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ABSTRACT

Objective To explore the linguistic features of
translanguaging in bilingual handover practices and

elicit the views of hospital staff on factors that hinder

or facilitate effective handover practice in a bilingual
environment.

Methods 78 hospital staff were recruited from hospital
wards and emergency departments of two Hong Kong
hospitals. They were interviewed to determine their
perceptions of their handover communication in a
bilingual context, and their responses were subjected to
interpretative phenomenological analysis.

Results Based on the staff interviews, three dimensions
with potential applications to effective clinical handover
are identified. A revised Identify, Situation, Background,
Assessment and Recommendation protocol accounting for
linguistic pluralism (i.e., the translanguaging process) is
suggested to underpin the future research agenda around
effective clinical communication in a bilingual context.
Conclusions Research on handover communication

in multilingual contexts is limited. This study outlines
linguistic pluralism at the handover stage and details

the complexity of handover communication for staff in a
bilingual context. It urges for more research with a specific
focus on identifying avoidable linguistic issues that emerge
from the clinical context and developing a suitable protocol
to standardise staff’s translanguaging processes to

ensure a safe and efficient handover process in a bilingual
environment.

INTRODUCTION

Handover is a pivotal, high-risk event in
everyday hospital practice. Hospital staff
transfer their responsibility and account-
ability for their patients to ensure continuity
of care. One can argue that handover is the
foremost recurring communicative event
taking place between hospital staff across clin-
ical disciplines and across the specific teams
(e.g., doctors, nurses, allied health workers)
providing patient care. Handover can be
conducted in a range of clinical settings,
including at the patient’s bedside, at the

Strengths and limitations of this study
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» Exploratory research to explore the linguistic fea-
tures of translanguaging in bilingual handover
practices.

» |Interpretative phenomenological analysis to show-
case hospital staff’s personal lived experiences in
bilingual medical handover.

» Filling the gap in the literature on handover commu-
nication in multilingual contexts.

» Limited generalisability of findings given the study
sample.

» Limited reveal of specific causal relationships about
the influences of nursing handover skills.

nursing station, in meeting rooms, during
ward rounds and even in hospital corridors.
Staff need to not only verbally communicate
the patient’s latest condition but also prepare
written documentation with sufficient fluency
to outline their decisions or plans. A growing
amount of research'™ has demonstrated an
explicit link between the quality of handover
communication and patient safety. In bilin-
gual clinical contexts, where hospital staff
need to operate between their first language
and English as a lingua franca to communi-
cate for clinical purposes, this may create a
complicated process of ‘code switching’ or
‘translanguaging’ during clinical handover,
which may be time-intensive, difficult to
monitor and susceptible to errors.”

Code switching, according to Romaine,
is defined as ‘the use of more than one
language, variety or style by a speaker
within an utterance or discourse, or
between different interlocutors.” In other
words, code switching is the act of alter-
nating between two or more languages in
a single conversation. According to Garcia,
translanguaging describes the way in which
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bilinguals or multilinguals discursively apply their
linguistic and semiotic repertoires during the meaning-
making process.” Translanguaging is generally a typical
occurrence in the meaning-making process, wherein
several linguistic and semiotic resources are drawn on
and eventually arranged and summarised as a different
language system.® Different from code switching,
translanguaging involves the speakers’ linguistic reper-
toire, which includes languages, dialects,9 words/
expressions in different languages,' signs and emoti-
cons to create a social space—a translanguaging space—
in which speakers bring together dimensions of their
experiences, histories and ideologies.""

Hong Kong has two official languages: Chinese
(including the two spoken varieties of Cantonese and
Putonghua, and standard written Chinese) and English.'?
A majority of Hong Kong’s population, more than seven
million are native speakers of Cantonese. Cantonese
hence remains the dominant vernacular cum lingua
franca among Hong Kong citizens. While English is
considered as a prestige language in many contexts,
particularly in education, and is the main medium
for university teaching in Hong Kong. Therefore, it is
common for people in Hong Kong to code switch between
the two languages. Meanwhile, the use of Putonghua is
increasing, especially with an increasing number of non-
Cantonese Chinese visitors and residents. People with
limited communication skills in the local languages may
require an interpreter when attending important occa-
sions such as hospital visits; the limited local language
knowledge could lead to the inability to express them-
selves accurately and efficiently otherwise.

In the clinical environments in Hong Kong, with bilin-
gual hospital staff, most members of staff are native
speakers of Cantonese but received their medical training
in English. Thus most likely they have little to no famil-
iarity with medical terminology in Chinese. In everyday
hospital routines, most hospital staff read and record
nearly all of their medical records in written English, but
communicate verbally with patients in Cantonese. In addi-
tion, doctors and nurses mostly code switch or engage in
translanguaging with one another in spoken Cantonese
mixed with medical English.

