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Abstract

This study investigates face-to-face doctor-patient communication and aims to
provide a linguistic viewpoint of doctor-patient relationships. It illustrates doctor-patient
communication as a negotiated and co-constructed process between the doctor, patients,
and patients’ companions. Due to their power asymmetry, the participants use different
politeness strategies to achieve their communicative goals. When the patients’
companions are present, the consultation is more complex.

Researches related to doctor-patient communication have increased in the past few
decades in the West. Medical education and system in Taiwan have also adapted
accordingly. Studies have shown that communication between doctors and patients is
influenced by their institutional power asymmetry. From a doctor's point of view, the
purpose is to provide the best medical treatment for the patients. On the other hand,
patients want to choose their preferred treatments. The doctor and patient parties
exchange information and reach their decisions through communication.

In this study, we analyze qualitatively how the doctor, the patients, and their
companions co-construct communication during their negotiations. This research is
conducted in an eye clinic in a medical center in Northern Taiwan. There are in total 45
patients (16 males and 29 females), and 5 companions (2 wives, 1 husband, 2 daughters,
and 1 son) in this study. We explore the data by referring to Brown and Levinson’s
(1978) politeness model, specifically bald recommendations, collaborative plural, and
hedges under Taiwanese social and cultural factors. During the consultations, when the
participants give advice or make requests, they try to protect each other’s positive or
negative faces. If the family companions join the consultation, they may raise questions
or make requests for the patients. The consultation is different depending on the
participants involved.

This research shows how the power asymmetry between the doctor and patients
affects the way they use politeness strategies to achieve their communicative goals.
Finally it also allows us to understand the importance of doctor-patient negotiation to

create more equal and harmonious doctor-patient relationships in Taiwan.

Keywords: medical discourse, doctor-patient communication, doctor-patient-companion

communication, triadic medical communication, politeness
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Chapter 1. Introduction

This study examines doctor-patient communication as a negotiated and
co-constructed process between health providers, patients, and patients’ family
members. Studies from Western countries have revealed that an open communication
can improve the quality of health care, the patients’ compliance, and both the doctors’
and patients’ mental health (Ong et al., 1995; Maguire and Pitceathly, 2002). It also
allows patients to express their concerns and medical preferences (Charles et al., 1999;
Makoul and Clayman, 2006). Many doctors in Southeast Asia receive their medical
education through a Western system (Claramita et al., 2011), following the curriculum
of Western medicine schools. Studies have shown that in Southeast Asian settings both
doctors and patients favor the egalitarian communication style (Haviland et al., 2005).

When under a specific clinical context, doctor-patient communication is influenced
by the power asymmetry between the participants. Because of the asymmetry between
doctors and patients, patients tend to respect doctors and not challenge their authority in
order to maintain harmony during medical consultation. Their communication is

examined as a tool for rapport and solidarity (Kuipers, 1989; Tannen, 1990).

d0i:10.6342/NTU201704175



In Medical communication, some topics are commonly addressed:(1) different

purposes of medical communication; (2) analysis of doctor-patient communication; (3)

specific communicative behaviors; (4) the influence of communicative behaviors on

patient outcomes; and (5) concluding remarks (Ong, 1995). Most studies focus on

doctor-patient relationships only. However, patient’s companion (e.g. spouses, family

members, friends) as a third party influence the doctor-patient relationship (Keady and

Nolan, 2003; Ishikawa et al., 2005; Karnieli-Miller et al., 2012). Besides, the different

visits, companion roles, and the companion involvement are the factors to change the

dynamic of the consultations. The companion may limit the patient’s involvement or

even exclude the patient from the decision-making (Coe and Prendergast, 1985;

Beisecker , 1989; Greene et al., 1994) or can benefit the doctor-patient communication

and increase patient’s comprehension and involvement compared with the

unaccompanied patients (Clayman, 2005; Labrecque et al., 1991; Prohaska and Glasser,

1996; Schilling et al., 2002).

The growing studies examine the involvement of patient’s family companions to

the medical consultations (Wolff and Roter, 2011; Laidsaar-Powell et al., 2013; Wolff

et al.,, 2017). But the focuses are mostly on the specific doctor-patient-companion
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communication on the elderly or cognitively impaired patients (Smith and Beattie, 2001;

Werner and Kitai, 2004; Zaleta and Carpenter, 2010; Sakai and Carpenter, 2011;

Karnieli-Miller et al., 2012), or on doctor-parent-child communication (Tannen and

Wallat, 1983; Aronsson and Rundstrom, 1988; Van Dulmen, 1998; Tates and

Meeuwesen, 2001). In the United States, over one-third of elderly patients have a

companion when seeing the doctors (Wolff and Roter, 2008). In Taiwan, there are

already some researches related to the triadic doctor-patient-companion communication.

For example, the companion’s participation can influence the patient parties’

information providing sequences (Tsai, 2007b). And the opening stage in medical

encounters in Taiwan is very different from the western style because of the time limits

and replaced by situational greeting instead (Tsai, 2005). Another study focuses on the

verbal and nonverbal triadic interaction in Taiwan, the spatial arrangement of patient

companions in geriatric triadic medical consultations can reflect the patient’s role in the

medical consultations and the relationships with their family companions (Tsai, 2007a).

The present framework for analyzing the third party’s participant may not be suitable

for Mandarin and Southern Min, Tsai (2003) identifies the problems when identifying

the participant structure in medical triadic consultations in Taiwan and provides some
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solutions when examining the companion’s participation.

Tsai (2000) proposed a systematic framework to analyze the companion’s

participation. One of the results shows that the companion’s interruption does influence

the communication between the doctor and the patient. Even though most of the patients

are the main information providers, it is hard for them to complete their responses when

both the patient and the companion are talking.

Instead of studying the patterns, participants’ involvement, or patient’s satisfaction

in medical discourse, we try to analyze medical communication in a different domain,

the idea of politeness. Previous study applies politeness strategies to doctor-patient

communication to study the collaborative thinking of the doctor and patients (Aronsson

& Sitterlund-Larsson, 1987). The other study focuses on the politeness and coherence

in pediatric discourse to see how discourse is continuous negotiated between

participants (Aronsson & Rundstrom, 1989). The politeness model proposed by Brown

and Levinson’s (1978) is universal and with examples from different societies and

cultures. But when under the specific cultural and social context, will participant’s

politeness strategies be affected? Especially when the participants in medical context

are with great power asymmetry, their communication is more complex because of the
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social factors. Thus, we conduct our study in one medical center to understand the

communication the discourse between doctor, patient, and patient’s family companion

in order to understand the politeness strategies they used when making requests or

demand or showing medical preferences in the medical decision-making. Three

politeness strategies are mainly discussed in our study: (1) bald recommendations, (2)

collaborative plural, and (3) hedges. The process of how communication between doctor

and patient parties is negotiated and co-constructed is studied under politeness within

the social and cultural background in Taiwan.

1.1 Motivation

A growing interest in doctor-patient communication has arisen during the past few

decades. Many studies have investigated the communication of medical consultations.

However, the results from those studies have not yet shown the whole picture of

medical communication, probably due to the fact that among interpersonal relationships,

doctor-patient relationship is one of the most complicated ones. The interaction between

doctors and patients involves various power status, and is usually related to vital or
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health issues, influenced by emotions and needed cooperation and negotiation (Ong,

1995; Chaitchik, 1992).

The doctor-patient relationship can be categorized into four models: (1) informative

model; (2) interpretive model; (3) deliberative model, and (4) paternalistic model

(Emanuel and Emanuel, 1992). Among these four models, the paternalistic model, also

known as parental or priestly model, is the most prominent one. (Emanuel and Emanuel,

1992; Levine et al., 1992; Beisecker and Beisecker, 1993; Deber, 1994; Coulter, 1997).

The paternalistic model assumes that patients could receive the best medical advice and

treatment decision from doctors to improve their health. This model is based on the

assumption that both doctors and patients have mutual objective criteria for defining the

best outcome. However, the fact is that most patients lack equal medical knowledge to

discuss their health problems with doctors under medical circumstances. (Waitzkin and

Waterman, 1974, Fisher and Groce, 1985).

According to Waitzkin and Waterman (1974), and Henley and Henley (1977),

doctor-patient interactions are social and micro political. Interactions are shaped and

constrained in cultural, structural and institutional features. Furthermore, the two parties

are not equal partners during their interaction since doctors have more medical
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knowledge while patients usually do not. During the consultation, doctors are regarded

as the gatekeepers to control the process. This asymmetry leads doctors to take superior

roles while patients are perceived as subordinates.

Due to the disadvantages of the paternalistic model, that is the unequal status

between doctors and patients, patient-centered communication has been emphasized

greatly for decades. Patient-centered communication provides an environment for

patients to fully express their symptoms, feelings, concerns, and expectations during

consultation (Henbest and Stewart, 1989; Smith and Hoppe, 1991; Roter et al., 1988).

The main idea of the patient-centered method is “to follow patient’s leads, to understand

patient’s experiences from their point of view” (Weston et al, 1989), allowing the

doctor-patient relationship to become more equal and egalitarian. In addition, their

relationship would be empathic. This means that doctors would elicit patients’ feelings

and respond accordingly, remain silent to show support, listen carefully and try to

understand what they are unable to express, and provide support orally as well as

nonverbally (Lovett and Abou-Saleh, 1990; DiMatteo et al., 1980). In fact,

patient-centered communication is shown to have improved patients’ health (both

physically and mentally) and have increased the efficacy of health care and compliance
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(Oates et al., 2000; Stewart, 2001; Epstein et al, 2005). The health care providers

nowadays try to follow the principles of patient-centered care in order to create a better

relationship with patients.

1.2 Research Questions

Previous studies in medical discourse mainly examine through turn-allocation

constraints to analyze doctors’ and patients’ participation (talking frequently or raising

questions) or through conversational constraints to study institutional authority. The

present study aims to examine the communication in medical consultations through

politeness constraints. In order to understand how communication is negotiated and

co-constructed under the asymmetry between doctors and patients in an institutional

authority structure, the research questions are:

1. What linguistic strategies are used in the negotiation of doctor-patient medical

decision-making to save each other’s faces?

2. In the triadic medical consultations, what linguistic strategies do the three parties

apply in medical decision-making process while saving each other’s faces?

d0i:10.6342/NTU201704175



1.3 Organization of the Thesis

The rest of the paper is structured as follows: Chapter 2 provides a quick review of

the related studies and basic ideas of medical communication, politeness, and power.

