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Abstract

This dissertationis concermeed with analysing medical talk froma 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 segAtésntion is paid to those parts
where the participants orient to the medical agenda and where they depart from it (referred to as
MV L G H(SWD &N recurrent in the data and was found to affect the way sequences are
opened and closed, the sequertbesnselves and the turns that constitute th®maffects the
delivering of diagnosis and treatment decisions and making the consultation smidettiesl

talk has been studied the context ofdifferent countries, such as England, Korea, Taiwan and
US but notin Jordan Invedigating the sequences and tutaking in Jordanian medical talk is
importantin orderto discoverthe culturally specific features of Jordanian consultations and
similarities with ©nsultations in otherountries Thus, analysi$ocused on how doctors open the
consultations, howthey elicit the necessary infoation, how diagnosis and treatment are
managed and how the interaction is closedlack of studies analysing the medical talk in Arab
countries in general and in the Joriden culture in particular is another reason to provide
information about the medical interaction fra€A point of view.

The data was collected fromuwniversity hospitaland the healthentrethat is affiliated to itin
Jordan A total of 20 audio recoded comsultationsfor 20 patients and eight doctors and residents
from the internal clinicwere analysed.Ethical consent was obtained from University of
Huddersfield, the administration of the hospital @atlents and doctor§he data was analysed
according toa CA framework in which aidio recording was conducteah the doctord]
consultation room, in order to collect thecessargata for the analysi#\ quantitative approach
was also used to count the frequency ofdbeurrenceof featuresn the Jordanian consultatigns
such as theise of thereligious greetingtlS HD FH X SiR Qe opeKifigphase and the use of
HLQYRFDWLRQVYT LQ. AVtkahscrip@oR \Yd_ EnglisBjKdutinty a word by word
translation and dunctional translation for the utterance as a wholas performed before
starting the analysis procedure. To investigate the overall structure of theahtadicthe
findings of Have (2002) andHeritageand Maynard (208) on the overall structure of doctor
patient interactios was used to inform the current investigatioAnalysis revealed that the
Jordanian consultations followed the same patterns as identified by these authors based on data
drawn from medical interactions different countries

The findings show thathe medical phasg®pening, presenting the compigi historytaking,
diagnosis, treatmerand closing)occurin most of the consultations. Each one of thelsases
had elements thatharacterisemedical t#&k; some of these features are specittd Jordanian
medical talk such asreligious expressionsand invocations Religious expressions and
invocations were used tigpen consultations or tWose certain topics before shifting to new ones
or to close theconsultation as a wholddowever, a point of departure from consultations



analysed in previous research is the amount of talk that involves moving away from orienting to
the medical agend&idetalk occurredin all the phases of the medical interactwith a higher
frequency inthe middle of the consultatiorfgresenting the complaint, histerygking, diagnosis

and treatment phasetf)an at the margins (opening and closing). was found to play an
important role in the orgasation of the consultationdt alsomakesthe communication process
smoother because it takes participants away from formality of conversatidrelpsdoatients to
provide doctors witlthe requiredinformationin relaxed contextHowever, ST wassednot just

to facilitate the trasition fromonephase to anothef hiscontrasts wittHolmes{(2000)findings

that demonstratethe occurrence of it at the boundaries of social encounters or at transition
points within an interactionThe occurrence of ST in different forms, such asngkand
complimentshows how it positively affectsthe consultations; it pl&ya role convincingpatients

of diagnosis and treatment decisions.

The overall structure for the Jordanian doepatient interactiorwas found to bein many ways
similar to thatin other countriesHowever, certain elements that constructed those medical
phases were restricted to the Jordarieabic medical talk Thesefindings provide a&compelling
resourcefor King Abdullah University Hospital (KAUH)and other hospitals tbelp improve
doctorsfcommunication skills. The use of CA provides hospitals with naturalistic and empirical
data in addition to a detailed description of how #ffective communicationoccursin the
medical cosultations
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List of Abbreviations

Explained below are abbreviations used in this study:

CA: Conversation Analysis

ST: SideTalk

+$< WDON p+RakDUH \RXY

TST: Topicalisedsmall talk

SFA: Straight factual assertion

EFP: The evidence formality pattern
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List of phonemes of Spoken Jordanian Arabic as cited by Allarahsheh

(2015 p. 413 and 41%

f. voiceless glottal stofp

B: voiced bilabial stope

T: voiceless dental stop.

8 voiceless intedental fricative ™

» voiced palatal affricate (Jordanian Arabic)

v: fricative voiced alveolar (Standard Arabic)

« YRLFHOHVV SKDU\QJHDO IULFDWLYH

X: voiceless velar fricativet

D: voiced dental stof®©

d: voiced interdental fricative «

r: alveolar tap-

Z: voiced dental fricative

s: voiceless dental fricative
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Uvoiceless palatal fricativel

y voiced palatal fricative- -

Ve YRLFHOHVYV IULFDWLYH DOYHRODU
We VWRS YRLFAOHVV HPSKDWLF
¢« YRLFHG IULFAWLYH HPSKDWLF
G YRLFHG HP SKDWLF VWRS

g voiced pharyngeal fricativé&

5 voiced velar fricativel

f: voiceless labiedental fricative N

g: voiced velar stop(Jordanian Arabic)

q: voiceless uvular stofXStandard Arabic)

k: voiceles velar stopU

I: alveolar lateralY

m: bilabial nasal sto@

n: alveolar nasal stop
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h: voiceless glottal fricative

w: approximant velar

y: palatal semvowel i

Vowels

Short vowels

| high front

A low back

U high back

E mid front

O mid back

Longvowels

I: high front

A: low back

U: high back

E: mid front
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O: mid
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Chapter One

Introduction

This study uses conversation analysis (hereafter CA) in an investigation of -patént
interaction. The data involves a collection of 20 degiatient consult@ons 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 constittas doctotpatient 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 addretssingedical problem as well

as departure from it. Analysis of these departures demonstrates their importance in the
management of the consultations and of riflationship between doctor apatient. Although

many CA studies have investigated medical adBon in different cultural settings, analysing
doctorpatient 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 investigatethy 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 omguical encounter is

constructed?

2. Whereand how do the participants depart from explicit orientation tontbdical

agendaand what impact does this have on the interaction?

In order to address these questions | will consider:

1. The designs of each particied\Ufns at talk that make up those sequences.

2. The impact of characteristicsuch as ST (side talk), religious expressioand

invocations on the turrtaking 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 discussionstd#tement of theroblem, importance of the

study and significancef 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 (talkjcliby and Wooffitt (198,
3 GHILQHHRE syatembtid apalysis of the talk produced in daily situations of human
interaction: talkin-interactiony It is also defined by Clayman and G{RO11 D Wothu an

interpretive enterprise seeking to captiihe 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 d¥E 590).

CA was developed in the 1960s by Harvey Sacks at the WiikaV\ R1 &DOLIRUQLD 6DFN
to study conversation was courageous because few people believed that the details of social
interaction were strongly orgaeis enoughd describe in a systematic wéleritage, 1984).

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

own right -HIITHUVRQYVY SDUWLFLSDWLRQ ZDV DOVR GLVWLQJX
transcribing the data of analysis. CA studies the social interaction that focuses on the structure
and pocess of speaking across different contexts and settings (Perakyla, 2008 and Sidnell,

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

In examining interaction, CA considers two things: action and sequeAc&ak€s action as the
central feature of tdi LQ L QW H U D F W larR@urse 6fHactddmi@ptamentéd phrough talk
(Schegloff, 2007, p. 9). Sequence is a structurally organised entity (Schegloff), 2005
FRQVLGHUH Gengirre rearfofViktétaction becausef its basic role in establishing,
maintaining and manipulatingteractional roles and identities; therefore, it is necessary to
examine the moment by moment production of talk (Heritage, 2005). The sequential context is
crucial. Thus, fo example, CLIW IRXQG W ka@uallyWsKokrbducBdUiG four
different positions in the turn by a single speaker, eachiodestinguished by its sequential
position within the agoing talk. (D F K D F W toYitex/3hdp¥dip its design ad it can be
understood by referring to the setting in which theRdV DUH SHUIRURb6hEXt SOVR L
UH QH 4. @hldh each action impacts the designing and understanding of the following
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sequence of actions (Heritage, 1984). Heritage (1984 datthde context helps in understanding
the sequence of talk according to either the goals that participants tend to have or the
FRQYHUVDWLRQ DQDO\WWWVY NQRZOHGJH RI WKHVH JRDOV 6R

the talk can be used as a reseurtinterpreting the talk.

1.11 Transcription

Sacks provided toriginalcollection ZL W K F InOnO@avie Rdnyersatidfwhich is one source

Rl &%V DQDO\WLF VWUHQJWK DQG WKH EDVLF GRPDLQ RI GD
other approaches because it is not based on invented data to be analysed to support a particular
theory. The use of recorded data, as HeeitélP84) reported, is important in overcoming the
limitations of intuition and recollectiorMoreover the recorded data is than available for other
reseachers taccess. Heritage also added that the data can be reusedeaxiathieed to look for

any new indings. The analysis of recorded interaction requires a transcrigtibelp in the
investigaton of the sequences, turn taking, overlapping and other features. The transcription
system was devised by Jafen who was a student of SagdJCLA. This system is, to CA,

as the electron microscope to subcellular structure of matter what makes observation ossible

(Clift, 2016, p. 44.

-HITHU VR Q nidd@fleEstanti@rdortR J U D Sd¢é& fialgctlas a transcription method that
looks to the eye as it snds 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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forexDPSOH E &nd/ Eefl HDAD@ NI ranscription, as Mazeland (2006) argued, heips
examinng the language usdorms 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 mavemcénts

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

CA is differert 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 utteraitgaskes 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 iinglerstood 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 wheto take a turn in a conversation and when another one is talking. Because of the

importance of turdiaking ininteraction, and thus iI6A, the next section discusses it in detail.

1.1.2Turn-Taking

In talking about actions and understanding, it is necessary to distinguish between practices of
speaking and the actions that they implement (Sidnell, 2010). Actreascomplished by a turn

and the practices of speaking makes those happen in partcuigexts. Turrtaking is the
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means by which speakers organtheir 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. Theodel of turntaking makes the methods clear that speakers
establish who speaks next and when. In a study by Sacks, Sclaeglaféfferson (1974) entitled

A simplest systematic for the organizatioRlI WXUQ WDNLQJ ,|BR WodeRfQIYHUVDW
organisingturn-taking is proposed. THLU EDVLF PR GH OcénBt@adfiandiwitg TRD Qu@&/ X U Q

D UWDXQUMR FDWLRQDO FRPSRQHQWT

furn-constructionaunits [(TCUs) are the buildingstonesof turnsf(Mazeland, 2006p. 159,

and can consist of sentences, claupbsases and lexical itemA. transition to a next speaker

may occur in a placet the end ofa TCU WHUPHG D pWUDQV KVRERTetWHHOHYDQF
allocational component relates to who should speak next and there are two techniques to
determine howa next turn will be allocated: theext speakelis seleced by the currentspeaker

(it might be through eye gaze, the speaker is explicity chosen by name, lexical choices
contiEXWH WR VSHDNHU VHO W firg QarZdf \AhKadjaGeHayait, $Uchx® G
launching a request which is directed at a particular recipient) or the next speaketesdf (by

the next speaker him/herself). In the system of turn constructional units and turn allocation
components, participants monitor the beginningtioamg 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 tddentify the pointat which speaker transitidsecomes relevant. It is orgaadby
a set of rules:
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Rule E At the first TRP of any turn:

a) If the next speakeris chosen bythe currentspeaker in a current turn, then thext
speakers obliged tareply, transferoccursat that point.

b) If the next speakeris not chosen byhe currentspeaker, so selfselection of the next
speaker transfayccus at that point.

C) 7TKH FXUUHQW WU HdedNhdftoibue gpeaking if the next speaker is not
selected or if no seBelection of the next speaker occurs.

Rule 2 ;1 QHLW K HUEhWDIEcWeR ih this TRP and the current speaker continues, these
rules from ac must reapply in all subsequent TRPs until an efficient transfer occurs. (Sacks,

SchegloffandJefferson, 1974)

If turn-taking is the means byhich speakers orgamgheirparticipation in interaction, sequence

(a feature of conversational orgaaii®n) is the means by which turns of talk occur. Mazeé|
GHILQHG V KT oritec@d eribs\Vof gurtisroughwhich participants accomplish

and ceordnate an LQWHUD FW L R D3B) Bdr \WxkaMpléV gliestions 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

figuresin 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 damejections (Heritage, 1984lror example, accepiinan invitation

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

before delivery, pefaces by using marks/ X F KulD[V Rpell fithe use of hesitation, qualifiers
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and token agreement and apologies. Also, @irdgion component and an explanation for

refusing an invitation are recurrent characteristics of rejections.