Despite an increasing number of studies in recent years
focused on developing frameworks to promote effective
clinical handover using standardised communication
protocols, such as the Identify, Situation, Background,
Assessment and Recommendation (ISBAR) protocol,lg_16
where the ISBAR protocol is shown to be effective in
structuring handover practices and in turn helps reduce
instances of miscommunication and misunderstanding
among hospital staff members. Translanguaging has not
received much attention in medical communication. For
instance, there is a clear lack of publications on the effects
of translanguaging in medical handovers, with only Pun
et al'” exploring the use of CARE protocol in a bilingual
hospital context. This study, therefore, aims to contribute
to the exploration of translanguaging practice in clinical

handovers, and to develop a set of frameworks to enhance
effective handover communication in a bilingual context.

METHODS

Research design

Interpretative phenomenological analysis (IPA) is a qual-
itative approach that investigates personal lived expe-
riences within the field of psychology.18 As Smith and
Osborn argued, personal experiences and detailed explo-
ration of how individuals understand and make sense
of them form the foundation of IPA." This approach
to analysis assumes that one is continuously engaging
actively with the world and reflecting on and integrating
experiences.”’ The investigation of experiences via IPA is
understood as an allegorical analysis by both the partic-
ipants and the researcher. To make sense of how the
participants understand their world, both the researchers
and the participants must be involved in a dual inter-
pretation process called the ‘double hermeneutic’.
Researchers play an active role in determining how the
participants are making sense of their world.*” Due to its
seminal nature and capacity to investigate participants’
complex lived experiences, IPA was selected as the analyt-
ical method for this study.

Analysis
This study adopted IPA, an idiographic approach that
analyses a tightly defined group of participants who
provide specific points of view in a particular area of
study. The participants in this study were all experienced
hospital staff who had been handling handover for more
than 3years in a bilingual hospital at the time of the study.
The research team comprised multidisciplinary experts
(M=3, F=2), including two linguists (PhD) who have
extensive research experience in health communica-
tion, one physician (MD) from the Accident and Emer-
gency Department, one professor (PhD) in nursing and
one nursing manager (PhD). To analyse the interview
transcripts, the analytical stages suggested by Smith et al
were followed.”’ Beginning with an individual focus and
descriptive level, the analysis moved to a more mutual
understanding of the clinical context at an interpretative
level. The interview transcripts were read line by line,
and notes on what was being said about handover were
made as the initial researcher comments. Exploratory
comments with the researchers’ interpretations of the
participants’ use of language and communication issues
during handover were then added to the transcript. By
making these exploratory comments without referring to
the content of other interview transcripts, the researchers
were able to develop concise themes that echoed the
participant’s account. The techniques of subsumption
and abstraction proposed by Smith et al*’ were adopted to
determine patterns in the themes, which led to a series of
superordinate themes for the participants.

Data collection
Hospital staff working in medical wards of a major tertiary
hospital in Hong Kong were notified about the study and
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were recruited. Prospective candidates were invited by
the Unit Managers via email. Verbal optin consent was
obtained from all participants. No participants refused or
dropped out from the study.

Observations of medical handovers and their corre-
sponding audio recordings were collected. The
researcher, one of the linguistics who specialises in health
communication, then conducted semistructured face-to-
face interviews with the participants observed on their
handover practices. Each interview lasted for approxi-
mately 30min. The interview tool presented in online
supplemental appendix was adopted in this study, it first
guided the participants to respond to some basic personal
information then to more in-depth questions regarding
clinical communication.

Patient and public involvement
No patient involved.

RESULTS

Participant demographics

A total of 78 hospital staff members were involved in
the study, comprising 8 doctors and 70 nurses. The
participants included doctor specialists, residents, nurse
consultants, advanced practice nurses, registered nurses,
enrolled nurses and hospital staff working at the manage-
ment level. Sixty-three of the participants were younger
than 35, and 15 were above 35. Their years of work expe-
rience in the emergency department, medical ward and
surgical ward ranged from 2 years to more than 25 years
for the doctors, and from 1year to 23 years for the nurses.
Table 1 provides the demographic and professional char-
acteristics of the interviewees.

Findings were presented in three main themes,
including (1) translanguaging processes in handover
communication; (2) clinical communication issues in a
multicultural speech community; and (3) communica-
tion issues at handover due to linguistic pluralism. The
organisation of findings was based on the research team’s
understanding of clinical context presented in the tran-
scripts using IPA.

