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Objectives. To establish an elective course designed to improve oral communication skills of students
whose first or best language or dialect is not North American English.
Design. A course that combined English as a Second Language pedagogy with pharmacy applications
and content was created. Class exercises on language skills in pharmacy-specific content areas were
conducted. Course evaluations were administered at the end of each course offering.
Assessment. The majority of students in the 11 sections who completedOral Communication in Health
Care improved their oral skills sufficiently to pass the exit examination and clinical courses requiring
oral proficiency. Course evaluation forms show that students found this course useful, including the
15 students who took the course in fall 2005, described here.
Conclusion. An oral communication course targeted to students enrolled in a doctor of pharmacy or
pharmaceutical sciences degree program whose first or best language was not English resulted in
improved mastery of course outcomes and thus improved oral communication skills. As with any
language acquisition process, continued practice is required to maintain proficiency.

The pharmacy student population is growing more
diverse, reflecting the growing diversity of US society.1

As Maine states, ‘‘ Pharmacy has much to gain from con-
tinuing to diversify its student body and practitioner pop-
ulation. . . We approach a day in the United States when
there will be no single majority population.’’2 This in-
creasing diversity means that the number of pharmacy
students whose first or best language or dialect is not
North American English is also growing; these students
will be referred to here as non-native speaking (NNS)
students. Most NNS pharmacy students are ‘‘Generation
1.5’’ students who were not born in the United States, but
arrived here when they were still young1 and were there-
fore moved from English as a second language or bilin-
gual education classes to mainstream classes early. For
example, in 2005, of 38 first-year NNS students at our
institution who were placed in an oral communication
course based on their scores on an English proficiency
examination, 36 reported having startedmainstream class
work in the United States before high school, which
means they had no formal instruction in English grammar
and pronunciation for non-native speakers in high school,
resulting in habitual errors.

The oral communication skills of NNS pharmacy stu-
dents range fromexcellent, to adequate for everyday com-
munication but inadequate for their needs as health

professionals.3,4 Serving a linguistically diverse student
population requires effective pedagogy to assess, improve,
and support students’ oral and written communication
skills.5,6 Collaborative teaching using an English for Spe-
cificPurposes approach has been shown tobe successful.7,8

For example, Diaz-Gilbert has established a program to
improve NNS pharmacy majors’ writing proficiency.7

This paper will describe Oral Communication in
Health Care, a course designed to help NNS pharmacy
students improve their oral communication skills. The
course began over 20 years ago as an English as a second
language elective course focused on speaking and listen-
ing. Since 2002, it has been offered 11 times as an English
for specific purposes course in which oral skills are devel-
oped in a health care context; this article will describe it as
taught in fall 2005. The course is based on the premise that
contextualizing oral language skills in a pharmacy dis-
course domain will help students understand and correctly
use language skills and higher-level communication skills.
Knowingwhat outcomes and assessment criteria pharmacy
facultywill require alsomotivates students tomovebeyond
their current proficiency level. A detailed description of
pedagogy in each skill area is beyond the scope of this
article. This paper provides an overview of the course
design, assessment criteria, and outcomes.

DESIGN
Students were placed in Oral Communication in

Health Care based on whether they passed the oral
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proficiency examination described below. There were 4
possible placement results:

(1) Transfer students who scored below 70% on
the Michigan Test of English Proficiency or
failed the oral summary examination were
placed in the Oral Communication in Health
Care course.

(2) First-year students who scored below 70% on
the Michigan Test of English Proficiency or
failed the oral summary examination were
placed in the Applied Linguistics for Oral Pro-
ficiency course, which is similar to the Oral
Communication in Health Care course, but
has more introductory health care content.

(3) Students who reported high levels of commu-
nication apprehension or demonstrated it while
completing the oral summary portion of the
proficiency examination were placed in the In-
troduction to Speech course, which focused on
reducing communication apprehension.

(4) Students who scored above 80% on the Mich-
igan Examination or passed the oral summary
examination had passed the oral proficiency
examination and did not have to complete sup-
plementary course work to improve their oral
communication proficiency.

Ongoing interviews with pharmacy faculty and stu-
dents, plus observations of ‘‘target situations’’ in which
the students had to function in class, internship and work
settings, as well as outside class, were used to do needs
assessment and develop corresponding course outcomes
and assessment criteria.9

Observations done for needs assessment produced
a grading rubric of competencies that pharmacy and phy-
sician assistant faculty described and discussed when
doing holistic assessments of student communication.
Outcomes from the rubric were used for formative assess-
ment in the class by subset depending on the topic
(Appendix 1). This needs assessment led to 6 course out-
comes, described below:

(1) Students will consistently speak with conso-
nant and vowel phonemes, and stress and in-
tonation patterns, that are comfortably clear for
speakers of North American English.