Sequencessuch as questieanswer, requestacceptance andyreetinggreeting are called
adjacency pairs (Afp because theincludea first pairpart (FPP) and a second pair part (SPP)
produced by different ietractantdn a conversation (Heritage, 1984). Also, APs are the most
powerful manifestation of the adjacency relationship between utterancescdimggtof two

turns which are relatively dered by different speakers adjacently placed (one after the other)
and these pairs are paype relatedsuch as questieanswer. An AP is a paired sequence of
turns in which the second turn is conditionally relevant to the first. The occurrence etdmel s

turn is expected and its official absence is marked. One of $iagisrtant 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) proaicst where the recipient is expected

to give their name. Seconds may not necessarily directly follow firsts because of some elements
tha may intervengeVXFK DV sty DL Q Gu F K DG @ fIQH HY/5@ Gé Cpaditional
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 conversaeirdone. Looking beyond the first

parts of adjacency pairs helps in examining further implications of adjacent positioning (Clift,
2016).Sometimes, aepetition occurs asr@spose WR RQHYYV REVHUYDWLRQ pLW L\
MLW LV D O RhdeQitaps§dyd bnder to attract attentioepetition mightalsobe a

possible response, for example a speaker may agree with someone by repeating what that person
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KDV MXVW VDLG DV LQ 6FKHORIITV VWXG\ tag&K ®hdQ RW L R C
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 Raynsuggest that a speaker

offers an initialassessment through producing a simple datle evaluation andgreement is

obtainedas a responsé&o, 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) arsdgd by Heritage and Raymond (2005, p. 23). The

assessment in first position is produced abthinsagreement in the second position.

1 , WKLQN HYHU\RQH HQMR\HG MXV VLWWLQJ DURXQY
ta::lk[ing.]

B: [hh] lTdotoo::(p.23)

So, theoccurrence 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 understdradied ora turn by

turn framework. This means if a speaker responds inappropriatelyirsi pdrt, 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 questitswer sequences, FHs a
guestion and commonly the SPP answers that question as in the court room, classroom, interview
and in doctopatient interaction. When the FPP involves an invitation or a request, the SPP

accepts or refuses it. This indicates thatyare pairelaed(Clift, 2016)
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Moreover, the turntaking 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 sleéection of particular ways to design the turn (Drew
and Hertiage, 1992). Although all settings of institutional talk have their patterns dékimg,

in formal settingssuch as cowtooms and interviews the design of the turn is more restricted
thanin nonformal settingssuch as medical interactions. The ttaking in medical talk is more
pgonversationafthan the talk in courtroeV RU F O DV V U R Rd@rwersativhamodée] thew vV p

guestioranswer sequence is the followed procedure as Drewlanthage (1992) state:

These specialised but ndormal interactions often involve dist&ble transitions from a

P R Wcbhversationafmode into a series of questions and answers. (P. 39)

The next section provides a discussion of one type of instialtiatic medical interaction from

a CA point of view.

1.2 Medical Interaction

The initial focus of CA wasnainly on everyday interactiphowever, it has expanded to include

the interaction in institutional settingsuch as medical clinics (Heritage and Robinson, 2006),
classrooms and courtroora(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, ttieynethreecharacteristicsf institutional talk:
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1. Itis goal oriented in institutionally relevant ways.

2. It includesspecific 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 studyediiyating doctepatient interaction

beganin thelate of 1970s. Previous studies have focused on recurrent patterns of turn taking and
the design of adjacency pairs in sections of the consuliatimh as in presenting the complaint
(Heritage and Robims, 2006), history taking questions (Heritage and Robinson, 2006),
delivering of the diagnosis (Perakyla, 1997 and 1998) and treatment suggestions éAdgell
Bolden, 2015). Furthermore, analyses have focused on the acceptance or rejections of diagnosis
and treatment (ljafallio, 2011). All in all, Heritage and Maynard (2006) state ttieg analysis

of medical care includes consideration of

The structure of the primary care visit (HeritagelMaynard, 206).

¥ 7KH VHTXHQFH VWUXFWXUH LQ ZKLFK VSHFLILBnd&/DVNV DQG
Heritage, 2006).

f 7KH GHVLJQV Rl HDFK SDUWLFLSDQWITV WXUQV DW WDON PL

As shown in sectio||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, diagreis, treatment, and closingi{l 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 otHesradfbcused on
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a common sequence in the medical interact®uch as opening, closing, histeriaking,
diagnosis and others (Ong, de Haes, Hoos, and Lammes, 1995; Park, 2013; Perakyla, 1997 and
1998; and Robinsomnd Heritage, 2005).The presentstudy 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 medicagenda, 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.

1.3Sequential organisation of conversations in different cultures

This thesis is not centralfpcused orthe relationship between the medical consultations and the
cultural context of their occurrence. However, it is interesting to consider whether some of the
patternghat occur in the current dasae related to the ider cultural context. This is espalty

relevant since some of the patternsny data are distinct from those identified in other (largely
western) contexts. Thus, here | briefly discuss the relationship between interaction and culture.
Similarities anddifferences in the recurrent organisation of sequences occur between ordinary
conversations and institutional ones. Furthermore, the sequential organisation of the same type of
conversation might vargcrosscultures. For examplepy using CA, Moerman (18B) 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
crosscultural comparison is possibby using CA. For example, ithe case of similarities, the

legal system in Thailand is the same as British and French regarding the turns of speaking.
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Questioranswer pair is the followed format; therefore, the turns are allocated between only two
participants. In contrast, theccurence 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 sequenzadisation in

the court room (Moerman, 1988) draw the attention of the researcher pfethentstudy to
consider the possible differences and similarities between the Jordanian medical interactions and
the studies that were conducted in other culturesvé¥er, 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 factorssuch as the cultural context of the talk.

1.4 Sidetalk

Interestingly, although this study iis 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 talkin the physical context of a hospital does woly necessarily constitute
medical talk (Drew and Heritage, 1998).this section, | discuss this kind ndn-medical talk

and its terminology.

In 1923, Malinowski (cited in CouplapdCoupland and Robinson 1992 defined phatic

communionf DaVtype of speech in which ties of union are created by a mere exchange of
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words, when people aimlessly gos¥ip. 209. p3KDW LF VWilgDd dponcapt of K&l talk
(Coupland, 2000) whichs a sp@cefilling or purposelesgalk and itis not concerned with
information The negotiatiorof interpersonal relationships througmall talk leads to the main
function of small talkwhich is topreserveandstrengthersocial relationships between speakers
(Dooly and Tudini, 2016; Holmes, 2003; Holmasd Fillary, 2000; Hudak and Maynard, 2011,

and Sarjanoja, IsomursandHakkila, 2013).6 PDOO WDON pRLOV WKH MKRFLDO ZI
uncommon for the interaction in a workplace go smoothly withoutit as indicated by the
research of the Wellington Language in the Workplace Project. Investigsuclsas Coupland
(2000) and Holmes (2000) noticed differences between small talk and work talk in the sense that
features of the formerare interpersonal, laional andnot goal oriented and value rational,
whereas thealk at work containsinstrumental,transactional,meansend rational ancdgoal
oriented features. Holmes (2000) found that there is a connection between small talk and work
talk in which smalltalk plays a role in facilitating the instrumental activities because, at the
beginning, it helps in thednsition fromsocial talk to worktalk. At the end, it provides a way to

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

time when the work was dominant in the interaction. In contrast, Van De Mieroop (2016) noticed
that there was limited @&lence ofthe contribution of small talk in the interpretededical
interactions in the northern part of Belgiurmihe role of small talk was not sufficient in
establishing interpersonal relationships betwearticipantsacross language barriers. was

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

interaction Holmes, 2000 andaver, 1975%.

Although the above mentioned researchers use the figvi®® D O,@hekeBearbh®r of thpresent

study argues that this term canweotvey the exact meaning of moving away frahe medical
agenda.$OVR USKDWLF FRPPXQLFDWLRQY DQG uVPDOO WDONFT
suggesting this kind of talk is less impatt than the institutional tallt accompanieslt was

argued thatsmall talk or phatic communion ds not convey information wheeV pWUXH/{
communication as laed by Coupland et al (1992) implieéal purpose beyond presenting

serious information (Tracy and NaughtoPQ0Q. Tracy and Naughtorclarify that phatic
commurion includes topics, such as gregtiraccounts of irrelevanttappenings, purposeless

expressions of preference and comments on what is perfectly obvious.

Jaworski (2002) states that there are different tdonsmall talk including chichat, gossip,

casial conversation, social talk, minimal conversatié O VR-WRISLF FKDWY LV XVHG L
term for small talk (Macdonal®016) Jaworskinotesthat resarchers may use thg&ame term

but refer to different topickecause they think that particular terms are interchangeable. Other
researchersrgue that these different terms of small talk do not convey the same meaning.
Wheher all theseemms are the samer each osomeof them, expresslifferent phenomena

theygenerally indicate nework rdated talk (Holmes, 2000).

Coupland 2000 states that all the different labels of small talk are a range ofsesious,

informal minor and unimportant talk and serve general communicative purposegorkplace,
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small talk is not task orientedince it ranges between phatic communion and social talk.
Malinoski (cited in Coupland et al, 1992nd Coupland (2000describedsmall talk or phatic
communion apurposelesand aimless tallas mentioned abov&urner (1973) describe it as
HHPSW\Y W DiGshogaskobextédiSmall talk owhatever it is called can be expanded or
dropped easily from a conversation (Holmes, 2000)s kind of talk occurred inexamples of

the preentdatawhere it doesot relae to the medical agenda and in other examples it occurs as
a gapfiller. The function of small talk aa gap filler might be considered a positive point to

reduce theinpleasant feelingr to break the silence

Other researchersuch aoupland et a(2000) and Holmes (200@pnsidersmall talkvaluable

to theestablishment of interperson@lationshipslt is proved thait helps in building solidarity
and collegiality thawvill have a positive effeabn the atmosphere of the workplgé®imes and
Stubbe, 2003) Moreover, small talk mighte concermed with relational concerns, such as
humaur, gossip, and topics about movies, pets, fashion and weather. Valencia (2009) declares
that this type of talk mightontributein relieving the stress of work/alencia adds that social
talk might also take part in the workplace in which employers present topics, sudbstigiting

for a colleague or applying for leavehis indicates that small talk might relate to the work but
not to the core of businesdkaThis result contrasts with what reported in the current study.
This type of talk is noticed to be taskiented in most of the consultations and relates to the
medical agendaf the present dat®octors move away from the medical agenda to sugpert
main purpose of it through discussing topics that might seeevant to thanain topic of the

consultation but a correlation occurs fatden 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 thedddmaialtalk.

For example, in some consultations, doctors deliver treatment in a foadddfonaltalk to
convince the patient of itAlso, whensidetalk between medal professionals occurs during the
consultation or at the end of it, it is noticed that this talk is-taisnted because it supports the
main topic of the medical agenddedical professionalmight discuss a suggested treatment o
certain requiredestand thiskind of discussionelates to a patient case which is the main topic
of the consultationin other cases doctors gather the required information from patients through
asking them questions that might setmnot really support the main topic, $uas asking
personal questions that might help in the diagnosis process. Other questions raigbatbte

job of the patient taleterminethe health insurance type or the financial status of the patient that
will cover the suggested treatmer®@ne of Madonald's findigs (2016) supportgathering
information procedureMacdonald usethe term small talko include all types of tallwhether it
supportsor does nosupportthe core of business talkdisagreewith Macdonaldin calling talk

that does suppothe core of the business talkV PD O.O0 WDON

If the term uV P D O @& U4EDIO tNe present studyt has implicatios that all the examples
include phatic communion opnly serve the interpersonal relationshigesspite the difference
EHWZHHQ SKDWLF FRPP X @itaRoQ tDriytt be \wettXireghaEtRePeFsXno true
communication that includes serious information (Coupland et al, 19892).occurrence ch
side sequence that provides sesianformation, such as deliveringadnosis and treatment was
noticeable in the present datgl U X HY F R P P Xe@n, BrDtNe lofRed hand,oud not be used

alone because readarsght think that all examplegrovide serious informatioand there is no
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small talk at all in the medical ag#em Therefore thereis a need fora neutral term that covers
thesetwo together. Tsang (2008) states that theseno consistency insing the differenterms of

small talkand none of the small talk terms helps in dedoing the type of side sequence ttha
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 treatmentnacoinvinang patients. Therefore,

the researcher of the present study introduces aptr H WDON Y  Kdd thbr® stk 6 7
term to avoidsome of the implications of the termV P D O AOn WeDeNdht data ST term
includes two different forms of talk: talk thatipports the main topic dhe medical agenda
(taskoriented and talk hat does not relate to the medical agera might serve the
LOQWHUSHUVRQDO UHODWLRQVKLSY RU ILOO WKHisg@HDGYT WL
PLJKW EH pafhdeingiuisWalsh (2007) andlacdonald (20163 escribed ibecause

of its positive impactnot only on the interpersonal relationships lalgoon the core of business

talk.