Translanguaging processes in handover communication

Patient—clinician interactions are generally conducted
in Cantonese, and occasionally in Putonghua or English.
Patient information and subsequent medical proce-
dures and diagnosis are recorded in the patients’ files in
written English. Clinicians communicate patient informa-
tion between themselves using written English and (less
frequently) spoken Cantonese with some English. The
result is a continuous process of translation of medical
information from Cantonese to English and then back
again, as a patient’s diagnosis and treatment—negoti-
ated between clinicians in English—is usually conveyed
back to the patient in Cantonese. As one senior doctor
described, the bilingual nature of Hong Kong hospital
work can be understood in terms of ‘two parts. One is you

Table 1 Demographic background of the 78 interviewees
Doctors Nurses Total

Amount 8 70 78
Gender

Male 8 7 15

Female 0 63 63
Age

Under 35 4 59 63

Above 35 4 11 15
Education

Diploma 0 19 19

Bachelor’s 0 40 40

Master’s or higher 8 11 19
Position

Doctor specialist 2 NA 2

Residents 4 NA 4

Management 2 NA 2

Nurse consultant/ward NA 2 2

manager

Advanced practice nurse  NA 1 1

Registered nurse NA 52 52

Enrolled nurse NA 15 15
Work experience

0-1 0 6 6

2-5 4 26 30

6-10 0 22 22

>10 4 16 20

NA, not available.

get the history from [the] patient in Cantonese and then you need
to write in English. The second part is we learn in English, we
tell the patient in Cantonese. ...

As mentioned, the ISBAR protocol is used to better
structure handover practices. Effective handover also
requires understanding and evaluation of communica-
tive practices at handover, perceptions of the hospital
staff’s own interactions, and other factors that staff may
encounter in a bilingual context. Despite using a system-
atic framework, the communication flow among bilingual
hospital staff appears to be complicated due to the use
of two languages in both verbal and written forms. Such
bilingual clinical interactions may be vulnerable to the
loss of information or mistranslation if the involved stake-
holders do not possess high proficiency in both languages
in speaking and writing. This sociolinguistic context of the
communication of information in the hospital is depicted
in figure 1.° (1) The outgoing hospital staff members
first verbally introduce the patient in Cantonese to the
incoming team. (2) The incoming staff are provided
with a written record in English for the patient. (3) The
patient’s situation and medical or personal needs are then
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Figure 1 Translanguaging practice at handover.

clarified by the outgoing hospital staff. (4) Both incoming
and outgoing teams verify the details and ask questions to
avoid misunderstanding.

To illustrate the translanguaging process and the
potential issues deriving from clinical handover, figures 2
and 3 below are representative of the collected samples of
handover communication, all names are reidentified and
presented as pseudonyms for the anonymity of the partic-
ipants. These two examples are verbatim transcriptions of
clinical handovers for the same patient on two separate
days by two different nursing teams.

Several issues are noted in text 1, which demonstrates a
lack of interaction and patient identification. At no time
did the outgoing nurse mention the patient’s background
information, such as age, bed number, medical history or
other relevant documentation, for the incoming team’s
reference. The information provided in some stages was
vague and indirect. Forinstance, in stage 7, the instructions
were ambiguous. It is not evident whether the incoming
nurse needed to note when and how often blood samples
should be taken from the patient. Also, the object in stage
7 appeared to be missing in such translanguaging utter-
ance, as seen in ‘in V shape ; the exact position for blood
taking might be unclear to recipient and hence, causing
potential deficits in the clinical interaction.

Additionally, there was no logical sequence in this
handover communication. Recommendations for future
care tasks were spread throughout the handover instead
of being listed together in the final stage. Nor did the
outgoing nurse ask for a readback of the key tasks, and
the incoming team had no questions and made no effort
to confirm and double-check the information. Such a
lack of interaction may be problematic, as both parties
are not clear about the other’s degree of information,
which may cause misunderstandings and ultimately affect
the patient.

Compared with the text in figure 2, the text in figure 3
is more complete and more comprehensive. The
outgoing nurse started the handover process by providing
detailed background information, such as the patient’s

Background

A
8 >

M

A—A A—

) Written English
(medical language)

€—> Mutual exchange

age, medical history and medication allergies. Similarly,
translanguaging was involved in such utterances. Mean-
while, the handover in figure 3 appeared to be clearer
and more structured despite the use of two languages.
In stage 6, all of the medical jargon were expressed in
an English verbal form, ‘total mastectomy’ for instance.
Given the English medical training and familiarity with
technical terminology in English, the incoming nurse
might in fact perceive such bilingual communication to
be easier to comprehend.

The information was also presented in a more logical
sequence, starting with a background, followed by an
assessment and finally recommendations. Recommenda-
tions were made at the end of the handover along with
explicit instructions. With straightforward instructions
such as ‘you don’t have to...” and ‘please help the patient’,
the incoming nurses had a clear idea of what they were
supposed to do.

