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Abstract 

This dissertation is concerned with analysing medical talk from a CA point of view. The data 
consists of a collection of consultations recorded in a Jordanian hospital. The thesis identifies 
fundamental patterns that underpin these medical consultations in terms of the overall structure 
of the interactions and the turns that make up each segment. Attention is paid to those parts 
where the participants orient to the medical agenda and where they depart from it (referred to as 
�µ�V�L�G�H�� �W�D�O�N�¶ (ST)). ST is recurrent in the data and was found to affect the way sequences are 
opened and closed, the sequences themselves and the turns that constitute them. ST affects the 
delivering of diagnosis and treatment decisions and making the consultation smoother. Medical 
talk has been studied in the context of different countries, such as England, Korea, Taiwan and 
US but not in Jordan. Investigating the sequences and turn- taking in Jordanian medical talk is 
important in order to discover the culturally specific features of Jordanian consultations and 
similarities with consultations in other countries. Thus, analysis focused on how doctors open the 
consultations, how they elicit the necessary information, how diagnosis and treatment are 
managed and how the interaction is closed. A lack of studies analysing the medical talk in Arab 
countries in general and in the Jordanian culture in particular is another reason to provide 
information about the medical interaction from a CA point of view. 
  
The data was collected from a university hospital and the health centre that is affiliated to it in 
Jordan. A total of 20 audio recorded consultations for 20 patients and eight doctors and residents 
from the internal clinic were analysed. Ethical consent was obtained from University of 
Huddersfield, the administration of the hospital and patients and doctors. The data was analysed 
according to a CA framework in which audio recording was conducted in the doctors�¶ 
consultation room, in order to collect the necessary data for the analysis. A quantitative approach 
was also used to count the frequency of the occurrence of features in the Jordanian consultations, 
such as the use of the religious greeting �µ�S�H�D�F�H�� �X�S�R�Q�� �\�R�X�¶ in the opening phase and the use of 
�µ�L�Q�Y�R�F�D�W�L�R�Q�V�¶�� �L�Q�� �W�K�H�� �F�O�R�V�L�Q�J�� �S�K�D�V�H. A transcription to English, including a word by word 
translation and a functional translation for the utterance as a whole, was performed before 
starting the analysis procedure. To investigate the overall structure of the medical talk, the 
findings of Have (2002) and Heritage and Maynard (2006) on the overall structure of doctor-
patient interactions was used to inform the current investigation. Analysis revealed that the 
Jordanian consultations followed the same patterns as identified by these authors based on data 
drawn from medical interactions in different countries. 
   
The findings show that the medical phases (opening, presenting the complaint, history-taking, 
diagnosis, treatment and closing) occur in most of the consultations. Each one of these phases 
had elements that characterise medical talk; some of these features are specific to Jordanian 
medical talk, such as religious expressions and invocations. Religious expressions and 
invocations were used to open consultations or to close certain topics before shifting to new ones 
or to close the consultation as a whole. However, a point of departure from consultations 
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analysed in previous research is the amount of talk that involves moving away from orienting to 
the medical agenda. Side talk occurred in all the phases of the medical interaction with a higher 
frequency in the middle of the consultations (presenting the complaint, history- taking, diagnosis 
and treatment phases) than at the margins (opening and closing). ST was found to play an 
important role in the organisation of the consultations. It also makes the communication process 
smoother because it takes participants away from formality of conversation and helps patients to 
provide doctors with the required information in relaxed context. However, ST was used not just 
to facilitate the transition from one phase to another. This contrasts with Holmes�¶ (2000) findings 
that demonstrated the occurrence of it at the boundaries of social encounters or at transition 
points within an interaction. The occurrence of ST in different forms, such as joking and 
compliment shows how it positively affects the consultations; it plays a role convincing patients 
of diagnosis and treatment decisions. 
 
The overall structure for the Jordanian doctor-patient interaction was found to be in many ways 
similar to that in other countries. However, certain elements that constructed those medical 
phases were restricted to the Jordanian Arabic medical talk. These findings provide a compelling 
resource for King Abdullah University Hospital (KAUH) and other hospitals to help improve 
doctors�¶ communication skills. The use of CA provides hospitals with naturalistic and empirical 
data in addition to a detailed description of how the effective communication occurs in the 
medical consultations.  
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Chapter One 

Introduction  

This study uses conversation analysis (hereafter CA) in an investigation of doctor-patient 

interaction. The data involves a collection of 20 doctor-patient consultations recorded in Jordan. 

It adds to our knowledge of this kind of interaction and institutional talk as a whole, especially in 

terms of the sequential organisation of the consultations. Furthermore, this study demonstrates 

that in these Jordanian consultations doctor-patient talk is interwoven with interaction that 

departs from attention to the medical agenda. These departures occur in each of the various 

stages of the consultations outlined over the following chapters and constitute a significant 

difference between these interactions and those studied by other authors based on consultations 

collected in other countries. Thus, this study makes a crucial contribution to our understanding of 

the way in which participants manage both orientation to addressing the medical problem as well 

as departure from it. Analysis of these departures demonstrates their importance in the 

management of the consultations and of the relationship between doctor and patient. Although 

many CA studies have investigated medical interaction in different cultural settings, analysing 

doctor-patient interaction in Jordan is important in order to discover the ubiquity of these 

patterns that underpin the sequences of the medical encounters. Their recurrent organisation will 

be investigated by answering the research questions of the study:   

1. How are medical consultations organised in this Jordanian hospital? 
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A. What recurrent sections in the Jordanian medical encounters can be identified? 

B. What are the elements through which each phase of the medical encounter is 

constructed? 

2. Where and how do the participants depart from explicit orientation to the medical 

agenda and what impact does this have on the interaction? 

In order to address these questions I will consider: 

1. The designs of each participa�Q�W�¶s turns at talk that make up those sequences. 

2. The impact of characteristics, such as ST (side talk), religious expressions and 

invocations on the turn- taking and sequences. 

This chapter begins with a general introduction to CA, including its foundation and the 

identification of specific tools and aspects of analysis. It also deals with existing research within 

the area of medical interaction. A discussion of statement of the problem, importance of the 

study and significance of the study is provided as well as a summary of the chapters.   

1.1 Introduction to conversation Analysis: its founder and characteristics: 

CA is concerned with the analysis of spoken interaction (talk). Hutchby and Wooffitt (1998, 

�3���������� �G�H�I�L�Q�H�G�� �L�W�� �D�V�� �µthe systematic analysis of the talk produced in daily situations of human 

interaction: talk-in-interaction�¶. It is also defined by Clayman and Gill (2011���� �D�V�� �µboth an 

interpretive enterprise seeking to capture the understandings and orientations displayed by the 
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participants themselves and at the same time, it enforces rigorous standards of evidence made 

possible by the use of recorded data�¶ (P. 590). 

CA was developed in the 1960s by Harvey Sacks at the Univer�V�L�W�\���R�I���&�D�O�L�I�R�U�Q�L�D�����6�D�F�N�V�¶���G�H�F�L�V�L�R�Q��

to study conversation was courageous because few people believed that the details of social 

interaction were strongly organised enough to describe in a systematic way (Heritage, 1984). 

Sacks, Jefferson and Schegloff cooperated with each other to develop CA as an approach in its 

own right���� �-�H�I�I�H�U�V�R�Q�¶�V�� �S�D�U�W�L�F�L�S�D�W�L�R�Q�� �Z�D�V�� �D�O�V�R�� �G�L�V�W�L�Q�J�X�L�V�K�H�G�� �L�Q�� �G�H�Y�H�O�R�S�L�Q�J�� �W�K�H�� �V�\�V�W�H�P�� �I�R�U��

transcribing the data of analysis. CA studies the social interaction that focuses on the structure 

and process of speaking across different contexts and settings (Perakyla, 2008 and Sidnell, 

2009). Therefore, the methodology of CA focuses on analysing naturally occurring interactions.  

In examining interaction, CA considers two things: action and sequence. CA takes action as the 

central feature of tal�N���L�Q���L�Q�W�H�U�D�F�W�L�R�Q�������6�H�T�X�H�Q�F�H���L�V���µa course of action implemented through talk�¶ 

(Schegloff, 2007, p. 9). Sequence is a structurally organised entity (Schegloff, 2007). It is 

�F�R�Q�V�L�G�H�U�H�G�� �W�R�� �E�H�� �W�K�H�� �µengine room�¶ of interaction because of its basic role in establishing, 

maintaining and manipulating interactional roles and identities; therefore, it is necessary to 

examine the moment by moment production of talk (Heritage, 2005). The sequential context is 

crucial. Thus, for example, Cl�L�I�W�� �������������� �I�R�X�Q�G�� �W�K�D�W�� �W�K�H�� �Z�R�U�G�� �µactually�¶ is produced in four 

different positions in the turn by a single speaker, each one is distinguished by its sequential 

position within the ongoing talk. �(�D�F�K�� �D�F�W�L�Y�L�W�\�� �L�V�� �µcontext- shaped�¶ in its design and it can be 

understood by referring to the setting in which the acti�R�Q�V�� �D�U�H�� �S�H�U�I�R�U�P�H�G���� �$�O�V�R���� �L�W�� �L�V�� �µcontext- 

�U�H�Q�H�Z�L�Q�J�¶ in which each action impacts the designing and understanding of the following 
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sequence of actions (Heritage, 1984). Heritage (1984) added that context helps in understanding 

the sequence of talk according to either the goals that participants tend to have or the 

�F�R�Q�Y�H�U�V�D�W�L�R�Q���D�Q�D�O�\�V�W�V�¶���N�Q�R�Z�O�H�G�J�H���R�I���W�K�H�V�H���J�R�D�O�V�����6�R�����E�U�L�Q�J�L�Q�J���L�Q���N�Q�R�Z�O�H�G�J�H���D�E�R�X�W���W�K�H���F�R�Q�W�H�[�W���R�I��

the talk can be used as a resource in interpreting the talk.  

1.1.1 Transcription  

Sacks provided the original collection �Z�L�W�K���F�D�O�O�V���R�I���µmundane conversation�¶ which is one source 

�R�I���&�$�¶�V���D�Q�D�O�\�W�L�F���V�W�U�H�Q�J�W�K���D�Q�G���W�K�H���E�D�V�L�F���G�R�P�D�L�Q���R�I���G�D�W�D���L�Q���&�$�����7�K�L�V���K�H�O�S�H�G���G�L�V�W�L�Q�J�X�L�V�K���&�$���I�U�R�P��

other approaches because it is not based on invented data to be analysed to support a particular 

theory. The use of recorded data, as Heritage (1984) reported, is important in overcoming the 

limitations of intuition and recollection. Moreover, the recorded data is than available for other 

reseachers to access. Heritage also added that the data can be reused and re-examined to look for 

any new findings. The analysis of recorded interaction requires a transcription to help in the 

investigation of the sequences, turn taking, overlapping and other features. The transcription 

system was devised by Jefferson who was a student of Sacks at UCLA. This system is, to CA, 

�µas the electron microscope to subcellular structure of matter what makes observation possible�¶ 

(Clift, 2016, p. 44).  

�-�H�I�I�H�U�V�R�Q���D�G�R�S�W�H�G�� �µmodified standard orth�R�J�U�D�S�K�\�¶���� �µeye dialect�¶ as a transcription method that 

looks to the eye as it sounds to the ear. This modified system helps to convey the spoken 

language as it sounds. This form has to find a compromise between the general accessibility of 

phonetic transcription and access to information which represents the difference in articulation, 
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for ex�D�P�S�O�H���� �E�H�W�Z�H�H�Q�� �µand he�¶�� �D�Q�G�� �µ�D�Q�¶e�¶. Transcription, as Mazeland (2006) argued, helps in 

examining the language use forms in the recorded interaction itself. At the same time, it is 

readable without requiring knowledge of IPA, for example.  

In CA, transcription aims to capture what is said and how it is said (Have, 1999) by including 

details concerning words, intonation, sounds, silences, overlap and even body movements, such 

as gaze, touch, gesture, in addition to laughter and breath.  

CA is different from other methods of analysing interaction since it is based on close observation 

of the world through its method of collecting, organising and analysing the data. Since the 

concern of CA is with trajectories of action rather than individual utterances, it makes the whole 

sequences available for inspection by providing the interaction before and after the target of 

investigation. So, composition is not enough to find what an utterance is doing. The utterance 

alone cannot be relied on to deliver how it is understood by a recipient because its recipient hears 

it in a specific position in an interactional sequence. Therefore, turn taking is essential to 

conversation because it orders and contributes to the design of turns. It helps speakers to 

recognise when to take a turn in a conversation and when another one is talking. Because of the 

importance of turn-taking in interaction, and thus in CA, the next section discusses it in detail. 

1.1.2 Turn -Taking 

In talking about actions and understanding, it is necessary to distinguish between practices of 

speaking and the actions that they implement (Sidnell, 2010). Actions are accomplished by a turn 

and the practices of speaking makes those happen in particular contexts. Turn-taking is the 
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means by which speakers organise their own participation in and through time with each other 

unit by unit. People take turns at speaking and these turns are distributed among them in different 

ways to form a conversation. The model of turn-taking makes the methods clear that speakers 

establish who speaks next and when. In a study by Sacks, Schegloff and Jefferson (1974) entitled 

�µA simplest systematic for the organization �R�I�� �W�X�U�Q�� �W�D�N�L�Q�J�� �I�R�U�� �F�R�Q�Y�H�U�V�D�W�L�R�Q�¶, a model for 

organising turn-taking is proposed. Th�H�L�U���E�D�V�L�F���P�R�G�H�O���F�R�Q�V�L�V�W�V���R�I���µ�W�X�U�Q-constructional units�¶���D�Q�G��

�D���µ�W�X�U�Q-�D�O�O�R�F�D�W�L�R�Q�D�O���F�R�P�S�R�Q�H�Q�W�¶.  

�µTurn-constructional units�¶ (TCUs) are �µthe building stones of turns�¶ (Mazeland, 2006, p. 154), 

and can consist of sentences, clauses, phrases and lexical items. A transition to a next speaker 

may occur in a place at the end of a TCU�����W�H�U�P�H�G���D���µ�W�U�D�Q�V�L�W�L�R�Q���U�H�O�H�Y�D�Q�F�H���S�O�D�F�H�¶ (TRP). The turn-

allocational component relates to who should speak next and there are two techniques to 

determine how a next turn will be allocated: the next speaker is selected by the current speaker 

(it might be through eye gaze, the speaker is explicitly chosen by name, lexical choices 

contri�E�X�W�H�� �W�R�� �V�S�H�D�N�H�U�� �V�H�O�H�F�W�L�R�Q�� �Z�L�W�K�� �µ�Q�H�Y�H�U�¶�� �D�Q�G�� �µever�¶, first part of an adjacency pair, such as 

launching a request which is directed at a particular recipient) or the next speaker self-selects (by 

the next speaker him/herself). In the system of turn constructional units and turn allocation 

components, participants monitor the beginning, continuing and the completion of a turn at talk. 

(Sidnell, 2010)  

The organisation of turn taking is serial (Sidnell, 2010) and is a set of ways that helps the 

contributors to identify the point at which speaker transition becomes relevant. It is organised by 

a set of rules: 
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Rule 1- At the first TRP of any turn: 

a) If the next speaker is chosen by the current speaker in a current turn, then the next 
speaker is obliged to reply, transfer occurs at that point. 

b) If the next speaker is not chosen by the current speaker, so self- selection of the next 
speaker transfer occurs at that point. 

c) �7�K�H�� �F�X�U�U�H�Q�W�� �V�S�H�D�N�H�U�� �P�D�\�� �µbut need not�¶ continue speaking if the next speaker is not 
selected or if no self-selection of the next speaker occurs. 
 
Rule 2- �,�I�� �Q�H�L�W�K�H�U�� �µ�D�¶�� �Q�R�U���µ�E�¶ has occured in this TRP and the current speaker continues, these 

rules from a-c must re-apply in all subsequent TRPs until an efficient transfer occurs. (Sacks, 

Schegloff and Jefferson, 1974) 

If turn-taking is the means by which speakers organise their participation in interaction, sequence 

(a feature of conversational organisation) is the means by which turns of talk occur. Mazeland 

�������������� �G�H�I�L�Q�H�G�� �V�H�T�X�H�Q�F�H�� �D�V�� �µan ordered series of turns through which participants accomplish 

and co-ordinate an �L�Q�W�H�U�D�F�W�L�R�Q�D�O�� �D�F�W�L�Y�L�W�\�¶ (p. 156). For example, questions need answers, 

invitations need accepting or declining. So, there are two mechanisms that are shaping 

sequences: how we pursue affiliation and solidarity and how what we know or claim to know 

figures in what we do. Requests, offers, invitations and others are examples of the two part 

structures that have alternative second pair parts. These structures have different recurrent 

patterns of acceptance and rejections (Heritage, 1984). For example, accepting an invitation 

might be by simple acceptance and no delay. In contrast, rejection might be delayed by a pause 

before delivery, prefaces by using marks, �V�X�F�K���D�V���µuh�¶���R�U���µwell�¶, the use of hesitation, qualifiers 
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and token agreement and apologies. Also, a declination component and an explanation for 

refusing an invitation are recurrent characteristics of rejections.  

Sequences, such as question-answer, request-acceptance and greeting-greeting are called 

adjacency pairs (APs) because they include a first pair part (FPP) and a second pair part (SPP) 

produced by different interactants in a conversation (Heritage, 1984). Also, APs are the most 

powerful manifestation of the adjacency relationship between utterances. They consist of two 

turns which are relatively ordered by different speakers adjacently placed (one after the other) 

and these pairs are pair-type related, such as question-answer. An AP is a paired sequence of 

turns in which the second turn is conditionally relevant to the first. The occurrence of the second 

turn is expected and its official absence is marked. One of Sacks�¶ important insights, when first 

started working on calls to the suicide prevention centre, was that turns are very tightly tied 

together. Saying something (such as your name) provides a slot where the recipient is expected 

to give their name. Seconds may not necessarily directly follow firsts because of some elements 

that may intervene, �V�X�F�K�� �D�V�� �U�H�S�D�L�U�� �µsorry?�¶�� �D�Q�G�� �F�K�D�O�O�H�Q�J�H�V�� �µ�\�R�X�¶�U�H�� �N�L�G�G�L�Q�J�¶. So, the conditional 

relevance for a question, as an example, ensures that participants will inspect any response that 

follows the question to discover if and how it answers it (Sidnell, 2010).  

An AP is a device by which certain actions in a conversation get done. Looking beyond the first 

parts of adjacency pairs helps in examining further implications of adjacent positioning (Clift, 

2016). Sometimes, a repetition occurs as a response �W�R���R�Q�H�¶�V���R�E�V�H�U�Y�D�W�L�R�Q���µ�L�W���L�V���D���O�R�Y�H�O�\���G�D�\�¶���Z�L�W�K��

�µ�L�W���L�V���D���O�R�Y�H�O�\���G�D�\�¶���Z�L�Wh identical prosody in order to attract attention. Repetition might also be a 

possible response, for example a speaker may agree with someone by repeating what that person 
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�K�D�V�� �M�X�V�W�� �V�D�L�G�� �D�V�� �L�Q�� �6�F�K�H�O�R�I�I�¶�V�� �V�W�X�G�\�� ���������������� �7�K�H�� �Q�R�W�L�R�Q�� �R�I�� �D�G�M�D�F�H�Q�F�\�� �L�V�� �X�V�H�G�� �E�\�� �+�H�U�Ltage and 

Raymond (2005) to asses and to examine the involvement of participants in talk with respect to 

what they know and to their rights to know it. Heritage and Raymond suggest that a speaker 

offers an initial assessment through producing a simple declarative evaluation and agreement is 

obtained as a response. So, speakers claim epistemic rights with respect to making assessments 

by means of a combination of grammar and sequential position. For example, below is a turn 

between Norma (N) and Bea (B) analysed by Heritage and Raymond (2005, p. 23). The 

assessment in first position is produced and obtains agreement in the second position. 

�1�����,���W�K�L�Q�N���H�Y�H�U�\�R�Q�H���H�Q�M�R�\�H�G���M�X�V���V�L�W�W�L�Q�J���D�U�R�X�Q�¶ 
    ta : : lk [ing.] 
B:             [h h]   I do too : :  , (p. 23) 

So, the occurrence of a FPP creates a slot for a particular SPP (Sidnell, 2010). SPPs show the 

understanding of the first. In this case, adjacency pairs allow understanding based on a turn by 

turn framework. This means if a speaker responds inappropriately to a first part, the speaker of 

the first part can see that the part was not properly understood. Thus, adjacent positioning is 

central in the establishment of intersubjectivity. 

APs are common in institutional talk. For example, in question-answer sequences, FPP is a 

question and commonly the SPP answers that question as in the court room, classroom, interview 

and in doctor-patient interaction. When the FPP involves an invitation or a request, the SPP 

accepts or refuses it. This indicates that they are pair related (Clift, 2016) 
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Moreover, the turn- taking system is essential in all interaction, including institutional talk. Turn 

design is formed from choosing the action that is needed to be accomplished in the turn 

(established through the prior turn) and the selection of particular ways to design the turn (Drew 

and Hertiage, 1992). Although all settings of institutional talk have their patterns of turn-taking, 

in formal settings, such as court-rooms and interviews the design of the turn is more restricted 

than in non-formal settings, such as medical interactions. The turn-taking in medical talk is more 

�µconversational�¶ than the talk in courtroo�P�V���R�U���F�O�D�V�V�U�R�R�P�V�����'�H�V�S�L�W�H���L�W�V���µconversational�¶ mode, the 

question-answer sequence is the followed procedure as Drew and Heritage (1992) state: 

These specialised but non-formal interactions often involve discernable transitions from a 

�P�R�U�H���µconversational�¶ mode into a series of questions and answers. (P. 39) 

 The next section provides a discussion of one type of institutional talk- medical interaction from 

a CA point of view. 

1.2 Medical Interaction 

The initial focus of CA was mainly on everyday interaction, however, it has expanded to include 

the interaction in institutional settings, such as medical clinics (Heritage and Robinson, 2006), 

classrooms and courtrooms (see Sidnell and Stivers, 2013). The ethnomethodological view states 

that the setting of the institutional talk is not what determines its institutionality because work 

might be discussed at home, and interaction unrelated to work may occur in an institutional 

setting. It is determined by the work activities and interaction in which participants are engaged 

(Drew and Heritage, 1992). Therefore, they name three characteristics of institutional talk: 
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1. It is goal- oriented in institutionally relevant ways. 