(2) Students will convey messages accurately
through correct use of tempo, stress and into-
nation patterns, and kinesics (body language,)
and they will correctly interpret the kinesics
and intonation messages (discourse intonation)
of other speakers.

(3) Students will select correct and appropriate
formal and informal, technical and non-techni-

cal linguistic registers (speech styles,) know
what the features of these speech styles are,
and observe and imitate appropriate use of
speech styles of health professionals.

(4) Students will use grammar and vocabulary cor-
rectly enough to convey meaning accurately
and to sound appropriately professional.

(5) Students will comprehend and respond appro-
priately to technical and non-technical biomed-
ical spoken English in class and in health care
settings.

(6) Students will use appropriate strategies for pre-
venting and repairing communication break-
down. They will use a speech style and body
language that conveys self-confidence and
inspires confidence in them as health care pro-
fessionals, so that others will feel free to let
them know when communication has broken
down, thus facilitating repair.

Course Content
Course content is based on the outcomes listed above.

The following skill areas were covered by speaking and
listening exercises: pronunciation, stress and intonation,
use and interpretation of kinesics (body language), regis-
ter use (speech styles appropriate for context/audience),
sentence-level grammar, medical terminology, presenta-
tion skills, higher-level communication skills (cross-cul-
tural communication), and listening comprehension
(biomedical topics). These exercises correlated language
skills with pharmacy-related exercises that required those
skills. Specific explanations of skill areas are available
upon request. Students practiced these skills by applying
them to exercises based on health-related topics: pro-
nouncing top 200 medications, patient counseling role
plays, patient education role plays, intervention phone
call role plays, patient case presentation with questions
and answers, audience-switch presentation role plays
(same topic is presented to a technical professional audi-
ence and then to a general/patient audience), listening
comprehension on biomedical topics, and practice listen-
ing to phoned-in prescriptions.

Pedagogy
BecauseOral Communication in Health Carewas an

oral skills course, it was learner-centered. Classes started
with a brief explanation of content. Students then prac-
ticed pronunciation of medication names, with choral
repetition, and a completed a grammar lesson in which
they provided the answers and then discussed them, with
the instructor making corrections as needed. The class
also did listening comprehension on technical biomedical
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topics. The rest of the class consisted of pair work or
small group practice of role plays or presentations with
peer and teacher coaching, and individual or group oral
presentations or role plays with peer feedback. Each
student did at least one oral presentation in front of the
class per week, with a summary of peer feedback and
feedback from the professor. The class was designed
to maximize opportunities for students to practice a care-
ful, accurate, and professional speech style, with imme-
diate feedback from peers and professor on how
accurate, intelligible, and appropriate their speech is.
The class became a learning community; students were
encouraged by peers to improve. Frequent practice
and a supportive classroom atmosphere improved
students’ confidence in their ability to complete oral
assignments.

Formative Assessment and Grading
Since this course is a 3-credit elective course, class

work, homework and examinations were graded A
through F.Written assignmentswere preparations for oral
assignments. The standards used for grading oral work
were based on holistic criteria reported by pharmacy
and physician assistant faculty (seeAppendix 1.) Students
were encouraged to see levels of oral communication pro-
ficiency as steps on a continuum. Students could usually
identify their current level and the level they could rea-
sonably hope to attain in 1 semester. By improving in
problem areas, students progressed over the course of
the semester. This helped reinforce the message that im-
proving andmaintaining oral communication proficiency
was an ongoing process that required continuous practice
and support.

When students exited the course, they were asked to
respond anonymously in writing to 4 questions so that the
course could be improved for the next students who took
it. The questions were ‘‘What part of this course was most
useful? What was least useful? What part of the course
should be dropped or what part should we do more of?
What other changes can you suggest to improve this
course?’’

ASSESSMENT
During the 2005-2006 academic year, 25 (5.9%) first-

year students in the 6-year pharmacy program were
placed in the Applied Linguistics for Oral Proficiency
course and 23 (5.4%) of students who transferred into
the first-professional year of the doctor of pharmacy pro-
gram (third year of the 6-year program)were placed in the
Oral Communication in Health Care course. In compar-
ison, 8% of first-year students in all majors at the Massa-

chusetts College of Pharmacy and Health Sciences were
placed in the Applied Linguistics for Oral Proficiency
course, and 13.7% of all transfer students in all majors
were placed in the Oral Communication in Health Care
course.