Another reason for introducing the ter@L G H W D& N fay be more appropriate in CA
becaise itspecifically refers to the sequen@nd that is whaCA studies, whereasrall talk

makes an implicatio about what the talk is abowhich is not what CA is concerned witim the

present study, STs classified into side sequences that relate to the main topie ahedical
agenda and ST that does not relate to the core of the medical context. Also, different forms of ST
are discussedn the chapters of analysis. Maoneer, the present data shows how ST at the

boundaries of the consultations might be differeninftbe middle of it (diagnosis and treatment
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phases)All these points might guide future studiesinwestigatethe categories in more detail

and to learn about them and miglpplya more specific term to define this kind of talk.

1. 5Statement of theproblem

In the last few years, the success to the dguatient relationship has been threatened. Various
instances of violent behaviours have ocedrbetween doctors and patients in the Jordanian
hospitals and this might be for several reasons. Oreeafi,twhich is the concern of the present
study, is the communication skills between the participants. Different surveys in the Jordanian
newspapers V X F K AaV{cpnnected the situation to the communication problems between
patients and doctors. It wasticed 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 K H S D WredeQatiov §f these health problems.

Personally, Ifaced many communication problems when | was visiting the hospitals. While
discussing health problem with the doctors, | noticed that some phases of the medical talk did not
occur during any of my visits to the hospital, such as the opening, physicainakam and

closing phases. Sometimes, | had to ask the doctors about the reason for such treatment because
the doctor did not provide me with the diagnosis. As | experienced these problems, others may
also have had similar experiences. Awareness of my ewperience and the wider issue in
Jordan led me to an interest in analysing deptdrent interaction. Analysing the overall

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

successful consultations and those that go away

1.6 Significance of the study

7KLY VWXG\ WR WKH UHVHDUFKHUYY NQRZOHGJH LV WKH ILL
CA point of view. Additionally it is the only extended empirical study of medical consultations
in Arabic. Furthermore, while previous studies mainly foduse one section of medical talk,

this study evaluatesll the consultation.

In CA, contexts are considered to be constituted by particiffactsons through following

certain rules or patterns in terms of the desijnsequences and turremd in stickig an
institutional agenda (in institutional contexts). In the data optiesentstudy participants depart

from the patterns that constitute medical talk moving to closer to ordinary conversations. This
departure from the medical agenda demonstrates hadwipants can collaborate to produce talk

that is less institutional within theBsPH FR QV X O W D W side@alkL5H WasOwtidegble L Q |
in the data of the study especially in the centre of the consultatitnish contrasts with the
studies thatdentified 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 medieadtipe because the
hospitalrequested a copy difie resultdor the administration team orderto helpthem improe
the performance of the doctors if necessdiyusthe results of this study aiy be considered

important to the hospital. CA provides argsy 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 intervie®&ligell and Stivers, 2013 aifebly 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 segkpmve the relationship between the
participants to positively affect the quality of the medical care. Webb, and Sidnell and %tivers
views support the practical benefit of the present study that identifies the recurrent turns and
sequences through whidghe participants dégn the medical consultation®etailed aalysis

helps in assessing the differesttategies which doctors use to gather information about the
patients' health problem. These ways reflect how doctors are willing to listen to patenés an
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 discussetaeile related to

my study andncludesthree 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; theved, 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
occurrenceof it in the data of theresentstudy. 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 considerationgjata collection proceduredata analysis proceduresd 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 presentatioand discussion dhe openingsequence order in the Jordan@msultations.
Noteble 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 awdciisrencein the
opening section, the responses to it and the forms otasrrenceThe focus of Chapter Five is

on presenting the complaint and histaaking phases. The chaptiiscussesiow presenting the
complaint and historytaking sequences efformed.As in Chapter Four, the chapteiscusses

the occurrencef 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
consultatim. The strategiesof deliveing diagnais and treaent are discusseih depth In
addition, patiergfparticipation intreamentdecision is reported and explained in this chapter.

ST is also discussed in this chapter,atsurrenceforms and responsés 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-g@osing section by analysing some examples that
cover the cases in whigheyoccur, suchas future arrangements and summaries. Opening new
concerns or prenentioned 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 mednsalltationsof the

presentstudy; therefore, its forms and responses are discussed. The last chapter of the
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dissertations the conclusion. In addition to summarising the main findings, this chapter includes
the implications and limitations of thpresenstudy as well as recommendaisofor other studies

that might be conducted in the future.

43



Chapter Two

Literature review

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

this chapter provides a review of empirical studies of dguadient interaction. The literature is
presented according to the representative and contrastive approaches. Theddwsseshe
related literaturein which the previais studiesare presented in the same vein. Also, the
contrastive approacis presentedvhile 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 sometirtees paid
departures from the medical agenda in the fornsrodll talk or side talk The chapter begins
with a general background about the studies that investigate thdakimg in medical
interaction. Consequently, the chapter includes two main sectiormzehal structure of docter
patient interactions, and departures from that structure in the fo&h. oéfdivide the firstsection

into subsections covering:1.1 the opening; 2.1@&esenting of the problem; 2.1d&gnosis and

treatment section; 2.1the closing.

2.1 Background

Institutional talk is divided into formal and ndormal settings (Drew and Heritage, 1992).
Medical talk commonly comes under the rommal talk because of the asymmetrical

distribution of turns between participants (Drew and ithage, 1992)Also, turn taking is not
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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 distinggh it from the ordinarytalk including lexical choices, sequence
organisation, turn design, aogterall structural orgasation(Drew and Heritage, 1992). There is

a long history of studying medical talk in CA. Medical interaction has received analystic
attention since théate of 1970s Sidnell and Stivers2013); 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 recepifordiagnosis news

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

Institutional talk is mostly charactegd by the organisation of tutaking; each form of formal

and nonformal talk has its turtaking system. Foexample, in formal settingsuch as coutt
rooms and classrooms the tiaking patterns are generally strict and uniform. The-taking

in a specialised speech exchange syswmh as those in institutional interactipnsight be
formed through ordering the turns content and length, and speakership (Clag@idh, For
example, in the court roonthe specialised speech exchange system presents the witness and
attorney witha strict pattern of question and answer turns through which egéion and cross
examination is performeDrew, 1992). Thdorm of the turataking might be to control the
participation of the speakers in a conversation (Drew and Heritage, 1992). In contrast, the
patterns of turstaking in nonformal settings are leamiform. The turrataking system is more
conversational @ pTXDVL FR Qhamit e £eRiQD @eYpite thetindionality of the

talk, as in medical interactions (Drew and Heritage, 1992). However, medical talk is
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distinguished from ordinary ltain 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 questi@nswer sequence is generally prevalentsequence in medical
interactionespecially when the doctor uses questiongaiher the necessary information about

the patien§ case (Drew and Heritage, 1992). Furthermore, Bpemndraints may occur to
facilitate the contribution of one or both speakers as in the use of perspaisiay series

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

turns:

1. Doctors ask patient®f their opinion or perspective.
2. Patients present their views and assessment.

3. And then doctors deliver their diagnosis.

"R F W Rutatin for delivery of patientsfperspectives affects the length of the turn because of
the participation of the pants in the assessment before the doctors deliver their diagnosis or

assessment.

In a significant study about the types of tt@aking in GP consultations, Li (2015) discussed the
occurrence of certain turn types in interpreted consultations (prototypeeneed 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 ttinas 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

speakingoetween the main two parts.

In medical talk, participants use turfer different purposes:ot correct or add something,
reinforce, as well as to ask and, perhaps most commonly, to answer quésiramsSarkany,
2015).All these purposes might affect the length of tusemoreelement that could affect the
length of the turnssibilingualism where English patiens have to repeathemselves to be
understood by Spanish doctgk&alero-Garces, 2010). However, in the present study there were

no language difficulties to be overcome.

A noticeable feature of medical consultations is thatinother kinds of institutional talk, they
are overwhelmingly characterised by sequences of questions and arlBregvsafd Heritage,
1992. Lydford (2@9) identified certain types of questions that were used in the medical

interaction to solicit information fra the patients

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

T Open questions that invite the speaker to create lengthy answers.

T X-questions that have an interrogative structure and seek fafispestricted answers.

These forms of questions uslyabegin with whwords V X F KwiibWas feeling ill ]

In a quantitative study bizorinc-Sarkanyand Alexandrg2011), pFXUUHQW VSHDNHUTYV
QH[W V SHD NHAHIO b @&eLrR/iEniSelf- selection by the patieoiccured12 times,

whereas the selecting of the next speaker by the doctarredtwo timesless than the self
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selection techniqueA notable feature in this study is the usé gglecting next speak&which

the patient ofed for more tharthe turns of sefSelection and this relates to the dependence of

this study on historytaking procedures in which the patient was the one who kept asking the
doctor questions and the latter answered those questions. Although theaketufisstudy 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) eDPLQHG WKH LPSBRWoRthe/tkietur@ &f Fuihkng Yo 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 thamithe domesticRQH 7 KH s Samiatid@\WHe turntaking

system after the doctor began the sequence with an open gueasaoticed. Belder fourttat

this preallocation of turngccursin the early phases of the medical tallstpplythe doctor with

the neededinformation for the diagnosis and treatment decisions. On the other hand, as a
possible indication of the dominance of the doctbosinc-Sarkany (2015) noticed that the turns

of the doctors were longer than the patiént $OW KR XJK WK Hs &y Was dhloré HOGHU
institutional interview which impacts its relidiby, it suggests that patiemicontrol the turn

taking in most of the rcounters to provide the docsowith the necessary information for

diagnosis and treatment. Also, as in my study &smtion6.1.2 The evidence formality pattefn

(EFP)in the diagnosis and treatment chapter), Sarkany found the dfiictors were longer in

the diagnsis and treatment phases to explain and convince the patients of their decisions.

48



EchoingLorinc- 6 D U NsSO(ZD1%) finding that participants use turns to correct or add something,

to reinforce and to ask and answer questions, Heath (1992) noticed tloa doxtouraged the
patients to respond to the diagnosis decision by asking them a question. tlonadadher
WHFKQLTXHY study, weét ygddlfo GRFWRUV WR HQ FeRpohsBsltd ti@DWLHQ
diagnosis. For example, doctors showed tentatigebgaising expressionsV X F K| ik §u

Also, when the doctor did not have clear evidence for thagnsis, they used expressions,
suchas |n facty D @cdBuallyy Finally, doctors delivered the diagnosis in a way that contrasts
with the patient§complaint. Doctors, sometimes, presented the assessment in a way that
contrasts with the complaint of the patientetwourageghem toparticipate by providing them

with more explanation on their health problem. All these techniques to encourage patients
respond to the diagnosis assessment affect the length of thélermesponse 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 talkitenalements 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 elemtnand strategies that distinguish and characterise them.

2.2 The overall structure of doctor- patient interactions:

Most of the studieon doctorpatient interactionhave concentrated on ansihg a certain
sequence or sequences of the medical talk inalyidhe opening (GafarangandBritten, 2003),
presenting the complaint and asking historical questions (Heritage and Robinson,t2€06),
diagnosis (Parakyla, 1998e treatment (Angelland Bolden, 2015), andhe closing (Park,
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2013). In the upcomingestions, eactphaseof 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.