Although the handover communication in figure 3
presented a full picture of the information to which the
incoming nurses should attend, there was still minimal
feedback from the incoming team and no clear indi-
cation of whether they have retained the message and
acknowledged the transfer of responsibility. Moreover, as
there was no mention of any written documentation, it is
unclear whether the verbal handover was the only source
of communication or if written records also played a role
in the handover.

Clinical communication issues in a multicultural speech
community

Communicating with patients from diverse linguistic backgrounds
Many interviewees noted the challenge of effectively
communicating with the increasing migrant population
attending the hospital, who have limited Cantonese
and English communication skills. This was specifically
stressed as one of the major communication hurdles in
triage, with one nurse reflecting that at times it posed
safety issues for patients who are unable to communicate
the nature of their illness.
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Text 1: 22041 Day 1

Transcript of the outgoing nurse’s talk

iSBAR stage

Text 2: 22041 Day 2

Transcript of the outgoing nurse’s talk

iISBAR stage

liquid yesterday, but this moming it improved. There was (41ml) of

excretion from the left abdominal wound. It was quite a lot, but
-]

pt of the outgoing nurse’s talk

today it has decreased to about 10 ml. There is a total of 6 drain
tubes. Related records should be kept every 6 hours. They are
currently all (in situation)

iSBAR stage

11

Q6H record, 2B in situ.

related records should be kept every 6 hours, they are currently all in
situation.

Recommendation

12

Follow up W B 4 V2B case % 9 # BCCHABLRE, HiERHARsE
%15 book 18,

Dr Cho will follow up the case, the appointment will be conducted
in the BCC department on 9" floor. We should book the
appointment for the patient when she is discharged from the
hospital.

Recommendation

13

AR AERLE, 272 10mBDPOE2H, 1300 BiA{REER

She reported constipation. A prescription of (drug name) 10ml has
been issued for 2 days, twice a day. The patient was medicated at

1300.

Assessment:
medication

Readback

Figure 2 Transcript of handover communication sample

1. ISBAR, Identify, Situation, Background, Assessment and
Recommendation. Note: CA = cancer and carcinoma; TRAM
= transverse rectus abdominis; BCC = Breast Care Centre

If they're in [an] emergency situation, they need
urgent care and urgent treatment, but we delay it

Interview 4

[because] of the language barrier. Nurse Specialist,

Interpreter services in the medical field remain a relatively

new COHCCpt.21

While this service is provided in the hospital,

interpreters are not immediately available to the medical
teams, who, as discussed above, work in a context wherein
assessing patient needs within a very limited time frame is
considered essential to ensure both patient safety and the
organisational flow of the hospital. When asked what meas-
ures they adopt in situations when no translator is available,
a few interviewees explained that they greatly simplify their
language and when this failed, rely on physical cues. One