Chapter 3 contains the methodology used in this study, how the data is collected and

transcribed, the theoretical background and the analytical framework. In Chapter 4,

there are data and analyses of the politeness strategies used between two parties and

three parties during the medical consultation. The idea of politeness drawn from

Brown and Levinson’s (1987) politeness model. The main focuses are three politeness

strategies: (1) bald recommendations, (2) collaborative plural, and (3) hedges. Some of

the politeness strategies used by the participants are also discussed in the excerpts of the

consultations. Finally, Chapter 5 summarizes the major findings in the study and

provides suggestions for future studies.

d0i:10.6342/NTU201704175



Chapter 2. Literature Review

The study of language and doctor-patient relationship has drawn wide attention and
interests from cross-disciplinary researchers. Medical discourse provides insightful data
for us to understand the role of language in doctor-patient communication. It offers
first-hand data for analyzing the functional meaning of the utterances in medical
encounters since language is regarded as the vehicle of meaning. Medical encounters
are ideal for understanding institutional talk by investigating the imbalance of power
between doctors and patients and the outcome of their talk. In this chapter, we will
discuss previous studies related to sequential phases of medical consultation, medical
decision-making (mutual persuasion process), the power asymmetry between doctors

and patients, and how medical discourse is shaped by politeness.

2.1 Doctor-patient Communication

Medical consultation is one of the institutional talks that is ritualized and can be
studied by its fundamental organization — sequential phases (Helman, 1984). The
ritualized phases model has been applied for analyzing medical encounters and the

10
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consultation is suggested to be composed of six phases: (1) relating to the patient, (2)

discovering the reason for attendance, (3) conducting a verbal and/or physical

examination, (4) considering the patient’s condition, (5) detailing treatment or further

investigation, and (6) termination (Byrne and Long, 1976; Waitzkin, 1991, Heath, 1992).

Ten Have (1989) generates a general ‘ideal sequence’ for the consultation which brings

together the three dimensions of medical consultations: sequential phase, its discourse

genre, and major speech activities. The sequence contains 6 phases: (1) opening, (2)

complaint, (3) examination or test, (4) diagnosis, (5) treatment or advice, and (6)

closing.

The cases of the study in the NTUH ophthalmology department mostly follow the

6 phases. The time period from (1) opening to (3) examination phase is relatively short.

The doctor and the patients spend more time discussing about (4) diagnosis and (5)

medical treatments. Sometimes, when the patient is still being examined (facing an

ocular slit lamp), the doctor gives the diagnosis and they start to discuss about the

causes of the disease or further treatments.

Doctor-patient communication can be regarded as the process of mutual persuasion.

The study of persuasion could be traced back to ancient Greece, where the term
11
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“rhetoric” was used (Brake, 1969; McKeon, 2009). It is the process of adopting a series

of symbols to induce cooperation (Brock, Scott, & Chesebro, 1989). Rhetoric is also

defined as people persuading each other to make free choices (Hunt, 1955), and the

process of persuasion through rhetoric view is conveyed by discourse. One’s utterances

carry the information that would influence the other’s decision. In doctor-patient

communication, the persuasion is mutual. Doctors provide information to influence

patients’ decision-making. At the same time, patients also try to influence doctors’

medical choices for them, because they may want to have certain prescription or

medical treatment. In other words, medical communication is a persuasive process that

both doctors and patients are involved in and take the roles of persuader and persuadee

(Smith and Pettegrew, 1986). The mutual persuasion between doctors and patients

demonstrates the shared and negotiated decision-making.

Though decision-making is negotiated by doctors and patients, doctor-patient

communication is mainly doctor-initiated. During consultation, doctors actively ask

patients’ symptoms and prescribe medications for them. And because of their unequal

medical knowledge, patients could only understand their disease through doctors’

judgment and explanation. Doctors are regarded as the one with authority and power. In

12
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fact, the study of power and domination and effective communication in medical

encounters has been emphasized greatly since the 1960s (Lupton, 1995). The power

doctors have during consultation was regarded as the aid to assist patients to make

better medical choices and gain compliance. Doctors were expected to not only listen to

patients but also to avoid the communicative gaps or obstacles during communication.

But the doctor-patient communication is in fact a process of mutual persuasion; though

with less medical knowledge, patients strive to “equalize the balance of power or gain

and maintain control over aspects of their healthcare” (Beisecker, 1990). When in

patients’ expertise (symptoms, preferences, concerns), they should take responsibility of

their health condition, and be encouraged to ask questions or be able to choose or refuse

different medical treatments. Hence, the patient is “empowered” during consultation

(Lupton, 1995).

2.2 Politeness

Brown and Levinson (1978) proposed a general model of politeness and showed

how discourse is shaped by politeness in different cultures and societies. The idea of

“face” from Goffman (1967) claims that people’s interaction is the cooperation of

13

d0i:10.6342/NTU201704175



maintaining each other’s face. From their point of view, everyday discourse contains

many face-threatening acts (FTAs) like critiques and requests. From Brown and

Levinson’s (1978) definition, the face is separated into (1) negative face: the want to be

unimpeded by others, and (2) positive face: the want to be desirable and close to others.

There are two distinctions of FTAs. The first one distinguishes acts that threaten the

hearer’s negative or positive face. Acts that threaten the hearer’s negative face are those

in which the speaker impedes the hearer’s action, such as: requests, suggestions,

promises (e.g. the speaker commits a future action that benefits the hearer, and the

hearer is under pressure to accept or reject it) and compliments (e.g. the speaker shows

desire in the hearer’s possession, so the hearer might feel like he has to give it to the

speaker), etc. Conversely, acts that threaten the hearer’s positive face are those in which

the speaker disregards the hearer’s wants, like: criticism, complaints, and disagreements.

However, there may also be an overlap in the distinctions of FTAs because some of

them threaten both the negative and the positive face, such as complaints and

interruptions. The second distinction focuses on acts that threaten the speaker’s negative

or positive faces. Because the speaker and the hearer work together to maintain each

other’s faces, the acts in the second distinction may threaten the hearer’s face as well.

14
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Acts which threaten the speaker’s negative face include: expressing thanks (make

humble the speaker’s own face), acceptance of offers (the speaker is indebted and

threatens the hearer’s negative face), and making unwilling promises and offers (the

speaker is against his own will to commit to future actions, and it threatens the hearer’s

positive face if the speaker’s unwillingness is perceived). Other acts that threaten the

speaker’s positive face are: apologies (the speaker regrets doing an FTA), acceptance of

a compliment (the speaker may have to be humble or compliment the hearer in return),

and confession of guilt or responsibility.

In Brown and Levinson’s (1978) model, the possible strategies for doing FTAs are

proposed (See Figure 1). If a speaker goes on record, his action and communicative

intention are clear to the participants. For example, if a speaker says, “I promise to

come tomorrow” and all the participants have the idea that the speaker clearly commits

himself to be here tomorrow, this unambiguous intention is considered as “on-record”.

On the other hand, off record is when the speaker’s communicative act has more than

one intention. An example provided by Brown and Levinson (1987) is “Damn, I’'m out

of cash, I forgot to go to the bank today” (Brown & Levinson, 1987:316). The speaker’s

intention is not clear here; He may want to borrow some money from the hearer or is

15
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just plainly stating that he has run out of money. Off-record strategies contain metaphor,

irony, and rhetorical questions, etc. which causes the speaker’s intention to be

ambiguous.
baldly
positive
politeness
on record
with redressive
"
Do the FTA action
Negative
off record politeness
Don’t do the
FTA

Figure 1. Possible strategies for doing FTAs

When a speaker does a communicative act baldly without redress, it is direct and

unambiguous. For example, a request is bald if the speaker says, “Turn on the light!” In

Brown and Levinson’s (1978) analysis, an FTA done by a speaker without redress is

categorized into one of the following three conditions; the first condition is that both the

speaker and the hearer agree that the need to maintain face can be postponed due to

urgency. The second condition is when the degree of threat to the hearer’s face is very

small and the speaker does not need to sacrifice much, such as “Do sit down.” The final

16
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condition is when the speaker has great power over the hearer, or can get support from

the audience to damage the hearer’s face but not his own.

Brown and Levinson (1978) define actions that “give face” to the hearer as

redressive actions in which an FTA is not intended or wanted. When the speaker

performs a redressive action, the hearer’s face is acknowledged and the speaker will try

to maintain the hearer’s face wants. There are two kinds of redressive actions — positive

redressive action and negative redressive action. A positive redressive action focuses on

the hearer’s positive face, and to a certain degree, the speaker is concerned with the

hearer’s wants. So the speaker may treat the hearer as his friend or an in-group. An FTA

is minimized because the speaker sympathizes with the hearer and tries to appeal to the

hearer’s positive face. On the contrary, negative redressive actions satisfy the hearer’s

negative face or his desire to maintain self-determination. Negative politeness strategies

are applied when the speaker acknowledges and respects the hearer’s negative face and

avoids to impede the hearer’s action.

Brown and Levinson considered the sociological variables which determine the

seriousness of a face-threatening act (FTA). There are three factors: (1) the ‘social

distance’ (D) (familiarity between S and H, a symmetric relation), (2) the relative
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‘power (P) of S and H (an asymmetric relation), and (3) the absolute ranking (R) of

impositions in a particular culture (Brown and Levinson, 1978). (Brown and Levinson

even propose a formula for calculating the weightiness of an FTA, using “D,” “P,” and

“R” as variables. However, the weightiness is not our focus so we do not put emphasis

on it.) According to their definition, the seriousness of an FTA contains both risk to a

speaker’s face and risk to a hearer’s face depending on the type of the FTA. For

example, requests and offers tend to threaten both parties’ faces, while apologies

threaten a speaker’s face, and advice and orders typically threaten a hearer’s face. While

Brown and Levinson’s politeness model is not specific for doctor-patient

communication, the model can help provide an explanation for the facework between

doctors and patients under politeness constraints. According to the politeness model,

language is regarded as social practice and the means to negotiate. Though in Brown

and Levinson’s (1978) examples, the utterances they analyzed were collected from

different dialogues that were difficult to present the diversity of certain social

interactions.

Though the politeness model is not specialized for doctor-patient communication,

it provides the possibility to examine their communication under the politeness domain.

18

d0i:10.6342/NTU201704175



In fact, during consultation, doctors would raise questions and come up with

recommendations which may threaten patients’ face. On the other hand, when facing

doctors who have authority and power in an institutional structure, any active acts from

patients could be regarded as face threats (Aronsson and Sitterlund-Larsson, 1987).