2.1.10pening

Successful interaction between physicians and patients is importamiofeeasons: Firstly, it

affects the exchange of information and the establishing of the relationship between them (Gask
andUsherwood, 2002; Makoul, 2001; and Ong et al., 1995). Sigoim provides a facilitative
HQYLURQPHQW WKDW ZLOO DIIHFW WKH SDWLHQWY{YV UHVSRQ
(Robinson, 1998). Because of the importance of the opening phase, reseaudteas 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 sequencésas greeting the
patients, introducing the doctors, looking of the patfer@cordsor asking them personal details
(Chester et al, 2014 drRobinson, 2012)Greeting exchanges also occurireryday interaction
(Schegloff, 1968 Schegloffstateghatopening sequences might ais@olve anotheradjacency
pair, such aghe pow are yodj(hereafter HAY)pair. He clarifies that aonversational paner
canstart a conversation with a geal first topic, such as HAY inquis. When Schegloff and

Sack (1973) discussed the overall conversational arg@éom and the distribution of talk
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between participants, they mentioned Hfgtk as an example dalk that cannbbe considered
asafirst topic kecause they arenly developedslightly at the beginning of a conversatiGiAY

inquiries were also identified by Couplaatial (1992) who noticed the commartcurrenceof

HAY pairs in the opening of conversations. Sack876 cited in Coupland eal., 1992 states

that HAY questionsan be useddV DQ H[FKDQJH Rinidal dpsrLcQnyéfsadtiQisp

to gather information about personal or value states. These questions ameingie more talk,

DV IH+@ Affeverything with you§ 7KLV NLQG RI L Q TcErvénhtiohalbde@du€e® HG p
conventional answerV X F KORayfiguwhat this type of question generally receives. Also, these
guestions include a possible request for atIGUPWH RQ D NQRZQHON @ aOH DV
feeling?] D (G~ pre you doing, honeyRvhich require aclarification as a response. In
general, a connection between the initial sequences in everyday interaction and the medical
consultationsoccuss clearly in the greeting sequence. Despite the differences in the settings of

the conversations, the initial @be 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 phaof medical talk to investigate the use of HAY sequences in

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

2.1.2Presenting the problem and History taking

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

presents the reasons for the visit and then the doctor begins collecting information about the
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patient$ medical history. Presenting the complahgseis characterised by different forms of
open questions that facilitatee preH QW DWLR Q RM SAKRHE S B \RVet @ Rdgs ov
KHU H%He doctor encourages the patient to start talking about the reason for the visit.
Generally, patients accept this form of invitation dredjin 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 ue of open questionsffers patientsthe chancéo express and explain their health problem

(Chester et al, 2014; Gafarangad Britten, 2003; and Robinscand Heritage, 2006). Patients

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

their health problem in avay that shows the necessity of treatment. Humphreys (2002),
RobinsonandHeritage (2006), and Xi (2015) have noticed that open ended questions are used by
GRFWRUV WR FODLP D ODFN RI NQRZOGhet@drtdraRquastisisuchD WL H QW
as what can | do for youfin response, the patient in his/ her turn begins describing the current
medical problem. A quantitative study by Ibrahim (2DBLUAE hospitalswhereEnglish was

the language of communicatiodiscovered that the early stagetibé medical conversations is
associated with open questions.OW NLQG RI TXHV Whdre® vwHpit faDdhodvifty K

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 purposash@as greeting), or for medical ones if it
comes at the end of the opening phasesolicit information about the medical problem. As a
response to all these types of open and HAY questions, Rokansidteritage (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 Tirs,taking more time to answer

an open question increagbs lenJWK RI1 WIKSHINSDWLHQW

The form of open ended questions is not the only way to encourage patients to present their
problem, close ended requests also occur in préesent WKH FRPSODLQW SKDVH D\

\RX DUH K Dt¥ h&xdnit®d by the patients (RobinsodHeritage, 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 questidms.quantitative findings

of the of question$§types by LorineSarkany (2015) showed that open questions, which were
used by family docter patient in Percs were used in the different sgsaof the medical
interviews, such as historytaking and medication. The study showed that the use of open
guestions varied from one phase to another. It was obvious that the use of epmsiien
format directed patients towards giving the requiredvensBy 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 questionsra type five of questions that occur on the form of closed
guestions, such as y#®, multiple choice and fill in the blank. Theccurrenceof closed

guestions in the historyakingphasedoes not mean that open questions are not used.
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Given the prominete of thesephasesn previous research, this study examines presenting the
complaint and historytaking phasesin the Jordanian medical interactions to identify the

elements that recurrently constitute thpeases

2.1.3Diagnosis and treatment

In this section | move to the nexthase which is diagnosis. Several researchers have analysed
the diagnosis sequence by focusing on different featsuel as the turns to deliver diagnosis by
doctors (Perakyla; 1997 and 192®d Monzoni, Duncan, Gruned@éand Reuber; 2018) and

S D W Lréesovsestto such diagnosis (Heath; 198&Kallio; 2011 andPerakyla; 1998,). Two

turns of diagnosis, straight factual assertion (SFA) or plain assertion and the ones that explicate
the evidence, are examined by Perak$@9{7 and 1998). The use of medical documesuish as

X-ray and test results to deliver diagnosis is called SFA or plain assertion andpreskeat

study SFA will be used. On the other hand, the presence of intersubjectivity by the doctor to
provide thepatients 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 thaysed or any

additional turns occur

The two studiedy Perakylawere 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 alyais on the two strategies for delivering diagnosis, both studies have

demonstrated thbenefitsof CA in the analysis procedur@he main findings for both studies

54



stated that the two turns were used in the Finish medical interaction by considering the
environment for theoccurrenceof them. The doctors, in the study that was conducted in 1998,
treated themselves as accountable in the evidesroeality patterns (EFP), sonconditional
authority is not claimed by doctors in relation to the patients. Iigjrthke use of eviderdl verb
FRQVWUXFW L Re@rivg[by doEtsrs Ih\Mingxplit references to the evidence walso

noticed in the same study.

Doctors{explanation for their diagnosis is supported by the test resultsysxor physical
examination as Monzoni et al (2091lasserted in their study. The use of these medical
documents to provide patients with evidence for their diagnosis makes the ddetmery of

the diagnosisdecision easier. They founithat uncertainty of the diagnosis is conveysd
expressionsV X F Kl think JUExpressing uncertainty of a diagnosis is also implied in Perakyla
(2998) in which pvidental verb construction§such avsgeemggre used inpnexplicit references

to the evidencq§ Monzoni et alstudy did not state thiH G R FaWd&Readi®sTfor delivering the
diagnosis as it is discussed in Parklya (1997 and 1998). Monzoni et al presented thefldoctors

accountability for the&liagnosis generally without classifying them into turns.

After declaring the diagnosis, patieffitesponsesccuracording to the strategy thdbctors use

to deliver diagnosis. ljaKallio (2011) focused on examining how the sequences of presenting
the problem, diagnosis delivery and treatment decision making are connected with each other in
affectiQJ WKH Sé&spohdd)ikV Mrhish health centers. It @snd that presenting the
problem affects the doctofsliagnosis depending on how the doctors use their authority to
provide thepatientswith a chance to us¢he medical knowledgéhey received in a previous
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visit. $FFRUGLQJ WeRistared\da tHedEdnfsis, it was confirmed that patients related to
the problem presented in the beginning of the consultation to investigate whether thefdoctors
diagnosis relates to it or not. Wheatients UHVLVWHG Wagnbdsi& RiisW &datéd] that
there wasa disconnection between the problem that is predeoyepatients and the doctors'
diagnosis. The medical knowledge the pati§neseived in a previous diagnosis is what they
also depended on in their resistance. In contrastjasKallio, Perakyla (2002) focused on
analysing the S D W L Ex@hdé&tdfresporses to the delivered diagnositn ljasKallio §
dissertation, the sufficient reasbeyond S D W Lres@tanvefwashen patiens did not find a
connection betweethe problem they presented in thegmning of the consultatioand the

diagnosis.

FurtheUP RUH 3#idtubDyNdifeeis from ljagallio in the use of quantitative and qualitative
approaches to examine the patidgistended responses. In quantitative analysispticarrence
of extended responses; suchsamight agreements, symptom desooips andrejections was
more in explicit evidence for the diagnosis. Also, it was notihatlextended responses ocedr
after using verbally explicated evidence whereaddb® extended responses ocedafter plain
assertionreferences. On the othdénand, qualitative analysis provided the researchethe
presenstudywith information relating tdhow patients usethese kinds of extended responass
a reply to actions performed by doctokéoreover, these extended responses \affected by

thelevel ofauthoritythat doctors gave to patiertsexpress their opinion.

Perakyla$§ study(2002)is more detailed thahis studiesonducted in 1997 and 1998 because it
focused on presenting the patiefggtended responses to tthelivered 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, thhree studies by Perakyla shalat an orientation to the authority of

doctors is displayed while discussitig diagnosis with the patients.

Concerning short or absent responses from patients to the ditaoysosis, patients sometimes
remain silent whereas in other cases they use minimal acknowledgesoent® V. yu Hy¢&§h{R U p
As a reaction to these two kis of responses, doctors move to the next action as treatment
discussion or suggesting such arrangemestsh as performing any particular tests before the
next visit (Heath, 1992). It was noticed in He$ttstudy that doctors leave a space after

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

Shifting tothe treatmenphaseoccursonce the participants agree on the diagnosis or no response
is received from the patientglating tothe doctorgldiagnosis.The teatmet phasehas been
studied by many researchers including Angeltl Bolden (2015), Collins (2005), Collins et al

(2005), ljasKallio (2011), KushidaandYamakawa (2015), and Lindfors and Raevaara (2005).

Angell and Bolden, and Kushida andamakawa conducte their studes in psychiatric
encounters to investigate how psychiatrists make treatment deci$ierstrategies that were
used by psychiatrists in treatment decision makiege explainedBoth studies have usedCA
framework to investigate the turiisat psychiatrists use to deliver treatment. The diffedenc
between the two studiexccurredin the methods for collecting the data and the source of data
collection. Angell and Bolden audierecorded interactions between outpatients and the

psychiatristsfrom the ACT program in a midized city n the United Sates, whereKsishida
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and Yamakawa video recorded outpatient psychiatric encounters in Japan. The use of video
recording provides the analysis with the natal activities of the psychiatrists; thénes,
KushidaandYamakawa method is stronger than AngeaihdBolden$ 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 theidgti\ccording to the results of the two

studies, both state the use of different strategies to deliver treatment. AngdeBolden

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

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

an explanation depending on the experience and the authority of the psychiatrists. Regarding
Kushidaand <D P D N ®r24bffs, the use of th GHFODUDWL Y H ithingbt@eb&tt&rl. RQ DV
and the inclusivewe | IRUP B\ lveépe the strategies that psychiatrists followed to make

the treatment decisioiBoth of these strategies are used for two different purposes: when the
sequential environrment 8 HD G\ IRU GHFLVLRQ PDNLQ belpyekefatnoiie IRUP L
decision moment. On the other haddclarative evaluation is used cautiously in which attention

is given to patients perspectivehen the sequential environment is not readynfakirg the

treatment decisiorThe results of each study had different indications. In the study of Aamgbll

Bolden, the focus was on how psychiatrists provide patients with an explanation to their
treatment. Kushidand <D P D N ®fdddgednoreon how todeliver treatmentn two different

sequential environments.

3 D W Liespoisey to doctofislecisions alsmccur in the treatmenphasein which various

strategies are used by patients to indicate the type of their participation in treatment decisions.
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Moreover, the patient§esponses are connected with the strategy that is followed in the decision
making sequence (Collins et al; 200f@sKallio; 2011 andLindfors and Raevaara; 2005). For

example, in thestudy of Collins et al(2005) two different strategies, that affect the patights
resPRQVHVY DUH LGHQWLILHG ZKLFK. The Hata Xa3 lvi@ed Yédotdeian] DQG |
UK primary careduring 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 slakscision

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 choosinga course of action or selecting a tmeaint. After analging the decision making
concerningreatment, itwasnokE HG LQ DOO RI Whildidralptiatedy wBs pelRdiriedu

as a negotiation between patients and doctors in which the p&tentsbutionwas clear This

kind of patientdparticipationoccurredin the formof answering doctors about results to choose
between treatment options or to express their opinion of the disease in the opening of the
decision makQJ VHTXHQFH &R Q kinilat€dlfRthtdgy, R Wottommanagd the

decision makingo some degree independently without input from phaéents. Lindfors and
Raevaar® (2005) Finnish study that was conducted in homoeopathic consultatippsrts

Collins et 4 (2005). The researchensticed that doctors sometisiannounce what they decide
ZLWKRXW GLVFXVVLQJ LW ZLWK SDWL Hghiohg of Xhe ltréabrdhd U D O

occurs, in other situations, involvimiscusgg with them the options of treatment (bilateral).
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Moreover, ljasKallio found thatthe use of these stegjies reflectW KH S Dr&¥aoRHs@3VFof]
example, if the patienfiresponses are extended, this is because of the shared process that
docors used to deliver treatmeontroversially, theccurrencef minimal responses @bsent
responsgis caused byhe dR F W Rrulatefalfprocess that is used to deliver treatment. Stivers
(2005) who audio and videotaped 360 pediatric encounters (14 pediatricians and nine
community practicestudied the use of minimal responses and absenbresp.Parentsused
unmarked acknowledgments and withholding acceptance of the recommended treatment in
addition to silence, which Stivetsrms passive resistandeto showlack of full acceptance of
treatment decisions. Thisvited the doctors to conkice the parents of their treatment decisions
through returning to the results of examinations and explaining the importance of accepting the
treatment recammendationsMonzoni et al (2014) explained, in another study in the same year,

that the use of pas® responses, minimal acknowledgement or silences in addition to other
forms of disagreement or rejectionspeasses a kind of resistance ttee doctorgjtreatment
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 suggestiomtowever, Stiver200% IRXQG WK DRAyTwaD\LQJ

simply mean the acceptance of the treatment suggestion by patients.

What distinguished ljas D O © &t&d§ from Collins et al and Lindfors and Raevé&aia the
examining of the problem presentation and diagnosis sequeasewell 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 tolrsdecisions.