Identification: patient 1 CA right breast, 51 B4+, 6 / 28 H A Identification: patient
1 EEA MY, RE4ERR Identification: doctors A 51-year-old lady who is suffering from right breast cancer, who | Situation: presenting
Dr Cho is on vacation. Dr Sung will be in charge. was admitted to our hospital on 28 June and bed number 22041 condition
2 CA right breast Situation: ing WE'L?IS_ISP—,B‘& m‘.her. —_— = -
The patient is diagnosed with CA on right breast, condition 2 WL SR, R U o Identification: doctors
3 Right skin sparing total mastectomy and frozen section and sentinel | Situation: surgery As Dr Cho is on vacation, Dr Sung takes over responsibility for
lymph node biopsy and left nipple-sparing total mastectomy and followw . — ;
bilateral TRAM flap reconstruction. 3 JA D, (R T Background: history
She had a right skin sparing total mastectomy and frozen section and | left breast lump
sentinel lymph node biopsy and left nipple-sparing total mastectomy
and bil | TRAM flap tion on the 29%. This lady had blopucﬁ at Quecn Mary Hospital after being told
4 FAGILEREEMBERBOND, painscore 14}, @M. [ Assessment: wound that lumps had been discovered in both her right and left breasts
The patient reported slight pain in both her breast, naval and by a body scanning organization. Queen Mary Hospital claimed
abdominal wounds. Pain score is 1, no blood ooze. that this patient has right breast cancer and a left breast lump. Dr
5 aare A NS AT MR A 1 Assessment: general Sung advised hospitalization for this patient and after examining
ZRUEEEER | ‘iElﬁ BESEIRIHEmRI®T 0}\: Neb 6asé uppeated that sho URAEFS0 BATEERy.
She reported dizziness yesterday, but today she is able to leave her 3 ._'1".' tegader I&"L—! (%, @ skin rash EQ SrRSt Background: alerts
bed and eat, — — The patient is allergic to tegaderm—if she consumes tegaderm,
6 {8 TED stocking on ¥, FBEEN1E{ER, BABEHEILL | Assessment: mobility shc will develop a skin rash.
BOERK 5 BEAE, UM 20 ML A DI BR T #7512 | Background: surgical
She is on TED stockings, but we have already instructed her to [TEX
removegmm since she is able to lelave her bed without - She has not received any medical therapy before, even though she
7 SFEE MMM, keepiR V Shape iR EFREE head up Recommendation has had stomach pain from time to time. She underwent 4 fibroma
abdominal down, knee up. resection operation on her left breast as well as an atheroma
The position for blood taking should be done similarly to measuring resection operation on her back.
blood pressure, in a V shape, and then when the patient is in bed, 6 WR{E 5 A B8 6 B 29 BiZ right skin sparing, total Situation: surgery
head up, abdominal down, knee up. vy —) " . . v I .
3 =T - — mastectomy, frozen section, sentinel node biopsy, left nipple
BCCH ﬁﬁ’aﬁ,%‘t_‘zﬁ,\‘% ﬁfim@ﬁﬁ*g’% sparing, total mastectomy? , bilateral tram flap Reconstruction
Ssign‘:as:‘el the diet arrangement, but nursing care has not met the The latest operations that the patient underwent on 29 June are
e — — right skin sparing total mastectomy, frozen section, sentinel node
9 HBEEEFERSEH, B fﬂﬁ.‘_ﬁﬁﬁﬁﬁl.— Assessment biopsy, left nipple sparing total mastectomy and bilateral trim flap
We have set her legs on a pillow in bed. reconstructi
10 | ZEIEES dain Big, ZBEI% 1,258 drain, BEHER Assessm_enl: 7 A HE G ] Assessment: general
WERI{EAS ok, & . ZBTLAE X 4K 1, 2§ drain, #7383 f58 | | Observations The patient is stable with a normal respiration and mental state.
WBERSW, {E5H#B ok. Left abdomen B HEH 41, RS 8 B3 X S MBS O M)A, pain score 2 73, SigiiL Assessment: wound
BE ; S8R5+ 2. Total H 618 drain, Q6H record, £ 3f in situ. The wounds on both the breasts and abdomen are still a little bit
She has two drain tubes, one on each breast. On her left breast, there painful with a pain score of 2. Fortunately, the wounds are not
are tubes numbers 1 and 2. Yesterday both drains were fine. There .
‘was not much fluid. On her right breast, there are also tubes Assessment: general
number! and 2. Tube number 1 on the right breast had quite some

: #*, §5 D R R A

The patient told our colleagues who were on duty last night that
her left leg tickled and was red in colour. Our colleagues reported
this problem to Dr Chan and Dr Chan said the patient could use
her own moisturizer which means there is no need to prescribe
druy

g
LR VL T3 Y T

abdome:

R I
gown? Knee up, V-shape ik

The condition of the patient does not allow us to take her blood
pressure or take blood samples. The patient should raise her head
and knees in a V-shape when she lies down on the bed.

#it E head up [&]18

Assessment: specific

E 1 540 H O TR
But actually, she has now started leaving her bed and having a
walk.

Assessment: mobility

BCC (Breast Care Centre) 5 L85l 52
[She] has already visited the Breast Care Centre.

B clevate il 7 with 1| &l pillow, WRENAR, #755E
Wc h.avt. bi:cn mstnu,u,d. to put a pillow under the patient’s thighs
if she is in bed. As the patient is not in bed now, you don’t have to
do so.

Recommendation

15

KA SR Eh

total 6 & drain.

) #% drain, \“ KA

221 3

#i"¥ tegaderm, dressing 7R tegaderm

Originally, there were a total of six drains inserted into her body—
two on her right breast and left breast respectively, and one on her
right abdomen and left abdomen respectively. After Dr Chan’s
visit, aII of(he drains have been removed and the wounds have

Assessment:
observations

and covered with waterproof medical dressing.

16

!ncomiug nurse: Uh huh

17

plan fEHE 2 i Bz

‘We plan to let the patient leave our hospital tomorrow.

Recommendation -
discharge

18

BB LA A LR BCC MRS, vt Prbs AR FNE book
\ff ;

Please help the patient to make an appointment for a follow-up
consultation when she leaves our hospital. She is supposed 10
come back to see Dr Sung at BCC.

19

Recommendation

20N 5k TN
The p: ient has been suffering from

ion for several days.