2. It includes specific constraints on contribution. 

3. It might be associated with inferential frameworks which refer to specific institutional   

context. (p. 22) 

The analysis of institutional talk has become a central focus of CA and many studies have been 

conducted on different institutional settings (see Sidnell and Stivers, 2013). This includes studies 

on medical encounters, which is the focus of this study. Investigating doctor-patient interaction 

began in the late of 1970s. Previous studies have focused on recurrent patterns of turn taking and 

the design of adjacency pairs in sections of the consultation, such as in presenting the complaint 

(Heritage and Robinson, 2006), history- taking questions (Heritage and Robinson, 2006), 

delivering of the diagnosis (Perakyla, 1997 and 1998) and treatment suggestions (Angell and 

Bolden, 2015). Furthermore, analyses have focused on the acceptance or rejections of diagnosis 

and treatment (Ijas-Kallio, 2011). All in all, Heritage and Maynard (2006) state that the analysis 

of medical care includes consideration of  

�‡The structure of the primary care visit (Heritage and Maynard, 2006).  
�‡���7�K�H���V�H�T�X�H�Q�F�H���V�W�U�X�F�W�X�U�H���L�Q���Z�K�L�F�K���V�S�H�F�L�I�L�F���W�D�V�N�V���D�Q�G���D�F�W�L�Y�L�W�L�H�V���D�U�H���S�H�U�I�R�U�P�H�G�����5�R�E�L�Q�V�R�Q��and   
  Heritage, 2006).  
�‡���7�K�H���G�H�V�L�J�Q�V���R�I���H�D�F�K���S�D�U�W�L�F�L�S�D�Q�W�¶�V���W�X�U�Q�V���D�W���W�D�O�N���P�D�N�L�Q�J���X�S���W�K�R�V�H���V�H�T�X�H�Q�F�H�V�����/�L���������������� 

As shown in section 3.4.2 Data Analysis, the overall structure of a medical visit is found to be 

made up of recurrent patterns and sequences including opening, presenting the complaint, 

examination, diagnosis, treatment, and closing (Gill and Roberts, 2013). This organisational 

structure is created from the inclusion of recurrent activities that occur in a specific order. Have 

(2000) considered the overall structure of medical consultations; while other authors focused on 
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a common sequence in the medical interaction, such as opening, closing, history- taking, 

diagnosis and others (Ong, de Haes, Hoos, and Lammes, 1995; Park, 2013; Perakyla, 1997 and 

1998; and Robinson and Heritage, 2005). The present study aims to investigate the overall 

structure of the medical consultations at a Jordanian university hospital through analysing the 

collection of consultations from the beginning to the end. However, since the talk sometimes 

moves away from the medical agenda, these sequences will also be considered along with their 

recurrent placement in the consultations and how they contribute to the overall design and 

management of the interactions. 

1.3 Sequential organisation of conversations in different cultures  

This thesis is not centrally focused on the relationship between the medical consultations and the 

cultural context of their occurrence. However, it is interesting to consider whether some of the 

patterns that occur in the current data are related to the wider cultural context. This is especially 

relevant since some of the patterns in my data are distinct from those identified in other (largely 

western) contexts. Thus, here I briefly discuss the relationship between interaction and culture. 

Similarities and differences in the recurrent organisation of sequences occur between ordinary 

conversations and institutional ones. Furthermore, the sequential organisation of the same type of 

conversation might vary across cultures. For example, by using CA, Moerman (1988) provides 

evidence to support this when he conducted a comparison between Thai and American court-

rooms which included some comparison of these cultures. The study demonstrates that some 

cross-cultural comparison is possible by using CA. For example, in the case of similarities, the 

legal system in Thailand is the same as British and French regarding the turns of speaking. 
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Question-answer pair is the followed format; therefore, the turns are allocated between only two 

participants. In contrast, the occurrence of prolonged pauses is more frequent in Thai than 

Anglo-American trials because of the absence of a stenographer and the judge, instead, 

handwrites the testimony. 

All in all, similarities and differences between cultures in terms of the sequential organisation in 

the court room (Moerman, 1988) draw the attention of the researcher of the present study to 

consider the possible differences and similarities between the Jordanian medical interactions and 

the studies that were conducted in other cultures. However, any findings relating to the cultural 

context of these interactions must remain highly tentative as the data is drawn from a single 

hospital. Furthermore, CA traditionally eschews explaining patterns in the data by relating them 

to external factors, such as the cultural context of the talk.  

1.4 Side talk 

Interestingly, although this study is in an analysis of medical consultations, a noticeable feature 

of the data was that the participants recurrently departed from the medical agenda to engage in 

talk that was more akin to ordinary conversation. This is important in CA since it is recognised 

that medical talk in the physical context of a hospital does not only necessarily constitute 

medical talk (Drew and Heritage, 1992). In this section, I discuss this kind of non-medical talk 

and its terminology. 

In 1923, Malinowski (cited in Coupland, Coupland and Robinson 1992) defined �µphatic 

communion�¶�� �D�V�� �µa type of speech in which ties of union are created by a mere exchange of 
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words, when people aimlessly gossip�¶ (p. 208). �µ�3�K�D�W�L�F���W�D�O�N�¶���L�V���W�K�H��original concept of small talk 

(Coupland, 2000) which is a space-filling or purposeless talk and it is not concerned with 

information. The negotiation of interpersonal relationships through small talk leads to the main 

function of small talk which is to preserve and strengthen social relationships between speakers 

(Dooly and Tudini, 2016; Holmes, 2003; Holmes and Fillary, 2000; Hudak and Maynard, 2011; 

and Sarjanoja, Isomursu and Hakkila, 2013). �6�P�D�O�O�� �W�D�O�N�� �µ�R�L�O�V�� �W�K�H�� �V�R�F�L�D�O�� �Z�K�H�H�O�V�¶���� �W�K�H�U�H�I�R�U�H���� �Lt is 

uncommon for the interaction in a workplace to go smoothly without it as indicated by the 

research of the Wellington Language in the Workplace Project. Investigators, such as Coupland 

(2000) and Holmes (2000) noticed differences between small talk and work talk in the sense that 

features of the former are interpersonal, relational and not goal oriented and value rational, 

whereas the talk at work contains instrumental, transactional, means-end rational and goal 

oriented features. Holmes (2000) found that there is a connection between small talk and work 

talk in which small talk plays a role in facilitating the instrumental activities because, at the 

beginning, it helps in the transition from social talk to work talk. At the end, it provides a way to 

finish on a positive note by referring to personal components of the relationship after a period of 

time when the work was dominant in the interaction. In contrast, Van De Mieroop (2016) noticed 

that there was limited evidence of the contribution of small talk in the interpreted medical 

interactions in the northern part of Belgium. The role of small talk was not sufficient in 

establishing interpersonal relationships between participants across language barriers. It was 

added that small talk is more likely to occur at the edge of formal and informal interaction 
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(opening and closing) than a central place but also it may occur at transition points within an 

interaction (Holmes, 2000 and Laver, 1975).  

Although the above mentioned researchers use the term �µ�V�P�D�O�O���W�D�O�N�¶, the researcher of the present 

study argues that this term cannot convey the exact meaning of moving away from the medical 

agenda. �$�O�V�R���� �µ�S�K�D�W�L�F�� �F�R�P�P�X�Q�L�F�D�W�L�R�Q�¶�� �D�Q�G�� �µ�V�P�D�O�O�� �W�D�O�N�¶�� �S�R�V�V�L�E�O�\�� �F�D�U�U�\�� �Q�H�J�D�W�L�Y�H�� �F�R�Q�Q�R�W�D�W�L�R�Q�V����

suggesting this kind of talk is less important than the institutional talk it accompanies. It was 

argued that small talk or phatic communion does not convey information where�D�V�� �µ�W�U�X�H�¶��

communication as labeled by Coupland et al (1992) implied real purpose beyond presenting 

serious information (Tracy and Naughton, 2000). Tracy and Naughton clarify that phatic 

communion includes topics, such as greeting, accounts of irrelevant happenings, purposeless 

expressions of preference and comments on what is perfectly obvious. 

Jaworski (2002) states that there are different terms for small talk including chit-chat, gossip, 

casual conversation, social talk, minimal conversation. �$�O�V�R�� �µ�R�I�I-�W�R�S�L�F�� �F�K�D�W�¶�� �L�V�� �X�V�H�G�� �D�V�� �D�Q�R�W�K�H�U��

term for small talk (Macdonald, 2016). Jaworski notes that researchers may use the same term 

but refer to different topics because they think that particular terms are interchangeable. Other 

researchers argue that these different terms of small talk do not convey the same meaning. 

Whether all these terms are the same, or each or some of them, express different phenomena, 

they generally indicate non-work related talk (Holmes, 2000).  

Coupland (2000) states that all the different labels of small talk are a range of non-serious, 

informal minor and unimportant talk and serve general communicative purposes. In a workplace, 
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small talk is not task oriented since it ranges between phatic communion and social talk. 

Malinoski (cited in Coupland et al, 1992) and Coupland (2000) described small talk or phatic 

communion as purposeless and aimless talk as mentioned above. Turner (1973) described it as 

�µ�H�P�S�W�\�¶���W�D�O�N���E�H�F�D�X�V�H��it is not task-oriented. Small talk or whatever it is called can be expanded or 

dropped easily from a conversation (Holmes, 2000). This kind of talk occurred in examples of 

the present data where it does not relate to the medical agenda and in other examples it occurs as 

a gap filler. The function of small talk as a gap filler might be considered a positive point to 

reduce the unpleasant feeling or to break the silence.  

Other researchers, such as Coupland et al (2000) and Holmes (2000) consider small talk valuable 

to the establishment of interpersonal relationships. It is proved that it helps in building solidarity 

and collegiality that will have a positive effect on the atmosphere of the workplace (Holmes and 

Stubbe, 2003). Moreover, small talk might be concerned with relational concerns, such as 

humour, gossip, and topics about movies, pets, fashion and weather. Valencia (2009) declares 

that this type of talk might contribute in relieving the stress of work. Valencia adds that social 

talk might also take part in the workplace in which employers present topics, such as substituting 

for a colleague or applying for leave. This indicates that small talk might relate to the work but 

not to the core of business talk. This result contrasts with what is reported in the current study. 

This type of talk is noticed to be task-oriented in most of the consultations and relates to the 

medical agenda of the present data. Doctors move away from the medical agenda to support the 

main purpose of it through discussing topics that might seem irrelevant to the main topic of the 

consultation but a correlation occurs later when the participant pulls the conversation back to the 
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medical agenda to show the seriousness of the talk that is presented in the form of additional talk. 

For example, in some consultations, doctors deliver treatment in a form of additional talk to 

convince the patient of it. Also, when side talk between medical professionals occurs during the 

consultation or at the end of it, it is noticed that this talk is task-oriented because it supports the 

main topic of the medical agenda. Medical professionals might discuss a suggested treatment or 

certain required test and this kind of discussion relates to a patient case which is the main topic 

of the consultation. In other cases doctors gather the required information from patients through 

asking them questions that might seem to not really support the main topic, such as asking 

personal questions that might help in the diagnosis process. Other questions might be about the 

job of the patient to determine the health insurance type or the financial status of the patient that 

will cover the suggested treatment. One of Macdonald's findings (2016) supports gathering 

information procedure. Macdonald used the term small talk to include all types of talk whether it 

supports or does not support the core of business talk. I disagree with Macdonald in calling talk 

that does support the core of the business talk �µ�V�P�D�O�O���W�D�O�N�¶.   

If the term �µ�V�P�D�O�O�� �W�D�O�N�¶��is used in the present study, it has implications that all the examples 

include phatic communion or only serve the interpersonal relationships despite the difference 

�E�H�W�Z�H�H�Q���S�K�D�W�L�F���F�R�P�P�X�Q�L�R�Q���D�Q�G���µ�W�U�X�H�¶���F�R�P�P�Xnication. It might be perceived that there is no true 

communication that includes serious information (Coupland et al, 1992). The occurrence of a 

side sequence that provides serious information, such as delivering diagnosis and treatment was 

noticeable in the present data. �µT�U�X�H�¶���F�R�P�P�X�Q�L�F�D�W�L�R�Q term, on the other hand, could not be used 

alone because readers might think that all examples provide serious information and there is no 
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small talk at all in the medical agenda. Therefore, there is a need for a neutral term that covers 

these two together. Tsang (2008) states that there is no consistency in using the different terms of 

small talk and none of the small talk terms helps in describing the type of side sequence that 

relates to the main topic of the conversation and which is task oriented, such as the contribution 

of a side sequence in delivering diagnosis and treatment and in convincing patients. Therefore, 

the researcher of the present study introduces a term �µs�L�G�H���W�D�O�N�¶�����K�H�U�H�D�I�W�H�U���6�7����as a more neutral 

term to avoid some of the implications of the term �µ�V�P�D�O�O�� �W�D�O�N�¶����In the present data ST term 

includes two different forms of talk: talk that supports the main topic of the medical agenda 

(task-oriented) and talk that does not relate to the medical agenda but might serve the 

�L�Q�W�H�U�S�H�U�V�R�Q�D�O�� �U�H�O�D�W�L�R�Q�V�K�L�S�V�� �R�U�� �I�L�O�O�� �W�K�H�� �µ�G�H�D�G�¶�� �W�L�P�H�� �L�Q�� �W�K�H�� �Z�R�U�N�S�O�D�F�H�� ���+�R�O�P�H�V���� ��������������This talk 

�P�L�J�K�W���E�H���µ�E�L�J�¶���W�D�O�N��and meaningful as Walsh (2007) and Macdonald (2016) described it because 

of its positive impact not only on the interpersonal relationships but also on the core of business 

talk. 

Another reason for introducing the term �µS�L�G�H�� �W�D�O�N�¶��is that it may be more appropriate in CA 

because it specifically refers to the sequence and that is what CA studies, whereas small talk 

makes an implication about what the talk is about which is not what CA is concerned with. In the 

present study, ST is classified into side sequences that relate to the main topic of the medical 

agenda and ST that does not relate to the core of the medical context. Also, different forms of ST 

are discussed in the chapters of analysis. Moreover, the present data shows how ST at the 

boundaries of the consultations might be different from the middle of it (diagnosis and treatment 
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phases). All these points might guide future studies to investigate the categories in more detail 

and to learn about them and might supply a more specific term to define this kind of talk.  

1. 5 Statement of the problem 

In the last few years, the success to the doctor-patient relationship has been threatened. Various 

instances of violent behaviours have occurred between doctors and patients in the Jordanian 

hospitals and this might be for several reasons. One of them, which is the concern of the present 

study, is the communication skills between the participants. Different surveys in the Jordanian 

newspapers, �V�X�F�K�� �D�V�� �µAlrai�¶ connected the situation to the communication problems between 

patients and doctors. It was noticed that doctors give more attention to the diseases than to the 

patients themselves. Doctors do not give patients much of their time to discuss their health 

problems which will affect t�K�H���S�D�W�L�H�Q�W�V�¶ presentation of these health problems.  

Personally, I faced many communication problems when I was visiting the hospitals. While 

discussing health problem with the doctors, I noticed that some phases of the medical talk did not 

occur during any of my visits to the hospital, such as the opening, physical examination and 

closing phases. Sometimes, I had to ask the doctors about the reason for such treatment because 

the doctor did not provide me with the diagnosis. As I experienced these problems, others may 

also have had similar experiences. Awareness of my own experience and the wider issue in 

Jordan led me to an interest in analysing doctor-patient interaction. Analysing the overall 

structure of the medical interaction including opening, presenting the problem, diagnosis, 
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treatment and closing would form the basis of helping to provide an understanding of both 

successful consultations and those that go away. 

1.6 Significance of the study 

�7�K�L�V���V�W�X�G�\�����W�R���W�K�H���U�H�V�H�D�U�F�K�H�U�¶�V���N�Q�R�Z�O�H�G�J�H�����L�V���W�K�H���I�L�U�V�W���W�K�D�W���D�Q�D�O�\�V�H�V���P�H�G�L�F�D�O���W�D�O�N���L�Q���-�R�U�G�D�Q���I�U�R�P���D��

CA point of view. Additionally it is the only extended empirical study of medical consultations 

in Arabic. Furthermore, while previous studies mainly focused on one section of medical talk, 

this study evaluates all the consultation.  

In CA, contexts are considered to be constituted by participants�¶ actions through following 

certain rules or patterns in terms of the design of sequences and turns and in sticking an 

institutional agenda (in institutional contexts). In the data of the present study participants depart 

from the patterns that constitute medical talk moving to closer to ordinary conversations. This 

departure from the medical agenda demonstrates how participants can collaborate to produce talk 

that is less institutional within the s�D�P�H���F�R�Q�V�X�O�W�D�W�L�R�Q�����U�H�V�X�O�W�L�Q�J���L�Q���µside talk�¶. ST was noticeable 

in the data of the study especially in the centre of the consultations, which contrasts with the 

studies that identified the occurrence of ST at the boundaries of the conversation. The ubiquity of 

ST in the data motivated the researcher to analyse its impact on the medical consultations.  

Finally, the results of this study have important implications for medical practice because the 

hospital requested a copy of the results for the administration team in order to help them improve 

the performance of the doctors if necessary. Thus the results of this study may be considered 

important to the hospital. CA provides analysis of naturalistic data, thus facilitating detailed 
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description of how medical communication develops instead of relying on reports that are 

generated through surveys and interviews (Sidnell and Stivers, 2013 and Webb, 2009). Webb 

argued that CA can provide policy makers and health care practitioners with the necessary 

information to evaluate this kind of communication. Also, Sidnell and Stivers (2013) state that 

CA is an important approach for researchers, who seek to improve the relationship between the 

participants to positively affect the quality of the medical care. Webb, and Sidnell and Stivers�¶ 

views support the practical benefit of the present study that identifies the recurrent turns and 

sequences through which the participants design the medical consultations. Detailed analysis 

helps in assessing the different strategies which doctors use to gather information about the 

patients' health problem. These ways reflect how doctors are willing to listen to patients and to 

pay attention to patients more than their diseases, which is one of the main problems that was 

raised about the Jordanian medical system.  

1.7 The organisation of the thesis 

The thesis is organised in the following manner. Chapter Two discusses the literature related to 

my study and includes three main sections. The first one includes background information about 

turn-taking system. The second section includes consideration of the few studies that discussed 

the overall structure of medical talk; therefore, subsections for each medical phase (opening, 

history- taking, presenting complaint, diagnosis, treatment and closing) are generated to show the 

patterns within each phase. Finally, the focus is drawn to side talk because of the recurrent 

occurrence of it in the data of the present study. Chapter Three relates to the methods and 

methodology of data collection and includes all necessary information about how the sample was 
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made, ethical considerations, data collection procedures, data analysis procedures and validity 

and reliability of the study.  

Chapters Four, Five, Six, and Seven relate to the findings of the study and the discussion of 

them. Chapter Four includes all the findings relating to the opening section. The chapter begins 

with a presentation and discussion of the opening sequence order in the Jordanian consultations. 

Notable findings on the opening sequence in the data of the study were also provided in addition 

to other general findings. This chapter closes with a focus on ST and its occurrence in the 

opening section, the responses to it and the forms of its occurrence. The focus of Chapter Five is 

on presenting the complaint and history- taking phases. The chapter discusses how presenting the 

complaint and history- taking sequences are formed. As in Chapter Four, the chapter discusses 

the occurrence of ST in these two phases. Chapter Six follows the same patterns as in Chapters 

Four and Five with the focus on diagnosis and treatment phases which are also part of the central 

consultation. The strategies of delivering diagnosis and treatment are discussed in depth. In 

addition, patients�¶��participation in treatment decision is reported and explained in this chapter. 

ST is also discussed in this chapter, its occurrence, forms and responses to it. Chapter Seven 

focuses on the last phase in the medical talk which is closing. In this chapter the main sections of 

the closing are discussed underlying the pre-closing section by analysing some examples that 

cover the cases in which they occur, such as future arrangements and summaries. Opening new 

concerns or pre-mentioned topics is then discussed before moving to the closing. ST also has its 

role in this chapter because of its existence in the closing of the medical consultations of the 

present study; therefore, its forms and responses are discussed. The last chapter of the 
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dissertation is the conclusion. In addition to summarising the main findings, this chapter includes 

the implications and limitations of the present study as well as recommendations for other studies 

that might be conducted in the future.  
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Chapter Two 

Literature review  

After providing a background on CA, institutional talk in general and medical talk in particular; 

this chapter provides a review of empirical studies of doctor-patient interaction. The literature is 

presented according to the representative and contrastive approaches. The chapter discusses the 

related literature in which the previous studies are presented in the same vein. Also, the 

contrastive approach is presented while discussing those previous studies that were done in the 

same vein but in different countries and cultures. Existing research is often centrally concerned 

with the recurrent sequences that constitute medical consultations. Attention is sometimes paid to 

departures from the medical agenda in the form of small talk or side talk. The chapter begins 

with a general background about the studies that investigate the turn-taking in medical 

interaction. Consequently, the chapter includes two main sections: the overall structure of doctor-

patient interactions, and departures from that structure in the form of ST. I divide the first section 

into subsections covering: 2.1.1 the opening; 2.1.2 presenting of the problem; 2.1.3 diagnosis and 

treatment section; 2.1.4 the closing.  

2.1 Background 

Institutional talk is divided into formal and non-formal settings (Drew and Heritage, 1992). 

Medical talk commonly comes under the non-formal talk because of the asymmetrical 

distribution of turns between participants (Drew and Heritage, 1992). Also, turn taking is not 



45 

 

highly constrained within particular procedures as in formal settings, and the patterns are less 

uniform. Medical interaction is considered to be institutional talk because of its inclusion of 

dimensions that distinguish it from the ordinary talk including lexical choices, sequence 

organisation, turn design, and overall structural organisation (Drew and Heritage, 1992). There is 

a long history of studying medical talk in CA. Medical interaction has received analystic 

attention since the late of 1970s (Sidnell and Stivers, 2013); many have focused on the different 

phases that make up consultations, such as the opening sequence in the medical talk (Heath, 

1981), physical examination (Heath, 1986), delivering and reception of diagnosis news 

(Perakyla, 1998), treatment decision (Collins, 2005), and closing phase (Park, 2013) 

Institutional talk is mostly characterised by the organisation of turn-taking; each form of formal 

and non-formal talk has its turn-taking system.  For example, in formal settings, such as court- 

rooms and classrooms the turn-taking patterns are generally strict and uniform. The turn-taking 

in a specialised speech exchange system, such as those in institutional interactions, might be 

formed through ordering the turns content and length, and speakership (Clayman, 2013). For 

example, in the court room, the specialised speech exchange system presents the witness and 

attorney with a strict pattern of question and answer turns through which examination and cross-

examination is performed (Drew, 1992). The form of the turn-taking might be to control the 

participation of the speakers in a conversation (Drew and Heritage, 1992). In contrast, the 

patterns of turn-taking in non-formal settings are less uniform. The turn-taking system is more 

conversational o�U���µ�T�X�D�V�L���F�R�Q�Y�H�U�V�D�W�L�R�Q�D�O�¶ than in formal settings despite the institutionality of the 

talk, as in medical interactions (Drew and Heritage, 1992). However, medical talk is 
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distinguished from ordinary talk in various ways: it is designed by goal orientation in which a 

particular goal is oriented by participants or at least by one of them. Also, medical talk is 

connected with a supposed framework in which particular phases in a certain order are supposed 

to occur. In addition, a question-answer sequence is generally the prevalent sequence in medical 

interaction especially when the doctor uses questions to gather the necessary information about 

the patient�¶s case (Drew and Heritage, 1992). Furthermore, specific constraints may occur to 

facilitate the contribution of one or both speakers as in the use of perspective-display series 

(Maynard, 1991). Doctors mostly use this technique to deliver bad diagnosis and it includes three 

turns:  

1. Doctors ask patients for their opinion or perspective. 

2. Patients present their views and assessment. 

3. And then doctors deliver their diagnosis.  

�'�R�F�W�R�U�V�¶ invitation for delivery of patients�¶ perspectives affects the length of the turn because of 

the participation of the patients in the assessment before the doctors deliver their diagnosis or 

assessment. 