During consultation, doctors sometimes raise questions that might threaten patients’

faces or give recommendations with implied criticisms. Aronsson and

Satterlund-Larsson (1987) investigated the dialogue between doctors, adult patients and

their family. They discovered that politeness and clarity may not always be satisfied at

the same time because doctors’ most face-threatening acts were softened by indirectness.

For instance, when a patient needs to get undressed for examination, the doctor might

say, “You could perhaps undress a little and then we’ll examine your thighs...” In this

request, the doctor softens the request through negative politeness by being

conventionally indirect, using hedges, and minimizing the level of imposition. On the

other hand, the request can also be applied through positive strategies like using the

plural form to imply collaboration. These strategies softened the face-threatening degree

of the doctor’s request but may be less clear. So in Aronsson and Satterlund-Larsson’s

study, after the doctor’s request, some of the patients were not certain with regards to
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how much clothing they should take off or if they needed to get undressed at all.

2.3 Power

Doctor-patient relationship involves power relationship. Tannen (1987) suggests

that power is always metaphoric when related to interaction and discourse. That is

because there are different kinds of power and people take different roles. Between

doctors and patients, power determines their asymmetrical relationship; doctors take the

dominant role while patient the subordinate, which leads to an imbalanced status

(Tannen, 1994). Thus, under doctor-patient relationships, doctors could exercise power

to inform patients according to their medical knowledge and even persuade them to

accept their advice (Burgoon et al., 1990; Ryn, 1997). According to Kettunen and

Gerlander (2002), from the view of doctor-centered paternalistic, power is shown during

the health care process “by using jargon, dictating the topics, disregarding the patient’s

initiative, interrupting, questioning, and controlling the time” (Fisher and Groce, 1990;

Jarrett and Payne, 1995; Cegala, 1997; Chapple and May, 1997; Binbin, 1999; von

Friederichs-Fitzwater and Gilgun, 2001). However, in interpersonal communication,

power is complicated and contextualized because the same utterance could convey both
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power and solidarity at the same time, depending on the context (Tannen, 1994).

From the traditional paternalistic view, patients are regarded as the passive ones to

receive information with few questions or requests. They are not actively involved in

communication, and do not express the need for more information or show and clarify

their confusion (DiMatteo, 1991; Binbin, 1999; Lambert et al., 1997). On the other hand,

according to a study by Ainsworth-Vaughn (1995), though with different power statuses,

doctors and patients use the same power strategies but in different ways. For example,

doctors tend to ask direct questions while patients ask questions in a more indirect or

polite way. Moreover, patients are gentle while asking questions in order not to threaten

doctors’ domain. Thus, their questions would contain short pauses. During consultation,

patients would keep bringing up the questions or problems to continue the topic actively

or propose treatment options by themselves. (Ainsworth-Vaughn, 1995). Thus, power is

performed through individual action and interaction within the sequential organization,

not rooted in the characteristic or role of doctor and patient. During negotiation, doctors

and patients work together to build authority and power.

The medical consultations we collected are examined under the doctor and

patient’s asymmetry power status and different politeness strategies while they strike to
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achieve their communicative goals. In Chapter 3, the methodology of conducting the

study is presented.
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Chapter 3. Methodology

In this study, the talk exchange between doctor and patient parties in 45 medical
encounters in an ophthalmology clinic in National Taiwan University Hospital (NTUH)
were observed and analyzed. The age of the recruited patients ranged from 45 to 85
years. There were in total 45 patients (16 male, 29 female) and 6 family companions
included in our study. The family members who accompanied the patients were 2 wives,
1 husband, 2 daughters, and 1 son. The study was approved by the Institutional Review
Board (IRB) of National Taiwan University Hospital (NTUH) with the number:
201612117RINB. Our study was conducted according to the rules of IRB and the
participants’ right was fully protected by the researcher. If the patients or their family
companions were under 20 years old, they were excluded from the study because
according to the rules of IRB, they are vulnerable subjects who need extra-protection if
they are included in the study.

Because these patients’ eye conditions were chronic (the process of the disease is
over a period of time, such as cataract, glaucoma, age-related macular degeneration
AMD, etc.) but not urgent in nature, most of the patients visited the ophthalmologist on

a regular basis for three months, six months, to one year or so depending on the
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condition of their eyes. Therefore most of the patients and their companions in the study

were well-acquainted with the doctor. Only 4 consultations were first-time visits and

most of them were referred by other specialists from other hospitals. The

ophthalmologist in our study is an expert in the retina-related field. The average number

of patients in each clinic session is around 90. There are many patients who live outside

the metropolitan areas of Taipei and would spend hours traveling just to see this doctor

at the National Taiwan University Hospital. Operating hours are in the morning or in the

afternoon. In the morning, the clinic begins at 9AM and ends around 2PM; in the

afternoon, it begins at 1:30PM and ends around 6PM. The average time for each

consultation is around 4 minutes. The Ophthalmology Department belongs to the

Surgical Department and ophthalmologists can diagnose the disease directly from the

patient’s eyes when their pupils are dilated (unlike interns who can only diagnose from

the patient’s description of symptoms or conduct basic examinations, and are unable to

perform any surgical treatment.)

3.1 Data Collection

In order to have a better view on the doctor-patient communication in Taiwan, the
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face-to-face consultation between doctors and patients were investigated. The patients

and their families were invited to participate in this study by 1 doctor in the eye clinic

prior to their consultation. The goal and method of the study were explained by the

doctor. If the patient and their companion agreed to join this study, the entire

consultation would be recorded and later transcribed. The patients’ identities would be

delinked and their identities would not be revealed. The data collected could only be

used for academic purposes.

With regards to the setup of the clinic, patients were asked to sit on a chair near the

doctor for the examination while an ocular slit lamp was on the other chair. Usually,

there were two nurses in the clinic. One would face the table with a computer while

working on patients’ appointments and scheduling upcoming examinations. The other

would stand next to the door to help with the flow of patients going in and out of the

clinic, instructing the patients to sit on the right seats (facing the doctor or in front of the

ocular slit lamp) and give them the prescription sheet.

During the consultations, as a researcher, I sat on the chair farthest from the door

and behind the doctor, observing the entire sessions without interfering. When the

doctor invited the patients and their families to join the study and have them sign the
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informed consent, I would start to record the consultation and later transcribe the

conversation.

3.2 Theoretical Background

The data in our study is transcribed and examined qualitatively under concepts of

Discourse Analysis (DA). “The main strength of the DA approach is that it promises to

integrate linguistic findings about intra-sentential organization with discourse structure.”

(Levinson, 1983:287). Discourse analysis is the study of language in context that

develops from linguistic studies and semiotics (Potter & Wetherell, 1987; Edwards &

Potter, 1992; Starks & Brown Trinidad, 2007). It focuses on language-in-use and

examines how participants achieve personal, social, and political communicative goals

through language (Tannen et al., 2015). From the viewpoint of discourse analysis,

language and words are basically meaningless but are a system of signs and meaning

that is generated through the shared and mutually agreed-on use of language (Starks &

Brown Trinidad, 2007). Human beings’ understanding and perception of reality is

constructed by language. In addition, language defines people’s social roles and they

can establish their identities through it (Chandler, 2002). Since language is the primary
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means of our communication, discourse analysis examines how language shape and

reflect cultural, social, and political activities (Crowe, 1998; Gee, 2014).

Health communication provides a chance to study the relation between discourse

3

and healthcare. “Discourse” here is defined as “‘contextually sensitive written and
spoken language produced as part of the interaction between speakers and hearers and
writers and readers” (Candlin et al.,, 1999:321). For many linguists, language is
perceived not simply a reflection of relations in social life, but it actively contribute to
the construction and constitution (Kress, 1988; Fairclough, 1992; Candlin et al., 1999).
In healthcare and health communication, language plays a very important role in the

medical settings and discourse is the core of healthcare that reflects the communication

and patient satisfaction (Harvey & Adolphs, 2012).

3.3 Analytical Framework

The purpose of our study is to understand how linguistic strategies are used by the

participants in the decision-making process while saving each other’s faces during the

medical encounters. The linguistics cues are then compared with the politeness model

and show how the communication is negotiated and co-constructed by the participants
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in institutional context. Because medical discourse is complex and influenced by the

participants’ social roles, the use of politeness strategies to save the participants’ faces

is marked. The cases of this study contain medical discourse between two parties

(doctor and patient) and three parties (doctor, patient, and companion).

First, we go through the transcription and pay attention to the decision-making

process between the doctor and patients. The linguistic strategies corresponding to the

distinction of Brown and Levinson’s (1978) politeness model are marked. Later, we

select three politeness strategies that used by the participants in both two parties and

three parties communication: (1) bald recommendations, (2) collaborative plural, and (3)

hedges. The three strategies are the main focuses of the analysis but because the

communication is dynamic, the excerpts are studied sequentially. The context of the

discourse plays a very important role in medical encounters. Though Brown and

Levinson (1978) proposed clear divisions of politeness strategies, the real application of

politeness by the participants in our study is influenced by specific social and cultural

factors. Some more detailed analysis of the three strategies is in Chapter 4.
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3.4 Data Transcription

The dialogues between doctor, patients, and companions were tape-recorded and
transcribed in extenso. We listened to the conversation for each consultation and
checked the transcript many times to make sure the transcription can reveal the details
of the verbal communication between the participants. We focus on the politeness
strategies that the doctor and patient party use during the medical consultations and
draw the concepts from Discourse Analysis. The transcription contains the features
related to the possible politeness strategies appear in their consultations, so the
speaker’s emphasis, overlaps, and code-switching are marked but not other minor
linguistic features. (The transcription convention is in page iv.)' In the transcription, the

participants’ names or addresses are fictionalized to protect their anonymity.

1 Beginning and ending of overlap in speakers’ utterances

? Upward intonation

CAPITALS Relatively high amplitude (in Mandarin transcription: bold)

!/ Encloses description of how talk is delivered
Code-switching (e.g. Taiwanese)

= Latching
Short pause

. Long pause

[...] Text omission
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Chapter 4. Politeness Strategies in Medical Communication

This chapter presents the data and analyses of the politeness strategies used by two
role combinations during the medical consultations — two parties (doctor and patients)
and three parties (doctor, patient, and companion). The linguistic strategies they use
may threaten or save the hearer or the speaker’s faces depending on their
communicative goals. Most of the studies related to medical communication only focus
on two parties. When three parties are involved, the medical encounters are much more
complex and difficult to analyze not only because the dialogue is more complicated but
because the participants are constrained and influenced by others’ social power and
status. We select three politeness strategies that appear in both the consultations of two
parties and three parties in their medical decision-making to see how linguistic
strategies are applied when they seek to achieve their communicative goals while saving
each other’s faces. The results support that doctor-patient communication is a complex
process that is negotiated and co-constructed by the participants while they are under
power asymmetry in an institutional authority structure.