20
s

Incoming nurse: Uh huh

Figure 3 Transcript of handover communication sample
2. ISBAR, Identify, Situation, Background, Assessment and
Recommendation. Note: BCC = Breast Care Centre

nurse explained that she sometimes sought help from secu-
rity staff on the same shift, who might share the same country
of origin as the presenting patient.
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Now sometimes I'll see if there’s any security [staff]
...of that particular nationality. Sometimes they can
give us a hand. Right. We had that before. Now if
that doesn’t work out...Sometimes...when we want
to solve things ASAP, it’s through body language and
stuff.

Registered Nurse, Interview 23

For one doctor, the presence of a translator, while neces-
sary, interrupted the one-on-one relationship between
doctor and patient and posed a risk of information loss
through the intervention of a third party.

...for patient[s] who come from, e.g. Nepal, or the
Africa...their English level may not be so... good to
present what they want. But they usually come with a
translator. They bring their OWN translator. Maybe
sometime([s]...we contact the translator through the
phone... But actually there’s the problem of the doc-
tor to—there’s no direct doctor-patient relationship,
because there is the translator; we need the transla-
tor. There may be some information missed during
the translation.

Interview 19, Doctor

Communicating with patients from diverse societal groups

The nurse interviewees reported similar communication
difficulties with elderly patients, who would often arrive at
the hospital with escorts who were unfamiliar with their
medical condition or even the sequence of events that
had led to their arrival at the hospital.

Lots of the time ...elderly [patients] have problems
with speaking and listening... and they may not be
able to process what we asked about. And the prob-
lem is a lot of them who accompany the patients are
just staff [from the] out-patient visit escort service.
They know absolutely nothing about the elderly.
They just count on a...note to tell us how they’re feel-
ing unwell. But actually [in terms of] how long, and
any sort of details, they know nothing... Have they
taken Panadol? They don’t know.

In situations where triage nurses felt particularly unsure
about a patient’s condition due to the patient’s inability
to convey the precise nature of their complaint, they
adopted a policy of triaging up. This appeared to be a
department-wide policy in situations where triage nurses
felt unsure about the urgency of a patient’s presenting
conditions, as opposed to any individual nurse’s strategy.

We don’t want to sacrifice our patient...If we don’t
know, or we do not have a very clear history, we will
[in] triage upgrade the patient, rather than down-
grade the patient. It is for the patient’s sake....all our
staff will try to do this.

Senior Nurse, Interview b

The resources that clinicians drew on to adequately
provide patients with the emergency care they desired

and deserved are discussed in the following section.
There we discuss the interactional themes that emerged
in our analysis; that is, how clinicians perceived that they
developed empathy and rapport with their patients.

We now turn to another key theme that emerged in
relation to the transfer of information across the hospital,
namely the challenges staff face in communicating patient
information and treatment across languages—something
unique to the multilingual Hong Kong context.

Communication issues due to linguistic pluralism

Information change or loss

The interview respondents were slightly more likely
to report a potential information loss or change in the
translation of English medical knowledge into spoken
Cantonese when communicating with patients (48%)
than when translating patient-provided information in
Cantonese into written English medical records (45%).
In the interviews, although clinicians acknowledged the
difficulty in communicating English medical diagnoses to
patients, where they often reflected that at times there
were simply no corresponding Cantonese terms. They
also expressed challenges in translating the patient’s
history in medical records.

Translating from English to Chinese, yes, there are
sometimes problems. We give it our best. It may not
be really exactly that term, because even if we trans-
late that into Chinese, s/he [the patient] wouldn’t
understand, [the] only thing we can do is put it more
literally, describe the situation. While writing up the
medical records can sometimes be challenging, too,
because we have to think about the terminology in
English corresponding to the patient’s condition.

Resident, Interview 20

Where Cantonese terms could not be readily translated
into English (which was generally reported as occurring in
the translation of Chinese medical terminology), Chinese
terms were readily incorporated into patient files. This
could be a problem, however, when the electronic record
system was used.

. most of the time, translation [isn’t] a problem,
UNLESS some situation where, say, drug overdose
or [the patient] has taken some, say, Chinese med-
icine... And this thing, first, may not have a [corre-
sponding] English [term]. Second, even...in the
CMS entry, you may not even find such an entry for
you to enter it; Chinese medicine may not be put in.
So this is, for NOW and the future, a challenge for
documentation.

Senior doctor, Interview 9

Diverse modes of communication at handover

Handover practices, or how, what and when patient
information is passed on between clinicians over the
course of a patient’s treatment, were described by many
interviewees as less than ideal, due to time pressure and
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the other organisational constraints mentioned above.
While written notes were the most frequent mode of
handover communication. Considering the use of
multiple languages, concise message transfer might be
achieved more easily through written than oral commu-
nication. Since translanguaging is often involved in verbal
communication, additional effort might be required for
clarification and checking for understanding in order
to minimise the risks of miscommunication. Some inter-
viewees reported that there was no fixed method for
handing over patient information, meanwhile, face-to-
face handover was still considered to be the preferred
method when and if time is allowed by one doctor inter-
viewee given the thorough information obtained.