In a study by Collins (2005) in diabetes primary care and in outpatient clinics for head and neck
cancer, two differendtrategies of clarification dfeatment were observed. An explanation that is
combined with diagnosis and test resultaswthe first strategy that doctors used to deliver
treatment. Sometimes, the clarification invites pati§pésticipation in various forms and at the

same time presehtQJ YDULRXV DV Sundevgtsandhp. 3lbhovughHliig W §tudies have
discussedalmost the same strategies of explanateuljfference hasoccurrel in the way of

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

than Collins (2005).& R O GattiQeVdjscussed the communication procesgeneral, whereas

Collins et al FRQFHQWUDWHG RQ WKH biatetal|Rrategk§nLdeRig e DO D Q

treatment decision.

In general, all researchers have focused on the strategies of delivering treatment which is the
concern of the presentusly. It can be generalised that delimg treatment can be through
unilateral Rollateralfstrategies regardless of the ways that doctorsfollyv in having hese

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, 20is).

indicates thatloctorsfauthority can be displayed differentlyrough the different actions of the
treatmentrecommendations (Stivers, Heritage, Barnes, McCabe, Thompson and Toerien, 2018).
Stivers et al (2018)GLVFXVVHG WKH OHYHO RI GRFWRUV{S&KWKRULW
California and Englandhroughdelivering treatment in five different waygaronouncements,
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suggestions, proposals, offers and asserfiori3octorsy authority occurs clearly in
pronouncement§because treatment is deliversttaightforwardlydepending on deontic and
epistemicaspects This action isequivalentwith 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 sidoisitdrer

strategies, such aguggestion§and proposaldg] doctors may relinquish or reduce one of the
aspects of authoritgr both of themIn guggestion§ doctors drop deontic authorigs in gou

couldtry ------ for thatfand pow there is an oithat probably you should be using on a regular

basis and it will help yaurash tod] On the other handjoctors reduce epistemic deontic
authority inthe proposaldgstrategy as inwhy dan §we put you on the plain Allegrand we

can give you some dhat to tryf This case is similar tone of Kushida and Yamakawa's (2015)
findingsthat relates toWKH XVH RI WKH LQFOXVLYH pZHY I&uential7 KLV IR
environment is ready RU GHFLVLRQ PDNLQJ DQG WKH LQFOXVLYH pzZH

moment.

In the pffers{strategy, the case is different because doctors consider patients as the instigators of
the recommendation which contmswith all the previous strategiesy iwhich treatment
recommendations are presented as a product of the @oatency.uggestion§ proposald]

and pffersfmight comeunderthe bilateral strategy that has been discussed earlier because
doctors engage patient® the treatment decision aking. Sometimes doctorcombine
recommendations an@ L Q | R U-hDWIIng atement§ They use thie authority to deliver a

recommendation indirectly to look ab they are giving information rather than delivering
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treatment recommendatigres in fometimes 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 herg The doctos fefforts to combine the condition of the patient and the treatment for
the condition of the patierare called pssertiong The manifestationof epistemic and deontic
authorityis raised differently during the use of different turn designs to deliver treatMest.

of them show a shift to patienentered health carand to share decision makings in
proposalg] puggestion§and pffers{ (Landmark, Gulbrandsen and Svennevig, 2015 and
Lindstrom and Weatherall, 2015)indstrom and Weatherall (201%)kscussedthe interplay
between the epistensgo©f expertise (doctor) and ¢hepistemis of experience (patienthrough
examning patientg[different responses to recomng@&tions across two different health care
cultures: New Zealand English general practicea8dedish hospitalt was found that sharing
between doctors arghtientsfepistemic andleonticauthorityoccurred in which doctors take the
experience of patients into account laitthe same timehey keep their right taise their
epistemicexpertiseto deliver treatment.andmark et a{2015 present thelaring of epistemic
and deonticauthorityin a Norwegian teaching hospital in a different way. It waticedthat
doctors prowde patients with treatment options and give them the right to chooseesyate the
doctorsfpreference of one proposal over the otliatients in their turn resist thissponsibility
through claiming their lack of knowledge by sayifdknow nothing about thi§ They mayalso
make the decision conditiona@n the doctor$ deontic stance as igf you think sof The

Landmark et astudy shows an inverted use of authority in which doabosv 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 doctorfpropositions

Finally, Ibrahim (2001)xlaimed that treaent decisionsn the UAE hospitalsan be based on

the social criteria of the patients (age, ethnicity, demographic factors, sociaj tiassjore,
doctors asked patientscal history questionsV X F KHOwWol@ are you¥ D @QBatgs your
nationality?fto get the necessary information before taking the decision of treatment and the

proportion for using these kis@f questions was 20.12%.

However, the present study investigatesttkatmentphaseD Q G S Diasphadth€g ¥ discover
whetherany similarities or differencesccurin Jordanian medical talk whenig comparedvith

the ones that have been discussed in the literature.

2.1.4Closing

The casultationcomes 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
asHumphreys (2002), Nielsen (2012), Robinson (20&thegloffand Sacks (1973and West

(2006)have discussed thgequence

In the closing stage, doctors andigats indicate and prepare to close the convers§tishas in
ordinary conversationsSchegloffandSacks (1973) divide the close of an ordinary conversation
into two main parts: prelosing and closing. They added that the-@dosing part may incluel

expressions V X F K wB-&ll, pooo, and OKYwhereas the closing panicludes the terminal
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H [ F K D @padbyg In the medical setting, Newman, Butt@md Cairns (2010) examined the
adjacent turns in 52 medical conversations of four GBswlere observed and videotaped
primary care medical centers in east London. Doc¥d XV H G Veké&yHtohRidate Qosing a
current topic and this is what Scheglafid 6 DF NV U H Itbpit shadedasAa technique to
close down a topic. Doctors) Newman et al article also provided a summanch D o |gshe
already knows about t D Q5K p W § fud,Ldi3stiading patients from continuing on topic.
Finally, patients initiated the willingness to close the talk which helped the doctors toaVase

the corsultationby shifting attention to writing.

In a study byWest (2006), conducted in the United States, both doctors and patients followed
Schegloffand Sacksfdivision into W Kotilding blocls fwhich areas follows: topic closurepre

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 thaysauhlthe closing phase in

medical talk as well as in the present study.

Despite the finding of Schegloéind 6 D F N V O, Isd2 Wbuptthank you, and you are welcdme

are forms that cannot be markdkdV DEVROXWH SDUWV RI WKH WHUPLQDO
(2012) confirmed thathank youfis used apart ofa terminal exchange. Huang conducted the

thesis in the Taiwanese culture in which 30 casere analysd. The datavas collectedrom the
departmentof family medicine at a medical teaching hospital tire south.Despite the

differences in the settings, Schegloff and Sacks Huahg fnd that the closing section included

a pe-closing and closing partsiuang, at the end of the stugyopose a model for the pre
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closing stage to include preparatiornregcription information, future arrangemgntealth
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 Primaayre encourersvideotapedn private clinics and
hospitals in Seoul between 2007 #@0D8) there is anccurrenceof two stages of closing; pre

closing that included making arrangements for events that will happen at the end of the visit or
instructions regarding treathhQW D QG WKH W HyéBye@ddOseHhé cobverdation

Both Park and Huang studiesugges that the occurrenceof making arrangements is to do
something later or to repeat arrangements that have already been made. However, what
differeQWLDWHYV 3DUN fV svd/ih¢ @se btugaze avddy @ Jdrfdicate a closing tfie

talk. West (2006)also noticedthe occurrenceof gaze during the prelosing stage to show

disengagement.

In addition to Huang and Park, Robinson (2001), who collected 48 audio and videotapes from
seven Southern California practices between 1888, affirmed that doctorsegan the pre

closing sequence with arrangemeslated sequences that consisted of future sequences
concerning the next visit or announcements of events that should occur at the end of the
FRQVXOWDWLRQ ORUHRYHU LW ZD tha@éciors Bde@azimyVand Q 3D U N
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 includescjmging and closingctions Preclosing

sequence invohsevarious forms suwch as future arrangementsummaries and prescription
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information. In the case of closing sequence, thanking forms, iitiaddo the terminal

H [ F K D@dddbyef occur.

Most of the above mentioned researchétsang; 2012Robinson; 200lndWest; 2006) have

foundthat doctors were usually the ones Wwiegana preclosing move (the topic of closex by

asking questionsV X F KAy\gugstion on all of thatfRobinson (2001) explained that doctors

followed different ways to solicit the last moan by asking questionsV X F KDB ybuphave

other questions or concern§@r questions that have negative polarigyich as jny other
questions7TKH GRFWRUV ZHUH DVNLQJ ZKLOH JD]J]H DQG ERG\ DU
data, by contrast, copvsations never closed by asking #&ddial concerns by the doctors;

therefore, few cases presented additional concerns after toéopieg by using wordsuch as
HNXOLNZX\RT avdqDnVétherreia@pegy doctors did not welcome opening newstopic

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

Sometimes, patienfgesponses to doctofishifting towards closing the consultation were by

shifting to present a new concern. ThicurredLQ 1LHOVHQ YV 2@E2) thdtkconsistedG \

of two general practice interviews in a llBH KHDOWK FDUH dhiftiQgWadwbirds 3D W L H C
presenting a new concern happened by askimpgeliminary questionVXFK DV pu&DQ , DVN
V R P HW Niel@eh"dkplained that the additionancerns were announced once the doctors

began the possible @RVLQJ 3$V D VXSSRIWWLOYR BIDHOMHIWEY LQ +X
dissertation (2002), in which only three patients and a consultant oncologist from NLTS hospital
oncology clinic were include@keddifferent kinds of questions when the saitationoccurred

to havecometowards the end.
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As in the discussion of the previous literatorethe medicalphasesthe present study aims to
analyse the closinghaseto investigate the elements that identdgd constructhis 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, tione of
studies have been conducted in Jordan which encouraged me to agphst@study on native
speakers of Arabic in an Arabic country to examine the medical talk and its overall structure.
Also the elements that identify eaphasewill be analysedd discover what is newr recurrent

in Jordanian medical talk.

2.3Sidetalk (S7 LQ GRFWRU SDWLHQWYIV LQWHUDFWLRQ

Because of the noticeabtecurrenceof ST in the data of thepresentstudy, it is necessary to
shed light on this term and the studies that have investigat8d is a conversational feature
that occurs in dierent sd#tings, includingmedical encounters. ktontains HAY utterances,
gossip, chat and time out talRifferences between small talk and work talk have been noticed
by investigatorssuch asCoupland (2000) anHolmes (2000). Interpersonal, relational, rgoal
oriented features are associated with small talk. In contrast, work talk contains transactional,
instrumental and goal oriented features. Moreo€eypland(2000) clams that the formulation

of small talk is a communicative mode/ phatic communion because it is afgjagealk.
Furthermore, small talk can simply occur at the boundaries of sawalunters 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 @ocial 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 8T in facilitating the communication activities. The peat sady

reports that the occrence 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 tbe an effectivarea to focus on an analysiEphatic commuitation
in real time discourse events @oupland et al (1992) claimeslacks (197%ited in Coupland et
al 1999 provides an analysfrom a CA viewpoint that HAYan be an exchangé greeting in

minimal proper conversatiorfso find out about personatonditions suchas matters of mood

and/or value states as (OK, would be grésde sectio|r2.1.10pening . In the case of a medical

setting, as in Heritage and Robinson st(2306) five types of questions that doctors can use to
solicit information from the patient were discussed. HAY questiware 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 phasetbe visit. If it comes after it, the aim of the question is to gather

LQIRUPDWLRQ DERXW WKH SDWLHQWVY PHGLFDO LVVXH

Although the prediscussed and the upcoming studies in this secéfar to this kind of talk as

gmall talk] the researcher of theggH QW VW X G\ S U RBibdetalkAbé¢&usE D oveyswW
that this talkwhether it is long or short might relate to the medical agenda oSnaalk might

betalk that is not directly related to the agenda but it helps in conveying a particular message
about the main topic of consultation. In other cas$ds,might occur without any purposes
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beyond opening it. This point is explained in the chapters of analfsie evaluating the

occurenceof ST in all the phases afonsultations.

ST occurs ineveryday interactioms well aformal talk such asnedicalinteraction 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 toemploy small talk. This contrasts witMalinowski (cited in @uplandet al,
1992)who claimed that the formulation of small talk is purposeless. RredChiton added that

if a telephone call madat aregular time, the cadld party initiatesHAY enquires, whereas if it is
madeat an unscheduletime, the caller iriates HAY enquiries. On thetber 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. Drewand Chiton concluded that small talk consists of two types; weather noticings and

Oh-prefaced environmental noticings.