Nowadays, medical decision-making is often negotiated by both doctors and
patients since the concept of patient-centered care has received wide attention. Their
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negotiation is a process of mutual persuasion. In medical consultations, doctors give

recommendations and advices while patients make requests or express their preferences

for medical treatments. These communicative acts are regarded as face-threatening acts

in medical communication. Examples in this chapter are excerpts from the dialogues

between doctor, patients, and family companions to demonstrate how the two parties

and three parties save each other’s faces while achieving their respective

communicative goals with a power imbalance.

4.1 Strategies in Dyadic Interaction

In Brown and Levinson’s (1978) politeness model, the possible strategies for

performing FTAs are categorized and explained. When the speaker is performing an

on-record FTA with positive politeness strategies, he tries to maintain the hearer’s

positive face and considers himself to be in the same group with the hearer and thus the

face-threatening degree decreases. Some positive politeness strategies are: seeking

agreement, avoiding disagreement, and giving reasons, etc. In addition, if the speaker

includes both the hearer and himself in the activity equally, it is a positive politeness

strategy. For example, the requests may contain in-group identity markers, such as “we”

or “Let’s do something together.” On the other hand, when performing on-record FTAs
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with negative politeness, the speaker shows respect or deference to the hearer and

maintains the hearer’s negative face by caring about his need to be unimpeded. Some

possible negative politeness strategies are: using questions or hedges, apologizing,

avoiding using pronouns, etc. In our study, we focus on three particular strategies used

in dyadic and triadic communication: bald recommendations, collaborative plural, and

hedges. These strategies are mainly used when the doctor and patients are discussing

about the diagnosis and medical treatments. The doctor provides medical advice while

the patients request their preferred treatment and asks questions. Taking into account the

circumstances during medical consultation, such as building rapport under limited time

and the asymmetry of power and medical authority, the politeness strategies applied by

the participants is able to reveal the interest of medical communication.

4.1.1 Bald Recommendations

The bald on-record strategy is most direct and unambiguous politeness strategy;

for example, the demand “Wash your hands” is a bald act (Brown & Levinson, 1978). A

bald act can be done when the speaker is not afraid of the hearer, the speaker has greater

power over the hearer, or when their social distance is close. These conditions are also
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seen in the medical consultations.

In our study, the doctor has good communication skills and can usually create and
maintain a harmonious atmosphere in the clinic. Most of the patients visit on a regular
basis so to some degree they are familiar with the doctor. When the doctor gives
medical advice or requests, he usually tries to maintain the patient’s positive or negative
face. However, there are circumstances when the doctor or patients perform an act
baldly and without redress.

In Excerpt la, the doctor was surprised when he realized that the patient had the
nutrition supplements that were not scientifically tested. Therefore, he gave the
recommendation that the patient stop taking the supplements and spending money on

them.

Excerpt 1a

The doctor examines the test results on the screen.
1 DOC: ERHKH —FEE/KE BALH —BIK
There is still some fluid inside the retina.... There is still some fluid
inside your eye.
2 PAT: XXAAKRT. HAHR?
There is still some fluid a..again... In the right right eye?
3 DOC: E.
Mmm..
4 PAT: AH#HAK
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5 DOC:
6 PAT:
7 DOC:
8 PAT:
9 DOC:
10 PAT:
11 DOC:
12 PAT:
13 DOC:
14
Examination

There is fluid in the right [eye]

e

Yes..

B XA K KRZATCAMEE 4 B

Mmm.. there is fluid [in my eye] again. I had stem cells.

Rog b e ?

YOU HAD STEM CELLS?

BBRCANRN B

Yes. I did. Someone recommended them.

[T o R B iR B AR AR 4%

Come on! Don’t waste your money on that!

ARE ARG AR R Bs

That so-called placenta, deer placenta.

PRE¥ R £ XAl 2 haa 73€ haa

You should definitely not take any unproven remedies. Please!
PR S AR AT

It is said that it can repair the...

BBRE R E FRREE

I absolutely do not believe in them at all. Don’t waste your money.
LT RN RBALR W BERTH

Having those things in your body [may not be good]. OK. Look at the

front.

In this excerpt, we see that there was some fluid in the patient’s right eye and the

problem could not be solved by the medicine or the eye drops. Usually such a problem

wouldn’t be solved until the eye starts absorbing the fluid by itself. The absorption

process might take weeks, months, or even years. The patient visits the doctor regularly

every four or six months and in this particular visit the doctor told him that there was
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still some fluid in his right eye. The patient told the doctor that he had been taking stem

cells (Line 6). Hearing that the patient had stem cells which were not scientifically

tested, the doctor was very surprised and raised his voice in Line 7. The patient admitted

and said the practice was recommended by someone else. Starting from Line 9, the

doctor tried to persuade the patient not to take stem cells extracted from deer placenta.

Instead of using other politeness strategies in his recommendation, the doctor gave the

advice baldly to show his disproval. For instance, the doctor said “[T % R &R & #R 18

'9’

4%+ Come on! Don’t waste your money on that!” (Line 9) directly to show how much
he disagreed with the patient. This clear and unambiguous request that the patient was
just wasting money on buying unverified supplements was a bald act that threatened the
patient’s face. Usually, the doctor would try to save patient’s faces when he was giving
recommendations so the form of his request was rarely imperative. This time, however,
the doctor was really surprised and he hoped the patient could undergo proper
treatments.

As discussed here, the doctor took a clear stance that he disagreed with the

supplements whose medical effects were without scientific evidence. In Line 11, the

doctor even used “# ¥ must not” and “# 3t Please!” to keep the patient from taking the
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supplements. “#F 3t Please!” in the request form is not commonly used by the doctor in

medical consultation. Sometimes, when one party used “Please!” as a request for the

other party, usually it is from the one with less power or between intimates. In this

example, “Please!” from the doctor was similar in tone to “Please do me a favor! Don’t

take those supplements which may not be good for your health!”” The doctor treated his

conversation partner not only as a patient but like a friend. The use of “FI%f Come on”

and “7F3t Please” shows the doctor and the patient have close social distance. And the

doctor can frankly express his genuine opinions. Otherwise, the doctor could just say

“Oh, if I were you I would think twice before I took stem cells.” Or “I do not consider

taking stem cells good for your eyes.”

However, the patient was not convinced by the doctor and he believed that the

supplements may have special curing effects. In Line 12, the patient tried to persuade

the doctor that the supplements were said to have curing effects, like repairing the cells

or the human body. The doctor immediately replied “F @B ¥ RABZ AL R ER E 41

absolutely do not believe in them at all. Don’t waste your money.” (Line 13) The doctor

strongly disagreed with the patient taking stem cells by using negation (don’t) and

intensifier (at all) and repeating “don’t waste the money” one more time. (The first time
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the doctor told the patient not to waste money on the supplements is in Line 9.) Because

the stem cell extracts were not the supplements on prescription and not covered by

health insurance, the doctor kept saying “don’t waste the money” and that he personally

didn’t believe in the curing effect of the stem cells extracts. The idea of not wasting the

money is something beneficial to the patient. And the doctor did not want the patient to

waste his money on the extracts showing that the doctor cared for the patient.

In fact, during the consultation, the doctor’s recommendations were rarely bald

according to the politeness model. In most cases, the doctor tried to maintain the

patient’s faces when giving advice or making requests. This example of bald

recommendation here and the use of “FT%F Come on” and “# 3t Please” showed the

intimacy between the doctor and the patient. Only when the doctor and the patient were

close enough, would their consultation contain these expressions. However, even

though the doctor showed his strong disapproval of the extraction, the patient still

seemed to believe in its curing effect near the end of their consultation.

Excerpt 1b

1 PAT: %% AEFRHBREKRS REAART
No. Then will [you] prescribe eye drops? There are still some left.
2 DOC: e A&k SARTIREH Y5AEHT B
Alright. Then I’ll see when your next appointment should be. Let’s meet
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10

11

12

13

14

15

PAT:

DOC:

PAT:

DOC:

PAT:

DOC:

PAT:

DOC:

PAT:

DOC:

PAT:

DOC:

half a year later. OK.
¥
OK.
BOFE RACHERR £FTEY FARER B
OK. Half a year. Relax yourself. Have a regular lifestyle. Don’t stay up
late. OK.
FLRe R AR T LA SR R
About the deer placenta. They said that it can repair the body.
BRI A BIZ B RMAE CAerE TRS v — B HE ¥ xR
I never believe in those kinds of things at all. You just eat well and sleep
well. Or at most try something like lutein.
HRT UG F B —TF
They said I could try to repair my body.
Hehehe /laughing/
T T AR ] LIS
That even cancer can be cured.
R EFEHENT A RRTRFT FARAASLEEAT
B
If such kind of medicine exists, everything will be fine and all at peace.
No need to go to the doctors. Ok.
Y OAREEFE R BB SR B 4FA TAVEE=
Alright. Then the follow-up will be in half a year. Is that ok? Ok. Ok you
take care ok=
—¥ 5
=half a year
#oTn? ik EREWEA Y
Yes. Ok? Or or four months?
*F F 7T 2
Ok half a year is fine.
W FF
Ok half a year.
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In Line 4, after the doctor and the patient agreed for next follow-up, the doctor
gave the advice about having a regular lifestyle. But the patient mentioned the deer
placenta extract again and insisted that it can repair the body (Line 5). The doctor
restated his disagreement to oppose the patient directly in Line 6. (In excerpt la, the
doctor said “FHRBH Rz A0 R ER &4 [ absolutely do not believe in them at all.
Don’t waste your money.”) Here, he asserted that as a doctor he didn’t believe in the
curing effects of the placenta extract and emphasized by “#£ 2R never”, which implied
that the patient should not believe in it either. In addition, the doctor gave some advice
about living a regular lifestyle. The doctor believed that the nutrition supplement that
the patient could take was lutein, which is already proven scientifically to improve
vision and eye health. But the patient was not convinced; besides Line 5, he mentioned
in Line 7 and 9 that the stem cells extracts can repair cells and even cure those with
cancer. The doctor found that the patient was not convinced due to his lack of medical
knowledge and couldn’t help but laugh (Line 8). However, instead of criticizing the
patient directly and threatening his positive face, the doctor replied indirectly and wisely
by saying “tP R L HEHEENE R RRTARFT FTAFAARLEALAT B