In a significant study about the types of turn-taking in GP consultations, Li (2015) discussed the 

occurrence of certain turn types in interpreted consultations (prototype, extended turns, 

monolingual talk, overlaps, pauses, ignored turn, backtrack talk, backup translation, and semi-

interpreted). Despite the focus of this study on the interpreted consultation, it is important 

because of the specification of the types of turns that might occur in medical talk, which suggests 
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that some of these turns can be found in normal medical interactions where no third part will be 

speaking between the main two parts.  

In medical talk, participants use turns for different purposes: to correct or add something, 

reinforce, as well as to ask and, perhaps most commonly, to answer questions (Lorinc-Sarkany, 

2015). All these purposes might affect the length of turns. One more element that could affect the 

length of the turns is bilingualism where English patients have to repeat themselves to be 

understood by Spanish doctors (Valero-Garces, 2010). However, in the present study there were 

no language difficulties to be overcome.  

A noticeable feature of medical consultations is that, as in other kinds of institutional talk, they 

are overwhelmingly characterised by sequences of questions and answers (Drew and Heritage, 

1992). Lydford (2009) identified certain types of questions that were used in the medical 

interaction to solicit information from the patients  

�‡  Polar questions: they are closed questions in which their answers will be restricted with 
yes or no. 

�‡ Open questions that invite the speaker to create lengthy answers. 

�‡ X-questions that have an interrogative structure and seek for specific restricted answers. 

These forms of questions usually begin with wh-words, �V�X�F�K���D�V���µwho was feeling ill?�¶ 

In a quantitative study by Lorinc-Sarkany and Alexandra (2011), �µ�F�X�U�U�H�Q�W�� �V�S�H�D�N�H�U�¶�V�� �V�H�O�H�F�W�L�Q�J��

�Q�H�[�W���V�S�H�D�N�H�U�¶���D�Q�G���µ�V�H�O�I-�V�H�O�H�F�W�L�R�Q�¶ were recurrent. Self- selection by the patient occurred 12 times, 

whereas the selecting of the next speaker by the doctor occurred two times less than the self-
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selection technique. A notable feature in this study is the use o�I�� �µselecting next speaker�¶ which 

the patient opted for more than the turns of self-selection and this relates to the dependence of 

this study on history- taking procedures in which the patient was the one who kept asking the 

doctor questions and the latter answered those questions. Although the results of this study are 

notable because the patient asked more questions than the doctor, the results cannot be 

generalised because it is based on only one patient and one doctor.   

Belder (2013) ex�D�P�L�Q�H�G���W�K�H���L�P�S�D�F�W���R�I���W�K�H���G�R�F�W�R�U�¶s talk on the structure of turn-taking to discover 

the relationship between their talk and their authority. This was done by comparing medical 

interaction in institutional and domestic situations. The use of open questions was clearer in the 

institutional encounter than in the domestic �R�Q�H���� �7�K�H�� �S�D�W�L�H�Q�W�¶s domination of the turn-taking 

system after the doctor began the sequence with an open question was noticed. Belder found that 

this preallocation of turns occurs in the early phases of the medical talk to supply the doctor with 

the needed information for the diagnosis and treatment decisions. On the other hand, as a 

possible indication of the dominance of the doctors, Lorinc-Sarkany (2015) noticed that the turns 

of the doctors were longer than the patient�V���� �$�O�W�K�R�X�J�K�� �W�K�H�� �E�D�V�L�V�� �R�I�� �%�H�O�G�H�U�¶s study was on one 

institutional interview which impacts its reliability, it suggests that patients control the turn-

taking in most of the encounters to provide the doctors with the necessary information for 

diagnosis and treatment. Also, as in my study (see section 6.1.2 The evidence formality pattern 

(EFP) in the diagnosis and treatment chapter), Sarkany found the doctors�¶ turns were longer in 

the diagnosis and treatment phases to explain and convince the patients of their decisions.  
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Echoing Lorinc-�6�D�U�N�D�Q�\�¶s (2015) finding that participants use turns to correct or add something, 

to reinforce and to ask and answer questions, Heath (1992) noticed that doctors encouraged the 

patients to respond to the diagnosis decision by asking them a question. In addition, other 

�W�H�F�K�Q�L�T�X�H�V�� �L�Q�� �+�H�D�W�K�¶s study, were used b�\�� �G�R�F�W�R�U�V�� �W�R�� �H�Q�F�R�X�U�D�J�H�� �S�D�W�L�H�Q�W�V�¶ responses to the 

diagnosis. For example, doctors showed tentativeness by using expressions, �V�X�F�K�� �D�V�� �µI think�¶. 

Also, when the doctor did not have clear evidence for their diagnosis, they used expressions, 

such as �µin fact�¶�� �D�Q�G�� �µactually�¶. Finally, doctors delivered the diagnosis in a way that contrasts 

with the patients�¶ complaint. Doctors, sometimes, presented the assessment in a way that 

contrasts with the complaint of the patients to encourage them to participate by providing them 

with more explanation on their health problem. All these techniques to encourage patients to 

respond to the diagnosis assessment affect the length of the turn. The response might be short 

showing acceptance or not full acceptance, or it might be long because of the resistance of the 

patients. In addition, the sequences of the medical talk and the elements that construct these 

sequences has an impact on the design of the turns; therefore, the next section of this chapter is 

concerned with the studies that investigated each phase of the overall structure of the medical 

talk to discover the elements and strategies that distinguish and characterise them. 

2.2 The overall structure of doctor- patient interactions: 

Most of the studies on doctor-patient interaction have concentrated on analysing a certain 

sequence or sequences of the medical talk including; the opening (Gafaranga and Britten, 2003), 

presenting the complaint and asking historical questions (Heritage and Robinson, 2006), the 

diagnosis (Parakyla, 1998), the treatment (Angell and Bolden, 2015), and the closing (Park, 
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2013). In the upcoming sections, each phase of the medical talk will be discussed through 

reviewing the previous studies that have analysed them. Reviewing the existing literature on 

medical consultations allows comparison with the Jordanian consultations in my collection, thus 

facilitating the identification of similarities and differences in terms of the way consultations are 

recurrently designed and structured, which is a central aim of the present study.  

2.1.1 Opening 

Successful interaction between physicians and patients is important for two reasons: Firstly, it 

affects the exchange of information and the establishing of the relationship between them (Gask 

and Usherwood, 2002; Makoul, 2001; and Ong et al., 1995). Secondly, it provides a facilitative 

�H�Q�Y�L�U�R�Q�P�H�Q�W���W�K�D�W���Z�L�O�O���D�I�I�H�F�W���W�K�H���S�D�W�L�H�Q�W�¶�V���U�H�V�S�R�Q�V�H�V���F�R�Q�F�H�U�Q�L�Q�J���W�K�H�L�U���K�H�D�O�W�K���S�U�R�E�O�H�P���S�U�H�V�H�Q�W�D�W�L�R�Q��

(Robinson, 1998). Because of the importance of the opening phase, researchers, such as Chester 

et al (2014) and Robinson (2012) have investigated how physicians open the medical encounter 

by focusing on the elements that construct this phase.  

The construction of the medical encounter includes opening sequences, such as greeting the 

patients, introducing the doctors, looking of the patient�¶s records or asking them personal details 

(Chester et al, 2014 and Robinson, 2012). Greeting exchanges also occur in everyday interaction 

(Schegloff, 1968). Schegloff states that opening sequences might also involve another adjacency 

pair, such as the �µhow are you�¶ (hereafter HAY) pair. He clarifies that a conversational partner 

can start a conversation with a general first topic, such as HAY inquiries. When Schegloff and 

Sack (1973) discussed the overall conversational organization and the distribution of talk 
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between participants, they mentioned HAY talk as an example of talk that cannot be considered 

as a first topic because they are only developed slightly at the beginning of a conversation. HAY 

inquiries were also identified by Coupland et al (1992) who noticed the common occurrence of 

HAY pairs in the opening of conversations. Sacks (1975 cited in Coupland et al., 1992) states 

that HAY questions can be used �D�V���D�Q���H�[�F�K�D�Q�J�H���R�I���J�U�H�H�W�L�Q�J�V���L�Q���µminimal proper conversations�¶ 

to gather information about personal or value states. These questions are used to invite more talk, 

�D�V�� �L�Q�� �µ�+�R�Z�¶s everything with you?�¶ �7�K�L�V�� �N�L�Q�G�� �R�I�� �L�Q�T�X�L�U�\�� �L�V�� �F�D�O�O�H�G�� �µconventional�¶ because a 

conventional answer, �V�X�F�K���D�V���µOkay�¶ is what this type of question generally receives. Also, these 

questions include a possible request for an up�G�D�W�H�� �R�Q�� �D�� �N�Q�R�Z�Q�� �W�U�R�X�E�O�H���� �D�V�� �L�Q�� �µHow are you 

feeling?�¶�� �D�Q�G�� �µHow are you doing, honey?�¶ which require a clarification as a response. In 

general, a connection between the initial sequences in everyday interaction and the medical 

consultations occurs clearly in the greeting sequence. Despite the differences in the settings of 

the conversations, the initial phase begins with a greeting sequence.  

Previous researchers have identified the occurrence of HAY talk in the opening sequences of 

conversation. However, no recent study has discussed it in medical talk. Therefore, the present 

study analyses the opening phase of medical talk to investigate the use of HAY sequences in 

addition to greeting sequences, and its impact on the medical interaction.  

2.1.2 Presenting the problem and History- taking  

After the opening of the consultation, participants move to a new sequence where the patient 

presents the reasons for the visit and then the doctor begins collecting information about the 
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patient�¶s medical history. Presenting the complaint phase is characterised by different forms of 

open questions that facilitate the pres�H�Q�W�D�W�L�R�Q���R�I���W�K�H���S�D�W�L�H�Q�W�¶�V���S�U�R�E�O�H�P�����V�X�F�K���D�V���µwhat brings you 

�K�H�U�H�«�"�¶ The doctor encourages the patient to start talking about the reason for the visit.  

Generally, patients accept this form of invitation and begin presenting their complaint in two 

different practices; unmarked (presenting symptoms only) and marked (presenting a candidate 

diagnoses to indicate that the problem warrants treatment) (Stivers, 2002).  

The use of open questions offers patients the chance to express and explain their health problem 

(Chester et al, 2014; Gafaranga and Britten, 2003; and Robinson and Heritage, 2006). Patients 

may present their complaint by providing the doctors with symptoms only or they may explain 

their health problem in a way that shows the necessity of treatment. Humphreys (2002), 

Robinson and Heritage (2006), and Xi (2015) have noticed that open ended questions are used by 

�G�R�F�W�R�U�V���W�R���F�O�D�L�P���D���O�D�F�N���R�I���N�Q�R�Z�O�H�G�J�H���R�I���W�K�H���S�D�W�L�H�Q�W�¶�V���S�U�R�E�O�H�P�����D�V���L�Q the general questions, such 

as �µwhat can I do for you?�¶ In response, the patient in his/ her turn begins describing the current 

medical problem. A quantitative study by Ibrahim (2001) in UAE hospitals, where English was 

the language of communication, discovered that the early stage of the medical conversations is 

associated with open questions. Th�L�V���N�L�Q�G���R�I�� �T�X�H�V�W�L�R�Q���E�H�J�D�Q�� �Z�L�W�K���µwhere�¶���� �µwhat�¶ and �µhow�¶ to 

encourage patients to tell their story.  

 HAY is also a type of question that physicians may ask at the beginning of the consultation. 

This sequence might be either for phatic purposes (such as greeting), or for medical ones if it 

comes at the end of the opening phase, to solicit information about the medical problem. As a 

response to all these types of open and HAY questions, Robinson and Heritage (2006) found that 
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patients spend more time answering an open question about their health problem and this might 

be because of the opportunity that open questions give to them. Thus, taking more time to answer 

an open question increases the len�J�W�K���R�I���W�K�H���S�D�W�L�H�Q�W�¶s turn.  

The form of open ended questions is not the only way to encourage patients to present their 

problem, close ended requests also occur in present�L�Q�J�� �W�K�H�� �F�R�P�S�O�D�L�Q�W�� �S�K�D�V�H���� �D�V�� �L�Q�� �µ�X�Q�G�H�U�V�W�D�Q�G��

�\�R�X���D�U�H���K�D�Y�L�Q�J���«�"�¶ to be confirmed by the patients (Robinson and Heritage, 2006). 

In a more detailed study by Heritage and Robinson (2006), four different types of questions have 

been identified to initiate the presenting of the problem; general inquiry questions, gloss for 

confirmation, symptoms for confirmation, and how are you questions. The quantitative findings 

of the of questions�¶ types by Lorinc-Sarkany (2015) showed that open questions, which were 

used by family doctor- patient in Percs were used in the different phases of the medical 

interviews, such as history- taking and medication. The study showed that the use of open 

questions varied from one phase to another. It was obvious that the use of question-answer 

format directed patients towards giving the required answer. By contrast, patients may answer 

more than the question requires by giving more details (Stivers and Heritage; 2001). 

In addition to the four types of questions that Heritage and Robinson (2006) identified in their 

article, history- taking questions are type five of questions that occur on the form of closed 

questions, such as yes�±no, multiple choice and fill in the blank. The occurrence of closed 

questions in the history- taking phase does not mean that open questions are not used.  
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Given the prominence of these phases in previous research, this study examines presenting the 

complaint and history- taking phases in the Jordanian medical interactions to identify the 

elements that recurrently constitute these phases. 

2.1.3 Diagnosis and treatment 

In this section I move to the next phase, which is diagnosis. Several researchers have analysed 

the diagnosis sequence by focusing on different features, such as the turns to deliver diagnosis by 

doctors (Perakyla; 1997 and 1998, and Monzoni, Duncan, Grunewadd and Reuber; 2011b) and 

�S�D�W�L�H�Q�W�V�¶ responses to such diagnosis (Heath; 1992, Ijas-Kallio; 2011 and Perakyla; 1998,). Two 

turns of diagnosis, straight factual assertion (SFA) or plain assertion and the ones that explicate 

the evidence, are examined by Perakyla (1997 and 1998). The use of medical documents, such as 

X-ray and test results to deliver diagnosis is called SFA or plain assertion and in the present 

study SFA will be used. On the other hand, the presence of intersubjectivity by the doctor to 

provide the patients with an explanation for the diagnosis forms the evidence formality pattern 

which is the second strategy for delivering diagnosis. In the present research, the analysis of 

delivering diagnosis is drawn from these two turns to examine whether they are used or any 

additional turns occur.  

The two studies by Perakyla were conducted in Finish primary healthcare centres and the data 

was video recorded in both of them. Although the quantitative article that was published in 1998 

included more detailed analysis on the two strategies for delivering diagnosis, both studies have 

demonstrated the benefits of CA in the analysis procedure. The main findings for both studies 
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stated that the two turns were used in the Finish medical interaction by considering the 

environment for the occurrence of them. The doctors, in the study that was conducted in 1998, 

treated themselves as accountable in the evidence formality patterns (EFP), so unconditional 

authority is not claimed by doctors in relation to the patients. Finally, the use of evidential verb 

�F�R�Q�V�W�U�X�F�W�L�R�Q�V���� �V�X�F�K�� �D�V�� �µseems�¶ by doctors in inexplicit references to the evidence was also 

noticed in the same study. 

Doctors�¶ explanation for their diagnosis is supported by the test results, x-rays or physical 

examination as Monzoni et al (2011b) asserted in their study. The use of these medical 

documents to provide patients with evidence for their diagnosis makes the doctors�¶ delivery of 

the diagnosis decision easier. They found that uncertainty of the diagnosis is conveyed by 

expressions, �V�X�F�K���D�V���µI think�¶. Expressing uncertainty of a diagnosis is also implied in Perakyla 

(1998) in which �µevidential verb constructions�¶�� such a�V���µseems�¶ are used in �µinexplicit references 

to the evidence�¶. Monzoni et al study did not state th�H�� �G�R�F�W�R�U�V�¶ strategies for delivering the 

diagnosis as it is discussed in Parklya (1997 and 1998). Monzoni et al presented the doctors�¶ 

accountability for the diagnosis generally without classifying them into turns.  

After declaring the diagnosis, patients�¶ responses occur according to the strategy that doctors use 

to deliver diagnosis. Ijas-Kallio (2011) focused on examining how the sequences of presenting 

the problem, diagnosis delivery and treatment decision making are connected with each other in 

affecti�Q�J�� �W�K�H�� �S�D�W�L�H�Q�W�V�¶��responses in Finnish health centers. It was found that presenting the 

problem affects the doctors�¶ diagnosis depending on how the doctors use their authority to 

provide the patients with a chance to use the medical knowledge they received in a previous 
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visit. �$�F�F�R�U�G�L�Q�J���W�R���S�D�W�L�H�Q�W�V�¶ resistance to the diagnosis, it was confirmed that patients related to 

the problem presented in the beginning of the consultation to investigate whether the doctors�¶ 

diagnosis relates to it or not. When patients �U�H�V�L�V�W�H�G�� �W�K�H�� �G�R�F�W�R�U�V�¶ diagnosis, this indicated that 

there was a disconnection between the problem that is presented by patients and the doctors' 

diagnosis. The medical knowledge the patients�¶ received in a previous diagnosis is what they 

also depended on in their resistance. In contrast to Ijas-Kallio, Perakyla (2002) focused on 

analysing the �S�D�W�L�H�Q�W�V�¶ extended responses to the delivered diagnosis. In Ijas-Kallio�¶s 

dissertation, the sufficient reason beyond �S�D�W�L�H�Q�W�V�¶ resistance was when patients did not find a 

connection between the problem they presented in the beginning of the consultation and the 

diagnosis.  

 Furthe�U�P�R�U�H�����3�H�U�D�N�\�O�D�¶s study differs from Ijas-Kallio in the use of quantitative and qualitative 

approaches to examine the patients�¶ extended responses. In quantitative analysis, the occurrence 

of extended responses; such as straight agreements, symptom descriptions and rejections, was 

more in explicit evidence for the diagnosis. Also, it was noticed that extended responses occurred 

after using verbally explicated evidence whereas the less extended responses occurred after plain 

assertion references. On the other hand, qualitative analysis provided the researcher in the 

present study with information relating to how patients used these kinds of extended responses as 

a reply to actions performed by doctors. Moreover, these extended responses were affected by 

the level of authority that doctors gave to patients to express their opinion.  

Perakyla�¶s study (2002) is more detailed than his studies conducted in 1997 and 1998 because it 

focused on presenting the patients�¶ extended responses to the delivered diagnosis. The previous 
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studies of the same writer only concentrated on the strategies that doctors use to deliver the 

diagnosis. In general, the three studies by Perakyla show that an orientation to the authority of 

doctors is displayed while discussing the diagnosis with the patients. 

Concerning short or absent responses from patients to the doctors�¶ diagnosis, patients sometimes 

remain silent whereas in other cases they use minimal acknowledgements, such �D�V���µ�H�U�¶���R�U���µyeah�¶. 

As a reaction to these two kinds of responses, doctors move to the next action as treatment 

discussion or suggesting such arrangements, such as performing any particular tests before the 

next visit (Heath, 1992). It was noticed in Heath�¶s study that doctors leave a space after 

delivering the diagnosis to give the patients the chance to response to the diagnosis.  

Shifting to the treatment phase occurs once the participants agree on the diagnosis or no response 

is received from the patients relating to the doctors�¶ diagnosis. The treatment phase has been 

studied by many researchers including Angell and Bolden (2015), Collins (2005), Collins et al 

(2005), Ijas-Kallio (2011), Kushida and Yamakawa (2015), and Lindfors and Raevaara (2005).  

Angell and Bolden, and Kushida and Yamakawa conducted their studies in psychiatric 

encounters to investigate how psychiatrists make treatment decision. The strategies that were 

used by psychiatrists in treatment decision making were explained. Both studies have used a CA 

framework to investigate the turns that psychiatrists use to deliver treatment. The differences 

between the two studies occurred in the methods for collecting the data and the source of data 

collection. Angell and Bolden audio-recorded interactions between outpatients and the 

psychiatrists from the ACT program in a mid-sized city in the United Sates, whereas Kushida 
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and Yamakawa video recorded outpatient psychiatric encounters in Japan. The use of video 

recording provides the analysis with the non-vocal activities of the psychiatrists; therefore, 

Kushida and Yamakawa�¶s method is stronger than Angell and Bolden�¶s who only audio recorded 

the data. The latter recognised the importance of video recording; therefore, they considered not 

applying this strategy as one of the limitations of their study. According to the results of the two 

studies, both state the use of different strategies to deliver treatment. Angell and Bolden 

presented two turns: the first is client alternative accounts in which attention is paid to patients 

by providing them with the explanation that fits their concerns. The second strategy is providing 

an explanation depending on the experience and the authority of the psychiatrists. Regarding 

Kushida and �<�D�P�D�N�D�Z�D�¶s results, the use of th�H���G�H�F�O�D�U�D�W�L�Y�H���H�Y�D�O�X�D�W�L�R�Q���D�V���L�Q���µit might be better�¶ 

and the inclusive �µwe�¶���I�R�U�P���D�V���L�Q�� �µlet�¶s�¶ were the strategies that psychiatrists followed to make 

the treatment decision. Both of these strategies are used for two different purposes: when the 

sequential environment is �U�H�D�G�\���I�R�U���G�H�F�L�V�L�R�Q���P�D�N�L�Q�J�����W�K�H���µ�Z�H�¶���I�R�U�P���L�V���X�V�H�G���W�R��help generating the 

decision moment. On the other hand, declarative evaluation is used cautiously in which attention 

is given to patients perspective when the sequential environment is not ready for making the 

treatment decision. The results of each study had different indications. In the study of Angell and 

Bolden, the focus was on how psychiatrists provide patients with an explanation to their 

treatment. Kushida and �<�D�P�D�N�D�Z�D�¶s focused more on how to deliver treatment in two different 

sequential environments.  

�3�D�W�L�H�Q�W�V�¶ responses to doctors�¶ decisions also occur in the treatment phase in which various 

strategies are used by patients to indicate the type of their participation in treatment decisions. 
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Moreover, the patients�¶ responses are connected with the strategy that is followed in the decision 

making sequence (Collins et al; 2005, Ijas-Kallio; 2011 and Lindfors and Raevaara; 2005). For 

example, in the study of Collins et al (2005), two different strategies, that affect the patients�¶ 

resp�R�Q�V�H�V���D�U�H���L�G�H�Q�W�L�I�L�H�G�� �Z�K�L�F�K���D�U�H�� �µ�X�Q�L�O�D�W�H�U�D�O�¶�� �D�Q�G���µ�E�L�O�D�W�H�U�D�O�¶. The data was video recorded in a 

UK primary care during diabetes consultations about the treatment of ear nose and throat (ENT) 

cancer in a specialist oncology setting and all participants were interviewed.  