An exit examination was added to Oral Communica-
tion in Health Care to assess whether students’ oral pro-
ficiencywas at a high enough level to exit the course. This
examination, inwhich students did a role playwith patient
counseling and an intervention phone call, was piloted
using 2 pharmacy faculty members as independent out-
side raters. In 2005-2006, 25 students took the oral pro-
ficiency exit examination, either to exit the current Oral
Communication in Health Care class or because they had
been tutored after failing the class previously. The 25
students were rated by 2 pharmacy facultymembers using
the four-level holistic assessment rubric (Appendix 2).
Eight percent received ratings of 4 and 4; 8% received
ratings of 4 and 3; 24% received ratings of 3 and 3; 28%
received ratings of 3 and 2; and 16% received ratings of
2 and 2 and were referred for further one-on-one tutoring;
and 12% received ratings of 1 and 1 and were failed by
both raters. None of the students were failed by one fac-
ulty member and passed by the other. In some intensive
short-term English programs which students come to the
United States to take, gains shown by pretests and postt-
ests must be partly attributed to immersion in an English-
speaking environment. Here, the pretest was a class oral
presentation at the start of the semester which allowed
students who demonstrated sufficient proficiency to drop
the course. Since none of the 25 students had just
arrived in the United States, gains in proficiency could
not be attributed to immersion in an English-speaking
environment.

In addition, results of student course assessments,
administered using anonymous computerized course
evaluation forms, were positive. Fifty percent of students
completed the forms, which was similar to the College’s
overall rate of computerized evaluation completion for
the 2005-2006 academic year. On the course evaluation
forms for 2005-2006, themean level of agreementwas 4.8
out of 5 (where 5 5 ‘‘strongly agree’’) on positive state-
ments about the course such as: ‘‘This course was struc-
tured in ways that helped me to learn,’’ (mean rating 5

4.8) and ‘‘Overall, I learned a great deal from this course,’’
(mean rating5 4.9). Themean level of agreementwas 4.5
on positive statements about the instructor/instruction
such as, ‘‘The instructor exhibited genuine concern for
student learning,’’ (mean rating 5 4.6), and ‘‘Overall,
the instructor did an excellent job in helping me learn’’
(mean rating5 4.8). Student commentswere also positive
and focused on what they learned (Appendix 3).
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DISCUSSION
Our institution’s student population reflects the na-

tional trend toward linguistic diversity, requiring new
pedagogy to meet the needs of the changing student pop-
ulation. Of the students who entered our institution’s Bos-
ton campus in 2005, 18%of first-year students and 13%of
transfer students did not identify English as their ‘‘native
language’’ on the answer sheet used for the placement
examination. Among first-year pharmacy majors, 4%
identified Vietnamese as their ‘‘native’’ language, 3.4%
identified one of the Chinese languages, 2% identified
Russian, and 2% identified Gujarati. The following 14
languages were spoken by 1 or 2 students: Albanian,
Arabic, Bosnian, ‘‘Filipino,’’ French, Greek, Hmong,
Khmer, Korean, Macedonian, Portuguese, Romanian,
Serbo-Croatian and Urdu. Five percent of the students
identified English as well as another language as their
‘‘native’’ language.

The Oral Communication in Health Care course was
originally offered as an elective course, but it changed to
a required course in 1998 in response to faculty concerns
about students with weak oral skills who elected not to
take it. The advantage of offering such a course as an
elective is that students who take it are more motivated
to improve. Some students who are placed into the course
may be initially resistant because they see it as an unex-
pected failure, but most then ‘‘buy into’’ it.

Students’ responses to the exit questions used to
solicit their suggestions when they exit the course were
positive and focused on increased self-confidence and
the benefits of regular practice. Their suggestions for
changes in emphasis have been implemented, eg, there
is less work on transcription of the International Pho-
netic Alphabet and more emphasis on specific applica-
tions, such as intervention phone call role plays, that they
have trouble with in other classes or at their work sites.