If such kind of medicine exists, everything will be fine and all at peace. No need to go
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to the doctors. Ok.” (Line 9). The doctor was trying to tell the patient that there was no

such miracle elixir otherwise there would be no need for doctors. If that kind of

medicine really existed, people would only need to take the miracle elixir to cure all

diseases, since the patient claimed that even cancer could be cured by the extract. The

doctor used “/& Ok” at the end of the sentence to seek the patient’s consent to end the

conversation. Without waiting for the patient’s response, the doctor shifted the topic

back to the follow-up appointment discussed earlier in Line 2 and 3. What is interesting

here is that when the patient repeated “F 4 half a year” after the doctor in Line 12, the

doctor asked a yes/no question “7J LA%% ? Ok?” to seek for the patient’s agreement and

even provided an option. Usually, the follow-up is decided by the doctor because only

he knew the condition of the patient’s eyes and when the patient needed to come back

for the next examination. Most of the patients would simply agree or mention the date

which they would be available. But here the doctor provided the options of the next

follow-up for either 4 or 6 months later for the patient to make the final decision. In

Line 14, the patient made his choice and replied that half a year is fine. At the end, the

doctor confirmed by saying “yes” by repeating “half a year”.

The doctor involved the patient in the decision-making by using positive politeness
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strategies such as treating the patient as a friend, and showed that like the patient, he

wanted the patient to be healthy. At the end of the consultation, the doctor respected the

patient’s negative face that he provided the options of next follow-up for the patient.

Besides, the doctor knew the patient was nervous about his eye condition, even though

his problem is stable and not getting worse. This may be the reason why after the doctor

strongly opposed the stem cells extract, he asked the patient to take care of himself

(Line 11)

In the next excerpt, the patient is a female with diplopia (double vision) and

cataract who insisted that she needed a next appointment by making her request baldly.

However, the doctor did not think that she needed a follow-up.

Excerpt 2
1 PAT:
2  DOC:
3 PAT:
4 NUR:
5 DOC:

FRAOAE BTG EFEERA 6BA—R61BA—RA—4
Help me arrange follow-ups for every six months.

HEE BRRABHNT RE RAAE BRFROLTE=

As for me, I won’t make an appointment [with you]. There is no such
need for your case. I'’ll transfer you to the=

=T AUAIRBEOHHEAFFFTRE K

=But Dr. Chen used to make an appointment with me every half a year.
i B BT

Dr. Lin

[ 3

[Fine.
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10

11

12

13

14

15

16

17

18

19

20

21

22

PAT:

DOC:

PAT:

DOC:

PAT:

DOC:

NUR:

PAT:

DOC:

PAT:

DOC:

PAT:

DOC:

PAT:

DOC:

PAT:

DOC:

[$ HBRET RY

[Yes, he made the appointment with me every time.

ek [ReRE LT RNE TR

Alright. [If it’s necessary, I’ll make an appointment with you.
[f3 H3R
[He said he said.

(R A&

[You’re just

[REFALR REFRBRRET

[I think it’s necessary. I think I’'m going to go blind.

W] REATREA L& /with laughing/

Hoho. I don’t think you need it. /with laughing/

el ] ARG AL Le R S AERRF

Hohoho. Your eyesight is much better than that of many people.

BT BRREFRARBERET

I think I I think my right eye is going to go blind.

g

It’s not.

gt BRI RER

Its vision is pretty weak.

BERE BHSHFT

It’s ABSOLUTELY NOT. Don’t worry.

AR A AR RNEANERS G560 T

He helped me [arrange the appointment] every every. And he said the

severity of my cataract is about 60 percent.

e B EROFEFREER

Alright. I’ll make an appointment with you for half a year later. Ok.

AL ARG PN EE KRB T ?

Then then how serious does the cataract have to be to get a surgery?

RAE 0304 2B BR R

When the eyesight is below 0.3, 0.4. Ok.

AMBRRLEASZ D ?

Then how is mine [eyesight] right now?

0.5

0.5.
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23 PAT: B#H 02
Oh there is still 0.2 [to go].

First, the patient made the request baldly to ask for regular appointments. However,

the doctor was a retina specialist though the patient’s problem was related to diplopia

(double vision). So the doctor refused the patient’s request and said he would transfer

the patient to another ophthalmologist whose expertise is double vision (Line 2). In their

earlier discussion, the doctor already said he would transfer the patient to another eye

doctor to check her double vision. But the patient did not accept it and cut the doctor off

in Line 3. She claimed that her former eye doctor used to make an appointment with her

every six months, and indicated that this doctor should do so, too. The patient here tried

to persuade the doctor to save her positive face that The patient replied yes and again

still insisted that Dr. Lin made the appointment with her every half year in Line 6.

Though the doctor replied “4F* Fine. Alright.” and in Line 5 and 7, which seemed that

he was persuaded, the doctor still thought it was unnecessary for the patient to make

another appointment with him every 6 months. Instead, he would just transfer the

patient to anther eye doctor who specializes in double vision. So the doctor mentioned

the patient’s problem was not serious “4#R 2 & You're just” (Line 9), but was
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interrupted immediately by the patient again who claimed that she was going blind.

According to the doctor (from Line 11 to 16), the patient will not go blind, and her case

is not that serious at all. Hearing her interesting responses, both the doctor and nurse

were laughing. The doctor laughed and refused in a direct manner in Line 11. Though

direct, the doctor was laughing at the same time which greatly decreased the harshness

of his refusal. At the same time, the nurse was also laughing and responded to the

patient that her eyesight is much better compared to many people (Line 12). However,

the patient was not convinced at all, and she insisted again that she would go blind soon

(Line 13). In order to relieve her tension, the doctor promised twice that she would not

go blind in Line 14 and 16. In Line 16, the doctor even raised his tone and emphasized

“@ ¥ K& It’'s ABSOLUTELY NOT.” However, the patient did not accept it so she

changed the topic back to her previous appointments and her cataract (Line 17). Finally,

in Line 18 the doctor gave up negotiating with the patient and agreed to make the

appointment with her half a year later. Instead of saying thank you or giving minimal

response to show agreement, the patient kept asking about how serious her cataract was

(Line 19). Therefore, the doctor and the patient shifted their topic to discuss about how

serious the cataract has to be for conducting a surgery (from Line 20-23).
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In this excerpt, the patient first baldly made her request of the next follow-up but

the doctor did not agree. Then the patient exaggerated her eye problem in order to

persuade the doctor to make another appointment. Even though the doctor’s responses

became more direct gradually, at the end, the patient succeeded in making an

appointment with the doctor. For example, in Line 7 the doctor said “If it’s necessary”

to Line 11 “I don’t think you need it.” (Line 11 contains laughing which decreases the

seriousness). These statements threatened the patient’s positive face because the doctor

tried not to make the appointment which was what the patient wanted. (The patient’s

statements that she thought a follow-up was needed and she was going blind were the

means to persuade the doctor to make an appointment). The doctor assured the patient

that she was not going blind by the rejections that were not stressed at first (Line 14 “7~

& & It’s not”) but later firm and emphasized in Line 16 (“4& # R & It’s

ABSOLUTELY NOT”) Near the end of the consultation, the doctor unwillingly agreed

to make an appointment with the patient harmed his own negative face because this

against his own will. During this consultation, the patient made many requests, raised

questions, and shifted topics which actively took control of the progress of the

consultation.
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4.1.2 Collaborative Plural

Using in-group identity is one of the positive politeness strategies because the

speaker treats the hearer as an in-group or a friend, and the addressee’s positive face is

maintained. Aronsson and Sétterlund-Larsson (1987) pointed out that during medical

consultation, doctors tended to use collaborative plurals (“# 1 we”) as a positive

politeness strategy to involve both themselves and the patients in the decision-making.

However, from our observation, most of the time when the doctor used collaborative

plurals, it did not mean that the both of them are the subjects of the activity, only the

patient or the doctor was. But using the collaborative plurals gave patients a sense that

they were standing together and working as a group, which benefited the doctor-patient

communication greatly. Below are excerpts containing collaborative plurals.

Excerpt 3

Examination
1 DOC: :REBRANERE
The main problem is still cataract.
2 PAT: s
Mmm.
3 DOC: MREBEREMd 4 o REA PR FERERT TR
The retina is fine. Alright. If there is no problem let’s just meet in half a
year. Ok.
4 PAT: ¥ anEFERE BRXREEILCT?
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Ok. The cataract is is still serious right?
5 DOC: ArinR BTREHIHAA AR
If you can still see then it’s fine. Ok.
6 W ORI AFFBREHE SF 4F
Ok. Let’s meet in half a year for the follow-up. Ok. Ok.
7 PAT: HEBZEHAY
The prescription is still the same.
8 DOC: B % HM—H%R F¥FH1LEHR
Hey. Yes. I’ll prescribe the same medicine. Ok. Our follow-up is in half

a year.
9 NUR: VJ@m%ER sf@m&E—TF
Wait outside. Ok. Wait outside for a while.

The doctor used collaborative plurals to include both him and the patient into the

decision-making which is a way to maintain the patient’s positive face (in Line 3 and 6).

The use of “#1 we” implied that both the doctor and the patient work as a group to

make the decision together (though the time for next follow-up was totally decided by

the doctor). The collaborative plurals here referred to the doctor and the patient. To

some extend, both doctor and patient needed to appear in the next follow-up and their

interaction needed their cooperation. The use of collaborative plurals here somehow

reflected how we perceived the interaction.

Interestingly, because the patient visited the doctor regularly and he was familiar

with the procedure of the consultation and his previous medical treatments, he

mentioned the prescription first which is usually proposed by the doctor during medical
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consultation. The doctor confirmed that he would prescribe the same medicine and

reminded once again that the follow-up would be in half a year (Line 8).

Excerpt 4

Examination

1 DOC: AEAF. ARER. AEE. Lh—8g.. FhE..
Look at the front... look at the ceiling... look to the left... a little bit
higher... look to the right.