After analysing the data from a CA point of view, it was observed that the slots of decision 

making consisted of the opening sequence of the decision making, presenting and evaluating of 

the test result, the discussion of options and participating in the conclusion of the sequence either 

by choosing a course of action or selecting a treatment. After analysing the decision making 

concerning treatment, it was noti�F�H�G���L�Q���D�O�O���R�I���W�K�H�P���W�K�D�W���D���P�R�U�H���µbilateral�¶ strategy was performed 

as a negotiation between patients and doctors in which the patients�¶ contribution was clear. This 

kind of patients�¶ participation occurred in the form of answering doctors about results to choose 

between treatment options or to express their opinion of the disease in the opening of the 

decision maki�Q�J�� �V�H�T�X�H�Q�F�H���� �&�R�Q�F�H�U�Q�L�Q�J�� �D�� �P�R�U�H�� �µunilateral�¶ strategy, the doctors managed the 

decision making to some degree independently without input from the patients. Lindfors and 

Raevaara�¶s (2005) Finnish study that was conducted in homoeopathic consultations supports 

Collins et al (2005).  The researchers noticed that doctors sometimes announce what they decide 

�Z�L�W�K�R�X�W�� �G�L�V�F�X�V�V�L�Q�J�� �L�W�� �Z�L�W�K�� �S�D�W�L�H�Q�W�V�� ���X�Q�L�O�D�W�H�U�D�O������ �$�V�N�L�Q�J�� �I�R�U�� �S�D�W�L�H�Q�W�V�¶�� �Rpinions of the treatment 

occurs, in other situations, involving discussing with them the options of treatment (bilateral). 
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Moreover, Ijas-Kallio found that the use of these strategies reflect �W�K�H�� �S�D�W�L�H�Q�W�V�¶ responses. For 

example, if the patients�¶ responses are extended, this is because of the shared process that 

doctors used to deliver treatment. Controversially, the occurrence of minimal responses or absent 

responses is caused by the d�R�F�W�R�U�V�¶���µunilateral�¶ process that is used to deliver treatment. Stivers 

(2005) who audio and videotaped 360 pediatric encounters (14 pediatricians and nine 

community) practice studied the use of minimal responses and absent responses. Parents used 

unmarked acknowledgments and withholding acceptance of the recommended treatment in 

addition to silence, which Stivers terms �µpassive resistance�¶, to show lack of full acceptance of 

treatment decisions. This invited the doctors to convince the parents of their treatment decisions 

through returning to the results of examinations and explaining the importance of accepting the 

treatment recommendations. Monzoni et al (2011a) explained, in another study in the same year, 

that the use of passive responses, minimal acknowledgement or silences in addition to other 

forms of disagreement or rejections expresses a kind of resistance to the doctors�¶ treatment 

decisions. They added that physicians may consider this kind of resistance as a threat to their 

authority, so they may ignore this resistance through not providing the patients with any 

psychological treatment suggestions. However, Stivers (2005b���� �I�R�X�Q�G�� �W�K�D�W�� �V�D�\�L�Q�J�� �µokay�¶ can 

simply mean the acceptance of the treatment suggestion by patients.  

What distinguished Ijas-�.�D�O�O�L�R�¶s study from Collins et al and Lindfors and Raevaara�¶s is the 

examining of the problem presentation and diagnosis sequences, as well as the treatment 

sequence to discover how these sequences are connected with each other. On the other hand, the 
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other two studies focused on the treatment sequence alone and how doctors deliver the treatment 

decision and how patients respond to such decisions.  

In a study by Collins (2005) in diabetes primary care and in outpatient clinics for head and neck 

cancer, two different strategies of clarification of treatment were observed. An explanation that is 

combined with diagnosis and test results was the first strategy that doctors used to deliver 

treatment. Sometimes, the clarification invites patients�¶ participation in various forms and at the 

same time present�L�Q�J���Y�D�U�L�R�X�V���D�V�S�H�F�W�V���R�I���S�D�W�L�H�Q�W�V�¶ understanding. Although the two studies have 

discussed almost the same strategies of explanation, a difference has occurred in the way of 

presenting these strategies. Collins et al (2005) discussed delivering treatment strategies clearer 

than Collins (2005). �&�R�O�O�L�Q�V�¶ article discussed the communication process in general, whereas 

Collins et al �F�R�Q�F�H�Q�W�U�D�W�H�G�� �R�Q�� �W�K�H�� �X�V�H�� �R�I�� �µ�X�Q�L�O�D�W�H�U�D�O�¶�� �D�Q�G�� �µbilateral�¶ strategies in making the 

treatment decision. 

In general, all researchers have focused on the strategies of delivering treatment which is the 

concern of the present study. It can be generalised that delivering treatment can be through 

�µunilateral�¶���R�U���µbilateral�¶ strategies regardless of the ways that doctors may follow in having these 

two strategies. Nevertheless, the sequence of treatment is elaborated due to the medical context 

and is not necessarily the same in all the medical settings (Bolden and Angell, 2017). This 

indicates that doctors�¶ authority can be displayed differently through the different actions of the 

treatment recommendations (Stivers, Heritage, Barnes, McCabe, Thompson and Toerien, 2018). 

Stivers et al (2018) �G�L�V�F�X�V�V�H�G�� �W�K�H�� �O�H�Y�H�O�� �R�I�� �G�R�F�W�R�U�V�¶�� �D�X�W�K�R�U�L�W�\�� �L�Q�� �W�Z�R�� �G�L�Y�H�U�J�H�Q�W�� �F�X�O�W�X�U�H�V����South 

California and England, through delivering treatment in five different ways: �µpronouncements, 
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suggestions, proposals, offers and assertions�¶. Doctors�¶ authority occurs clearly in 

�µpronouncements�¶ because treatment is delivered straightforwardly depending on deontic and 

epistemic aspects. This action is equivalent with the unilateral strategy that has been discussed 

earlier in which doctors depend on the medical documents and their authority to deliver 

treatment and they do not give patients the chance to participate in treatment decisions. In other 

strategies, such as �µsuggestions�¶ and �µproposals�¶, doctors may relinquish or reduce one of the 

aspects of authority or both of them. In �µsuggestions�¶, doctors drop deontic authority as in �µyou 

could try ------ for that�¶ and �µNow there is an oil that probably you should be using on a regular 

basis and it will help your rash too�¶. On the other hand, doctors reduce epistemic deontic 

authority in the �µproposals�¶ strategy as in �µwhy don�¶t we put you on the plain Allegra�¶ and �µwe 

can give you some of that to try�¶. This case is similar to one of Kushida and Yamakawa's (2015) 

findings that relates to �W�K�H���X�V�H���R�I���W�K�H���L�Q�F�O�X�V�L�Y�H���µ�Z�H�¶���I�R�U�P�����7�K�L�V���I�R�U�P���L�V���X�V�H�G���Z�K�H�Q���W�K�H���Vequential 

environment is ready �I�R�U���G�H�F�L�V�L�R�Q���P�D�N�L�Q�J�� �D�Q�G���W�K�H���L�Q�F�O�X�V�L�Y�H���µ�Z�H�¶���K�H�O�S�V���W�R���J�H�Q�H�U�D�W�H���W�K�H���G�H�F�L�V�L�R�Q��

moment.  

In the �µoffers�¶ strategy, the case is different because doctors consider patients as the instigators of 

the recommendation which contrasts with all the previous strategies in which treatment 

recommendations are presented as a product of the doctor�¶s agency. �µSuggestions�¶, �µproposals�¶ 

and �µoffers�¶ might come under the bilateral strategy that has been discussed earlier because 

doctors engage patients in the treatment decision making. Sometimes doctors combine 

recommendations and �µ�L�Q�I�R�U�P�D�W�L�R�Q- providing statements�¶. They use their authority to deliver a 

recommendation indirectly to look as if they are giving information rather than delivering 
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treatment recommendations, as in �µSometimes what helps is using a little bit of cortisone cream, 

Muscle relaxants are a very good choice in this type of pain; or There is a medication and we 

have it here�¶. The doctors�¶ efforts to combine the condition of the patient and the treatment for 

the condition of the patient are called �µassertions�¶. The manifestation of epistemic and deontic 

authority is raised differently during the use of different turn designs to deliver treatment. Most 

of them show a shift to patient-centered health care and to share decision making as in 

�µproposals�¶, �µsuggestions�¶ and �µoffers�¶ (Landmark, Gulbrandsen and Svennevig, 2015 and 

Lindstrom and Weatherall, 2015). Lindstrom and Weatherall (2015) discussed the interplay 

between the epistemics of expertise (doctor) and the epistemics of experience (patient) through 

examining patients�¶ different responses to recommendations across two different health care 

cultures: New Zealand English general practice and a Swedish hospital. It was found that sharing 

between doctors and patients�¶ epistemic and deontic authority occurred in which doctors take the 

experience of patients into account but at the same time they keep their right to use their 

epistemic expertise to deliver treatment. Landmark et al (2015) present the sharing of epistemic 

and deontic authority in a Norwegian teaching hospital in a different way. It was noticed that 

doctors provide patients with treatment options and give them the right to choose one, despite the 

doctors�¶ preference of one proposal over the other. Patients in their turn resist this responsibility 

through claiming their lack of knowledge by saying �µI know nothing about this�¶. They may also 

make the decision conditional on the doctor�¶s deontic stance as in �µif you think so�¶. The 

Landmark et al study shows an inverted use of authority in which doctors allow patients to make 
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the final decision and patients orient to the doctors rights in deontic and epistemic authority to 

maintain the doctors�¶ propositions 

Finally, Ibrahim (2001) claimed that treatment decisions in the UAE hospitals can be based on 

the social criteria of the patients (age, ethnicity, demographic factors, social class); therefore, 

doctors asked patients social history questions, �V�X�F�K�� �D�V�� �µHow old are you?�¶�� �D�Q�G�� �µWhat is your 

nationality?�¶ to get the necessary information before taking the decision of treatment and the 

proportion for using these kinds of questions was 20.12%. 

However, the present study investigates the treatment phase �D�Q�G���S�D�W�L�H�Q�W�V�¶ responses to discover 

whether any similarities or differences occur in Jordanian medical talk when it is compared with 

the ones that have been discussed in the literature. 

2.1.4 Closing 

The consultation comes to the end after discussing everything in the agenda and it needs to be 

closed in a particular way. Because of the importance of the closing sequence, researchers such 

as Humphreys (2002), Nielsen (2012), Robinson (2001), Schegloff and Sacks (1973) and West 

(2006) have discussed this sequence.  

In the closing stage, doctors and patients indicate and prepare to close the conversation (just as in 

ordinary conversations). Schegloff and Sacks (1973) divide the close of an ordinary conversation 

into two main parts: pre-closing and closing. They added that the pre-closing part may include 

expressions, �V�X�F�K�� �D�V�� �µwe-ell, so-oo, and OK�¶ whereas the closing part includes the terminal 
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�H�[�F�K�D�Q�J�H���µgood-bye�¶. In the medical setting, Newman, Button, and Cairns (2010) examined the 

adjacent turns in 52 medical conversations of four GPs that were observed and videotaped in 

primary care medical centers in east London. Docto�U�V���X�V�H�G���W�K�H���W�R�N�H�Q���µokay�¶ to indicate closing a 

current topic and this is what Schegloff and �6�D�F�N�V�� �U�H�I�H�U�� �W�R�� �D�V�� �µtopic shaded�¶ as a technique to 

close down a topic. Doctors, in Newman et al article also provided a summary, such �D�V���µso she 

already knows about it�¶�� �D�Q�G�� �µ�W�K�D�W�¶�V�� �I�L�Q�H�¶, thus, dissuading patients from continuing on topic. 

Finally, patients initiated the willingness to close the talk which helped the doctors to close down 

the consultation by shifting attention to writing. 

In a study by West (2006), conducted in the United States, both doctors and patients followed 

Schegloff and Sacks�¶ division into �W�K�H���µbuilding blocks�¶ which are as follows: topic closure, pre-

closing; okay and closing; goodbye, and the end of the conversation. Although there are different 

expressions and examples that come under the two closing parts, this sequence can be 

generalised because of its applicability to all the studies that analysed the closing phase in 

medical talk as well as in the present study. 

Despite the finding of Schegloff and �6�D�F�N�V���W�K�D�W���µOk, see you, thank you, and you are welcome�¶ 

are forms that cannot be marked �D�V�� �D�E�V�R�O�X�W�H�� �S�D�U�W�V�� �R�I�� �W�K�H�� �W�H�U�P�L�Q�D�O�� �H�[�F�K�D�Q�J�H�V���� �+�X�D�Q�J�¶�V�� �W�K�H�V�Ls 

(2012) confirmed that �µthank you�¶ is used as part of a terminal exchange. Huang conducted the 

thesis in the Taiwanese culture in which 30 cases were analysed. The data was collected from the 

department of family medicine at a medical teaching hospital in the south. Despite the 

differences in the settings, Schegloff and Sacks, and Huang find that the closing section included 

a pre-closing and closing parts. Huang, at the end of the study, proposed a model for the pre-
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closing stage to include preparation; prescription information, future arrangements, health 

education and summary and final notification whereas the closing sequence included a goodbye 

phrase and thanking then the end of the conversation. 

In a Korean study by Park (2013) (60 Primary-care encounters videotaped in private clinics and 

hospitals in Seoul between 2007 and 2008) there is an occurrence of two stages of closing; pre-

closing that included making arrangements for events that will happen at the end of the visit or 

instructions regarding treatm�H�Q�W�����D�Q�G���W�K�H���W�H�U�P�L�Q�D�O���H�[�F�K�D�Q�J�H���µbye-bye�¶ to close the conversation. 

Both Park and Huang studies suggest that the occurrence of making arrangements is to do 

something later or to repeat arrangements that have already been made. However, what 

differe�Q�W�L�D�W�H�V���3�D�U�N�¶�V���V�W�X�G�\���I�U�R�P���+�X�D�Q�J�¶s is the use of gaze and body to indicate a closing of the 

talk. West (2006) also noticed the occurrence of gaze during the pre-closing stage to show 

disengagement.  

In addition to Huang and Park, Robinson (2001), who collected 48 audio and videotapes from 

seven Southern California practices between 1995-1998, affirmed that doctors began the pre-

closing sequence with arrangement-related sequences that consisted of future sequences 

concerning the next visit or announcements of events that should occur at the end of the 

�F�R�Q�V�X�O�W�D�W�L�R�Q���� �0�R�U�H�R�Y�H�U���� �L�W�� �Z�D�V�� �Q�R�W�L�F�H�G���� �D�V�� �L�Q�� �3�D�U�N�¶�V�� �U�H�V�H�D�U�F�K����that doctors used gazing and 

shifting the body away from the patient to make a transition into closing. It can be concluded that 

the closing phase in the medical setting includes pre-closing and closing actions. Pre-closing 

sequence involves various forms, such as future arrangements, summaries and prescription 
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information. In the case of closing sequence, thanking forms, in addition to the terminal 

�H�[�F�K�D�Q�J�H���µgood bye�¶, occur.  

Most of the above mentioned researchers (Huang; 2012, Robinson; 2001 and West; 2006) have 

found that doctors were usually the ones who began a pre-closing move (the topic of closure) by 

asking questions, �V�X�F�K���D�V���µAny question on all of that?�¶ Robinson (2001) explained that doctors 

followed different ways to solicit the last concern by asking questions, �V�X�F�K�� �D�V�� �µDo you have 

other questions or concerns?�¶ or questions that have negative polarity, such as �µAny other 

questions?�¶ �7�K�H���G�R�F�W�R�U�V���Z�H�U�H���D�V�N�L�Q�J���Z�K�L�O�H���J�D�]�H���D�Q�G���E�R�G�\���D�U�H���D�Z�D�\���I�U�R�P���W�K�H���S�D�W�L�H�Q�W�V�����,�Q���3�D�U�N�¶�V��

data, by contrast, conversations never closed by asking additional concerns by the doctors; 

therefore, few cases presented additional concerns after the pre-closing by using words, such as 

�µ�N�X�O�L�N�Z�X�\�R�¶���W�K�D�W���P�H�D�Q�V�� �µand�¶. In other examples, doctors did not welcome opening new topics 

because they considered them as interruptions to the main topic of the consultation. 

Sometimes, patients�¶ responses to doctors�¶ shifting towards closing the consultation were by 

shifting to present a new concern. This occurred �L�Q���1�L�H�O�V�H�Q�¶�V���'�D�Q�L�V�K���V�W�X�G�\����2012) that consisted 

of two general practice interviews in a lar�J�H�� �K�H�D�O�W�K�� �F�D�U�H�� �F�H�Q�W�U�H���� �3�D�W�L�H�Q�W�V�¶ shifting towards 

presenting a new concern happened by asking a preliminary question, �V�X�F�K�� �D�V�� �µ�&�D�Q�� �,�� �D�V�N�� �\�R�X��

�V�R�P�H�W�K�L�Q�J�"�¶ Nielsen explained that the additional concerns were announced once the doctors 

began the possible c�O�R�V�L�Q�J���� �$�V�� �D�� �V�X�S�S�R�U�W�� �W�R�� �1�L�H�O�V�H�Q�¶s fi�Q�G�L�Q�J���� �S�D�W�L�H�Q�W�V�� �L�Q�� �+�X�P�S�K�U�H�\�¶s 

dissertation (2002), in which only three patients and a consultant oncologist from NLTS hospital 

oncology clinic were included, asked different kinds of questions when the consultation occurred 

to have come towards the end.  
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As in the discussion of the previous literature on the medical phases, the present study aims to 

analyse the closing phase to investigate the elements that identify and construct this phase. 

According to the literature that has been discussed, only one study was conducted in an Arabic 

country (Ibrahim, 2001) but the language of the consultation was English. Therefore, none of the 

studies have been conducted in Jordan which encouraged me to apply the present study on native 

speakers of Arabic in an Arabic country to examine the medical talk and its overall structure. 

Also the elements that identify each phase will be analysed to discover what is new or recurrent 

in Jordanian medical talk.  

2.3 Side talk (S�7�����L�Q���G�R�F�W�R�U���S�D�W�L�H�Q�W�¶�V���L�Q�W�H�U�D�F�W�L�R�Q  

Because of the noticeable occurrence of ST in the data of the present study, it is necessary to 

shed light on this term and the studies that have investigated it. ST is a conversational feature 

that occurs in different settings, including medical encounters. It contains HAY utterances, 

gossip, chat and time out talk. Differences between small talk and work talk have been noticed 

by investigators, such as Coupland (2000) and Holmes (2000). Interpersonal, relational, non-goal 

oriented features are associated with small talk. In contrast, work talk contains transactional, 

instrumental and goal oriented features. Moreover, Coupland (2000) claims that the formulation 

of small talk is a communicative mode/ phatic communion because it is a space-filling talk. 

Furthermore, small talk can simply occur at the boundaries of social encounters or at transition 

points within an interaction. Therefore, a connection between small and work talk is found in 

which the former plays a role in facilitating the instrumental activities; at the beginning, it helps 

shifting from interpersonal or social talk to work. At the end, on the other side, it provides a way 
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to shift the conversation towards closing in a positive way. The researcher of the present study 

supports the idea of the role of ST in facilitating the communication activities. The present study 

reports that the occurrence of ST either in the middle or at the margins of most of the 

consultations affects the shifting from one sequence to another in a positive way as the chapters 

of this thesis will demonstrate. 

 HAY utterances proved to be an effective area to focus on an analysis of phatic communication 

in real time discourse events, as Coupland et al (1992) claimed. Sacks (1975 cited in Coupland et 

al 1992) provides an analysis from a CA viewpoint that HAY can be an exchange of greetings in 

�µminimal proper conversations�¶ to find out about personal conditions, such as matters of mood 

and/or value states as (OK, would be great) (see section 2.1.1 Opening). In the case of a medical 

setting, as in Heritage and Robinson study (2006), five types of questions that doctors can use to 

solicit information from the patient were discussed. HAY questions were one of these types that 

indicate a general evaluation rather than presenting for the problem as the current object of 

response. The understanding of this type of question depends on the position of it; before or after 

completing the opening phase of the visit. If it comes after it, the aim of the question is to gather 

�L�Q�I�R�U�P�D�W�L�R�Q���D�E�R�X�W���W�K�H���S�D�W�L�H�Q�W�V�¶���P�H�G�L�F�D�O���L�V�V�X�H�� 

Although the pre-discussed and the upcoming studies in this section refer to this kind of talk as 

�µsmall talk�¶, the researcher of the pres�H�Q�W�� �V�W�X�G�\�� �S�U�H�I�H�U�V�� �W�R�� �F�D�O�O�� �L�W�� �µside talk�¶ because it conveys 

that this talk whether it is long or short might relate to the medical agenda or not. ST talk might 

be talk that is not directly related to the agenda but it helps in conveying a particular message 

about the main topic of consultation. In other cases, ST might occur without any purposes 
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beyond opening it. This point is explained in the chapters of analysis while evaluating the 

occurrence of ST in all the phases of consultations.  

ST occurs in everyday interaction as well as formal talk, such as medical interaction. Drew and 

Chiton (2000) noticed that small talk is conducted between those who keep in touch in a regular 

way. They noticed that in a habitual call when the purpose is to keep in touch, this creates an 

environment to employ small talk. This contrasts with Malinowski (cited in Coupland et al, 

1992) who claimed that the formulation of small talk is purposeless. Drew and Chiton added that 

if a telephone call made at a regular time, the called party initiates HAY enquires, whereas if it is 

made at an unscheduled time, the caller initiates HAY enquiries. On the other hand, if it is a call 

for a specific purpose such as business, the caller is the one who initiates HAY talk and the first 

topic. Drew and Chiton concluded that small talk consists of two types; weather noticings and 

Oh-prefaced environmental noticings.  

 Researchers; such as Gafaranga and Britten (2003), Hudak and Maynard (2011), Laver (1975) 

and Maynard and Hudak (2008) have conducted their studies or part of the studies on side talk in 

medical encounters. Holmes (2000) and Laver (1975) found that small talk was used at the 

margins of interaction (opening and closing phases). Laver furthers that there are three functions 

of small talk: �µpropitiatory�¶ in which small talk can reduce the possible hostility that silence can 

cause, �µexploratory�¶ that includes directing participants towards agreement regarding the visit, 

and �µinitiatory�¶ that indicates getting a cooperative and comfortable interaction.  
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Maynard and Hudak (2008) conducted their paper on orthopedic surgery clinics and videotaped 

the visits in an internal medicine clinic at a medical school in the United States Midwest. They 

examined �µ�G�L�V�D�W�W�H�Q�W�L�Y�H�Q�H�V�V�� �L�Q�� �V�H�T�X�H�Q�F�H�¶�� �D�Q�G���µdisattentiveness in simultaneity�¶��in opening and 

closing sequences of the medical clinics. �µDisattentiveness in simultaneity�¶ is concerned with the 

occurrence of small talk at work, whereas �µdisattentiveness in sequence�¶ is concerned with 

shifting from instrumental responses to an action that the other has begun with. Five different 

sequences were used in the beginning of the interview (apology-acceptance, joking-laughing, 

appreciation- acknowledgment, pursuit of self-deprecation as joking compliment, and how are 

you-reply). The use of small talk in the complaining, history- taking, physical examination, 

diagnosis, treatment and closing phases of their study was to present pain resistance and/ or 

manipulation. For example, a patient who needs a manipulation may compliment the doctor by 

talking about what s/he heard about his/her reputation. In addition, Maynard and Hudak noticed 

that small talk occurred in the transition points between the phases. This result can be supported 

and generalised because side talk in the present study was also used in the transition points to 

indicate shifting to the next phase. 

Maynard and Hudak�¶s study also showed that small talk occurred through the following devices: 

laugher, joking, presenting modesty and using reported speech, complimenting and self- 

deprecation.  