Indirect evidence of the course’s efficacy may also
be seen in retention and graduation rates. Most students
who successfully completed Oral Communication in
Health Care are able to remain in school, complete clin-
ical courses that require oral communication profi-
ciency, and graduate. The retention/graduation rate
among students who took this course from 2001-2005
was 96.4%, based on graduation and enrollment data as
of fall 2006.Meeting a threshold level of oral proficiency
is necessary in order to pass required upper-level courses
and clinical rotations that require proficient performance
on oral components such as patient counseling or formal
class presentations. Students’ other academic skills
may compensate to some extent for weak oral skills, so
retention/graduation rates only demonstrate that the ma-

jority of students are able to meet a minimum threshold
of oral proficiency required to succeed in upper-level
classes.

However, some students whose grammar and vocab-
ulary skills are much better than their pronunciation may
have problems with intelligibility yet not be flagged by
theMichigan Test of English Proficiency. In theory, these
students can be referred by faculty members who notice
their lack of intelligibility and be placed into Oral
Communication in Health Care. In reality, professors
with large classes and/or quiet students may not notice
and refer students. Students who are aware of having
weak oral skills may avoid participating in class discus-
sions in order to stay ‘‘under the radar.’’

There are limitations to the validity of the course
assessment used. First, because all students whose oral
communication skills were identified as substandard took
Oral Communication in Health Care, there was no con-
trol group of students of equal level who did not take
the course. Also, the problem of agreement on a thresh-
old level of proficiency limited attempts to assess the
course.

A course like Oral Communication in Health Care
that is specifically focused on oral health communication
can helpNNSpharmacy students improve health commu-
nication skills. The majority of students who take the
course go on to succeed in their pharmacy courses and
clinical rotations. Furthermore, the ‘‘learning commu-
nity’’ created in the course helps students to develop a
new identity as health care professionals. In other words,
the need for a new ‘‘health professional’’ speech style
helps students overcome conflicts they may feel about
changing the way they have spoken for years. However,
a one-semester course alone may not be sufficient. Austin
and Rocchi’s Ontario program included systematic indi-
vidual mentoring and peer networking as well as course-
work to help international pharmacy graduates improve
their communication skills.8 Beardsley points out that
‘‘effective communication skills building programs’’
have communication ‘‘integrated and reinforced through-
out the curriculum including experiential learning.’’3 Just
as students studying a second language make progress
during a semester abroad but lose proficiency when they
return home if they do not continue to practice their new
skills, NNS pharmacy students who make progress over
the course of one semester are less likely to continue to
progresswithout regular opportunities to practice ‘‘speak-
ing like a pharmacist.’’ Even if students speak English
with family and friends, the informal style used for every-
day speechmay reinforce bad habits and does not provide
good practice for the formal, professional style pharmacy
students need to reinforce. Students who work in retail
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settings with pharmacists and colleagues who mentor
them, or work on oral course assignments with peers
who are proficient in English, are most likely to continue
to progress. Some students voluntarily make weekly
appointments for continued tutoring practice after exiting
the course and some make appointments for coaching
when they have specific oral assignments in later courses.
Some pharmacy faculty members also coach students
on oral assignments such as patient counseling. However,
many students do no further formal communication
practice.

A final issue is one that the pharmacy community is
beginning to address: the need for valid oral commu-
nication assessment techniques. Beardsley states that
‘‘enhanced [oral communication] assessment techniques
must also be developed. . .[t]he type and frequency of
assessment needs to be improved in schools of
pharmacy.’’8 Boyce, Lawson, Conners, Spinler and
Teitze call for ‘‘standardization of students [communica-
tion] assessment methods and more objective documen-
tation of student progression.’’10 The assessment
techniques described for this course are not as useful as
pharmacy-wide communication proficiency outcomes for
NNS and NS students would be. As Kimberlin points out,
other fields of health care such as medicine and nursing
have already started to develop tools to assess communi-
cation skills systematically.11 In Canada, OSCE exami-
nations are already being used for pharmacy licensure.8

The difficulty of valid oral communication testing is
well known in the field of English as a second language.
Valid oral communication testing is known to be
difficult and expensive.12 To be valid, assessment must
include criteria related to ‘‘sociolinguistic appropriate-
ness’’ (ie, correct tone of voice for the audience and
context) as well as language skills.13 This means tests
would have ‘‘tasks and content that are integrated in
a given domain of discourse,’’13 which in pharmacy
might be a task like patient counseling rather than a gen-
eral reading comprehension or grammar test. Tests
should be based on a task that is ‘‘as authentic as possi-
ble,’’14 meaning that students should be tested on their
ability to do something they will actually have to do in
the real world as professionals (eg, the principle behind
OSCE examinations). Since oral communication assess-
ment has been an area of research in English as a second
language for years, heeding the outcome of these obser-
vations might avoid missteps in developing oral assess-
ment techniques in pharmacy.