Researchms; such asGafaranga and Britten (2003), Hudak and Maynard (2QlaMer (1975)
andMaynardandHudak (2008have conducted their studies or part of the studiesdatalk in
medical encounterddolmes (2000) and.aver (1975)found that small talk was used at the
margins of interactiofopening and closing phasekaverfurthers that there are three functions
of small talk: propitiatoryfin which small talk can reduce the possible hostility #ilgnce can
cause, pxploratoryfithat includes directing participants towards agreement regarding the visit,

and [nitiatory fthat indicates getting a cooperative and comfortable interaction.
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MaynardandHudak (2008) conducted their paper on orthopedigexy clinics and videotaped

the visits in an internal medicine clinic at a medical school in the United States Midwest. They
examined tGLVDWWHQW LY H Q HgisdttentivenebsTiX simuRansfiyDap&ring and
closing sequences of the medicahids. [Disattentiveness in simultaneifi concerned with the
occurrenceof small talk at work, whereagisattentiveness in sequerfie 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 (apalaggptance, jokintaughing
appreciation acknowledgment, pursuit of salepecation as joking compliment, and how are
you-reply). The useof small talk in thecomplainng, history taking, physical examination,
diagnosis, treatmerdnd closing phases of their study was to present pain resistance and/ or
manipulation For examplea patient who needs a manipulation may compliment the doctor by
talking about what s/he heard about his/her reputaltivaddition, Maynard and Hudak noticed

that small talk occurred in the transition points between the phases. This result can bedupport
and generalised becausiletalk in the present study was algsedin the transition point$o

indicate shifting to the next phase

MaynardandHudak$ study alsshowed that small talloccuredthrough the following devices:
laugher, joking, presenting modesty and using reported speech, complimenting and self

deprecation.

+XGDN DQG sodhdyQPDWIiGHas been restricted to analys WiKgditalised small talf
(TST) in which the participasftalk was independent from their institutional identities. @ata
wasaudio recordedh a large Midwestern American city and part of the neighbouring state. The
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topics that this type ofST covered were setting tallsuch as weather, showing what the
paticipants 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 unrelatedetonédical 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 concesuchas their work place. This kind of shifting to particular
types ofST has a purpossud as collecting information B R X W W K HvaskDoWsarke@ingV 1
about their personal biography to gather information that might help doctors in diagnosis
decisions. ThereforeCoupland'sclaim DERXW SKDW bkpgaceMiDe@ibk &3V D
purposeles§cannot be generalised becauséhe 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, patieneyevthe ones who used the proffer form to invite the
doctor to participate in topics unrelated to the medical condeanthermore, a brief discussion

of other types of talkV X F Kbri2giMall mimal talkfand po-topicsf(Hudak and Maynar#§,
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 Mustakly(2008)
covered several types of small talk. In contrast, their study that wasiateddin 2011 was
limited W B®pigalised sm® O WhDa@dwifin, Maynard and Hud&kstudy (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 detaileatnetion 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 sequena® anotheduring the consultation as Holmes (2000) staeghrding

its function as a means of transition between different activitiesrefore, there was a need to
investigate theoccurrenceof ST not just at the margins batiso in the body of the whole
consultation to discover the sequential distribution of it in the Jordanian medical encounters to
find how LW LPSDFWV RQ WiitdinSH2 UnadicklLsstbngsVWelff as the medical

agenda

2.4 Conclusion

This chaper consideredepresentative and contrastive approaches to review the previous studies
that relate to the medical talk. It presented multiple views on plaabeof the medical talk in
addition to talk unrelated to the medical agenda. Also, the litersie light, generally, on the
setting in which each one of the piscussed studies were conducted to demonstrate the
importance of analysing the Jordanian medical talk as the first study in Jordgran@rstudy,

WR WKH WHé&sHKDAWkeHgd, Wionducted in Jordan and on the Arabic language by Al
Harahsheh (2015) but the topic was on analysing the forms ehgilfed repair in everyday
interaction, which is not related to the topic of the present dissert#tioother study was
conducted inrSaudi 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 interactiagygsh,
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2016).The researcher aims to analyse the overall medical interaction toigaveshe elements

that identifyand constituteachphaseand 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 thetabk occurrenceof ST in the data of the present study, it

was interesting for the researcher to discover howodoairrenceof such talk can influencall

the consultation. Therefore, the medical interaction in Jordan, as weBTads analysed
according toa CA framework as it will be explained in the next chapter on methods and

methodology.

74



Chapter Three

Methods and Methodology

The central aim of theresentstudy 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 exammetapter lays out

the research methodology, information about the sample and location of the study, procedures
that were followed to collect and analyse the daital vaildity and reliability of the studit also

includes consideration of the limitahs of the method that was used to collect the data.

3.1 Reseach methodology

& $gframework was used to analyse the sequences and turns within the medical consultations.
The study analysed the Jordanian medical consultations to identify the sequenkasesr qgf

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.ifi@s | begin by introducing the

CA approach, beginning with its origins in the work of Harvey Sacks.

Sacks was inspired by Goffman and Garfinkel. FirstfFk RQVLGHU WKH LPSDFW RI
influence before moving on to consider the impact of Garfirdeel Ethnomethodology on

Sacksf ZRUN *Rinter&(1983)in everyday interaction led researchers to begin studying
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faceto-face interactionsGoffman's contribution to CA occurs in providingsight intohow to
describe what is noticed drhow it isdifficult and crucialto describe an actiorde brought
attention to what can be investigated and to important areas of investigddonheprovided
different analytic resources to understand how the interactifummsed (Schegloff, 1988)This
motiveted 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 interactitrerefore, there was a needaok for an alternative

DSSURDFK WR LQYHVWLJDWH VRFLDO LQWHUDFWLRQV DQG W

The focus of Ethnomethodology is to identily QG FRPSUHKHQG W&hHddSID UWLFL S
creating social activities (Maynard a@layman, 2003).7 KH XV HooRdmDp ffapproach 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, 2[01ig).

appoarch focses on what participantithout any presuiption or a predefined 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 trams@ygmorts the

hypothesis or disconfirm it.

Focusing on naturally occurringpnversationsvas the interest of Garfinkel, as well as Sacks.
However, CA approach is concerned with studying the action which mieifdgoughout the
talk although it is rootedn ethnomethodologyvhich is concerned witlstudying any kind of

human action (Seedhouse, 2004)
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3.1.1The origin of CA

The beginning of CA came about through the sociological investigations of Harvey Sacks at the
University of California in the early 1960 Sacks and Schegloff cooperated with each other to
GHYHORS &% DV DQ DSSURDFK -HIITHUVRQTVY SDUWLFLSDWLRC(
data of analysis and contributing to tttHYHORSPHQW R Wdidonverldabddda 6DFNV
analytic obserations 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
recoUGHG LQWHUDFW LrBp@atZliyLisgecRabiES &l hé. Wiasable to reanadythem

and pass them to other analysts who could then check his claims. Furthermore, what
distinguished Sacks from other researchers invé&sWgL QJ UHFR UG H Gnidivated) LD O LV
examination principleThis view follows the bottorup/ datadriven aproach becausi begins
LGHQWLI\L Qsbliviénd D khel datatand works back from them to discover the problems.

This principle led to Sackfgroundbreakingbservatios about the caller's problem in hearing,

as illustrated by the following extra€Clift, 2016).

A: This is Mr Smith may | help you
% , FDQYW KHDU \RX
A: This is Mr Smith

B: Smith. (Sacks, 1992, cited in Clift, Year 2016: 43)

When the caltaker gives his name, this creates a slot where the caller is expected to provide

their name irthe next turn (Have, 2007). But, in the extract above, the caller avoids giving their
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NDPH DQG SURGXFHV WKH XWnat¢hd. Diggretdre,l therud€dhee ik iddatded R X |
as a solution that led Sacks to specul&ieua what the problem mighieb The problem is that

the caller does not want to give their name, but is invited to do so by thekel|(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 tiker's having done so? Could talk be organized at
that levelof detail? And in so designed a manngacks, 1992, p.xvii)

CA seeks to capture the understanding presented by interactants (Clayman and Gill; 2011). This
is done through examination of homteéractants 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 (1998)e main purpose of CA is to describe the
proceduresrad rules that are used by participants to generate their own behaviouraladet®o

the behavior of othersThis datadriven approach investigates the actions of speakers at a
specific point of interaction through analysing what they say and the d&fsigair 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 fundamenpalcés of interaction including
turntaking, 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 sysi8m properties in which interactants share the
understanding of their positions in a social interaction (Heritage, 2005). It holds that
gontributions to interaction are contextually orierffed +HULWD JH and tiey are

crucial for the intersybctivity of understanding. That is, utterances are context shaped, the
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understandingf each utterance is influenced bye context and context renewing, in that
utterances normally require some particular kinds of following utterances by subsequent
paricipants (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 confirrced be an

object of repair to be developed into mutual understandihgyeover, CA hasp detailed
transcrigion system and #&ighly empirical orientatiof{Heritage, 1984, p. 241}herefore it

analyses detailes, such as hesitation and pauses that are often dismissed by other approaches
(Seedhouse, 2009n the presentstudy, doctoipatient interaction was analysed by using a CA
framework. Attention was given to the turns and seges 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.

3.2Data setting

This study aimgo analyze theecurrent sequences that maketlmedical encounters ard
discower whereparticipants orient to the medical agerathal depart from itTherefore, there was

a need to record naturally occurring consultations and to deeply analyze tiepne3enistudy

is based on recorded interactions taken from a Jordanian hoSpéathta was collected in June,
July and August of 2015 froma university hospital which isin Jordan.The hospital coulde
representative becaudeis one of the largest medical structures in the country, serving a large
number of inhabitants from tlikfferent governorated.he researcher had three months available
in which to collect the data and was given full access during that time.considered a
transformational hospital where it deals with all cases from special and public sectors imadditio
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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, universitiesns, hospitals, and banks.

Data was also obtained from thealth centerthat is affliated to the hospitall collected data

from the outpatients of the internal clinf& 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. Thebeginning of two consultations was missing vehérwas impossible to capture tme
tape due to the noise in the clinic that was causedWKRVH ZKR ZHUHrdo@Q awlKH GRF)
talking with another doctor or a nurse in a loud voice.

3. Some of the consulians were just to renew the medication without discussing any
medical concern. The duration of those consultations less than five minutes because
patients just asked their doctors to renew the medication for them without discussimggany

3.3 Procedures of data collection

To oollect the data, twostages werefollowed Ethical considersation and recording the

interactions.

3.3.1Ethical Consideration

Ethical consent was obtaining from different committedsedew.

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 tber@cmrder would be left on

WKH GRFWRUYY GHVN DQG WKH UHVHDUFKHU ZRXOG QRW

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 oftte 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 t'wWHU QDO FOLQLF WR R E Wdhie@Qt ACccBrisantRAthY (SepApReGdi§ DW L HQ )\

2: Paticipation consent formwas prepared to provide

them with information about the

researcher and a general idea about the study. ladded 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 thg accepted being a member of the study. Although all doctors and patients

of the clinic were invited to participate, only 31 patients aigtht doctors from the family health

and blood clinics accepted to participate. After excludiagf the participants as mentioned

above eightdoctorsand residentétwo female residents argix male doctors and residents) and

20 patients ¢ix females and 14 males) participated in {hesentstudy. In most of the

consultations, a companion (husbasdpn, daughter, father, and mother) was with the patient

during the visit.

3.31.1Difficulties were faced whilecollecting the data

$ GLIILFXOW\ ZL VddCe@dnteWflbEihdSHamQAthefstudy was faced. Most of patients

and doctors (especiallginales) 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 shesg

ApPpendix 2:Paticipation consent for]

nthey agreed. They were assured
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that their names would be anonymised from the transcripts and that the research is concerned
wiWK OLQJXLVWLF dis€aRed/ ARK tHeybvieky a3du@ed/ ti e the researcheO@aEH
non-participant distant obsenfégShanmuganathan, 2005); the researcher would not attend their
clinic visit, so, the health problems would not be attributable to participants. Finallgme s
consUOUWDWLRQV WKH sWwhRicXwas aRittleSiowbutHi@mitfbecame 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 occured during the recording procesaich as the missing of the

beginning of two consultatics that was explained abofe|3.2 Data settingsectior).

3.32 Recording the interactions

The audio recordQJ ZDV FR QG XF W H Goris@tatdrk idorn®s wHeny tRéJ taJe 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 doctéictinics and returned back at the time in which the dodfors
clinics closedThe clinics of the participating doctors began freightto 12 other clinics began

from 12 tothreeor from eightto three The duration of caultationsvaried between 6: 24 to

40.07 minutes. The type of the recording device was Zoom H4N and it thetesize of the

clinics. The rooms were not big and the range of their size was 4m x4m.
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3.4Procedures of data Analysis

This section begins with aegeral view about theesearch methoather studies used as
discussed in the literature chapter precedimgdinrent chapter. Then the reasons for selecting
this particular approaghalong with a CA frameworko study the interactions are considered.
Also, the procedures that the researdblbowed to transcribe and analyse the data in detail have

been explaied 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, melps i
recognsing the recurrent features of medical takuch 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, aratithes\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 conversan, 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 begarahscription procedure.