�+�X�G�D�N�� �D�Q�G�� �0�D�\�Q�D�U�G�¶s study (2011) has been restricted to analys�H�� �W�K�H�� �µtopicalised small talk�¶ 

(TST) in which the participants�¶ talk was independent from their institutional identities. The data 

was audio recorded in a large Midwestern American city and part of the neighbouring state. The 
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topics that this type of ST covered were setting talk, such as weather, showing what the 

participants share in their characteristics or history, presenting the personal biography of 

participants or their interests.  It was clear, in the results of the study, that there was a shift to 

small talk in which the content was casual and unrelated to the medical agenda. Also, doctors 

were noticed to proffer a topic in the form of a question to invite patients to talk about topics 

unrelated to the medical concern, such as their work place. This kind of shifting to particular 

types of ST has a purpose, such as collecting information a�E�R�X�W���W�K�H���S�D�W�L�H�Q�W�V�¶ work or something 

about their personal biography to gather information that might help doctors in diagnosis 

decisions. Therefore, Coupland's claim �������������� �D�E�R�X�W�� �S�K�D�W�L�F�� �W�D�O�N�� �D�V�� �D�� �µspace filler�¶ or as 

�µpurposeless�¶ cannot be generalised because in the institutional talk, as the studies discussed here 

show (as well as the present study), there is a purpose beyond shifting to a talk unrelated to 

medical concern. 

In other examples from the study, patients were the ones who used the proffer form to invite the 

doctor to participate in topics unrelated to the medical concern.  Furthermore, a brief discussion 

of other types of talk, �V�X�F�K���D�V���µbrief talk�¶�����µminimal talk�¶ and �µco-topics�¶ (Hudak and Maynard�¶s, 

2011) was also noticed. These topics were different from the TST in the sense that they were 

related to the ongoing medical discussion. It is clear that Maynard and Hudak�¶s study (2008) 

covered several types of small talk. In contrast, their study that was conducted in 2011 was 

limited �W�R�� �µtopicalised sma�O�O�� �W�D�O�N�¶. In addition, Maynard and Hudak�¶s study (2008) videotaped 

the data which was not the same method as in 2011, in which the data was audiotaped. 

Videotaping provides the researchers with more detailed information because it records the 
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gestures and facial expressions of the participants to show the relationship between them and the 

talk of the participants.  

ST, including all its types, has an influence on the medical settings because it facilitates the 

shifting from one sequence to another during the consultation as Holmes (2000) stated regarding 

its function as a means of transition between different activities. Therefore, there was a need to 

investigate the occurrence of ST not just at the margins but also in the body of the whole 

consultation to discover the sequential distribution of it in the Jordanian medical encounters to 

find how �L�W�� �L�P�S�D�F�W�V�� �R�Q�� �W�K�H�� �S�D�U�W�L�F�L�S�D�Q�W�V�¶ turns in the medical setting as well as the medical 

agenda.   

2.4 Conclusion 

This chapter considered representative and contrastive approaches to review the previous studies 

that relate to the medical talk. It presented multiple views on each phase of the medical talk in 

addition to talk unrelated to the medical agenda. Also, the literature sheds light, generally, on the 

setting in which each one of the pre-discussed studies were conducted to demonstrate the 

importance of analysing the Jordanian medical talk as the first study in Jordan. Only one study, 

�W�R���W�K�H���U�H�V�H�D�U�F�K�H�U�¶s best knowledge, was conducted in Jordan and on the Arabic language by Al-

Harahsheh (2015) but the topic was on analysing the forms of self-initiated repair in everyday 

interaction, which is not related to the topic of the present dissertation. Another study was 

conducted in Saudi Arabia to analyse the interaction between female patients and male doctors 

but the focus was on the occurrence of third party in the Saudi medical interaction (Al-Ayyash, 
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2016). The researcher aims to analyse the overall medical interaction to investigate the elements 

that identify and constitute each phase and to seek differences if there are any. If any differences 

are reported, the researcher will look at how these differences may impact on the Jordanian 

medical talk. Finally, because of the notable occurrence of ST in the data of the present study, it 

was interesting for the researcher to discover how the occurrence of such talk can influence all 

the consultation. Therefore, the medical interaction in Jordan, as well as ST, is analysed 

according to a CA framework as it will be explained in the next chapter on methods and 

methodology. 
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Chapter Three 

Methods and Methodology 

The central aim of the present study is to discover how the consultations are constructed. This 

involves identifying and analysing the recurrent sequences that make up those consultations. In 

most of these sequences the participants orient to the medical agenda. However, participants 

regularly depart from the agenda, so these sequences were also examined. This chapter lays out 

the research methodology, information about the sample and location of the study, procedures 

that were followed to collect and analyse the data, and vaildity and reliability of the study. It also 

includes consideration of the limitations of the method that was used to collect the data. 

3.1 Reseach methodology 

�&�$�¶s framework was used to analyse the sequences and turns within the medical consultations. 

The study analysed the Jordanian medical consultations to identify the sequences or phases of 

this form of institutional talk and the actions within those sequences. The patterns of the 

departing of participants from the medical agenda were also analysed. Analysing these sequences 

is commensurate with the sequential approach advocated in CA. Thus I begin by introducing the 

CA approach, beginning with its origins in the work of Harvey Sacks. 

 Sacks was inspired by Goffman and Garfinkel. Firstly I �F�R�Q�V�L�G�H�U�� �W�K�H�� �L�P�S�D�F�W�� �R�I�� �*�R�I�I�P�D�Q�¶s 

influence before moving on to consider the impact of Garfinkel and Ethnomethodology on 

Sacks�¶���Z�R�U�N�����*�R�I�I�P�D�Q�¶s interest (1983) in everyday interaction led researchers to begin studying 
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face-to-face interactions. Goffman's contribution to CA occurs in providing insight into how to 

describe what is noticed and how it is difficult and crucial to describe an action. He brought 

attention to what can be investigated and to important areas of investigation. Also, he provided 

different analytic resources to understand how the interaction is formed (Schegloff, 1988). This 

motivated researchers to record and analyse conversations in different contexts, involving 

differing levels of formality. However, the approach is based on analysis of invented examples 

rather than recordings of actual interaction; therefore, there was a need to look for an alternative 

�D�S�S�U�R�D�F�K���W�R���L�Q�Y�H�V�W�L�J�D�W�H���V�R�F�L�D�O���L�Q�W�H�U�D�F�W�L�R�Q�V���D�Q�G���W�K�L�V���Z�D�V���*�D�U�I�L�Q�N�H�O�¶�V���(�W�K�Q�R�P�H�W�K�R�G�R�O�R�J�\���� 

The focus of Ethnomethodology is to identify �D�Q�G�� �F�R�P�S�U�H�K�H�Q�G�� �W�K�H�� �S�D�U�W�L�F�L�S�D�Q�W�V�¶ methods in 

creating social activities (Maynard and Clayman, 2003). �7�K�H�� �X�V�H�� �R�I�� �D�� �µbottom-up�¶ approach is 

what distinguishes it from other approaches because of its dependence on the empirical analysis 

of daily social interactions rather than beginning with existing theory (Schoeb, 2014). This 

appoarch focuses on what participant without any presumption or a pre-defined category. The 

hypothesis is derived from the data itself after searching for the recurrent patterns. Listening to 

audio recording repeatadly and the deep analysis of the data and transcription supports the 

hypothesis or disconfirm it. 

Focusing on naturally occurring conversations was the interest of Garfinkel, as well as Sacks. 

However, CA approach is concerned with studying the action which manifested throughout the 

talk although it is rooted in ethnomethodology which is concerned with studying any kind of 

human action (Seedhouse, 2004) 
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3.1.1 The origin of CA 

The beginning of CA came about through the sociological investigations of Harvey Sacks at the 

University of California in the early 1960s. Sacks and Schegloff cooperated with each other to 

�G�H�Y�H�O�R�S���&�$���D�V���D�Q���D�S�S�U�R�D�F�K�����-�H�I�I�H�U�V�R�Q�¶�V���S�D�U�W�L�F�L�S�D�W�L�R�Q���Z�D�V���D�O�V�R���Y�D�O�X�D�E�O�H���E�R�W�K���L�Q���W�U�D�Q�V�F�U�L�E�L�Q�J���W�K�H��

data of analysis and contributing to the �G�H�Y�H�O�R�S�P�H�Q�W�� �R�I�� �W�K�H�� �I�L�H�O�G���� �6�D�F�N�V�¶ first conversation-

analytic observations were made on a group of phone calls to a helpline operated by The Los 

Angeles Suicide Prevention Center. The corpus of calls he analysed was naturally occurring 

reco�U�G�H�G�� �L�Q�W�H�U�D�F�W�L�R�Q�� �Z�K�L�F�K�� �P�D�G�H�� �L�W�� �µrepeatably inspectable�¶. So he was able to reanalyse them 

and pass them to other analysts who could then check his claims. Furthermore, what 

distinguished Sacks from other researchers investig�D�W�L�Q�J���U�H�F�R�U�G�H�G���P�D�W�H�U�L�D�O���L�V���W�K�H�� �µunmotivated�¶ 

examination principle. This view follows the bottom-up/ data-driven approach because it begins 

�L�G�H�Q�W�L�I�\�L�Q�J���V�S�H�D�N�H�U�V�¶ solutions in the data and works back from them to discover the problems. 

This principle led to Sacks�¶ groundbreaking observations about the caller's problem in hearing, 

as illustrated by the following extract, (Clift, 2016).  

A: This is Mr Smith may I help you 

�%�����,���F�D�Q�¶�W���K�H�D�U���\�R�X 

A: This is Mr Smith 

B: Smith. (Sacks, 1992, cited in Clift, Year 2016: 43) 

When the call-taker gives his name, this creates a slot where the caller is expected to provide 

their name in the next turn (Have, 2007). But, in the extract above, the caller avoids giving their 
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n�D�P�H���D�Q�G���S�U�R�G�X�F�H�V���W�K�H���X�W�W�H�U�D�Q�F�H���µ�,���F�D�Q�¶�W���K�H�D�U���\�R�X�¶ instead. Therefore, the utterance is regarded 

as a solution that led Sacks to speculate about what the problem might be. The problem is that 

the caller does not want to give their name, but is invited to do so by the call-taker (Clift, 2016). 

Is it possible that the caller's declared problem in hearing is a methodical way of avoiding 
giving one's name in response to the other's having done so? Could talk be organized at 
that level of detail? And in so designed a manner? (Sacks, 1992, p.xvii)  

CA seeks to capture the understanding presented by interactants (Clayman and Gill; 2011). This 

is done through examination of how interactants understand and respond to each other when it is 

their turn at talk, thus focusing on the process of generating sequences of actions. According to 

Greatbatch, Heath, Campion and Luff (1995), the main purpose of CA is to describe the 

procedures and rules that are used by participants to generate their own behaviour and to relate to 

the behavior of others. This data-driven approach investigates the actions of speakers at a 

specific point of interaction through analysing what they say and the design of their utterances. 

This includes the use of sounds, specific word choices and a word order.   

Issues concerning how to manage interactions are investigated by exploring the patterns that 

underpin talk. Analytic attention has been given to fundamental aspects of interaction including 

turn-taking, repair, agreements and disagreements, opening and closing, complaints and others 

which relate to both ordinary and institutional talk. CA recognises that interaction is highly 

organised and has orderly and systematic properties in which interactants share the 

understanding of their positions in a social interaction (Heritage, 2005). It holds that 

�µcontributions to interaction are contextually oriented�¶�� ���+�H�U�L�W�D�J�H���� ������������ �S���� �������� and they are 

crucial for the intersubjectivity of understanding. That is, utterances are context shaped, the 
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understanding of each utterance is influenced by the context, and context renewing, in that 

utterances normally require some particular kinds of following utterances by subsequent 

participants (Heritage, 1984). Therefore, when a next action is produced, this makes the 

understanding publicly available because it presents what sense has been made of the prior 

action. If a third subsequent turn is produced, understanding can be confirmed or can be an 

object of repair to be developed into mutual understanding. Moreover, CA has �µa detailed 

transcription system and a highly empirical orientation�¶(Heritage, 1984, p. 241); therefore it 

analyses detailes, such as hesitation and pauses that are often dismissed by other approaches 

(Seedhouse, 2005). In the present study, doctor-patient interaction was analysed by using a CA 

framework. Attention was given to the turns and sequences to discover and analyse the phases of 

the medical talk as well as the departure from and back to the main topic of the consultation. 

3.2 Data setting 

This study aims to analyze the recurrent sequences that make up the medical encounters and to 

discover where participants orient to the medical agenda and depart from it. Therefore, there was 

a need to record naturally occurring consultations and to deeply analyze them. The present study 

is based on recorded interactions taken from a Jordanian hospital. The data was collected in June, 

July and August of 2015 from a university hospital which is in Jordan. The hospital could be 

representative because it is one of the largest medical structures in the country, serving a large 

number of inhabitants from the different governorates. The researcher had three months available 

in which to collect the data and was given full access during that time. It is considered a 

transformational hospital where it deals with all cases from special and public sectors in addition 
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to the patients who receive treatment at their own expense or from health insurance; it covers the 

royal court and ministers, certain private companies, universities, unions, hospitals, and banks. 

Data was also obtained from the health center that is affiliated to the hospital. I collected data 

from the outpatients of the internal clinic. A total of 31 consultations were audio recorded and 11 

of them were excluded for the following reasons: 

1. The length of the consultations was less than three minutes. 

2. The beginning of two consultations was missing where it was impossible to capture on the 
tape due to the noise in the clinic that was caused b�\�� �W�K�R�V�H���Z�K�R���Z�H�U�H���L�Q���W�K�H���G�R�F�W�R�U�V�¶ room and 
talking with another doctor or a nurse in a loud voice. 

3. Some of the consultations were just to renew the medication without discussing any             
medical concern. The duration of those consultations was less than five minutes because the 
patients just asked their doctors to renew the medication for them without discussing anything.  

3.3 Procedures of data collection 

To collect the data, two stages were followed: Ethical considersation and recording the 

interactions. 

3.3.1 Ethical Consideration  

Ethical consent was obtaining from different committees as below: 

1. University of Huddersfield: Ethical considerations were raised at the Ethics Committee of 

the University of Huddersfield. No direct contact with the participants was assured in the ethics 

form, except asking them to sign the consent letter, because the audio recorder would be left on 

�W�K�H�� �G�R�F�W�R�U�¶�V�� �G�H�V�N�� �D�Q�G�� �W�K�H�� �U�H�V�H�D�U�F�K�H�U�� �Z�R�X�O�G�� �Q�R�W�� �D�W�W�H�Q�G�� �W�K�H�� �F�R�Q�V�X�O�W�D�W�L�R�Q�V�� �W�R�� �P�D�L�Q�W�D�L�Q�� �W�K�H��

confidentiality of the patients.  
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2. The administration of the hospital: A copy of the ethics form was submitted to the 

administration of the hospital after obtaining the approval to conduct the study in the hospital. 

3. The doctors and patients of the internal outpatient clinic: The researcher went to the 

outpatient in�W�H�U�Q�D�O���F�O�L�Q�L�F���W�R���R�E�W�D�L�Q���G�R�F�W�R�U�V�¶���D�Q�G���S�D�W�L�H�Q�W�V�¶��consent. A consent form (see Appendix 

2: Paticipation consent form) was prepared to provide them with information about the 

researcher and a general idea about the study. It was added that the concern of the study was 

linguistic and is not related to the medical concerns, and patients and doctors were assured that 

the recorded data will be destroyed upon the completion of the research. Then, they were asked 

to sign the form if they accepted being a member of the study. Although all doctors and patients 

of the clinic were invited to participate, only 31 patients and eight doctors from the family health 

and blood clinics accepted to participate. After excluding 11 of the participants as mentioned 

above, eight doctors and residents (two female residents and six male doctors and residents) and 

20 patients (six females and 14 males) participated in the present study. In most of the 

consultations, a companion (husband, son, daughter, father, and mother) was with the patient 

during the visit. 

3.3.1.1 Difficulties were faced while collecting the data 

�$���G�L�I�I�L�F�X�O�W�\���Z�L�W�K���S�D�U�W�L�F�L�S�D�Q�W�V�¶ acceptance of being part of the study was faced. Most of patients 

and doctors (especially females) did not agree to participate and to record their voices although 

confidentiality had been assured. Those who agreed were often a little worried but after they read 

the permission sheet (Appendix 2: Paticipation consent form) they agreed. They were assured 
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that their names would be anonymised from the transcripts and that the research is concerned 

wi�W�K���O�L�Q�J�X�L�V�W�L�F�V���Q�R�W���W�K�H���S�D�W�L�H�Q�W�V�¶ diseases. Also, they were assured that the researcher wo�X�O�G���E�H���µa 

non-participant distant observe�¶ (Shanmuganathan, 2005); the researcher would not attend their 

clinic visit, so, the health problems would not be attributable to participants. Finally, in some 

consu�O�W�D�W�L�R�Q�V���� �W�K�H�� �Y�R�O�X�P�H�� �R�I�� �S�D�W�L�H�Q�W�¶s voices was a little low but then it became normal. This 

might be because they knew that they were recorded. However, the voice of doctors in all 

consultations was of normal pitch. 

Another kind of difficulty occurred during the recording process, such as the missing of the 

beginning of two consultations that was explained above (in 3.2 Data setting section). 

3.3.2 Recording the interactions 

The audio recordi�Q�J�� �Z�D�V�� �F�R�Q�G�X�F�W�H�G�� �L�Q�� �W�K�H�� �G�R�F�W�R�U�V�¶ consultation room where the tape recorder 

was put on the desk of the doctor. The researcher entered the room just to put the recorder on the 

desk at the beginning of the doctors�¶ clinics and returned back at the time in which the doctors�¶ 

clinics closed. The clinics of the participating doctors began from eight to 12; other clinics began 

from 12 to three or from eight to three. The duration of consultations varied between 6: 24 to 

40.07 minutes.  The type of the recording device was Zoom H4N and it suited the size of the 

clinics. The rooms were not big and the range of their size was 4m ×4m. 
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3.4 Procedures of data Analysis 

This section begins with a general view about the research method other studies used as 

discussed in the literature chapter preceding the current chapter. Then the reasons for selecting 

this particular approach, along with a CA framework, to study the interactions are considered. 

Also, the procedures that the researcher followed to transcribe and analyse the data in detail have 

been explained in this section in addition to the obstacles faced while transcribing.  

The data of the present study was analysed according to a CA framework because it provides a 

means of conducting detailed sequential analysis of medical talk. CA, moreover, helps in 

recognising the recurrent features of medical talk, such as the overall structure of the 

consultations and the order of the activities within them. It allows consideration of the question-

answer sequences that largely make up the consultations, and the various forms of questions that 

participants use to construct the turns of talk. Additionally it allows investigation of departures 

from the agenda (ST sequences) and their impact on the consultations. CA, finally, considers all 

the details in the conversation, such as high and low intonation, overlapping, and interruption.  

To investigate all these features of medical talk according to a CA framework, the researcher 

began by listening to each consultation repeatedly to identify interesting and notable features in 

the Jordanian consultations. After that, the researcher began the transcription procedure.  

A few studies, such as Ibrahim (2001) and Kim, Kols, Prammawat, and Rinehart (2005) used a 

quantitative approach to provide percentages for the frequency of certain communicative 

features, such as questions by doctors, direct statement concerns by doctors, description of the 
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patients�¶ situation, and providing patients with completed and stimulated responses (by doctors). 

Therefore, the present study also used a quantitative approach to show the frequency of the 

occurrence of certain features (greeting sequences, different forms to close the consultation, and 

short answer questions in the history- taking phase) that distinguished the Jordanian medical talk 

in the hospital in which the study was conducted. Also the frequency of the non-occurrence of 

particular phases was provided. This supplements the mainly qualitative approach used 

throughout the study. Presenting the frequency of these features might help the hospital 

administration, who asked for a copy of the results of the study upon the completion of it, to 

determine the do�F�W�R�U�V�¶ needs to develop their communication skills with the patients to try to 

reduce miscommunication problems between the participants. However, the main thrust of the 

research lies in the detailed analysis of sequences. This is commensurate with a CA approach 

that incorporates both detailed analysis and consideration of the frequency of occurrence of 

patterns. 

3.4.1 Transcription  

In CA, transcription is essential to present the details that help in the analysis procedure. 

Transcription also provides an accurate representation for the readers of the transcribed and 

analysed data to check and examine by themselves. Schoeb (2014) stated that a difference 

between spoken and written language is clear because speakers often repeat words and omit 

others as well as, not pronouncing some words clearly and stammering. Therefore, the process of 

transcription is time consuming because the researcher needs to listen to the recordings many 
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times and it is also an imperfect way to construct a written copy of the original conversation 

(Nikander, 2008).  

�,�Q���&�$�����-�H�I�I�H�U�V�R�Q�¶�V���W�U�D�Q�V�F�U�L�S�W�L�R�Q���V�\�V�W�H�P��(2004) is most commonly used to help analyse the data 

(Have, 1999). Have stated that transcription is used to discover certain characteristics in the 

original interactions. It is suggested by Have that original transcription and a line-by-line 

translation should be made if the language is not English. Jenks (2011) clarifies that three- line 

translations can be used: the original language is in the first line, word by word translation is in 

the second line and the functional translation is in the third one. Details, such as pauses and 

hesitation are kept in their position in the translated lines which supports Aronsson and 

Cederborg (1997, p. 85) who stated that: 

The number of overlaps, pauses, hesitation, hedges, self-editings, and so forth are kept 
constant, as is their location in relation to turn junctures. The translation from Swedish has 
been kept as literal as possible, except where minor modifications have been necessary in 
order to preserve conversational style. 

In the present study, the researcher wrote the consultations in their original language (Arabic). 

She then transcribed them to English by using the phonemes of Spoken Jordanian Arabic that 

were cited in Al-Harahsheh article (2015). After that, the third line was created to provide word 

by word translation for each Arabic word to English. Finally, a fourth line was needed for 

functional translation to provide grammatical and semantic details. All the names that were 

mentioned in the consultations were omitted for anonymity. Each consultation had the following 

heading (Abu El-�5�R�E�����-�0�7�����&�������������������µAbu El-rob�¶ is the surname of the researcher, J refers to 
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Jordanian, MT refers to medical talk, C refers to consultation, (#) refers to the number of the 

consultation, and 2015 refers to the year of recording the data. 

The obstacles that were faced while translating the data from Arabic to English are twofold: The 

first one was translating what is heard properly because some of the idioms do not have an 

equivalent in word-by-word translation to English. As a result, the researcher had to give the 

functional meaning to convey the meaning. Moreover, the researcher faced a problem in 

presenting certain actions, such as entering the clinic, leaving it and talking with somebody else; 

therefore, a need to record these actions between practices is required to clarify what is going on 

in the recorded consultation.  

3.4.2 Data Analysis 

The main aim of the present research is to investigate the sequences of medical recorded talk in 

this Jordanian hospital. The overall structure of medical interactions is almost the same. For 

example, the ideal sequence of GP consultations in the Netherlands is the following: Opening, 

complaint, elaboration and examination end/or test, diagnosis, treatment and/or advice, and 

closing (Have, 2002). Concerning a primary care visit, Heritage and Maynard, 2006 (p. 14) 

classified medical talk as incorporating these sequences: opening, presenting complaint, 

examination, diagnosis, treatment, and closing. It is clear that the overall structure of the medical 

talk tends to be similar either in GP consultations or in primary care visit. Have called it �µ�L�G�H�D�O�¶ 

because it is an indicator of a general trend within their organisation rather than a description of 

the factuality realised sequential structures.   
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The pre-mentioned overall structure was applied to discover if it is the same in the present data. 