Despite these difficulties, students and faculty mem-
bers would benefit from a common definition of a thresh-
old level of oral language proficiency for NNS pharmacy
students, with clearly defined outcomes and assessment

criteria. If specific criteria for intelligibility, grammatical
accuracy, and appropriateness of vocabulary/stylewere in
place, they could be added to scoring rubrics for ‘‘behav-
iors required in professional care practice.’’15 Evaluation
would bemore valid and reliable, and students and faculty
members would have a clearer idea of what outcomes and
level are required. Faculty assessment would be more
consistent and less likely to be seen as arbitrary or even
discriminatory by students.

Chisholm has pointed out ‘‘the necessity for increas-
ing ethnic diversity within colleges of pharmacy.’’15

However, an ethnically and linguistically diverse student
population must be coached and supported. The advan-
tages of having a diverse population of students and even-
tually pharmacists make it worthwhile to address the
needs of this student population.

CONCLUSION
Oral Communication in Health Care is a credit-

bearing course focused on improvingNNS students’ oral
communication skills. Class exercises such as patient-
counseling role plays combined English as a second lan-
guage pedagogy with pharmacy content. This English
for specific purposes approach helped students who took
the course improve the intelligibility of their speech, the
grammatical correctness of their speech, and/or their use
of appropriate style for their audience (appropriate stress
and intonation, body language, and vocabulary), as well
as their listening comprehension of biomedical informa-
tion. The oral proficiency of themajority of students who
exited the course was rated as sufficiently proficient by
outside pharmacy raters. Courses to help NNS students
improve their oral proficiency, combinedwith continued
practice after completing the course, can help these stu-
dents attain and maintain a sufficiently high level of oral
proficiency to succeed in their classes and eventually as
professionals.
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Appendix 1. Rubric for evaluating counseling.

Rubric for Evaluating Counseling
1 5 strongly agree 5 5 strongly disagree

Communication never breaks down completely 1 2 3 4 5 NA

(If there’s any miscommunication, students are aware of it and repair it through
restatements/verification)

Speech is intelligible and audible 1 2 3 4 5 NA

(Pronunciation and grammar are accurate- frequent repetitions aren’t required;
student speaks up)

Technical terms are pronounced and used correctly 1 2 3 4 5 NA

(Students sound professional, are able to use and say technical terms and drug
names correctly)

Appropriate style is used for the audience/context 1 2 3 4 5 NA

(Students use correct level of technical or formal speech, changing vocabulary,
grammar, style conventions as needed)

Information is accurate, paraphrased, organized 1 2 3 4 5 NA

(Students’ information is paraphrased, accurate, doesn’t Sound memorized;
background information provided as needed)

Listeners understand without great effort 1 2 3 4 5 NA

(Listeners make only normal effort to understand, feel comfortable asking
for clarification/ student responds)

Confident demeanor inspires confidence 1 2 3 4 5 NA

(Students’ self-confidence and professional behavior shown by good eye contact,
intonation, body language: attitude would inspire confidence in patients, colleagues

Students understand others completely 1 2 3 4 5 NA

(Students understand verbal meaning, ‘‘read between the lines’’)

Students understand nonverbal messages 1 2 3 4 5 NA

(Students correctly interpret and respond appropriately to intonation
and body language)

Students interact and respond to questions and comments 1 2 3 4 5 NA

(Students correctly interpret and respond appropriately to questions and
comments from
patients, colleagues)

Total _____

This student’s oral proficiency is acceptable: Yes__ No__

Explain:
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Appendix 2. Holistic evaluation rubric.

Proficiency Levels
4: Speaker’s English sounds native or near-native; communication:

- is always clear, correct and appropriate for the context and audience
- requires no conscious effort to understand

3: Speaker’s English is obviously not North American English; however, communication:
- is consistently clear, almost always correct
- never remains unclear or ambiguous; speaker repairs any problems immediately
- is generally appropriate for the context and audience
- requires no more than normal effort to understand

2: Speaker’s English is generally clear; however, communication:
- is not consistently clear
- shows minor problems with some or all of the following: pronunciation, stress and
- intonation, vocabulary, grammar, tempo, volume
- conscious effort to understand is sometimes required

1: Speaker’s English is often unclear; communication:
- shows frequent problems with some or all of the following: pronunciation, stress and
- intonation, vocabulary, grammar, tempo, volume
- major effort is required to understand
- meaning remains unclear

Appendix 3. Students Evaluation Comments
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