2 W OARIER EARRHE OK T 4
Ok. Good. OK. Everything looks fine. OK.
3 RAFRRE)ERATERAT A — i K E RAFRE—T B

If your eyes don’t feel well we can still prescribe eye drops. OK. Apply

them when [your eyes] feel uncomfortable. Alright.

4 AR AR OK st H B AR RBEE A REE 7
The retina is OK. Just don’t overuse yours eyes. Alright.
5 FRFFR EHMTFT B 4 AMA B R
Just come back in half a year for a check-up. Ok. Alright. No problem.
Okay.
6 PAT: W At
OK. Thank you.

7 DOC: TFTRARBMERN #eg 4 KRR
Next time you will have a vision test, pupil dilated. OK. No problem.

In the excerpt above, the doctor used collaborative plurals when he prescribed the

medication. In Line 3, the doctor said “7~ 4% Ak #4935 3% A9 38 & 7T LA B — 7 % KB If

your eyes don’t feel well we can still prescribe eye drops. OK.” However, only the

doctor can make prescriptions, so the subject should be “I”’ instead of “we” here. The
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statement should be, “If your eyes don’t feel well, I can prescribe eye drops for you.

The usage of collaborative plurals from the doctor may make the patient feel that he was

involved in prescribing the eye drops together with the doctor. The doctor used first

personal plural to include the patient in the action, which was a positive politeness

strategy because the doctor treated the patient as an in-group and to satisfy the patient’s

need.

Excerpt S

1 DOC: #HMEMEmE dFR4F?
Let’s do an examination, ok?
2  PAT: YU AT
OK. OK.
3 DOC: @‘REERRAANAE &8 €2 T A
The cataract looks fine. Or maybe the problem has to do with macula?
4 PAT: HAEHMEEL KAFEAEE OO0 &6
Yes, there’s this doctor in our neighborhood, Dr. Wang.
5 M R A TR B AR R
He said [he] told me it’s related to macula, degeneration.
6 DOC: AMABERMATIREMERED RtIE TR
It’s ok. Let’s do a test and we’ll know the results.
7  PAT: ¥
OK.

The in-group identity markers that appeared in doctor’s request illustrate one of the

positive politeness strategies. In Line 1 and 6, the doctor used “#19 we” twice when
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he asked the patient to undergo some examinations. The first “#& 1 we” on the surface

indicated the doctor and patient. However, only the patient needed to undergo the

examinations. At the end of Line 1, the doctor used a tag question to seek the patient’s

agreement. (And the patient immediately agreed in Line 2.) In fact, using a question

with request is a negative politeness strategy because the patient’s action was

constrained by the doctor’s request. Therefore, Line 1 contained positive and negative

politeness strategies at the same time. The second “# 1] we” in Line 6 referred to the

staff, which were the nurse and the doctor. But there was only the nurse who would take

the patient to the exam room. In short, when the doctor used the collaborative plurals,

the patient may feel that they are in the same group and become more willing to follow

the doctor’s instructions.

4.1.3 Hedges

In Brown and Levsinson’s (1978) politeness strategies, a hedge is defined as “a

particle, word, or phrase that modifies the degree of membership of a predicate or noun

phrase in a set” (Brown & Levsinson, 1978:145). In their argument, daily

communication poses a threat to cooperative interaction. Any presupposed request or
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promise can potentially threaten the hearer or the speaker’s face. When a hedge is used

in the FTAs, it avoids commitment to the presupposition, and it can be regarded as a

primary and basic method to decrease potential threats in interaction. In the medical

context, hedges are mostly used to soften the statement in order to decrease the

face-threatening degree.

Excerpt 6
1 DOC: #ATF@R RiFpE RALEEL
OK look down. It’s good. Your main [problem] is
1 [3%
Ai
3 PAT: [RiB#fA RBAEF I ARG R FA 64 AR AL & %

But now everything I see is blurry. It’s not as clear as the eye with

surgery.
4 DOC: HRAAZ—RTUELZAT RCLTRH AT

Now this eye can undergo surgery. I already conducted the surgery for

you.
5 PAT: LT

Already conducted.
6 DOC: [TiE—&K 077 BTURBT % B KA Yrrh=
And this eye’s vision is 20/30. Okay. It alright. It’s alright. I think for

the time being that=
7 PAT: v

Mmm
8 DOC: =&ZEHNTHEARI=
=there’s no need for surgery because=
9 PAT: &

Okay.
10 DOC: =424 H7eRRAE

=there’s still some risk involved.
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11 PAT: AR EHHK?
What’s wrong with this?
12 DOC: mWmBEdEtk KT —RBF
There’s an extra membrane in the eye.
13 PAT: BB
Oh oh.
14 DOC: fER % AHAw B=
Many people have this. Alright=
15 PAT: s
Mmm
16 DOC: =HEJALEE AMALLRE B
=For some it’s thicker, and for some thinner. Okay.
17 PAT: T FH ARSI EN? AL
Can can anything be done? No?
18 DOC: & #ik ReysEE @4 a—4k S L5l
It’s just like your hair turning gray. It’s caused by aging.
19 PAT: BB
Ok ok.
20 DOC: ARAFCARKFITwE
Surgery should be the last resort. Ok.
21 PAT: W[
Ok. [Ok ok.
22 DOC: f2R[RALRNERSHE B
But right now [your vision is not bad. Okay.
23 PAT: 4
Ok ok.

In Line 3, the patient did not wait for the doctor to finish his description of her

symptoms but cut in. She said that the vision of the eye on which the surgery had not

been performed is blurry, compared with the one where the surgery had already been

done. However, the doctor knew the patient did not need the surgery yet so he started to
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convince the patient. In Lines 6 and 8§, the doctor said her vision is 20/30, which was

still okay, so there was no need to undergo the surgery right now. The doctor used the

hedge “#& 48 1 think” to turn his statement into a request that right now a surgery was

no need for the patient yet. The doctor’s request somehow threatened the patient’s

negative face because she thought her vision was blurry and she believed that

underwent a surgery would help but the doctor did not approve. The doctor used the

hedge to help decrease the face-threatening degree. He tried to persuade the patient that

the surgery was not the best solution for her right now and even mentioned there were

risks of any surgery in Line 10 to further build up his persuasion. The patient did not

accept the doctor’s advice right away but asked about the condition of her eye problem

(Line 11). (If the patient had accepted the advice at least she would have given a

minimal response, such as “uhm” or “ok’). Therefore, the doctor went on to explain that

her problem was caused by a new membrane growing in the eye (Line 12), which

however was quite common because many people had membrane growth, too (Line 14).

The doctor kept comforting the patient by explaining that the thickness of the membrane

depended from person to person (Line 16). In Line 14 and 16 the doctor tried to convey

that her situation was not rare but a common problem. However, the patient was not
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satisfied so she asked about other solutions to the problem, since the doctor did not

suggest surgery as a solution in Line 17 “FI F[H FHBAfsEa) 0 Bk ?

Can can anything be done? No?”” The patient first asked an open-ended question directly

to see if there was any solution, but followed with another question to show that she

was pessimistic about it. Tactfully, the doctor did not answer that there was no better

way to treat the problem but explained the cause of it was due to aging, just like when

hair turns gray (Line 18), and that if it became serious then surgery would be the last

resort (Line 20). So this explanation allowed the patient to know that only when her

vision got worse that she should get the surgery. Starting from Line 19, the patient

seemed to be persuaded by the doctor so she started to give some minimal responses

“BE J& Okok.” and “¥ 44 Ok. Ok ok.”

Sometimes the doctor would not answer the patient’s question directly but chose to
explain the reasons or analyze the pros and cons of the medical treatment while not

being too direct in order to save the patient’s face. In the end, the patient would

understand the condition and accept the doctor’s suggestion.
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4.2 Strategies in Triadic Interaction

Doctor-patient-companion communication is more complex than doctor-patient
communication in medical encounters. Companions (e.g. spouses, family members,
friends) usually accompany the patients to medical consultations and provide emotional
support and involve in the medical treatment decision-making (Clayman et al., 2005;
Wolff and Roter, 2008). The presence of a companion can influence the dynamics of the
consultation, change the doctor-patient communication, and increase the complexity of
the consultation (Beisecker and Moore, 1994). Previous researches show that
companions in medical consultations are mostly family members and females (Greene

et al., 1994; Baker et al., 1997; Ishikawa et al., 2005; Laidsaar-Powell et al., 2013).

In Taiwan, it is common for the elder patient to have companions when visiting the
doctor. The companion can be their spouse or children (though the children may not live
with the elderly). In medical consultations, the patient will describe their symptoms or
request some treatments or raise questions. If their family is also in the clinic,

sometimes they will speak up for the patients to make some requests or ask various
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questions about the patient’s illness. In this section, the politeness strategies used in the

triadic communication will be addressed and analyzed.

4.2.1 Bald Recommendations

When an act is clear and unambiguous, it is categorized in the on record bald act

without redress. The bald recommendations are used when the speaker is more powerful

or when their social distance is so close that the need to maintain the hearer’s face is

minimized. The power imbalance among the participants in the medical encounters can

be demonstrated with bald recommendations.

In the example below, the patient with glaucoma came to the clinic with his

daughter. The patient lived in Hualien, the eastern part of Taiwan and he already saw

the doctors in Hualien. It takes about two and half hours by train from Hualien to Taipei.

After the patient and his daughter entered the clinic, it was the daughter who took the

active role to communicate with the doctor.

Excerpt 7
Examination
1 DOC: Bife
It’s okay.
2 DAU: HREF—RHEE. ..
He said he feels a film over his eyes ...
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10

11

12

13

14

15

16

17

DOC:

DAU:

DOC:

DAU:

DOC:

DAU:

DOC:

DAU:

DAU:

DOC:

DAU:

DOC:

DAU:

DOC:

DAU:

o ) FLAY 48 TR K 4FER

His optic nerves aren’t that good.

T ATEL AT A F SRR

Yeah so so it led to glaucoma.

WH FAREREFRA?

So he has glaucoma?

HFRAA S LEAEEARCRALAF AR

Yes, the doctor in Hualien said he has glaucoma.

AL B R ?

He lives in Hualien?

¥

YUP

HF AT A R F BRI R AR H AR AR 7

Ah, so he has glaucoma. Is he receiving any treatment?
(A1 & B 9% 2
Then what to do?

BRI A B A

No, just using eye drops.

T B KRR G BT

Yeah. they are used for treatment.

WA BB A B [EBR R 64 ARE R 7

Those that help to lower the intraocular pressure right?

o ARE S ANE

Yes, that’s...