Furthermore, the elements that constitute each one of the medical phases were analysed. For 

example, the opening phase consists of greeting sequences and sometimes HAY talk whereas the 

closing phase is constituted with elements, such as thanking words, religious greeting and 

invocations to indicate the closing of the sequence. 

Finally, side talk was one of the noticeable features in the data of the study especially in the 

middle of the medical talk more than at the margins. Therefore, it was necessary to analyse the 

occurrence of this kind of talk by investigating its types and how this kind of side sequence 

affects the medical consultation as a whole. This involves exploring how this sequence begins 

and how it is closed to return to the main topic of the visit. 

3.5 Validity and reliability  

A CA approach is considered one of the strongest research methodologies because it analyses 

naturally occurring data. It demonstrates how participants, such as doctors and patients perform 

an action through talk and this is termed 'ecological validity' (Seedhouse, 2004). This Validity 

kind focuses on investigating the applicability of the findings to people's ordinary life. 

Researchers analyse the interactions without making any claim that may negatively affect the 

internal validity of the study. They represent the perspective of the interactants from the 

interaction details. In the case of the reliability, it is usually achieved in CA through making a 

collection, including transcripts, and audio and video recordings, available to the readers 

(Seedhouse, 2004). The CA approach includes transcripts in the published studies, and audio and 
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video recordings might be available via the web. The availability of the transcripts makes the re- 

analysing process possible for readers. Furthermore, readers can test the researcher's procedures 

of analysis as well as the validity of the analysis. Although I was not able to follow a sampling 

method, I did collect a good sample during the three months as I spent eight hours daily in the 

hospital and the health centre recording for most of that time ( see sections 3.2 Data setting and 

3.3.2 Recording the interactions regarding selection of the data for analysis). The present study 

achieved the reliability criterion through providing all the transcripts in (Appendix 1) and 

through presenting extracts in the chapters of analysis to make it easier for the readers to follow 

the examples while discussing them. 

3.6 Limitations  

Video recordings of the consultations would have provided more information. However, it was 

felt that this would be more intrusive and unacceptable to the majority of potential participants.  

Participants (doctors and patients) refused to be video recorded. Some female participants 

(residents and patients) did not accept the video recording procedures because they did not want 

anybody to watch them and they even asked for the time to think about accepting the audio 

recording procedures. In the case of males, the sample of those who refused the video recording 

was smaller than the females, especially the doctor�V�����,�Q���J�H�Q�H�U�D�O�����W�K�H���S�D�U�W�L�F�L�S�D�Q�W�V�¶ refusal of video 

recording relates to their desire not to be watched by anybody and also they did not want anyone 

to know about their medical case. As a result, the research just used the audio recording 

procedure to collect the data. 
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Chapter Four 

Opening Phase 

This chapter is split into three headings: 4.1 The sequence order in the Jordanian opening phase, 

4.2 Side talk and 4.3 summary. The first heading includes three parts: 4.1.1 greeting pairs, 4.1.2 

HAY talk and 4.1.3 Shifting to presenting the complaint phase. The greeting pairs section 

includes four subsections: 4.1.1.1 Religious greeting, 4.1.1.2 The invocation, 4.1.1.3 The �µHello�¶ 

greeting and 4.1.1.4 Well-wishing. Also, the ST section includes four subheadings: 4.2.1 HAY 

talk, 4.2.2 Complimenting, 4.2.3 Laughter and jokes and 4.2.4 �µ�7�R�S�L�F�D�O�L�V�H�G���V�P�D�O�O���W�D�O�N�¶. All these 

sections attempt to answer the following research questions: 

1. What are the elements through which the opening phase is constructed? 
2. �+�R�Z���G�R���W�K�H���G�H�V�L�J�Q�V���R�I���H�D�F�K���S�D�U�W�L�F�L�S�D�Q�W�¶�V���W�X�U�Q�V���D�W���W�D�O�N���P�D�N�H���X�S���W�K�R�V�H���V�H�T�X�H�Q�F�H�V�" 
3. Where and how do the participants depart from explicit orientation to the medical agenda       
           and what impact does this have on the interaction? 
 
Successful interaction between physicians and patients is important because it affects the 

exchanging of information and the establishing of the relationship between them (Gask and 

Usherwood, 2002; Makoul, 2001; and Ong et al., 1995). Physicians regard the skills of 

communication to be important from the beginning (Bar, Neta and Linz, 2006). The opening 

�S�K�D�V�H�� �K�D�V�� �D�� �F�U�X�F�L�D�O�� �U�R�O�H�� �L�Q�� �S�U�R�Y�L�G�L�Q�J�� �D�� �I�D�F�L�O�L�W�D�W�L�Y�H�� �H�Q�Y�L�U�R�Q�P�H�Q�W�� �W�K�D�W�� �Z�L�O�O�� �D�I�I�H�F�W�� �W�K�H�� �S�D�W�L�H�Q�W�¶�V��

responses concerning their presentation of health problem (Robinson, 1998). As a result it has 

proved worthwhile for researchers, such as Gafaranga and Britten (2003) and Robinson and 

Heritage (2006) to study how doctors open the medical encounter. Researchers, such as Chester 
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et al (2014) and Robinson (2012) noticed that doctors started the medical encounter by greeting 

the patients and asking them some general questions in the small opening sequences before 

�G�H�D�O�L�Q�J���Z�L�W�K���W�K�H���S�D�W�L�H�Q�W�¶�V���S�U�R�E�O�H�P����Also, the initial sequences in everyday interaction involve an 

adjacency pair format as in greeting exchanges and might include HAY inquires as in the 

telephone calls (Schegloff, 1968). So, as in ordinary talk, the opening phase in medical talk 

includes pairs, such as greetings and HAY talk.  

The chapter begins by discussing the sequence order in the Jordanian opening phase in which 

different forms of greeting in addition to HAY talk will be  presented and discussed in detail.  

4.1 The sequence order in the Jordanian opening phase  

In the present study, the sequence order includes greeting pairs and HAY talk as follow: 

4.1.1 Greeting pairs 

In a study on greeting sequences in a variety of interactions, Schegloff and Sacks (1973) noted 

that the initial sequences (in greeting exchanges) employ an adjacency pair format in which two 

turns are relatively ordered, produced by speakers, adjacently placed (one after the other) and 

these pairs are type connected. Greeting sequences in medical encounters have also been 

analyzed by a number of scholars, such as Gafaranga and Britten (2003) and Robinson and 

Heritage (2006). Researchers, such as Chester et al (2014) and Robinson (1998 and 2012) 

noticed that doctors began the medical encounter by greeting the patients, introducing 

themselves, looking at their records or asking the patients about personal details and embodying 
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�U�H�D�G�L�Q�H�V�V�� ���V�L�W�W�L�Q�J�� �G�R�Z�Q�� �D�Q�G�� �I�D�F�L�Q�J�� �R�Q�H�� �D�Q�R�W�K�H�U���� �S�U�L�R�U�� �W�R�� �G�H�D�O�L�Q�J�� �Z�L�W�K�� �S�D�W�L�H�Q�W�¶�V�� �S�U�R�E�O�H�P���� �,�Q�� �W�K�H��

present data, these actions were also recurrent. For example, in Extract 1 below, the patient and 

her husband greet the doctor.  

Extract 1 - [Abu El -Rob: JMT: C 2:2015] 
1.  �:�+�X�V�������â�Ü�ô�à�Ë���á�ü�´�ß�• 
          �"�D�V�D�O�D�D�P�����"�D�O�D�\�N�R�P 
          Peace upon you  
          Peace upon you  
2.  �:�'�U���������� �ü�ë���æ�ô�à�ë�ƒ 
         ?ahleen      hala  
        Hello        hello  
        Hello  
3.  Hus.: �­�î�˜�Û�©�� �� �� �� ���î  
          Doktwor     (name)?  
          Doctor      (name)?  
          Are you doctor (name)?  
4.  ((The patient enters the room))  
5.  �:�3�D�W����[ �â�Û]    �����ò�à�Ë���á�ü�´�ß�•  
          �"�L�O�V�D�O�D�D�P���������������"�D�O�D�\�>�N�R�P�@ 
          Peace           upon [you]  
          Peace upon you  
�������������:�'�U��������  ����� ���ü�ë���æ�ó[   �Þ�ë�•�����@  
           [?ahl] een hal   =                              
           [H]i heloo=  
           Hello=  

�7�K�H�� �K�X�V�E�D�Q�G�� �H�Q�W�H�U�V�� �W�K�H�� �G�R�F�W�R�U�¶�V�� �U�R�R�P�� �E�H�I�R�U�H�� �W�K�H�� �S�D�W�L�H�Q�W�� �D�Q�G�� �L�Q�L�W�Lates with a religious greeting 

�µPeace upon you�¶���D�Q�G���W�K�H���G�R�F�W�R�U���U�H�S�O�L�H�V���Z�L�W�K���D���µhello�¶ greeting. Then the husband asks the doctor 

�D���F�O�R�V�H�G���T�X�H�V�W�L�R�Q�������µAre you doctor (name)?�¶ The doctor does not reply to the question because 

the patient enters at that moment and also greets the doctor with the same religious greeting as in 

line five. The doctor overlaps her and replies with �D�� �µhello�¶ greeting as happened with her 

husband. In Extract 2 below, the case is different because the doctor is the one who greets the 

patients.  
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Extract 2 - [Abu El -Rob: JMT: C 8:2015] 
1. ((The resident is calling the patient.))  
2. Res.:  �Þ�À�Ô�—�• 
   �"�L�7�I�D�G�•�D�O 
   Please come in  
   Please come in  
3. ((The patient is entering the room))  
�������:�'�U�������9���� �ò� �£���ü�ë.    
  Hala       Had �i �L�\�9 
  �+�H�O�O�R�������������+�D�M�L�\�9�����+�D�M�L�\���L�V���V�D�L�G���I�R�U���D�Q���R�O�G���S�H�U�V�R�Q�� 
  �+�H�O�O�R�����+�D�M�L�\�9���������+�D�M�L�\���L�V���V�D�L�G���I�R�U���D�Q���R�O�G���S�H�U�V�R�Q�� 
�������:�3�D�W��������[ �â�Ü�ô�à�Ë]       �����á�ü�´�ß�•   
   ?asalaamo     [ �l alaykom]  
   Peace         [upon you]  
   Peace upon you  
6. Dr.:       ���î�Ú�ß�Ž�£���Ò�ô�Û [  �Ž�’�£�®�ã]  
  �>�P�D�U�«�D�%�D�@�������������N�L�\�I�����������������"�L�O�«�D�D�O�" 
  [Hello]        How         are you?  
  Hello. How are you?  

The resident, in this example, goes out of the room to call the patient by his name and then tells 

�K�L�P���µ�"�L�7�I�D�G�•�D�O�¶ �W�R���P�H�D�Q���µplease come in�¶. The patient enters the room and the doctor greets him 

�Z�L�W�K���µHello, Hajiy�¶ �Z�L�W�K���D���K�L�J�K���L�Q�W�R�Q�D�W�L�R�Q�����,�Q���O�L�Q�H���I�L�Y�H�����W�K�H���S�D�W�L�H�Q�W���U�H�S�O�L�H�V���W�R���W�K�H���G�R�F�W�R�U�¶�V���J�U�H�H�W�L�Q�J��

with a religious one �µpeace upon you�¶ and the docto�U�� �R�Y�H�U�O�D�S�V�� �K�L�P�� �W�R�� �U�H�S�O�\�� �Z�L�W�K�� �D�� �µhello�¶ 

greeting. It is noticed from these two extracts that the doctor or the patient begins the greeting 

sequence. Also, the encounters begin with two forms of greetings: Hello and the religious 

greeting. These two forms of greeting and others that occurred in the present study will be 

illustrated as follows:  

4.1.1.1 �5�H�O�L�J�L�R�X�V���J�U�H�H�W�L�Q�J���µPeace upon you�¶ 

The occurrence of religious expressions has been noted in Arabic conversations (see Clift  and 

Helani, 2010). Arabic conversations are rich with �U�H�O�L�J�L�R�X�V�� �H�[�S�U�H�V�V�L�R�Q�V���� �V�X�F�K�� �D�V�� �µ�3�H�D�F�H�� �X�S�R�Q��

�\�R�X�¶��either at the beginning or at the end of the conversation and it is one of the noticeable 
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greeting forms in the present data as in Extracts 1, 3 and 4. Participants initiate the consultation 

�Z�L�W�K���µPeace upon you�¶ after entering the room as a form of greeting from FPP to SPP. 

Extract 1 - [Abu El -Rob: JMT: C 2:2015] 
�����:���+�X�V�������â�Ü�ô�à�Ë���á�ü�´�ß�• 
        �"�D�V�D�O�D�D�P�����"�D�O�D�\�N�R�P 
        Peace upon you  
        Peace upon you  
2. Dr.1:  �ü�ë���æ�ô�à�ë�ƒ 
       ?ahleen            hala  
       Hello              hello  
       Hello  
3. Hus.: �­�î�˜�Û�©�� �� �� �� ���î  
        Doktwor    (name) ? 
        Doctor     (name)?  
        Are you doctor (name)?  
4. ((The patient entered the room))  
5. Pat.:   [ �â�Û] ���ò�à�Ë���á�ü�´�ß�•  
        �"�L�O�V�D�O�D�D�P���������������"�D�O�D�\[ kom]  
        Peace           upon [ you ]  
        Peace upon you  
6. Dr.1:  ����� ���ü�ë���æ�ó[  �Þ�ë�•�����@  
        [?ahl] een hal =                                 
        [H]i heloo = 
        Hello = 

In line one, the husband greets the doc�W�R�U�� �X�V�L�Q�J�� �W�K�H�� �U�H�O�L�J�L�R�X�V�� �S�K�U�D�V�H�� �µ�3�H�D�F�H�� �X�S�R�Q���\�R�X�¶���� �7�K�H��

�G�R�F�W�R�U�� �U�H�V�S�R�Q�G�V�� �Z�L�W�K�� �µHello�¶, thus treating the husband�¶s prior turn as the FPP in a greeting 

sequence. Further evidence for this is that husband does not respond to th�H���G�R�F�W�R�U�¶�V���µhello�¶���Z�L�W�K���D��

�V�H�F�R�Q�G���µhello�¶ (thus treating his as a FPP), but launches a �Q�H�Z���D�G�M�D�F�H�Q�F�\���S�D�L�U���E�\���D�V�N�L�Q�J���µ�$�U�H���\�R�X��

�G�R�F�W�R�U�� ���Q�D�P�H���"�¶ A second occurrence of this sequence takes place when the patient enters the 

room (line four). She also uses the r�H�O�L�J�L�R�X�V�� �S�K�U�D�V�H�� �µPeace upon you�¶ and the doctor again 

responds with a �µhello�¶ greeting. In the next two extracts, the response to the patient�¶s religious 

greeting is different from the previous extract. 
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Extract 3 -[Abu El -Rob: JMT: C 9:2015] 
�������:�3�D�W���������â�Ü�ô�à�Ë���á�ü�´�ß�•  
              ?asalaam  �"�D�O�D�\�N�R�P 
              Peace upon you  
              Peace upon you  
2. Dr.:  �ò�à�À�Ô�—�•���á�ü�´�ß�•���â�Ü�ô�à�Ë�í  
       Wa      �l �D�O�D�\�N�R�P�����������"�V�D�O�D�D�P�������������"�L�W�I�D�G�•�D�O�L�\������ 
       And     upon you     peace.       Please come on  
       And upon you. Please come on.  

Extract 4 -[Abu El -Rob: JMT: C 20:2015] 
1.  �:�3�D�W�������â�Ü�ô�à�Ë���á�ü�´�ß�• 
          ?salaam      �l alaykom  
          Peace           upon you  
          Peace upon you  
2.  Res.: �Þ�À�Ô�—�•�����á�ü�´�ß�•���â�Ü�ô�à�Ë���í 
          Wa       �l �D�O�D�\�N�R�P���������������"�V�D�O�D�D�P�������������"�L�W�I�D�G�•�D�O������ 
          And      upon you        peace.      Please come on  
          And upon you. Please come on.  

In these extracts the patient greets the doctor with a religious greeting and the doctor responds to 

it with the same type of greeting. In general, such encounters begin with a greeting and it can be 

�µhello�¶ or a religious phrase. A religious phrase ca�Q���E�H���U�H�V�S�R�Q�G�H�G���W�R���Z�L�W�K���µhello�¶, which serves as 

�D���6�3�3�����$�O�V�R�����µhello�¶ can be responded to with a religious phrase, as in Extract 2 below (lines four 

and five) that will be explained later in this section (4.1.1.3 The �µ�+�H�O�O�R�¶ greeting ). 

Extract 2 -[Abu El -Rob: JMT: C 8:2015] 
1. ((The resident is calling the patient.))  
2. Res.:  �Þ�À�Ô�—�• 
   �"�L�7�I�D�G�•�D�O 
   Please come in  
   Please come in  
3. ((The patient is entering the room) )  
�������:�'�U�������9���� �ò� �£���ü�ë.    
  Hala       Had �i iy �9 
  Hello      Hajiy �9 (Hajiy is said for an old person)  
  Hello, Hajiy �9  (Hajiy is said for an old person)  
�������:�3�D�W�������������������������� [  �â�Ü�ô�à�Ë]   �á�ü�´�ß�•  
   ?asalaamo     [ �l alaykom]  
   Peace         [upon you]  
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   Peace upon you  
6. Dr.:        ���Ú�ß�Ž�£���Ò�ô�Û[ ���Ž�’�£�®�ã�@ 
  [m�D�U�«�D�%�D�@�����N�L�\�I�����������������"�L�O�«�D�D�O�" 
  [Hello]    How         are you?  
  Hello. How are you?  
7. ((It seems that they are shaking hands))  
�������3�D�W�������9�����ü�ë���Ž�ó  
   �<�D���K�D�O�D�D�9 
   �+�H�O�O�R���9 
   �+�H�O�O�R���9�� 

The use of �µ�+�H�O�O�R�¶�� �R�U�� �W�K�H�� �U�H�O�L�J�L�R�X�V�� �J�U�H�H�W�L�Q�J�� �µP�H�D�F�H�� �X�S�R�Q�� �\�R�X�¶��appears to be interchangeable. 

Initiating the consultation with one of them requires a reply and the absence of it is marked 

because they are conditionally relevant. Schegloff (1968) defines conditional relevance as a SPP 

being expectable when a FPP is given. A SPP is seen as a second item to the first and the non-

occurrence of it is officially considered as an absence. In Extract 5 below there is no reply from 

�W�K�H���G�R�F�W�R�U���W�R���W�K�H���S�D�W�L�H�Q�W�¶�V���U�H�O�L�J�L�R�X�V���Jreeting but it is not marked as an absence. 

Extract 5-[Abu El -Rob: JMT: C 14:2015] 
�����3�D�W���������;�>�â�Û] ���ò�à�Ë���á�ü�´�ß�• 
          ?ilslaam         �l �D�O�D�\�>�N�R�P�@�; 
          �3�H�D�F�H���������������������������X�S�R�Q���>�\�R�X�@�; 
           �3�H�D�F�H���X�S�R�Q���\�R�X�; 
2.Dr.1:  ���å�� �� �� �� �� ���î  [ ���ò�ã�@ 
           [my]n --------- ? 
           [wh]o  (name)?  
           Who is (name)?  
�����3�D�W�������;�Ž�ç�ƒ   
          �"�D�Q�D�D�; 
           �,���D�P�; 
           �,���D�P�; 
4.Dr.1: ------ �«�Ž�˜�³�•���Þ�À�Ô�—�•  
           �"�L�7�I�D�G�•�D�O�����������������"�R�V�7�D�D�è���������Q�D�P�H�� 
           Come in          Mr.         (name)  
          Come in Mr. (name)  
5.Pat.:               [ �ê�ó] �Ñ�Ž�Ì�ß�•���Ú�ô�Ä�Ì�ó 
          ya �l �W�•�\�N���������������������������"�L �l aaf[yih]  
          give you            wellness  
          May God give you wellness  
6.Dr.1: ���«�Ž�˜�³�÷�•���ñ�Ž�Ÿ���¶�ó�•���å�Ž�·�� �� �� �� �� ���î  [ �æ�ã]  
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          [min] �Zaan  ? y�Z       �i aay   ?il?ostaað     (name)?  
          [for]          what    come   Mr.              (name)?  
          For what you are here Mr.(name)?  
7.Pat.:[ �Ú�ó] ���é���Þ�ã�Ž�Ë���í�����Þ�ô�ß�Ž�¤�—���Þ�ã�Ž�Ë���2�í 
         waAllah  �l �D�D�P�L�O�����������7�D�«�D�D�O�\�O�������������Z�D�����������l aamil    [ hyk]  
         Well     I did      ana lysis      and      did     [this]  
         Well, I did analysis and I did this  

In this example the doctor does not reply to the greeting and instead shifts to solicit the reason 

for the visit. Greetings are  interchangeable but an absence of a SPP may not be marked in this 

example because the patient does not pursue greeting from the doctor but instead starts 

answering the doctor�¶s questions. 

4.1.1.2 The invocation  

In addition to the religious �J�U�H�H�W�L�Q�J�� �S�K�U�D�V�H�� �µpeace upon you�¶, there is an additional type of 

religious expressions that might be considered as a form of greeting: invocations. Invocation can 

be considered as a form of well-�Z�L�V�K�L�Q�J�� �L�Q�� �D�� �F�R�P�E�L�Q�D�W�L�R�Q�� �Z�L�W�K�� �µAllah�¶ expressions. In the 

present study, these religious expressions occurred in the opening of such consultations to 

function either as a greeting or as a response to a greeting as in the following:  

Extract 6 -[Abu El -Rob: JMT: C12:2015] 
1. Pat.:  �­�î�˜�Û�©���ê�ô�Ó�Ž�Ì�ß�•���Ú�ô�Ä�Ì�ó 
       ya �l �W�•�\�N�������������������������"�L�O�laafyih            DokTwor  
       Give you            wellness            doctor  
       God gives you wellness  
2. Dr.1:  �î�¶�ó�• 
        ?y �Z? 
        What? 
        What? 

In Extract 6, it is clear that the patient greets the doctor with an invocation but this opening is 

slightly different because SPP does not reply with a greeting and instead shifts to ask about the 
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reason for the visit with just �µwhat?�¶ as in line two. In other cases, these religious phrases are 

used as a response to a �µ�K�H�O�O�R�¶ greeting, as in the following: 

Extract 7 -[Abu El -Rob: JMT: C 6:2015] 
1.  Dr.: �9 �������Þ�À�Ô�—�•�����9�Þ�À�Ô�—�•     
         �"�L�W�I�D�G�•�D�O���9�������������������"�L�7�I�D�G�•�D�O�9 
         �&�R�P�H���L�Q���S�O�H�D�V�H�9�����������F�R�P�H���L�Q���S�O�H�D�V�H���9 
         �&�R�P�H���L�Q���S�O�H�D�V�H�9�����F�R�P�H���L�Q���S�O�H�D�V�H�9 
2.  (( It seems that they are shaking hands))  
3.  Dr.: = �; ���ü�ë�������9�æ�ô�à�ë�•        
         �+�D�O�D�D���9�����������������������������"�D�K�O�L�L�Q�����;�  
         �+�H�O�O�R���9�������������������������������K�H�O�O�R�����;�  
         �+�H�O�O�R�9�����K�H�O�O�R�;�  
4.  �:�� Pat.: =    �;�ê�ô�Ó�Ž�Ì�ß�•���Ú�ô�Ä�Ì�ó           
          =ya �l �W�•�\�N�����������������"�L�O�l �D�D�I�\�L�K�;����������������     
          � �*�L�Y�H���\�R�X���������������Z�H�O�O�Q�H�V�V�; 
          � ���0�D�\���*�R�G���J�L�Y�H���\�R�X���Z�H�O�O�Q�H�V�V�; 
5.  Dr.:  �î�Ú�ß�Ž�£���Ò�ô�Û�������ò�—�Ž�ô�¤�— 
         �7�D�«�L�\�D�D�7�L�H�������������������������.�L�H�I���������������«�D�D�O�D�N�" 
         My greetings.         How       are you?  
         My greetings are for you. How are you?  