We try our best to... handover person to person...
Sometimes if it isn’t doable, then perhaps ...I'd write
down the impression I have of a patient; actually why
I have to handover because, firstly, for what investiga-
tion I’'m waiting for. Say, this patient is waiting to have
an X-ray done for his/her lungs, if the lungs turn out
to be normal, then perhaps s/he can go. If it’s pneu-
monia, then perhaps s/he has to be admitted. Things
like that. And we can follow up on that better.

Medical specialist, Interview 9

Any face-to-face handover was normally conducted
between nurses and nurses or doctors and doctors;
handover between nurses and doctors was regarded as
exceptional by interviewees in both professions. To facil-
itate efficient handover practices, professionals generally
preferred communicating within the same discipline
because of the time constraints. Language use may also
play a part, however, since slight variations in the use
of languages for certain expressions across disciplines
may discourage cross-disciplinary handover in order to
prevent potential inefficiencies and miscommunications.
Interdisciplinary communication in this sense was there-
fore portrayed as impractical in a bilingual hospital such
as in the context of emergency department.

...Because of our case load in Hong Kong...it seems
to be not practical. Because for example if you want
to have a handover, you may spend at least 15 to 20
minutes; but patients still keep coming in! You can’t
stop your service and explain in detail for the han-
dover...so it is practically very difficult for us to do
a formal handover between doctors and nurses. So
we just do some, mini-handovers between the doctors
themselves, and the nurses, they will also do some
handovers amongst themselves.

D2, Senior doctor, Interview 1

Incidents or risks accounted for in communication problems

Translanguaging of clinical handover communication
might be more susceptible to clinical staff who might
misinterpret information due to the frequent switches
in language. Thirty-three per cent of the interview
respondents reported the possibility of adverse incidents

occurring due to communication problems during
handover, particularly in the bilingual clinical contexts.
Written patient records appeared to be an essential
medium for information exchange between nursing and
medical staff. Interestingly, however, several interviewees
commented that given the routine nature of emergency
care, medical records were seen as complementary—not
compulsory—resources for delivering patient treatment:

This is not really about what you read [in the medical
notes]; this is... pattern recognition. Same as treating
patients. [When] you read the notes, you’re not read-
ing each and every word. Rather, you EXPECT what
s/he’s going to write. I mean, then we use the pattern
to match things up, “eh? This looks like, say, abrasion
on the right hand and such”, or this is a laceration on
the left hand. I mean, this is the way things go. Such is
the departure point to read notes, actually it’s easier
to read.

Senior doctor, Interview 9

Discussion

In a bilingual clinical context, hospital staff consistently
operate between their first language and medical English.
From the interview, our participants reported that infor-
mation change or loss could occur when communicating
between spoken Chinese and written English medical
records.

The hospital staff used Cantonese as the primary
medium of communication for explaining patients’ diag-
noses and latest conditions, but when they performed a
clinical handover with other staff, they tended to code
switch between English medical terms and Cantonese as a
supplementary language. Both doctors and nurses tended
to use Cantonese as the matrix language, embedded with
English technical terms.

As illustrated by the hospital staff interview data, a
senior doctor said, ‘detailed information is lost during trans-
lation process especially from English to Cantonese’. Another
doctor said, ‘Difficulty to describe details in English about the
story why a patient fell down [when reporting back to senior
management] .

Such translanguaging processes at clinical handover
may create two translation problems: (1) a gap between
medical terms and everyday language; and (2) a gap
between the spoken Cantonese explanation and spoken
English terms. This two-part translanguaging process may
lead to a loss of information or an increase in confusion.

A nurse said, ‘if we come across English [terms] that we really
don’t know about but need to put down in record, there’s no
problem with writing in Chinese. Even drawing works...."

The factor of multicultural speech community could
exacerbate such translation problems. Given the unfa-
miliarity of local languages, non-local patients might
experience difficulties expressing themselves accu-
rately and effectively in the medical settings. Healthcare
professionals might also encounter more obstacles when
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attempting to deliver quality medical services given the
diverse linguistic and societal backgrounds of patients.

A nurse specialist explained, ‘but we delay it [because] of
the language barrier...’