A few studies, such as Ibrahim (2001) and Kim, Kols, Prammawat, and Rinehart (2005) used a
guantitative approach to provide percentages for the frequency of certain communicative

features such as questions by doctors, dirdetesment concerns by doctors, description of the
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patientsfsituation, and providing patients with completed and stimulated responses (by doctors).
Therefore, the present study also used a quantitative approach to show thecjrezfuttre
occurrence of cefain features (greeting sequences, different xorclose the consultation, and
short answer questions in the histaigking phase) that distinguished the Jordanian medical talk

in the hospital in which the study was conducted. Also the frequency obtheccurence 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 fa copy ofthe results of the sty upon the completion of it, to
determine the d& W Rékddto 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 anatysif sequences. This is commensurate with a CA approach
that incorporates both detailed analysis and consideration of the frequency of occurrence of

patterns.

3.4.1Transcription

In CA, transcription is essential to present the details that help in tHgsianprocedure.
Transcription also provides an accurate representation for the readers of the transcribed and
analysed data to ek and examine by themselve&schoeb (2014ktatedthat a difference
between spoken and written language is clear becaus&espeoften 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 imperteway to construct a written copy of the original conversation

(Nikander, 2008).

,Q &% -HIITHUVRQYTV W (ZDONsHhdEt SoshmBny ugad/td/Ivelp analyse the data
(Have, 1999). Have stated that transcription is used to discover certain ehstiastin the
original interactions. It is suggested by Have that original transcription and -@ylime
translation should be made if the language is not English. Jenks (2011) clarifies thdirtaree
translations can be usethe original language is in thigrst line, word by word translation is in
the second linend the functional translation is ithe third one. Detailssuch as pauses and
hesitation are kept in their position inethiranslated lines which supporfgonsson and

Cederborg (1997, p. 85) who stated that:

The number of overlaps, pauses, hesitation, hedgeseditifgs, and so forth are kept
constant, as is their location in relation to turn junctures. The translation from Swedish has
been kept as literal gmssible, except where minor modifications have been necessary in
order to preserve conversational style.

In the presentstudy, the researcher wrote the consultations in their original language (Arabic).
She then transcribed them to English by using theneimes of Spoken Jordanian Arabic that
were cited in AlHarahsheh article (2015). After that, the third line was created to provide word
by word translation for each Arabic word to English. Finally, artfo line was needed for
functional translation to prvide grammatical and semantic details. All the names that were
mentioned in the consultations were omitted for anonymity. Each consultation had the following

heading /o u EFS5RE -07 & Abu Elgob s the surname of the researcher, J refers to
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Jardanian, 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 obstacleshatwere faced while translating the data from Arabic to Englrghtwofold:The

first one was translating what is heard properly because some of the idioms do not have an
equivalent in woreby-word translation to English. As a result, the researcher had to give the
functional meaning to convey the meaning. Moreover, the researcheat &agroblem in
presentingcertainactions, such as entering the clinic, leavingntitalking with somebody else;
therefore, a need to record these actions between practices is required to clarify what is going on

in the recorded consultation.

3.4.2Data 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 consultationserN#gtherlands is the following: Opening,
complaint, elaboration and examination end/or test, diagnosis, treatment and/or advice, and
closing (Have 2002). Concerning a primary care visHeritage and Maynard, 2006. (f4)
classified medical talk asncorporating these sequencespening, 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 prirsarg visit. Have called itLGHDO |
because it ign indicatorof a general trendithin their orgarsation rather than a degation of

the factuality realisd sequential structures.
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The prementioned overall structure was applied to discover if it is the same prakenidata
Furthermore, the elements that constitute each one of the mpta®k were analysed. For
example, the openinghaseconsists of greetingequence and sometimes HAY talk whereas the
closing phaseis constituted with elementsuch as thanking wordseligious 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 necesaaajyse the
occurrence of this kind of talk by investigating its ty@ad how this kind of side sequence
affects the medical consultation as a whole. This involves exploring how this sedpagnee

and how it is closed to return to the main topic ofiisé.

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 termed 'ecological validity' (Seedhouse, 2004)s 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 negativelyhaffect
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 transcriptsand audio and video recordingavailable 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 dess. Furthermore, readers can test the researcher's procedures
of analysis as well as the validity of the analysis. Althouglasmot able to follow a sampling

method, | did collect a good sample durihg three monthss| spent eight hours daily in ¢h

hospital and the health centecordingfor most of that time ( see sectigB82 Data settingand

3.32 Recording the interactiofregarding selection of the data for analysi®)e present study

achieved the reliability criterion through providiral the transcripts in (Appendix 1) and
through pesenting 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 consultat®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
(residentsand 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 refugdddinecording

was smaller than thiemales, especially the doctdr ,Q JHQHUDO Wekisal &Dited/LFL SD C
recording relates to their desire not to be watched by anybody and also they did not want anyone

to know about their medical cas@s a result, the research just used the audio recording

procedure to collect the data.
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Chapter Four

Opening Phase

This chapters split intothreeheadings4.1 The sequence order in the Jaméhn opening phase

4.2 Side talkand4.3 summary.Thefirst heading includethree parts4.1.1 greeting pairgl.1.2

HAY talk and 4.1.3 Shifting to presenting the complaint phatke geetirg pairs section

includes four subsections: 4.1.Retligious greeting4.1.12 Theinvocation,4.1.1.3The Hiello
greetingand4.1.14 Well-wishing. Also, theST sectionincludes four subheadings: 4.2HAY

talk, 4.2.2Complimenting, 4.2.3 Laughter and jokes add2.4 u7RSLFDOLVHGSGI Hd3® OO0 WDC

sectionsattempt tcanswerthe following research questions:

1. Whatare the elements through which the opening phase is constructed?
2. +RZ GR WKH GHVLJQV RI HDFK SDUWLFLSDQWYfV WXUQV D
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 g&hsk
Usherwood, 2002; Makoul, 2001; and Ong et al., 1995). Physicians regard the skills of
communication to be important frothe beginning (BarNeta and Linz 2006). The opening
SKDVH KDV D FUXFLDO UROH LQ SURYLGLQJ D IDFLOLWDWL"®
responses concernirtgeir presentation ohealth problem (Robinson, 199&s a result ithas
proved worthwhile for researchrs such as @faranga and Brittei2003 and Robinsorand

Heritage 2006 to study how docts open the medical encountB®esearchersuch as Chester
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et al (2014) and Robinson (2012) noticed that doctors started the medical enbggresting
the patientsand askng them some general questionsthe small opening sequences before
GHDOLQJ ZLWK W K HAISoDtWe Lirttiq) 8equén&biR &verytiRy interaction involve an
adjacency pair format as in greeting exchanged might include HAYinquiresas in the
telephone calls (Schegloff, 1968%0, as in ordinary talkthe opening phase medical talk

includes pairssuch as greetings and HAY talk.

The chapter beginBy discussinghe sequence order in the Jordanian opening phase in which

different forms of greeting in addition to HAY takll be presented andiscussed in detail.

4.1 The sequence order in th&ordanian openingphase

In the present study, the sequence ordeuded 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, adjacentlyd ftawe after the other) and

these pairs are type connectddleeting sequences in medicahcounters have also been
analyzd by a number of scholarsuch as Gafarangand Britten(2003 and Robinsorand
Heritage 2006. Researcherssuch as Chester et al (2014) and Robinson (18982012)

noticed that doctors began the medical encounter by greeting the patients, introducing

themselves, looking at their records or asking the patients gleosonal details and embodying
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UHDGLQHVV VLWWLQJ GRZQ DQG

IDFLQJ RQH DQRWKHU SUL

presentdata these actions were also recurrdfdr example, in Extract 1 belowhe patient and

her husband greet the doctor

Extract 1 - [Abu El-Rob: JMT: C 2:2015]
1. :+XV 4aUobaE &4iu 'R
"DVDODDP "DOD\NRP
Peace upon you
Peace upon you
2. U Ué edaéf
?ahleen  hala
Hello hello
Hello

3. Hus.: 1 -i"0©
Doktwor  (name)?

Doctor  (name)?
Are you doctor (name)?

((The patient enters the room))

:3DW[ aQ oaE aiu'Re
"LOVDODDP "DOD\>NRP@
Peace upon [youl]

Peace upon you
U e epp pbPée @
[?ahl] een hal =
[H]i heloo=
Hello=

ok

7TKH KXVEDQG HQWHUV WKH GRFWRU4&5 WitR R Rrelidgiadd BreetingV KH S LC

peace uponyoli DQG WKH GRFWIklb préesnQ. THev tiel iskaridl gshe doctor

D FORVHG Axhiai\WdcRGname)PThe doctor does not reply to the question because

the patient enters at that moment and also greets the dotitdhe/iisame religious greeting as in

line five. The doctor overlaps her and replies withhello fgreeting as happened with her

husbandln Extract 2 belowthe case is different because doctor is the one who greets the

patients
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Extract 2 - [Abu EI-Rob: JMT: C 8:2015]
1. ((The resident is calling the patient.))
2. Res.: PAO—-
"L7IDG*DO
Please come in
Please come in
3. ((The patient is entering the room))
U 9 o0 £ ué

Hala Had iL\9
+HOOR +DML\9 +DML\ LV VDLG IRU DQ ROG SHUVRQ
+HOOR +DML\9 +DML\ LV VDLG IRU DQ ROG SHUVRQ
:3DW [ aUbdaE Al R
?asalaamo [ lalaykom]
Peace [upon you]
Peace upon you
6. Dr.: TURZE 04U Z'£@®4
>PDU%D @ NL\I "LO«DDO™"
[Hello] How are you?

Hello. How are you?
The resident, in this example, goes out of the room to call the patient by hisndrtieen tells
KLP L7 | DN B OP pléase qome iff The patient enters tlreom aml the doctor greets him
Z L WillopHajiyTZLWK D KLJK LOQWRQDWLRQ ,Q OLQH ILYH WKH SD
with a religious onepeace upon yofjand the doctd4 RYHUODSV KLP WaROJUHSO\ Z
greeting.It is noticed from thee two extracts that the doctor or the patient begins the greeting
sequenceAlso, the encounters begin wittwo forms of greetingsHello and the religious
greeting. These two formef greeting and others that agred in the present studyill be

illustratedas follows

411.15HOLJLR XV Rebce tponlyQy u

The occurrenceof religious expressions has been noted in Arabic conversation€lffeand
Helani 2010. Arabic conversations are ricwvith UHOLJLRXV H[SUHVVLRQV VXFK
\ R Xefther at the beginning or at the end of the conversation and it is one of the noticeable
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greeting forms in th@resentdata as in Extracts B,and4. Participants initiate the cealtation

Z L Ww&aquupon yoUgfter entering the room as a form of greeting from FPP to SPP.

Extract 1 - [Abu EI-Rob: JMT: C 2:2015]

: +XV audak au’'R-e
"DVDODDP "DOD\NRP
Peace upon you
Peace upon you

ué eedaéf
?ahleen hala
Hello
Hello
3. Hus.: )

2. Dr.1:
hello

-i"0©
Doktwor (name) ?
Doctor (name)?
Are you doctor (name)?

4. ((The patient entered the room))

5. Pat.: [aQoaE Al Re
"LOVDODDP " Pkorfj \
Peace upon [you]
Peace upon you

6. Dr.1: e xp pée @
[?ahl] een hal =
[H]iheloo =
Hello =

In line one, the husband greets the W& U XVLQJ WKH

UHOLJLRRXTSKUWBVH |

GRFWRU UH VEERJ Gis trehatiighe husbands prior turn as the FPP in a greeting

sequence. Further evidence for this is thegbandloes not respondtoth GR Fle¢lIRY AL W K D

V H F BREI&thus treating his as a FPP), but launcheddZ DGMDFHQF\ SDLU E\ DVNL

GRFWRU AQXbdedl ddturrence of this sequence takes place when the patient enters the

room (line four). She also uses thél O L JL R X We&d€ Wipov iofl|and the dctor again

responds with ghello fgreeting.In the next two extractgshe response to the patidteligious

greetingis different from the previous extract.
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Extract 3 -[Abu El-Rob: JMT: C 9:2015]
:3DW auodaEkE au 'R
?asalaam "DOD\NRP
Peace upon you
Peace upon you

2.Dr.: 0aA0—- aii'Re aUGAE(
Wa IDOD\NRP "VDODDP "LWIDG+DOL\
And uponyou peace. Please come on

And upon you. Please come on.

Extract 4 -[Abu EI-Rob: JMT: C 20:2015]
1. :3DW aUb6aE aiu ' Re
?salaam lalaykom
Peace upon you
Peace upon you
2. Res. PAO—+ au'Rs aUGAE i
Wa IDOD\NRP "VDODDP "LWIDG+DO
And  upon you peace. Please come on
And upon you. Please come on.