T TR AR AR R A Tk 7

Uh uh is there any other method?

3 I Bs 2 KT

Just apply them...

#5]

Haaa

After the doctor finished the examination of the patient’s eyes, the patient’s

daughter first took part in the consultation to interact with the doctor. So from Line 1 to

57

d0i:10.6342/NTU201704175



17, there was only the daughter who spoke up in the clinic with the doctor while the

patient said nothing. After the examination, the daughter said “#.3R € F — /& JEHE . ..

He said it feels like a film in the front...” to show that his father once said he felt like

there was a membrane in the eye, causing blurry vision (Line 2). However, the patient

did not describe the symptoms by himself even though he was the person who knew

how blurry his vision actually was. The daughter mentioned that her father had

glaucoma (Line 5) and that one doctor in Hualien confirmed that, too (Line 6). When

the doctor knew the situation, he would like to know if the patient was under any

treatment (Line 9). And the daughter answered, “No, just the eye drops.” (Line 11)

Interestingly, the doctor replied “Yes. The eye drops are the treatment.” Apparently, the

daughter did not understand the treatment of glaucoma. Using the eye drop is common

in dealing with glaucoma and is in some cases the only way. Responding to the doctor’s

reply, she asked him whether the purpose of the eye drops was to decrease the eye

pressure in Line 13. The daughter would like to see if there were other treatments so she

asked the doctor directly “Uh uh is there any other ways?” (Line 15). This request

threatened the doctor’s negative face because the doctor already mentioned the eye

drops are used for treatment in Line 12. The patient’s daughter did not appreciate the
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doctor’s answer but wanted the doctor to provide other solutions. The doctor suggested

the treatment baldly that the patient just need to apply the eye drops regularly (Line 16).

However, though the doctor was regarded as the most powerful one in the consultation

and gave the bald and unambiguous suggest, the daughter did not accept this suggestion

with the response “¥&7 Haaa” with dissatisfaction. The daughter’s response did not

care for the doctor’s positive face that the doctor wanted his advice be accepted and

appreciated.

The patient had a headache and the doctor recommended that he needed to consult

a physician for his headache. The patient’s daughter tried to take the lead to control the

flow of the consultation. She repeated the doctor’s bald recommendation to persuade

her father to visit the physician.

Excerpt 8

1 DOC: pur®ikh & NAEERE
So you need to make an appointment with the physician. Okay.
2 DAU: 1R:BERARNATIHENF HRE?
You still need to see the physician, the neurologist, right?
3 DOC: <&
Mmm.
4 DAU: MHREZAZAWENH

You still need to see the neurologist.
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10

11

12

13

14

15

16

17

18

19

20

DOC:

DAU:

PAT:

DAU:

PAT:

DAU:

DOC:

DAU:

DOC:

DAU:

DOC:

DAU

DOC:

DAU:

=

Yes.

1738 2 A= 8 — 84 & At

You still need to make an appointment with the neurologist.

BaABRAA L BREBACIEMLE & £ [ B

In case I’'m going... I was taking that thr thr that [anti-thrombotic
[t

[Thrombotic
ARAME TR D 0 Hevlr M B A AMME KRiwE & EHE A AE
that that preventive medicine. Ah, and when I got my blood tested, it
ZZEH SR BAREBELRSRAERLE RAE
showed high TG and cholesterol. And now
B A " AME AR B =
I also take that that
=P LR R A whR BEEE K e afe Bh & K
=so there’s no other way. Just apply the eye drops....apply them.
T

Yeah.

TTEE K AR BT
Apply them and that’s it.
SERE A

That’s it.

AR T T A E T

So that’s it to control it, right?

AT

Yes.

AEgEL REZECEBIERTT

So it won’t get worse. As long as it doesn’t get worse.
]

Yes.

RAEE LT

Guess that’s it...

Because the patient had a headache, the doctor suggested him to visit the physician
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to find out the real cause of the headache by giving the suggestion baldly in a clear and

direct way (Line 1). The daughter thought her father needed to visit a neurologist, so she

immediately told her father to make an appointment with a neurologist (Line 2). And at

the end of Line 2, the daughter used a tag question to seek the doctor’s agreement. In

Line 2, the target was different because there was a code-switching. First, the target was

the patient (The daughter spoke in Taiwanese with the transcription underlined). The

second target was the doctor (The part in Mandarin without underlined in transcription).

After the doctor only mentioned physician in Line 1, the daughter clearly pointed out it

was neurologist that her father should visit. The daughter wanted to get the approval

from the doctor that what she just recommended was correct. So in Line 3, the doctor

gave a minimal response “"& Mmm.” And after the daughter got the approval from the

doctor, she repeated the statement baldly in an affirmative. But here only the doctor

gave the minimal response in Line 5, so the daughter repeated once more “4% & & %A %

B — 1B &N F You still need to see the neurologist” (Line 6). The daughter repeated

the bald recommendation through the doctor’s authority and approval to persuade her

father.

From Line 7-11, the patient started to explain that he was taking the
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anti-thrombotic medicine and his TG and cholesterol were elevated. The patient had not

finished his explanation yet in Line 11, his daughter interrupted and switched the focus

back to the medical treatment of her father’s glaucoma (Line 12). Interestingly, this

interruption was made by his daughter but not the doctor, who was regarded as the most

powerful person in the consultation. This interruption showed that the daughter was

active in taking the control of this consultation. After the focus switched back to

treatment. The daughter was not satisfied about only the eye drops as the treatment. So

Line 12, Line 14, 16, 18, and 20 were the daughter’s statement about the eye drops. The

doctor only gave the minimal responses like “¥}° Yeah, &4 4F 4 That’s it, &

Yes” (Line 13, 15, 17, 19).

In this excerpt, though only with 20 Lines, the daughter played an important role in

the excerpt. She first repeated the bald recommended that her father should see the

neurologist and seek the doctor’s agreement and then later when her father was talking

about his condition she interrupted. At the end, she discussed the treatment with the

doctor and made most the statements by herself.
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4.2.2 Collaborative Plural

The use of collaborative plural “#19 we” is a positive politeness strategy to

include both the speaker and hearer in the activity. Collaborative plurals can give the

hearer an idea that the participants work together in the communication and people’s

positive face that the want to be desirable and close to others is cared. Collaborative

plural can refer to different subjects but the real indicator is different from its literal

meaning.

In the except below, the consultation was about to end but the patient’s wife made

some requests for a closer check-up and a cataract surgery. She used collaborative

plurals in her requests which referred to her husband and herself and may also arise the

doctor’s cooperative assumptions. In fact, the target of the check-up and the surgery

should be the patient only.

Excerpt 9
1 DOC: wmEMAHRLRE R
Come back in two weeks, ok?
2 PAT: WEMF 4
Two weeks. OK.
3 WIF:  REE KR FREER-
Dr. Chen, my husband said could Dr. Chen [you] please=

4  PAT: "% /laughing embarrassedly/

Hey.
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5 WIF: =3RbRHRREFEAE aNE
=This eye seems to have cataract
6 PAT: B ZRE:5-#-TM 22 /laughing/
Yes, can [I] get surgery on my left eye? Heyhey. /laughing/
7 WIF:  FREGLRMAE—T &=
Could Dr. Chen [you] please take a little look one more time? I=
8 DOC: =AFHKAAIAAETTAMT SREATUHT
=Yes, I just checked and getting surgery is fine. This eye is ok for

surgery, too.
9 WIF: THREBMEHP—T REARFREPLERMLH—T
Ah, arrange it for us. Can Dr. Chen [you] please arrange it for us?
10 DOC: HE—AMmERHT
Let’s do the surgery next January, on the 7
11 WIF: [
OK.
12 PAT: [BA /2

Next year.
13 DOC: "B %

Mmm OK.
14 PAT: *F

OK.

15 WIF:  RARAFE FRAFTE R
Otherwise [he] often says it’s hard to see clearly.
16 DOC: #f4F RARLRAHET A4 T  /talking to the nurse/
OK. OK. How about I arrange it for you first. /talking to the nurse/
17 DOC:
OK.
18 WIF:  REEZLARIET
Dr. Chen is arranging for you.

19 PAT: &

Mmm.
Prescribe
20 DOC: ¥ ik ALWRAHTET &
OK. So, it’s been arranged for you already. OK?
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21 WIF:  [4F
OK
22 PAT: [#F
OK.

Usually, the consultation would end in Line 2. But the wife started to mention the

patient’s other eye also had cataract. Not only the collaborative plurals, the wife applied

many other politeness strategies during her request. In Line 3, the wife said “my

husband said” and “could Dr. Chen please” which showed she was trying to speak up

for her husband and her husband had the request for the doctor. She used “please” to

seek the doctor’s support to care for their positive face, to want their wants. Hearing this,

the patient was a little embarrassed so he laughed embarrassingly in Line 4. The wife

mentioned “cataract” with hedges like “seems” and “a little bit” which belongs to the

negative politeness strategy to lessen the face-threatening degree. Instead of being direct

to say that the patient wanted to have surgery for the other eye, the wife first mentioned

the cataract. Here in Line 6, the patient spoke up for himself and mentioned the surgery

but in a question “Z BRiZ ¥ # ] LA B can [I] have the surgery on the left eye?” This

request is also a negative politeness strategy that the speaker expresses the want to be
unimpeded to an act. The wife used “please” and “a little” again in Line 7 to ask the
doctor to check the patient’s eye again. When the doctor replied that he just checked
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and he thought the other eye can have the surgery (Line 8), the wife made the request of
arranging the cataract surgery first followed by a question. Both requests used hedges to
soften the degree of the FTA (Line 9). Here in Line 9, the wife asked the doctor to
arrange the cataract surgery for them (“us” in the discourse), which is the collaborative
plural of positive politeness strategy. However, it was the patient who needed to
undergo the cataract surgery but not the patient and his wife. Because the patient is
suitable for the surgery, so the doctor agreed quickly in Line 10 and decided the date of
the surgery (Line 10). Both the patient and wife agreed for the date in Line 11 and 14.
The wife provided the reason of the surgery request in Line 15. It was because her
husband can hardly see with that eye. At the end, the doctor made sure that the surgery

date was reserved (Line 16 and 20) and both patient and his wife were satisfied.