Miscommunication and communication breakdowns
between clinicians and patients and between clinicians
themselves continue to be identified as leading causes of
both critical incidents in Hong Kong hospitals and overall
patient dissatisfaction.?***

For handovers in a bilingual context, the hospital staff
shared certain conventional approaches. The nurses did
not consistently follow a predictable structure, and each
staff member handed over in their own way. Some struc-
tured their information in a relatively logical sequence,
whereas others did not. In some cases, information was
presented in an apparently arbitrary order. The conse-
quences of the lack of a consistent and logical structure
included the following. (1) Outgoing nurses sometimes
did not provide information that incoming nurses needed
or would have expected to learn during handover; (2)
information was sometimes confusing, incomplete or
ambiguous; (3) the conclusion of the handover often
appeared arbitrary; and (4) actions required for the
patient’s ongoing care were not clearly stated. This meant
that outgoing nurses left the handover with no clear idea
of whether the incoming nurses had clearly heard, under-
stood and retained the information about the patient
and—most importantly—the instructions for ongoing
care. The incoming team members did not double-check
or question ambiguous information, nor did they probe to
elicit missing information. A clear summary and explicit
understanding of ensuing care for each patient need to
be agreed on during the handover, even if the incoming
nurse conducts a patient round after the handover.

Hospital should equip staff with communication proto-
cols for effective handover communication in a bilingual
context. One way is to encourage staff to follow the iSBAR
structure when delivering their verbal handover, espe-
cially in situations where they need to engage in translan-
guaging between different languages, such as Cantonese
and English, and everyday language and medical
language. Following the iSBAR protocol (as illustrated in
figure 1) for verbal delivery has many advantages. First, it
ensures that all hospital staff share the same expectations
of the information they should hear in sequence ata bilin-
gual handover, and can ask questions or check for missing
or confusing information at the appropriate point. This
makes the handover efficient and systematic, eliminating
irrelevant interruptions. Second, it ensures that hospital
staff arrive at the ‘recommendations and readback’ stage,
during which they make explicit what the incoming team
must do on the next shift.

This study has some limitations. First, the participants
were hospital staff from bilingual hospitals in Hong
Kong; therefore, the findings should be generalised with
caution. Second, though the results provide meaningful
insights into clinical communication in a bilingual setting,
the collected data were still limited in revealing specific

causal relationships. Further research is thus warranted
to explore more factors that may influence the effects of
training on nurses’ handover skills.

Conclusion

This study focused on hospital staff working in a bilingual
context to investigate the linguistic features of translan-
guaging during handover communication. Hospital staff
in a bilingual environment are required to communicate
during handovers in both English and their first language,
such as Cantonese in Hong Kong. This paper also elicited
their views about factors that hinder or facilitate effective
handover practice when operating in different languages
(i.e., Cantonese and English, everyday and medical
language). For effective clinical handover in a bilingual
context, training programmes should be developed to
improve the ability of bilingual staff to share updated
patient care plans and their ability to grasp patient
information. This can largely reduce avoidable commu-
nication failures due to the translanguaging process
when staff need to consistently switch between medical
language (English) and everyday language (Cantonese).
Moreover, handovers would be safer and more consis-
tent if hospital staff agreed on and followed a systematic
structure to present their handover information. This
paper recommends training hospital staff to incorporate
iSBAR into both the verbal and written dimensions of the
handover. An agreed-upon structure ensures that hospital
staff cover all required minimum information in a concise
and predictable sequence.
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Interview questions

1. First of all can you tell us your name, position in the ward and years of experience.

2. Can you describe how clinical communication works in your workplace?

3. Are you aware of any critical incidents in the past 12 months in your clinical context
where poor communication played a part?

4. Do these long working hours affect your ability to communicate effectively?

5. When transferring the spoken Cantonese knowledge into written English in the patient’s
medical records, do you think that information is changed or lost?

6. When you explain English medical knowledge to patients in spoken Cantonese, do you
think that information is changed or lost?

7. Has there been an incident due to miscommunication during the handover, in which
information about a group of patients and their cases are passed to another clinician or to
a team of clinicians?

8. What skills do you think contribute to an effective clinical communication at your
workplace? How would you or your colleagues best acquire these skills?

9. Any other comments you’d like to make?

Pun J. BMJ Open 2021; 11:€046494. doi: 10.1136/bmjopen-2020-046494



	Clinical handover in a bilingual setting: interpretative phenomenological analysis to exploring translanguaging practices for effective communication among hospital staff
	Abstract
	Introduction﻿﻿
	Methods
	Research design
	Analysis
	Data collection
	Patient and public involvement

	Results
	Participant demographics
	Translanguaging processes in handover communication
	Clinical communication issues in a multicultural speech community
	Communicating with patients from diverse linguistic backgrounds
	Communicating with patients from diverse societal groups

	Communication issues due to linguistic pluralism
	Information change or loss
	Diverse modes of communication at handover
	Incidents or risks accounted for in communication problems

	Discussion
	Conclusion

	References