The doctor is �W�K�H���R�Q�H���Z�K�R���E�H�J�L�Q�V���Z�L�W�K���D���µhello�¶ greeting and the p�D�W�L�H�Q�W���U�H�V�S�R�Q�G�V���W�R���W�K�H���µ�K�H�O�O�R�¶ 

greeting with an invocation (line four) and then the doctor replies to the invocation and then 

shifts to HAY talk in line five. This suggests that invocations �D�Q�G���µ�K�H�O�O�R�¶���D�U�H���L�Q�W�H�U�F�K�D�Q�J�H�D�E�O�H��and 

an invotcation may be used to fill the slot following a greeting FPP. However, the doctor, in 

Extract 5, does not reply to the patient�¶s invocation in line five that occurs in the form of 

greeting. He instead shifts to solicit the reason for the visit, but an absence of a SPP may not be 

marked in this example because the patient does not treat it as missing. In another example, not 

responding to the invocation is also not marked as an absence as in the following. 

Extract 8-[Abu El -Rob: JMT: C 17:2015] 
1.Pat.: �â�Ü�ô�à�Ë���á�ü�´�ß�• 
         �"�L�O�V�D�O�D�D�P�������������"�D�O�D�\�N�R�P 
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          Peace           upon you 
         Peace upon you 
2.Dr.: ���æ�ô�ã���æ�ô�à�ë�ƒ���ü�ë�������������î  
         Halaa            ?ahlyn           miyn    ---------? 
        Welcome       welcome       who     (name)? 
        �:�H�O�F�R�P�H�����Z�H�O�F�R�P�H�����:�K�R�¶�V�����Q�D�P�H���" 
3.Pat.:  �é�• ���������î�Ú�ß�Ž�£���Ò�ô�Û���­�î�˜�Û�©���ê�ô�Ó�Ž�Ì�ß�•���Ú�ô�Ä�Ì�ó����������  
         �<�D�"�W�•�\�N�����������"�L�O�"�D�D�I�\�L�K�������'�R�N�7�Z�R�U�����N�L�\�I�����������«�D�O�D�N�"�����������Q�D�P�H�������"�D�D�K 
         grant you  health        doctor        how    are you?  (name)  yes 
         May God grant you health, doctor! How are you? (name) yes. 
4.Dr.1:  ------�ª�ô�³���Ž�ó���Þ�À�Ô�—�•  
          �"�L�7�I�D�G�•�D�O���������������\�D�D�������V�D�\�L�'���������Q�D�P�H�� 
          Have a seat Mr.               (name) 
          Have a seat Mr. (name). 

�,�Q���W�K�L�V���H�[�D�P�S�O�H�����µ�S�H�D�F�H���X�S�R�Q���\�R�X�¶��occurs in the slot that might otherwise have been occupied by 

a �µ�K�H�O�O�R�¶�� �J�U�H�H�W�L�Q�J���� �,�Q�� �O�L�Q�H�� ������ �L�Q�Y�R�F�D�W�L�R�Q�� �R�F�F�X�U�V�� �D�V�� �D�Q�� �H�[�S�D�Qsion of the �µgreeting�¶ along with a 

HAY pair. At the same time, the patient answers the doct�R�U�¶�V���T�X�H�V�W�L�R�Q���W�K�D�W���Z�D�V���L�Q���O�L�Q�H����.  

4.1.1.3 The �µ�+�H�O�O�R�¶ greeting 

�µHello�¶ or �µHi�¶ occurred in studies, as in Sacks (1992), to be the format of greeting-greeting 

sequence. This sequence of greeting occurred in one consultation in the present study. 

Extract 9 -[Abu El -Rob: JMT: C 15:2015] 
1.  Dr.1 to Pat.: ���–�³���ò�à�À�Ô�—�•�� �� �� �� �����î�ê�ß�î�¤�ã���¶�ó�ù���î�·  
                 �"�L�W�I�D�G�•�D�O�L�\�����������V�L�7���������Q�D�P�H�������œ�R�Z�����������O�D�"�L�\�œ������������������������ 
                 Come in please  Miss (name)   what    why                  
                 �"�L�P�«�D�Z�O�L�K�" 
                 Come here?  
                 Come in please, Miss (name). What, why did you come  
                 here?  
2.  �:The Pat. Cousin:  �­�î�˜�Û�©���Ž�’�£�®�ã 
                      �0�D�U�«�D�E�D�D�������������G�R�N�7�Z�R�U 
                      Hello         doctor  
                      Hello doctor  
3.  Dr.1:  �ü�ë���æ�ô�à�ë�ƒ 
          ?ahliyn           hala  



99 

 

          hello             hello  
          Hello, hello  
4.  Cousin: �î�Ú�ß�Ž�£���Ò�ô�Û 
            �.�L�\�I�������������������«�D�D�O�D�N�" 
            How          are you?  
            How are you ? 
 

In this extract, the doctor begins directly with the reason for the visit (in line one). The cousin 

�L�J�Q�R�U�H�V�� �W�K�H�� �G�R�F�W�R�U�¶�V�� �T�X�H�V�W�L�R�Q�� �D�Q�G�� �V�K�L�I�W�V�� �W�R�Z�D�U�G�V�� �J�U�H�H�W�L�Q�J�� �K�L�P�� �Z�L�W�K�� �µhello�¶ and the doctor 

�U�H�V�S�R�Q�G�V�� �Z�L�W�K�� �µhello�¶ before the HAY talk begins (in line four). However, a �µhello�¶ greeting 

occurred in Extract 7, in line three, and in Extract 1, in line four, but in a different way because 

SPPs replied with other forms of greeting. 

Extract 7 - [Abu El -Rob: JMT: C 6:2015] 
1. Dr.: �9 �����Þ�À�Ô�—�•�������9�Þ�À�Ô�—�•      
      �"�L�W�I�D�G�•�D�O�9�������������������"�L�7�I�D�G�•�D�O�9 
      �&�R�P�H���L�Q���S�O�H�D�V�H�9�����������F�R�P�H���L�Q���S�O�H�D�V�H���9 
      �&�R�P�H���L�Q���S�O�H�D�V�H�9�����F�R�P�H���L�Q���S�O�H�D�V�H�9�� 
2. ((Shaking hands with the patient))  
�����:���'�U������ = �; �����ü�ë�����9�æ�ô�à�ë�•        
       �+�D�O�D�D�9�������������������������������"�D�K�O�L�L�Q�;�  
       �K�H�O�O�R�9�����������������������������������K�H�O�O�R�;�  
       �+�H�O�O�R�9�����K�H�O�O�R�;�  
4. Pat.:    �;�ê�ô�Ó�Ž�Ì�ß�•���Ú�ô�Ä�Ì�ó =          
       = ya �l �W�•�\�N�������������������������������"�L�O�"�D�D�I�\�L�K�; 
       = Give you               health �; 
       =May God give you health �; 
5. Dr.:  �î�Ú�ß�Ž�£���Ò�ô�Û�������ò�—�Ž�ô�¤�— 
       �7�D�«�L�\aaTii.           Kiif      �«�D�D�O�D�N�" 
       My greetings.         How       are you?  
       My greetings are for you. How are you?  

Extract 1 - [Abu El -Rob: JMT: C 8:2015] 
1. ((The resident is calling the patient.))  
2. Res.:  �Þ�À�Ô�—�• 
        �"�L�7�I�D�G�•�D�O 
        Please come in  
        Please come in  
3. ((The patient is entering the room))  
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�����:���'�U������ �9 �ò� �£���ü�ë.   
       Hala       Hajii �9 
       Hello      Hajii �9   (Hajii is said for an old person)  
       Hello, Hajii �9   (Hajii is said for an old person)  
5. Pat.:        [ �â�Ü�ô�à�Ë]  �á�ü�´�ß�•  
        ?asalaamo     [ �l alaykom]  
        Peace         [upon you]  
        Peace upon you  
�������:�'�U���� �î �Ú�ß�Ž�£���Ò�ô�Û [   �Ž�’�£�®�ã]  
      �>�P�D�U�«�D�%�D�@�����������N�L�\�I�����������������"�L�O�«�D�D�O�" 
      [Hello]       How         are you?  
      Hello. How are you?  
7. ((Shaking hands))  
�������3�D�W�������9���ü�ë���Ž�ó  
       �<�D���K�D�O�D�D�9 
       �+�H�O�O�R�9�� 
       Hello �9 

In both extracts, after the doctors invite the patients into the room they initiate �D���µhello�¶ greeting. 

In the first extract, the patient replies with an invocation �µ�0ay God give you health�¶ and the 

doctor greets the patient again as in line five and then moves to the HAY talk. Alternatively, in 

the second extract, the patient replies with the religious greeting �µPeace upon you�¶ to which the 

�G�R�F�W�R�U�� �U�H�S�O�L�H�V�� �Z�L�W�K�� �µhello�¶ and then shifts to the HAY talk. In these two extracts, the doctor 

greets the patient twice in which the second one occurs as a reply to the patient's greeting. In 

general, the �µ�K�H�O�O�R�¶�� �J�U�H�H�W�L�Q�J�� �L�V�� �L�Q�W�H�U�F�K�D�Q�J�H�D�E�O�H�� �D�V�� �R�F�F�X�U�V�� �L�Q these examples but an absence of 

response is not marked as in the following example: 

Extract 10-[Abu El -Rob: JMT: C 10:2015] 

1.Dr.1:  ���æ�ô�à�ë�ƒ���������������Þ�À�Ô�—�•  
          �"�D�K�O�H�H�Q�����������Q�D�P�H�����������"�L�7�I�D�G�•�D�O 
          Hello       (name)    come in 
          Hello (name), please come in 
2.Dr.1 to Dr. 2: ----- �î�ê�˜� �ô�ç���–�Ì�à�Á 
                        ���Q�D�P�H�������������W�•�L�O�D�gaT     naTiyd�dToh? 
                        (name)    available    his result? 
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                        �,�V�����Q�D�P�H���¶�V���U�H�V�X�O�W���D�Y�D�L�O�D�E�O�H�" 
3.Dr.2:   �ê�´�ß 
          Lissah 
         Not yet  
         Not yet 
4.(0.4) 
�����'�U�������W�R���S�D�W���������;�Ú�ô�ë���å�Ž�·���æ�ã�����•�Ž�»�î�¤�Ô�ß�•���ð�è�˜�´�è�‘���Ž�è�£�•        
                    �"�L�«�Q�D�D�������"�L�%�Q�L�V�7�D�Q�D�D�������"�L�O�I�R�«�R�Z�V�•�D�D�7�������P�L�Q���U�D�D�Q�����K�L�\�N�; 
                     �:�H�����������������Z�D�L�W�L�Q�J�����������������������W�K�H���W�H�V�W�V�������������������������I�R�U�����������������������W�K�D�W�; 
                     �:�H���D�U�H���Z�D�L�W�L�Q�J���I�R�U���W�K�H���W�H�V�W�V�¶���U�H�V�X�O�W�V�����)�R�U���W�K�D�W�;�� 
6. ���é�•�������������������9�æ�Ë���Ž�è�à�Ô�ß�î�³  
    �"�D�D�K�����������Q�D�P�H�����9�������V�Z�R�O�L�I�L�O�Q�Q�D���������"�D�Q 
    �2�N�D�\�����������Q�D�P�H�����9�����W�H�O�O���X�V�������������������������D�E�R�X�W�� 
    �2�N�D�\�����Q�D�P�H�����9�����W�H�O�O���X�V���D�E�R�X�W�� 
7.(0.3)  
8.Pat.:  �î���¶�ó�•���æ�Ë 
         �"�D�Q������        �"�L�H�œ 
         About      what 
        About what? 

�,�Q�� �W�K�L�V�� �H�[�W�U�D�F�W�� �W�K�H�� �G�R�F�W�R�U�� �L�Q�L�W�L�D�W�H�V�� �W�K�H�� �µ�K�H�O�O�R�¶�� �J�U�H�H�W�L�Q�J�� �E�X�W�� �Q�R�� �U�H�V�S�R�Q�V�H�� �R�F�F�X�Us from the patient 

although it has conditional relevance. Doctor1 shifts to ask Doctor 2 about the test results of the 

patient without giving the latter the chance to reply and then the doctor asks him to provide them 

with an update of his condition. 

4.1.1.4 Well-wishing 

Wishes occurred in one example to be considered as a gr�H�H�W�L�Q�J�� �I�R�U�P�� �L�Q�V�W�H�D�G�� �R�I�� �X�V�L�Q�J�� �D�� �µhello�¶ 

greeting or the religious expressions. In the following extract several turns of correcting the 

name occurred at the very beginning of the consultation before greeting each other until the 

doctor wishes the patient a happy Eid in line eight. 

Extract 11 �± [Abu El -Rob: JMT: C 1:2015] 
1. Nurse: �ê� �¤�ß�•���ñ�Ž�ë�� �� �� ��  
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         Haay   Hajih (name) ((the nurse called her by a wrong name))  
         This   Hajih (name ((the nurse called her by a wrong name))  
         This is Hajih  (name) ((the nurse called her by a wrong name))  
2.   Pat.: -------  
3.   ((The patient is correcting her name))  
4.  Dr.:   ���û�í�� �� �� �� �� �� ���î -----  
       (name)     wila      (name)?  
       (name)      or         (name)?  
5. ((The doctor is not sure of the correct name of the patient, so he   
    is maki ng sure of which name is the correct?))  
6.  Pat.: = -----   �9�������� -----   �9�� 
         ���Q�D�P�H���9���������Q�D�P�H���9�     
         ((The patient is answering the correct name by repeating it  
          twice.))  
7�����:�'�U�� :=  : �­�����ò�¨�‘���–�ç�•�í���á�Ž�Ë���Þ�Û = 
        =�.�R�O�����������������"�D�D�P����������wa       ?inti        ?iBixi:::r = 
        =Every      year     and      you          goo::d = 
        =Happy Eid = 
8. Pat.:  �Ú�ô�à�¨�ó���2�����­�î�˜�Û�©���Ù�ª�Ì�´�ó���������2 
        �$�O�O�D�K���������������\�L�V�"�L�'�D�N���������������������'�R�N�7�Z�R�U�������$�O�O�D�K���\�L�;�D�O�L�H�N�� 
        Allah      makes  happy you   Doctor.   Allah protects you  
        May Allah make you happy ((Thank you)), Doctor. May Allah   
        protect you  
 
After the initial sequences between the patient and the nurse in addition to repairing the name of 

the patient that all occur from lines one to seven, the doctor greets the patient by wishing her a 

�K�D�S�S�\�� �(�L�G�� �L�Q�V�W�H�D�G�� �R�I�� �X�V�L�Q�J�� �D�� �µ�K�H�O�O�R�¶ greeting or a religious expression. The patient responds to 

this form of greeting with an invocation (line eight). This suggests that well-wishes and 

invocations are interchangeable. The occurrence of wishes might be due to the different 

circumstance of this opening (the mis�W�D�N�H�� �L�Q�� �S�U�R�Q�R�X�Q�F�L�Q�J�� �W�K�H�� �S�D�W�L�H�Q�W�¶s name) that helped the 

doctor to shift to wishes to function as a greeting. 

To sum up, there are several different objects that can perform greeting: hello and religious 

phrases (Peace upon you and invocations with �µAllah�¶ expressions). Also, there was an 
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occurrence of wishes to function as a greeting in one example. These different pairs that 

construct the sequence can be summarised as follows: 

1. A: Religious greeting 
            B: Hello 
2. A: Hello 
 B: Religious greeting 
3. A: Hello 
            B: An invocation 
4. A: Hello 
            B: Hello  

 

Quantitatively, the opening phase occurred in 16 consultations (Appendix 4). The religious 

�J�U�H�H�W�L�Q�J���µpeace upon you�¶ occurred in 11 consultations, either as a greeting or as a response to 

the greeting. In one consultation, no response from the doctor occurred to the religious greeting. 

In the case of invocations, they occurred in three consultations. One was presented by a patient 

but no response occurred from the doctor whereas the rest were presented as a response to the 

�G�R�F�W�R�U�V�¶ greetings. A �µhello�¶ greeting was initiated by doctors in three consultations and the 

responses were an invocation, a religious greeting and a �µhello�¶ greeting. Finally, wishing the 

patient a happy Eid occurred in one consultation and an invocation was the response. In most of 

the examples, greeting pairs occur as conditionally relevant. However, sometimes the 

participants treat the lack of a SPP as okay rather than as a noticeable absence. 
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4.1.2 HAY talk  

Coupland et al (1992) discussed that HAY pairs commonly occur in the opening of 

conversations. Sacks (1975 cited in Coupland et al., 1992) provides an analysis from the CA 

viewpoint that HAY can be used as an exchange of greetings in �µminimal proper conversations�¶ 

to solicit personal or value states ( see section 2.1.1 Opening ). In Extracts 7 and 12, there was an 

occurrence of HAY talk as follows:  

Extract 7 -[Abu El -Rob: JMT: C 6:2015] 
�������:�'�U�������� �������ò�—�Ž�ô�¤�—�î�Ú�ß�Ž�£���Ò�ô�Û  
       �7�D�«�L�\�D�D�7�L�H�������������������������.�L�H�I�������������«�D�D�O�D�N�" 
       My greetings.         How       are you?  
       My greetings are for you. How are you?  
6. Pat.: (     )=  
7. Dr.: = �����Ú�ô�à�Ë���ð�¿�®�ó���2�æ�ô�à�ë�•  
       � �$�O�O�D�K�������������\�L�U�G�•�D�D���������"�D�O�L�H�N�����������"�D�K�O�L�H�Q 
       =God        bless      you.       welcome  
       =God bless you. You are welcome  
8. Pat.: = �2���Ù�Ž�ô�£  
        �«�D�\�\ak                       Allah=  
        preserve your life           Allah=  
        May Allah preserve your life=  
�������:�'�U������ � �����Þ�À�Ô�—�•���æ�ô�à�ë�•�î�Ú�ß�Ž�£���Ò�ô�Û  
       � �"�D�K�O�L�L�Q�����������������"�L�7�I�D�G�•�D�O���������������������N�L�H�I�����������«�D�D�O�D�N�" 
       = welcome.      Come in please.    How      are you?  
       =You are welcome. Come in please. How are you?  
10. Pat.:        �•�ª�ä�¤�ß�• 
        �"�L�O�«�D�P�'�R�������������O�L�O�$�O�O�D�K�� 
        Thank             God  
        Thank God  
11. Dr.:  �î���Ù�­�Ž�’�§�•���î�· 
        �œ�Z�R���������������������"�D�;�%�D�U�D�N? 
        What�¶s       news your?  
        What is your news?  

Extract 12 - [Abu El -Rob: JMT: C 1:2015]: 
7. Dr.: �­�����ò�¨�‘���–�ç�•�í���á�Ž�Ë���Þ�Û == 
       =�.�R�O�������������������"�D�D�P�����������Z�D�����������������"�L�Q�W�L�����������������"�L�%�L�[�L�������U 
       =Every       year     and       you          goo::d  
       =Happy Eid  
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8. Pat.:  �����2�����9�Ú�ô�à�¨�ó���2�����­�î�˜�Û�©���Ù�ª�Ì�´�ó  
       Alla �K�9���������������\�L�V�"�L�'�D�N�������������������'�R�N�7�Z�R�U�������$�O�O�D�K���\�L�;�D�O�L�H�N�� 
       �$�O�O�D�K���9���������P�D�N�H�V���\�R�X���K�D�S�S�\���������G�R�F�W�R�U���������$�O�O�D�K���S�U�R�W�H�F�W�V���\�R�X 
       �0�D�\���$�O�O�D�K�9�����������P�D�N�H���\�R�X���K�D�S�S�\�������7�K�D�Q�N���\�R�X�������G�R�F�W�R�U�����0�D�\���$�O�O�D�K���� 
       protect you  
9. �: Dr.: [ �•�•]  ���î�Ú�ç���î�à�·���æ�ã���æ�ó�Ž�Ÿ���î�˜�ç�•�í���ñ�Ž� �ß�•���ª�ô�Ì�ß�•�Ñ�®�Ë   
       �"�L�œ�O�Z�R���Q�L�N�"         ?il Eid   ?id �iay    wa    ?inTwo        
       How are::  you?      Al Eid    next      and    you                
       �i �D�D�\�L�L�Q�����P�L�Q���������"�D�U�D�I�>�D�D�7���@ 
       �F�R�P�L�Q�J�������I�U�R�P���������"�U�D�I�>�D�D�7�@�������������������� 
       How are you?  Wish you nex t year to be coming from Al Haj.  
11. Pat.:    �2[ ���Ž�¸�ç�•���@�ï  
        �>�,�Q�œ�D    ]Allah  
        [ willing  ] God  
        God willing  
 
In these two extracts, the doctors initiate the HAY sequences (line five in Extract 7, and line nine 

in Extract 12) after the greeting turns. In extract 7���� �W�K�H�� �S�D�W�L�H�Q�W�� �U�H�V�S�R�Q�G�V�� �W�R�� �W�K�H�� �G�R�F�W�R�U�¶�V�� �+�$�<��

sequence which is not the case in Extract 12. In Extract 12, the doctor initiates with a HAY 

question and then continues with a wish in the same turn (line nine) and the patient replies to the 

�G�R�F�W�R�U�¶�V���Z�L�V�K�L�Q�J���Z�L�W�K���µ?in�·a Allah�¶ which can be considered as a type of what was termed �µGod 

wishes�¶ by Ferguson (1983) who examined them and their cognates in Syrian Arabic. The focus 

of the study was on semantic, syntactic and pragmatic features of one type of the politeness 

formulas in Syria, which is �µGod wishes�¶. It was noticed at the end of the study that God wishes 

consisted of God as subject, pronoun object and verb of favorable action towards the addressee  

and in some cases, the verb may require a preposition with the pronominal object, a�V���L�Q�� �µAllah 

�\�H�«�I�D�]�D�N�¶ which means �µ�*�R�G�� �N�H�H�S�� �\�R�X�¶. Finally, they occurred in many different sequences as 

initiator formulas in exchanges, �V�X�F�K�� �D�V�� �µ�$�O�O�D�K�� �<�D�"�W�•�\�N�� �"�L�O�"�D�D�I�\�L�K�¶ that means �µMay God give 

�\�R�X���K�H�D�O�W�K�¶ to be considered as a greeting statement. �µSingleton�¶ is another formula that might be 

used in suitable occasions without being considered as a response to a preceding formula and 
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with�R�X�W���U�H�T�X�L�U�L�Q�J���D���U�H�V�S�R�Q�V�H���D�V���L�Q���µGod have mercy on you�¶ that is said when someone sneezes.  