4.2.3 Hedges

Ordinary communication contains potential threats to people’s cooperative interaction
(Brown & Levinson, 1978). Using hedges can avoid commitment to the presumptions
like people’s promise or request. In Brown and Levinson’s (1978) definition, hedges

can be regarded as the most important linguistic cues to satisfy the speaker’s want. In
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addition, the underlying concept is that “don’t assume the addressee is willing to do

something” and “the want to make minimal assumptions about the hearer’s wants”

(Brown & Levinson, 1978:146). In our study, the participants used hedges mostly to

weaken the hearer’s face-threatening degree while they were making requests or raising

questions.
Excerpt 10
1 PAT:
2 DOC:
3  WIF:
4 PAT:
5 WIF:
6 DOC:
7  WIF:
8 DOC:
9 WIF:
10 DOC:

HiER BREHE BRI RAE KR FET
They’re so “efficient”. Stopping production just like that.
# RFERA
Yeah, because they’re not profitable.
ElXERS
That’s
[0 HBERARAET
Hahaha. Stopping production so fast.
AVERIT T AMERBTELERER LFE
It is because they’re not effective? Right?
F AR AT
Well, some say they are.
BRAAEBAR Ak
Well, my husband did say they work...
S
Yup.
BE T LA L[ — 2
He got better after applying those drops.
[(FoBE—R LB REE 12 A&E

OK. Let me see... right eye. Let’s see, which day in
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December...
11 WIF: - &% GRFT AL AMEENE
This must be cured so that the cataract
12 DOC: MR R KGR REATENE WAABEKERTYE LRE B
If it’s not cured, even after getting the cataract surgery, the swelling will
get worse. Ok?
13 PR A — i AR Sede b6 B2 — R RE AR B 4
So usually, it must be treated to a certain degree first and then we can

see.. alright, ok.

The patient asked the doctor to prescribe some eye drops for curing cataract.

However, the production of the eye drops stopped. In line 5, the patient’s wife asked the

doctor about whether there was no effect of the eye drops with a hedge, here a tag

question at the end. The question about the effect of the eye drops to some extend

threatened the doctor’s negative face that the want to be respected and unimpeded was

challenged. The doctor responded that some people said that the eye drops were

effective but not saying that he thought the drops were effective may lessen the

face-threatening degree in his response. The wife’s assumption in Line 5 was that the

eye drops were not that effective but later in Line 7 she said her husband said the drops

worked. Her stance changed might because she heard that someone also said the drops

were effective then she wanted to save their positive face that the effect of the drops on

her husband was the same with the others. Near the end of their consultation, the doctor

used the hedge “& OK” twice as the finalizing note that can be regarded as the
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concession to soften the command that the swelling must be cured first but not the

cataract. And the patient and his wife were persuaded and then thanked the doctor to

close the consultation with satisfaction.

Excerpt 11
1 DOC:
2  PAT:
3  DOC:
4  PAT:
5 DOC:
6 PAT:
7 DOC:
8 PAT:
9 HUS:
10 DOC:

T AR RG] ALyl

This is normally caused by old age.

Hiou

Hiou.

B B B AL R
Degeneration.
TR BB

So what to do now?
BARAAEMHBEEAERE B2 TRZUFEEZHE ¥5%

Well...there’s no special medicine you can take... Maybe you can take

some Lutein.

ELZFMEEGTLEREIRT RBEEE AARLTHE?

v AR AR R —T

Can you write “Lutein” for me? I’ll buy it. Otherwise I’ll forget. Please

write it for me then.

TR RE ERARE B

You don’t have to take it. Just take good care...

There’s no... there’s no

FREER TSR EEAE BAEAm kbl m e A

Dr. Chen, can you help us write the details, write the details of her

medical record.
YA R4
Ok ok ok Ok ok ok.

In Line 6, when the patient asked the doctor to write down the name of the
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supplement, she used a hedge “—F then” at the end to soften her request. This hedge

could to some degree save the doctor’s negative face because the patient made a request

based on the assumption that the doctor may not be willing to do so. However, the

doctor was kind so when the patient’s husband asked the doctor to also write down

some details of the patient’s health condition (Line 9), the doctor agreed. (The patient

and her husband wanted to bring the note home to show their daughter what the doctor

said). The husband did not use hedges in his request but use collaborative plural “# 1

we” to invite the doctor to care for their wants which belonged to their positive face.

The husband repeated his wife’s health record many times. The doctor might be

influenced by him so the agreement in his response were repeated as well.
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Chapter 5. Discussion and Conclusion

5.1 Politeness in Medical Discourse

In Brown and Levinson’s (B&L) (1978) politeness model, the possible strategies for
doing face-threatening acts are clearly divided. Brown and Levinson are the first to
propose the clear divisions of different politeness strategies (though there might be
overlaps in some categorizations) and they also take social distance, relative power, and
ranking in the culture as the factors that could determine or influence participants’
politeness strategies. In the excerpts demonstrated above, those different politeness
strategies show how doctor, patient, and family companion negotiate with each other
while saving each other’s faces when under power asymmetry. In fact, B&L’s model
discuses the simple conversations in different cultures and societies, but not specified
for doctor-patient communication. The politeness they proposed are universal but when
in the medical context in Taiwan, politeness becomes very complex and interesting. In
medical discourse, both doctor and patient negotiate step by step through their
turn-takings and choices of different moves to create their relationships. Thought the

participants have an imbalance in power, it is not just the determinant of the choice of
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the participants’ face saving acts as assumed in B&L’s model, but can be affected

dynamically by the language the participants use. (And of course, in the situation when

the doctor has good communicative skills and cares about the patients who would not

try to control the consultation but would listen to the patients and care for their medical

and mental needs). That is to say, the politeness strategies in medical context are much

more complicated and may have different explanations from B&L’s model.

From the excerpts above, we particularly discuss three politeness strategies in the

dyadic and triadic medical encounters: bald recommendations, collaborative plural, and

hedges. Bald recommendations appear when the speaker has vast power over the hearer.

However, in our cases of medical discourse, not only the doctor, but also the patient and

the patient’s companion use bald recommendations in their requests and demands. The

patient made the request clearly and unambiguously may because she did not afraid of

the doctor’s authority. The family companion gave the suggestion baldly to her father

while seeking the doctor’s agreement because she tended to actively control the

consultation and can be viewed as the more powerful participant than the patient.

Second, one of the positive politeness strategies is collaborative plural that includes

participants in the activity. When collaborative plural was used by the doctor, it can
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refer to both the doctor and the patient, or the doctor and the nurse. Though the real

indicator of the subject might be only the patient or the doctor. In the triadic interaction,

when the family companion used collaborative plural which indicate the patient and the

companion herself, she tried to ask for the doctor to maintain their positive faces. The

third strategies is the use of hedges to modify the face-threatening acts. The use of

hedges cares for the hearer’s negative face because the basic assumption is that he may

not be willing to do something. When the doctor was giving the advice, hedges can

somehow soften the face-threatening degree. For the family companion, the hedges are

used to soften the requests that ask for the answer or other treatments from the doctor.

If we follow B&L’s model, many face-threatening acts from the excerpts are very

complicated because we need to understand what are the speaker’s communicative

intentions and how the utterances are understood by the listener at the same time. In

addition, the politeness in medical discourse is constrained by the power asymmetry

between the participants and the institutional authority. Not to mention if their social

distance is also a factor to influence their communication. Especially when in

Taiwanese society and culture, politeness in our medical encounters is specific and
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unique. Brown and Levinson’s (1978) politeness has some other explanations and

applications.

5.2 Significance of the Study

Though the scale of this study was not huge, but it surely was the first one to

investigate the actual doctor-patient discourse by using the politeness model in Taiwan.

This study provided a chance to take a glance of face-to-face doctor-patient

communication. Even though the participants themselves may not be aware of the

politeness strategies they subconsciously applied, the parties did involve in the process

of negotiation and created their unique dynamic social distance to achieve their goals in

the communication.

From the excerpts above, the doctor, patient and companion’s uses of different

politeness strategies during their negotiation are influenced by their power asymmetry.

Even the doctor is regarded as the more powerful one in the medical consultations;

sometimes the patient uses bald recommendations to express their requests and

preferences. The family companion cuts in to take control of the consultation or uses

some politeness strategies with their requests. The participants adjust their
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communicative styles according to their power status, and the change of their persuasive

strategies can create the new balance of power. In addition, the triadic communication is

more complex than the dyadic communication in medical discourse. The presence of the

third party in the medical consultation really influences the original power asymmetry

and between the doctor and the patients. When the family companion is more active,

there are usually more discussions in their communication.

The doctor-patient communication is a process of negotiation and co-construction

by the participants. This study shows that the politeness in medical communication is

influenced by the social and cultural factors in Taiwan. All the participants somehow

care for the addressee’s positive or negative faces and at the same time try to maintain

their own faces if possible. The findings from the study illustrate how the power

asymmetry between doctor, patients, and companions affect the way they use politeness

strategies to achieve their communicative goals. And it also allows us to understand the

importance of doctor-patient negotiation to create more equal and harmonious

doctor-patient relationships in Taiwan.
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5.3 Limitations and Suggestions for Future Studies

Though the study provided some new insights related to doctor-patient

communication in Taiwan, one of the limitations was that the study was conducted in

only one clinic. There was only one doctor in this study, so some responses may be

influenced by the personal talking style. The cases were collected in an ophthalmology

department, so usually the diagnosis was clear from the examination conducted by the

doctor in the clinic on the spot. Unlike the medical consultations in internal medicine,

which may contain more discussions by doctor and patient about medical treatments or

shared-decision making, these cases were usually simpler. Nevertheless, this eye doctor

has about 100 patients in each clinic section and barely receives complaints from his

patients. Also, the medical center chosen in this study was representative in Taiwan. As

a suggestion, more doctors could be invited to participate in future studies. Both male

and female doctors could be included as well. The consultations could be collected in

other departments where the chemistry between doctors, patients, and companions

might be different. In our study, there were 45 patients but only 5 family companions.

This imbalance was due to the difficulty of including the participants. Otherwise, the

triadic medical communication could reveal more interpersonal relationships and power
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asymmetry between the participants. Some comparison between dyadic and triadic

medical communication can be done in the future studies.

Another limitation was that we particularly focused on three politeness strategies

used by the participants in the medical consultation. However, their power asymmetry

may be revealed by other linguistic features, such as pauses, interruptions, or questions

which were not covered in our study. Future studies could focus on the features and the

participants’ power asymmetry may be revealed from different aspects through

language. In our study, we only focused on the verbal communication in the medical

consultations; however, the nonverbal communication played an important role as well.

The nonverbal communication could be further explored in future studies.
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