped you develop a shared management plan.

· Look at a video with the main aim of looking at cues, psychosocial understanding and non verbal communication. And discussion about how they knew whether the patient was happy or not

· Use Peter Tate’s 10 questions and the disease-illness model of the consultation as initial models to follow

  3.   More support in dealing with ‘non-medical’ consultations
IMG trainees often feel unsure about family/social/work structures in the UK, and would appreciate more guidance in dealing with patients with relationship/housing/social problems.  We found that asking the trainees to write a sample case for the CSA which incorporated psychosocial issues was a useful tool to initiate discussion. They also felt under confident in dealing with multifactorial problems or medical complexity in the time allocated as they tended to adopt the more medical model of consulting, forming a diagnosis and excluding red flags, and were more rigid in their consulting. They often tried to cover all the different aspects thoroughly at the initial consultation, thereby running over the allocated 10 minutes.   
Consider using the level of agreement/degree of certainty graph to explore complex cases and uncertainty. Use your and their Puns and Dens to explore cases and try using a Discomfort log. Look at videos and stop after a minute and discuss and then stop and start at appropriate points to discuss choices. When they observe you consulting make sure you explain why you did what you did and excluded alternatives. If necessary include the patient in this discussion! (I did this a lot and patients mainly liked to do this)

4.   Reassure them that there is no need to ‘prove’ their extensive medical knowledge

There was a notion amongst the IMG trainees that they are seen as representatives or ambassadors of their country’s medical education system, and as such they are keen to make it clear that their medical knowledge is good.   This can result in very doctor-centred consultations, listing facts to prove their knowledge.  It is important to emphasise that their intelligence is not being questioned and that this is a very different method of assessment than the AKT.
When being observed, or discussing discomfort or Puns and Dens identify that much of what you are doing is not about how much you know. Many of these trainees struggle to reflect on what they have done and mainly identify a knowledge list of facts that need to be found out about. Keep using the experiential learning cycle to help trainees reflect on their experiences and monitor how they put this into action.

5.   Language

The trainees described that when they feel unsure of their fluency in English they often err on the side of caution and become ‘extra-polite’, which can come across as cold or under-confident.  They also resort to using the more traditional medical language they have gleaned from books.  This is often emphasized in stressful situations such as the CSA exam. They mentioned that they might appreciate some explicit guidance on local turns of phrase or colloquialisms, which would smooth their everyday consulting, if not the more generic language used in the CSA itself.   Also mentioned was the use of humour, or cultural references which IMG trainees are not aware of, and it could be useful to specifically touch on these. 
IMG trainees may need extra help to integrate into the culture of the practice. For example to ensure they feel comfortable joining in the chat in reception or at coffee time. Help them identify that although they may feel more secure and comfortable working with IMG colleagues, during educational release for example, they will benefit most from working with a mixed group. (And that group will benefit from their perspectives)

Many need to practice explanation. I had a large list of conditions to explain, risk to explore and bad news to break in a hat and these were drawn out and the trainee had 5 minutes to think about this and then explain the issue in clear terms. Most would struggle not to use medical language or would follow a rigid model (E.g. Breaking bad news) that was inappropriate. At the next session they would have an opportunity to try again having explored Patient.co.uk for example and we kept doing this time after time. Then this was built up into scenarios using a strict time line – 3 minutes at the start to include ICE (lots of listening), 4 minutes to data gather (open then closed including red flags and keep focused) and 3 minutes to share understanding and explanations. (Using the patient’s ICE to underpin the sharing). And for those who keep struggling repetition, repetition and repetition of cases is important and in particular to make use of clarification, reflecting back not just words but meaning and feelings, summarizing and signposting.
6.   Accents
In a similar vein, strong accents can become even stronger in stressful situations such as the exam.  The IMG trainees felt it might be useful for the trainer to make clear that it is OK to acknowledge their accent with the patient and explain that they are happy to repeat anything that is not understood.
And that they are encouraged to ask the patient or trainer to repeat things they have not understood. I have learnt that in a hierarchical model IMGs often will feel reluctant to ask me to explain things again even if they have not understood.
7.   Joint surgeries

Although time-consuming, the IMG trainees felt that joint surgeries, and getting direct feedback at the time, were invaluable for highlighting a multitude of small issues which they perhaps would not include in videos etc. 
Increasing use of joint surgeries has helped. And trainees want direct feedback. “Just tell me what I need to improve” I suggest Agenda Led Outcome Based Analysis might help since the outcome wish is clearly to pass the CSA and the agenda is to look at improving skills observed either directly or during video analysis. 

And remember the importance of role modelling for trainees
8.   Emphasise the benefits

Cultural diversity in the practice team can obviously be a huge advantage, and the trainees felt that their strengths in terms of dealing with consultations in different languages and culturally diverse patients should be acknowledged. 

Mairi Jamieson and Katie Browne September 09 -Working with W of Scotland trainees
Additional suggestions Iain Lamb December 09 Working with SE Scotland trainees
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