�µ�,�Q�V�K�D�"�$�O�O�D�K�¶ is also considered by Clift and Helani (2010) as an invocation that secures a 

possible sequence and the closure of a topic and acts as a form of reciprocal invocation during 

the talk. They add that these invocations are provided to shift to a new topic. 

By returning back to Extract 12, the patient ignores the HAY question and just replies to the wish 

�Z�L�W�K���µGod willing/ ?in�·a Allah�¶ as in line 10. It was noticed that the doctor, in extract 7, asks a 

HAY question again in line nine to which the patient responds. In the next extract, the HAY 

sequence occurs from lines six to 10 in which both interactants participate in these sequences. 

Furthermore, the doctor begins the HAY talk in line six whereas the patient initiates it in line 10.  

Extract 2 - [Abu El -Rob: JMT: C 8:2015] 
6. �:�'�U������������������ ���î�Ú�ß�Ž�£���Ò�ô�Û[ ���Ž�’�£�®�ã�@���@ 
  �>�P�D�U�«�D�%�D�@�������������N�L�\�I�����������������"�L�O�«�D�D�O�" 
  [Hello]        How         are you?  
  Hello. How are you?  
7. ((It seems that they are shaking hands))  
�������3�D�W�������9�����ü�ë���Ž�ó  
   �<�D���K�D�O�D�D�9 
   �+�H�O�O�R���9 
   �+�H�O�O�R���9 
9. Dr.:  �2�ï�Ž�·���Ž�ã���ò�ô�ó�•       
  ?ie::    maa �Za?    Allah  
  ?ie::    willing    God  
  ?ie:: God willing  
���������:�3�D�W���������î���Ý�Ž�¤�ß�•���Ò�ô�Û 
  �.�L�\�I�������������������������"�L�O�«�D�D�O�" 
  How           everything?  
  How is e verything?  
11. Dr.: �­�î�è�ã���Ú�ô�à�¨�‘���å�Ž�À�ã�­ 
  Ramadan        BiXaliyk             ?imnawir  
  Ramadan        is making you        your face bright  
  Ramadan is making your face bright  
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In line six, the doctor initiates a HAY question. The patient greets him again b�\�� �D�� �µhello�¶ 

greeting, as in line eight. The doctor inse�U�W�V�� �D�� �V�H�T�X�H�Q�F�H�� �K�H�U�H�� �µ�"�L�H�����K�� �P�D�œ�D A�O�O�D�K�¶��which means 

�µ?ie::h God willing�¶ but there is no response from the patient. Instead, the patient returns to the 

HAY talk in line10.  

However, the doctor self-repairs his �S�U�H�Y�L�R�X�V���X�W�W�H�U�D�Q�F�H���E�\���V�D�\�L�Q�J�����µRamadan is making your face 

bright�¶���E�H�F�D�X�V�H���µ�"�L�H�����K���P�D�œ�D�$�O�O�D�K�¶ is a kind of expressions that is used in the Jordanian culture to 

�H�[�S�U�H�V�V���W�K�D�W���µyou look great�¶ and it seems that the patient returns to HAY talk for one reason or 

another; therefore, the doctor introduces his idea again but differently, as in line 11, to clarify the 

previous expression and to be a compliment to the patient. The case in the next extract is slightly 

�G�L�I�I�H�U�H�Q�W���E�H�F�D�X�V�H���W�K�H���S�D�W�L�H�Q�W�¶s companion is the one who initiates the HAY talk. 

Extract 9 - [Abu El -Rob: JMT: C 15:2015] 
1. Dr.1 to Pat.: ���–�³���ò�à�À�Ô�—�•�������������î�ê�ß�î�¤�ã���¶�ó�ù���î�·  
            �"�L�W�I�D�G�•�D�O�L�\���������������V�L�7�������������Q�D�P�H�������œ�R�Z�����������O�D�"�L�\�œ������������������ 
        Come in please    Miss   (name)   what    why                           
                 �"�L�P�«�D�Z�O�L�K�" 
                 comehere?  
        Come in please, Miss (name). What, why did you come   
                 here?  
�������:�7�K�H���3�D�W���¶s Cousin:  �­�î�˜�Û�©���Ž�’�£�®�ã 
            �0�D�U�«�D�E�D�D�������������������������G�R�N�7�Z�R�U 
            Hello               doctor  
            Hello doctor  
�������:�'�U���������� �ü�ë���æ�ô�à�ë�ƒ 
   ?ahliyn       hala  
   Welcome       welcome  
   Welcome ,welcome  
�������:�&�R�X�V�L�Q�����î�Ú�ß�Ž�£���Ò�ô�Û 
      Kiyf         �«�D�D�O�D�N 
      How          are you?  
      How are you?  
5. Dr.1: �æ�ô�à�ë�ƒ 
   ?ahliyn  
   Welcome 
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   Welcome 
6. Cousin: �á�î�£�®�ä�ß�•���ñ�î�‘�ƒ���ò�ç�®�Û�¬�˜�˜�‘���•�«�•���Ž�ç�ƒ-------   
     �"�D�Q�D�D�����"�L�è�D�D�����"�L�%�7�L�7�è�D�N�D�U�Q�L�\�������"�D�%�R�Z�\���������"�L�O�P�D�U�«�R�Z�P������������������ 
     I am   if     you remember me  my father  the deceased                
         (name)  
     (name)  
     I am, if you remember me, my father is the deceased (name)  

 In line four, the cousin initiates a HAY question but t�K�H�� �G�R�F�W�R�U�� �D�J�D�L�Q�� �U�H�S�O�L�H�V�� �Z�L�W�K�� �D�� �µhello�¶ 

greeting. After that, the cousin moves to introduce himself in line six in contrast with Chester et 

al study (2014) in which the doctors were the ones who introduced themselves and their role. 

The companion repairs himself when he suddenly stops aft�H�U�� �µI am�¶ and then initiates a new 

�X�W�W�H�U�D�Q�F�H���E�\���V�D�\�L�Q�J�����µmy father is the deceased (name)�¶; this process is called abort and abandons 

(Al -Harahsheh, 2015). By this turn, a ST sequence occurs to play a part in the opening of this 

consultation.  

All in all, HAY talk occurred in the opening phase of eight consultations. HAY talk might be a 

reason to analyse the phatic communion in real time discourse events (Coupland et al, 1992) and 

this is what will be discussed later in the ST section. The next Extract presents both the greeting 

sequence and HAY talk to show how they occur together to make up longer sequences. 

Extract ��3 - [Abu El -Rob: JMT: C 2:2015] 
1.  �:�+�X�V�������â�Ü�ô�à�Ë���á�ü�´�ß�• 
          �"�D�V�D�O�D�D�P�����"�D�O�D�\�N�R�P 
          Peace upon you  
          Peace upon you  
2.  �:�'�U���������� �ü�ë���æ�ô�à�ë�ƒ 
           ?ahleen      hala  
          Hello        hello  
          Hello  
3.  Hus.: �­�î�˜�Û�©�� �� �� �� ���î  
          Doktwor     (name)?  
          Doctor      (name)?  
          Are you doctor (name)?  
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4.  ((The patient enters the room))  
5.  �:�3�D�W��������[ �â�Û] �����ò�à�Ë���á�ü�´�ß�•  
          �"�L�O�V�D�O�D�D�P���������������"�D�O�D�\�>�N�R�P�@ 
          Peace           upon [you]  
          Peace upon you  
�������������:�'�U���������� � ���ü�ë���æ�ó [ �����Þ�ë�•�����@   
           [?ahl] een hal   =                              
           [H]i heloo=  
           Hello=  
�������:�3�D�W���������������������� � �>�î���­�î�—]  �Ù�©���Ú�Ô�ô�Û         
        = Kiyfak         Doc[twor?]  
        =How are you     Doc[tor?]  
        =How are you, Doctor?   
8. Dr.1: [ �ü�ë]  �æ�ó [ �Þ�ë�•�@  
       [?ahl]iyn    [ hala]                                 
       [Hel]lo      [hello]  
        Hello  
9. Pat.:   ����� �î�Ù�­�Ž�’�§�•[ ���î�·���@   
       �>�œ�R�Z�@�������������������"�D�;�%�D�D�U�D�N�"�  
       [What]       your latest news?=      
       What is your latest news?=  
10. Dr.1:          [ �î�¾�ó�®�ä�ß�•] ���æ�ô�ã�����ü�ë���æ�ô�à�ë�•�   
        =?ahliyn           h �D�O�D���������������P�L�\�Q�������������������>�"�L�O�P�D�U�L�\�G�•�"�@ 
        =Hi                   hello     who        [the patient?]  
        =Hello. Who is the patient?  
11. Pat.: = �­�î�˜�Û�©���Ž�ç�ƒ�����®�ô�¨�‘���–�ç���9�����ê�ì�ì�ì�ì�ë [ �•�í���á�Ž�Ë���Þ�Û]                 
        [Kol   �"�D�D�P�������Z�D�������"�L] nTa   ?iBiXiyr.  ?a �Q�D�D�����'�R�N�W�Z�R�U�9��hh= 
        [every year   and  y ] �R�X�������������J�R�R�G�������������,���D�P�������'�R�F�W�R�U���9��hh= 
        �0�D�\���H�Y�H�U�\���\�H�D�U���W�R���E�H���J�R�R�G�����+�D�S�S�\���5�D�P�D�G�D�Q�����,���D�P�����'�R�F�W�R�U���9 
        hh� �9  
12. Dr.1:  = �����é�•���9���å�Ž�ã�¯���æ�ã���ò�˜�ç�•���Ž�ã�����9�…���î�Ú�ß�Ž�ã���¶�ó�•����  
        � �"�D�K���9�������P�D�������"�L�Q�7�L�������P�L�Q���������]�D�P�D�D�Q�9����������£ �"�L�\�œ�����P�D�D�O�L�N�" 
        � �2�K�����9�����:�H�O�O�����<�R�X���������V�L�Q�F�H�����D���O�R�Q�J���W�L�P�H�9��£ what  poblem your?  
        � �2�K�9�����,�W���L�V���D���O�R�Q�J���W�L�P�H�9£. What is your problem?  
13. Pat.: = �­�î�˜�Û�©���ò�Ÿ�í�¯  
         zowd�i iy         doktwor =  
         my husband     doctor =  
         Doctor, this is my husband=  
14. Dr.1:       [ �ü�ì�³]    �í���ü�ë�•�����æ�ô�à�ë�•= 
          =?ahliyn        ?ahllan wa [sahllan]  
          =Hello          You are wel[come]  
          =Hello. You are welcome  
15. �:Pat.:      �î�Ù�­�Ž�’�§�ƒ���î�· [ �î���Ú�Ô�ô�Û�����@ 
         �>�.�L�\�I�D�N�"�@�������������������œ�R�Z�����������������������"�D�;�%�D�D�U�D�N�" 
         [How are you?]    What          your latest news?                                    
          How are you? What is your latest news?  
16. ((The doctor taking with another patient for 4 seconds))  
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17. Dr.1:  �ò�à�À�Ô�—�•�����é�• 
         �"�D�K���������������������������"�L�7�I�D�G�•�D�O�L�\�� 
         Okay            please go ahead  
         Okay. Please go ahead  
���������:�3�D�W�������î�­�î�˜�Û�©���Ú�Ô�ô�Û�����ê�ô�Ó�Ž�Ì�ß�•���Ú�ô�Ä�Ì�ó= 
         �<�D�"�W�L�\�N�����"�L�O�"�D�D�I�\�L�K���������������������������.�L�\�I�D�N�������������������G�R�N�W�R�Z�U�"�  
         May God give you good health.   How are you    doctor?=  
         May God give you good health. How are you doctor?=  
19. Dr.1: = �ü�ë���æ�ô�à�ë�• 
              =?ahleen            hala  
              =Hello              Hello  
              =hello  
20. Pat.:  �­�î�˜�Û�©���–�ô�Ÿ�•�í�����–�Ÿ�í�¯�•���Ž�ç�•                                                                                                     
           Doktowr     ?ana    ?Tzawad �i  iT   wa         ?a d �i iyT  
           Doctor       I      got married   and         came  
           Doctor!  I got married and came  

It is obvious that the consultation begins with a greeting which is followed by several HAY pairs 

before and after the doctor recognises who the patient is �D�Q�G���E�H�I�R�U�H���D�Q�G���D�I�W�H�U���W�K�H���G�R�F�W�R�U�¶�V���V�H�Y�H�U�D�O��

attempts to shift to presenting the complaint sequence. After the patient and her husband initiate 

the religious greeting twice, in lines one and five, (Chester et al, 2014), the patient shifts to HAY 

talk in line seven. The patient initiates HAY talk three times, in lines seven, 15 and 18. In the 

first and third times the doctor replies with a �µHello�¶ greeting. In the second time, the doctor asks 

her to go ahead, as a reply, after an interruption from another patient. In this extract, as others in 

the present study, HAY pairs are initiated by patients in contrast with Chester et al (2014), 

Gafaranga and Britten (2003) and Heritage and Robinson (2006) who noticed that the open-

ended HAY was controlled by the doctors. In this extract, I show that participants shift from 

greeting to HAY talk to make up longer sequences. 

After analysing the opening phase of all the data, it was noticed that doctors and patients 

managed the interaction differently. Greeting occurred in most of the consultations except in 
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consultations 11, 13, 15, and 19 (see Appendix 4). Robinson (2012) noticed that the first pair in 

the opening sequence was a greeting held by doctors, patients, or a companion. In contrast, 

Chester et al (2014) found that doctors were the ones who initiated the greeting pairs. After that, 

HAY pairs occurred as the next step in the opening sequence but their occurrence did not take 

place in all consultations. Some of the consultations consisted of a greeting pair and then the 

sequence moved to the reason for the visit with a few exceptions as will be explained. 

1) Consultations 3, 10 and 16 

a. Doctors began the sequence with a gen�H�U�D�O���J�U�H�H�W�L�Q�J���R�U���Z�L�W�K���W�K�H���Z�R�U�G���µ�"�L�7�I�D�G�•�D�O�¶. 

b.Patients or companions greeted the doctor and the latter replies 

c.  with �µhello�¶and then the phase of soliciting the reason for  the visit begins. 

d.The case in consultation 10 was slightly different because after greeting the patient, Doctor 1 
asked Doctor 2 �D�E�R�X�W���W�K�H���U�H�V�X�O�W�V���R�I���W�K�H���S�D�W�L�H�Q�W�¶�V���W�H�V�W�V�����$�I�W�H�U���D���V�L�O�H�Q�F�H��of four seconds, Doctor 
�����D�V�N�H�G���D�E�R�X�W���W�K�H���S�D�W�L�H�Q�W�¶�V��latest news with his health problem. 

2)   Consultations 4,9,12,14,18, and 20 

a.   Patients initiated the greeting pair. 

b. The doctors, in their turns as SPP, replied with a simple word and then shifted to ask about the 
reason for the visit. 

c. A slight difference occurred in consultation 14 when the doctor asked about the patient, who 
had already greeted the doctor. 

d. In consultations 18 and 20, a number of general questions were asked by the resident after 
�U�H�S�O�\�L�Q�J�� �W�R�� �W�K�H�� �S�D�W�L�H�Q�W�¶s greeting. The case in these two consultations is almost the same as 
the example that Robinson (2012) mentioned from his study in 1999. It was noticed that there 
were four ordered sequences before starting with the first topic, which were greeting, securing 
�S�D�W�L�H�Q�W�V�¶���L�G�H�Q�W�L�W�\�����U�H�Y�L�H�Z�L�Q�J���S�D�W�L�H�Q�W�V�¶���U�H�F�R�U�G�V���D�Q�G���H�P�E�R�G�\�L�Q�J���U�H�D�G�L�Q�H�V�V�� 

3) The case was totally different in consultations  11, 13, 15 and 19. 
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The opening of the consultations began with the first topic which was asking about the reason for 

the visit without any greeting forms. In consultations 15 and 19, the doctors used the word 

�µ�"�L�7�I�D�G�•�D�O�\�¶�� �Z�K�L�F�K�� �P�H�D�Q�V�� �µgo ahead please�¶ before asking about the reason for the visit. One 

more notable point in this set of consultations was in Extract 16 and will be discussed in detail 

later in this cha�S�W�H�U�� �X�Q�G�H�U���µTopicalied Small Talk�¶ (TST). Reciprocal ST occurred between the 

doctor and the companion before moving to the reason for the visit. Although the doctor began 

the first topic directly as in line one, the companion refused and began greeting the doctor 

instead of presenting the health problem and took the doctor towards ST before presenting the 

first topic in the consultation. 

Comparing with the four ordered sequences that form the opening of a consultation: greeting the 

patients, introducing themselves, looking at their records or asking the patients about personal 

details, and embodying readiness are not exactly followed (Chester et al, 2014 and Robinson, 

2012), greeting and HAY talk were the noticeable pairs in the opening phase of the present data. 

 4.1.3 Shift ing to presenting the complaint phase 

To shift from the opening phase to the next one, doctors ask questions, �V�X�F�K���D�V���µwhat brings you 

today?�¶ to solicit the reason for the visit. This section discusses the shifting from the opening 

phase to the presenting the complaint phase in the medical consultations. In the present study, 

shifting to presenting the complaint phase occured in different forms. In some cases, there was 

an occurrence of �W�K�H�� �Z�R�U�G�� �µ�"�L�7�I�D�G�•�D�O�L�\�¶�� �R�U�� �µ�"�L�7�I�D�G�•�D�O�¶�� �W�K�D�W�� �P�H�D�Q�V�� �µgo ahead please�¶ to shift 

directly to presenting the complaint phase (as line one in Extract 6 that was discussed in the 
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invocation section). Also, there was an occurrence of what is termed a pre-sequence strategy to 

prepare for moving to the reason for the visit, such as the example in the extract below �µWhat we 

can do! Keep silent, man you tired me�¶. The pre-sequence is considered important for effective 

negotiation of a request, as Bowels (2006) states, because it helps to avoid any kind of potential 

refusal. For example a pre- invitation sequence helps the invitee to make a hint instead of 

formulating the invitation directly. In telephone calls, these pre-sequences may connect with the 

difficulty in introducing a request (Aston, 1988 cited in Bowels, 2006); therefore, the request is 

needed to be introduced by the caller so as to help the receiver to prepare a response that is not 

rejected straight away. Sometimes, the request might be complex and the speaker might be 

unsure whether it will be satisfied by the receiver. So, a pre-sequence might be used by the 

speaker to make their request accessible.  

Extract 14 �± [Abu El -Rob: JMT: C 8:2015] 
9. Dr.:  �ã���ò�ô�ó�•�2�ï�Ž�·���Ž        
       ?ie::    maa�Za    Allah  
       ?ie::    willing  God 
       ?ie:: God willing  
10. Pat.:  �î���Ý�Ž�¤�ß�•���Ò�ô�Û 
          �.�L�\�I�������������������������"�L�O�«�D�D�O�" 
          How           everything?  
          How is everything?  
11. Dr.: �­�î�è�ã���Ú�ô�à�¨�‘���å�Ž�À�ã�­ 
       Ramadan        BiXaliyk                    ?imnawir  
       Ramadan        is making you        your face bright  
       Ramadan is making your face bright  
12. Pat.: hh 
13. Dr.: [ �â�ó]  �Ž�»���Ú�à�¿  
        �G�•�D�O�O�D�N���������������V�•�D�D�>�\�L�P�@ 
        Keep          fas[ting]  
        Keep fasting  
14. Pat.:  �ò�ç�î�˜�’�à�Ï���ê�ä�ß�¯���Ž�ó���–�Ü�³�•�������ñ�í�Ž�´�ó���í�ª�‘���ª�£�•�î�ß�•�����������������������; [ ���î�·�@ 
        [ �Z�R�Z�@�������"�L�O�Z�D�«�D�'�����������%�L�'�R�Z���������"�L�\�V�D�D�Z�L�\�����"�R�V�N�R�7�;�������������������������������� 
        �>�:�K�D�W�@�������W�K�H���S�H�U�V�R�Q�������Z�L�O�O�����������G�R�������������������.�H�H�S���V�L�O�H�Q�W�;                                   
        ya zalamih  �:alBTowniyi  
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        man you     tired me  
        �:�K�D�W���Z�H���Z�L�O�O���G�R�����.�H�H�S���V�L�O�H�Q�W�����P�D�Q���\�R�X���W�L�U�H�G���P�H�; 
15. Dr.:   ���Ù�Ž�è�’�à�Ï�������9�î�•�Ž�è�´�£���•�´�Ü�—���Ù�ª�‘���Ò�ô�Û���î�ì�ã !  
       �:�D�O�D�%�Q�D�D�N�����9���������0�D�K�R�Z�D�����N�L�\�I�������%�L�'�'�D�N���������7�W�L�N�V�V�D�%�� �«�D�V�D�Q�D�D�7�"�� 
       �:�H���W�L�U�H�G���\�R�X���9�����6�R�������������K�R�Z���������Z�L�O�O���\�R�X�����J�D�L�Q�������������J�R�R�G���G�H�H�G�V�"�� 
       �:�H���W�L�U�H�G���\�R�X���9���6�R���K�R�Z���Z�L�O�O���\�R�X���J�D�L�Q���J�R�R�G���G�H�H�G�V�"�� 
�������:���3�D�W���������î�ò�ç�î�˜�ß�î�£���¶�ã���Ý���ü�¤�ß�•���æ�‘�•���Ž�ó 
         �<�D���"�L�%�L�Q�����"�L�O�«�D�O�D�O�������P�L�Z    �«�D�Z�D�O�7�R�Z�Q�L�\�"�� 
         My friend            RIGHT  YOU GAVE REFERRAL ME? 
         My friend, YOU GAVE REFERRAL ME, RIGHT?  
 
It is clear that after the HAY question, the doctor tries to shift towards the reason for the visit by 

�L�Q�L�W�L�D�W�L�Q�J�� �D�� �F�R�P�S�O�L�P�H�Q�W�� �D�E�R�X�W�� �W�K�H�� �S�D�W�L�H�Q�W�¶�V�� �F�D�V�H�� �D�V�� �L�Q�� �O�L�Q�H�� �������� �7�K�H�� �Satient, in line 14, moves 

towards preparing to present the reason for the visit and in line 16 he already begins with the 

next phase of the medical encounter. Contrastingly, it was noticed in a few cases that an open 

question is used to solicit the required information from the patient as in the next extract. 

Extract 6 �±[Abu El -Rob: JMT: C 12:2015] 
1.  Pat.:  �­�î�˜�Û�©���ê�ô�Ó�Ž�Ì�ß�•���Ú�ô�Ä�Ì�ó 
          ya �l �W�•�\�N�������������������������"�L�O�laafyih            DokTwor  
          Give you           wellness            doctor  
          God gives you wellness  
2.  �:�'�U���������� �î�¶�ó�• 
          ?y �Z? 
          What? 
          What? 
3.  Son:  ----- �Ý���ê�’�´�è�ß�Ž�‘���Ž�ç�ª�‘  
         BiDnaa          BilnisBih la     (name)  
         We want         for        for    (name)  
         What about (name)  
 
The doctor, in line two, asks an open question directly �Z�L�W�K�R�X�W���U�H�S�O�\�L�Q�J���W�R���W�K�H���S�D�W�L�H�Q�W�¶s greeting. 

He ignores the greeting sequence by shifting to ask about the reason for the visit directly. In 

other cases, there was no occurrence of the opening section at all and the first phase of the 

medical consultation is constituted by presenting the reason for the visit as in the following:  












































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