In these extracts the patient greets the doctor aviiligious greeting antthe doctoresponds to
it with the same type of greetinbp general, such encounters begith a greeting and it can be
hello for a religious phrase. A religious phrasexaE H U HV S R Ql@&lld PwMeiRsetesvas p

D 633 9$1@IMRanbe responded to with a religious phrasein Extrac® below (lines four

and five) that will be explained later in this sect{dl.1.3The p + H QreaRf).

Extract 2 -[Abu El-Rob: JMT: C 8:2015]
1. ((The resident is calling the patient.))
2. Res.: PAO—-

"L7IDGDO

Please come in

Please come in

3. ((The patient is entering the room) )
U 9 0 £ uUé
Hala Had ity 9
Hello  Hajiy 9 (Hajiy is said for an old person)
Hello, Hajiy 9 (Hajiy is said for an old person)
:3DW [ aUGBAE aiu 'R
?asalaamo [ lalaykom]
Peace [upon you]
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Peace upon you

6. Dr.: URZE Qb E£®A@
IMDU«D%D@ NL\I "LO«DDO"
[Hello] How are you?

Hello. How are you?
7. ((It seems that they are shaking hands))
3DW 9 (é 76
<D KDODDY9
+HOOR 9
+HOOR 9

The use of yk+HOORY RU WKH WPHOIEH ROS\RGpEAER B Bl iterchangeable.
Initiating the consultation witlone of them requires a reply and the absence of it is marked
because they are conditiohatelevant.Schegloff (1968) defireconditional reevance as SPP
beingexpectable whea FPP is givenA SPPis seen as a second item to the fast the non
occurence of itis officially considered aanabsenceln Extract 5 belowthere is no reply from

WKH GRFWRU WR W Krettisdb Wit isir@ivkhfiriedJad enLabseRoeV J

Extract 5-[Abu EI-Rob: JMT: C 14:2015]

3DW A0 0aE Al Re
?ilslaam IDOD\>NRP@;
3HDFH XSRQ >\RX@;
BHDFH XSRQ \RX;
2.Dr.1: 7 a[oa@
[my]n  ---meeee- ?

[wh]o (name)?
Who is (name)?

3DW Zc¢f
"DQDD;
, DP;
, DP;
4.Drl: - «Z"3« PAO—-
"L71IDG+DO "RV7DDe QDPH
Come in Mr. (name)
Come in Mr. (name)
5.Pat.: [ ép NZIiRe. UBAIG
yalWe\N "L laaf[yih]
give you wellness
May God give you wellness
6.0r.1: 1 «Z"3+e¢ AZY 76+ & &x]
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[min] Zaan ? yZ iaay ?il?ostaad (name)?
[for] what come Mr. (name)?
For what you are here Mr.(name)?
7.Pat.[ Upé PAZE i PORZu— PAZE 2i
waAllah IDDPLO 7TD«DDO\O Z Daamil [ hyk]
Well |did analysis and did [this]
Well, | did analysis and | did this

In this example the doctor does not reply to the greetingresteladshifts to solicit the reason
for the visit. Greetings are interchangealblet an absence of a SPP may not be marked in this
example because the patient does potsue greeting from the doctorbut instead tarts

answering the doct@r questions.

41.1.2The invocation

In addition tothe religious JUHH W L Q pe&& Udorydt | there isan additional type of
religious expressi@that might be considered as a form of greeting: invocations. Invocation can
be considered as a form of WA LVKLQJ LQ D FRPAIRQBAMESRI@S.ZIh W p
presentstudy, these religiougxpressionsoccurredin the opening of sucltonsultationsto

functioneitheras a greeting aas a response to a greetasyin the following:

Extract 6 -[Abu El-Rob: JMT: C12:2015]
1. Pat.: -T"U© é60ZIBs UBAIO
yalWe\N "L Olaafyih DokTwor
Give you wellness doctor
God gives you wellness
2.Dr.1: (B IKeX]
?y 2
What?
What?

In Extract6, it is clear thathe patientgreets the doctowith an invocatiorbut this opening is
slightly different because SP#bes notreply with a greeting and insteatiifts to ask about the
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reason forthe visit with just what?as in line two. In other cases, these religious phrases are

used as a respongea y K H gré2fih§ as in the following:

Extract 7 -[Abu El-Rob: JMT: C 6:2015]
1. Dr. 9pAO—9 PAO—-
"LWIDG+*DO 9 "L7IDG*DO9
&RPH LQ SOHDVHY9 FRPH LQ SOHDVH 9
&RPH LQ SOHDVH9 FRPH LQ SOHDVH9
(( Itseems that they are shaking hands))
Dr. = ;ax06aé«9 06&
+DODD 9 "DKOLLQ ;
+HOOR 9 KHOOR ;
+HOOR9 KHOOR;
4. : Pat.:= 600ZIiRe UdbAIG
=ya | We*\N "LODDI\LK;
*LYH \RX ZHOOQHVV;
OD\ *RG JLYH \RX ZHOOQHVV;
5. Dr.: TURZE O6U 0—Z6u0—
7D«L\DD7LH LHI «DDODN"
My greetings. How are you?
My greetings are for you. How are you?

wnN

The doctoris WKH RQH ZKR Ehtldf@éstidg avdkie pPDWLHQW UHVSRQGV WR
greeting with an invocation (line four) and then the doctor replies to the inmocatid then

shifts to HAY talk in line five This suggestshat invocationsDQG pKHOORY DU QWHUF
an invotcation may be used to fill the slot following a greeting FHRRvever, he doctoy in

Extract 5,does not reply to the patieitinvocationin line five that occursin the form of

greeting. He ingtad shifts to dicit the reason for the visibut an absence of a SPP may not be

marked in this example because the patient does not treat it as missingtHerexample, not

responding to the invocationassonot markedas an absenaesin thefollowing.

Extract 8-[Abu EI-Rob: JIMT: C 17:2015]
1.Pat:aUoGaE au'Re
"LOVDODDP "DOD\NRP
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Peace upon you
Peace upon you
2.Dr.: 1 xeb6d xeb6aef ue
Halaa ?ahlyn miyn-------- ?
Welcome welcome who (name)?
HOFRPH ZHOFRPH :KRTV QDPH "
3.Pat: ée TURZE O6U -1"0© €60ZIRs UBAIOG

<D"W¢e\N "LO"DDI\LK 'RN7ZRU NL\I «DODN™" QDPH
grant you health damot how are you? (hame) yes
May God grant you health, doctor! How are you? (name) yes.
4.Dr.1: ------ 263 76 PAO—-
"L7IDG+DO \DD VD\L' QDPH
Have a seatMr. (name)

Have a seat Mi(name).
,Q WKLV H[DPSOH p&idrntHe XI@& Bh& miBhX dtherwise have been occupied by
a uhPKHOORY JUHHWLQJ ,Q OLQH slo@of e préetirgRlomyPiXaUV DV D

HAY pair. At the same time, the patient answers theRada¢tfV TXHVWLRQ WKDW ZDV LQ

41.1.3The p+H @@O&Ng

tello for Hi foccurredin studies as inSacks (1992)to be the format ofjyreetinggreeting

sequenceThis sguence of greetingccurredn one consultation in theresenstudy.

Extract 9 -[Abu El-Rob: JMT: C 15:2015]

1. Dr.1 to Pat.: TéRTod 60 1- -3 0aA0—-
"LWIDG+*DOL\ VL7 QDPH ®RZ OD"L\ce
Come in please Miss (name) what why
"LP«DZOLK"
Come here?
Come in please, Miss (name). What, why did you come
here?
2. :The Pat. Cousin: -i"0© Z2'£®4
ODU«DEDD GRN7ZRU
Hello doctor
Hello doctor
3. Dr.1: e ebaéf
?ahliyn hala
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hello hello

Hello, hello
4, Cousin: TURZE 060
LA «DDODN"
How are you?

How are you ?

In this extract, the doctor begins directly with the reason for the visit (in line one). The cousin
LIQRUHV WKH GRFWRUW TWRYWLRYQY IUHsHWWEQ theKdoPtorZLWK
UHV SR Q Gw¥lloXhetrk the HAY talk begins (in line fourlowever, a hello figreeting

occurredin Extract7, in line three andin Extractl, 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.: 9pAO—+9 PAO—-
"LWIDG+*DO9 "L7IDG+DO?9
&RPH LQ SOHDVHO9 FRPH LQ SOHDVH 9

&RPH LQ SOHDVH9 FRPH LQ SOHDVH9
2. ((Shaklng hands with the patient))

‘U = ;e0aé*9 0eé

+DODD9 "DKOLLQ;
KHOOR9 KHOOR;
+HOORKRHOOR;

4. Pat.: ;8060ZIR UbBAIO
=ya | We\N "LO"DDI\LK;
= Give you health ;
=May God give you health

5. Dr.: TURZE O6U o0—Z60—
7 D « la&Tii. Kiif «DDODN"
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.: PAO—-
"L7IDGDO
Please come in
Please come in
3. ((The patient is entering the room))
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'U 90 £ U8

Hala Haijii 9
Hello  Hajii 9  (Hajii is said for an old person)
Hello, Hajii 9  (Hajii is said for an old person)
5. Pat. [ AUGQREAU R
?asalaamo [ lalaykom]
Peace [upon you]
Peace upon you
U 1T URZE OHU Z'£@4
>PDU«D%D@NL\I "LO«DDO"
[Hello] How are you?

Hello.  How are you?
7. ((Shaking hands))
3DW Queée Zo6

<D KDODDY9

+HOOR?9

Hello 9
In both extracts, after the docsanvitethe patierd into the roomheyinitiate Dheilo fgreeting
In the first extractthe patientreplies with an invocationu @y God give yothealthfland 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 religgpgasting Reace upon yofto which the
GRFWRU U HHi fdnd/ then $tiKs {o the HAY talk. In these two extratt®, doctor
greetsthe patienttwice in which the second oraccursas a reply to the patientgeeting.In

generalthe hPKHOORY JUHHWLQJ LV LQ Wésd Exidrbpl@But @anEabseincBfV RFF XU

resporseis not markedasin the following example:

Extract 10-[Abu El-Rob: JMT: C 10:2015]

1.Dr.1: PAO—exbaéf
"DKOHHQ QDPH "L7IDG+DO
Hello (name) come in
Hello (hame), please come in
2.Dr.1 to Dr.2: --—-- ié” 6¢ —l1aA
QDPH @T WrdT@dIoh?
(name) available his result?
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,V QDPH YV UHVXOW DYDLODEOH"
3.Dr2: é°R
Lissah
Not yet
Not yet
4.(0.4)
'U WR BD&WAZ-;a@ad +Z»7o0ORe d&~ &' Z&fe
"L«QDD "L%QLV7DQDD WDQIRKIRKYDD7 PLQ
' H ZDLWLQJ WKH WHVWYV IRU
:H DUH ZzDLWLQJ IRU WKH WHVWVY UHVXOWY )RU WKD'
6.2 E Z&% O R B

"DDK QDPH 9 VZROLILOQQD "DQ
2ND\ QDPH 9 WHOO XV DERXW
2ND\ QDPH 9 WHOO XV DERXW
7.(0.3)
8.Pat:1T 0 &E

"DQ "LHoe

About  what

About wha?

,Q WKLV HIWUDFW WKH GRFWRU LQLWLDWRKVWowWtkedpali€nH OO R .
although it has conditional relevance. Doctorl 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 Wellwishing

Wishesoccurredin one example to be considered as igfWLQJ IRUP LQVMWIEHPG RI X\
greeting or the religious expressiorns.the following extract everal turnsof correcting the
nameoccurredat the very beginning of theonsultationbefore greeting each othentil the

doctorwishes the patient a happy Eidlime eight.

Extract 11 #[Abu El-Rob: JMT: C 1:2015]
1. Nurse: é nRe AZE
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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.: ) a j-----
(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
QDPH 9 QDPH 9
((The patient is answering the correct name by repeating it

twice.))
7 ‘U= : - 0" —¢ei &ZE b8
=.RO "DDP wa ?inti 2iBixi:r =
=Every year and you goo::.d =
=Happy Eid =
8. Pat.: Usa"6 2 -1"0© U2i"6 2
$00DK \LV"L'DN 'RN7ZRU $OODK \L;DOLHN
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 muesidition torepairing tle name of
the patient thaall occurfrom lines one to seven, the doctor greets the patient by wishirg her
KDSS\ (LG LQVWHD G grettiXgvor @ eligioystkekp@ssiBrfl The patient responds to
this form of greeting with an invocation (lineigh)). This suggets that wellwishes and
invocations are interchangeabl&he occurrenceof wishes might bedue to the different
circumstance of this opening (the MiSlDNH LQ SUR QR X ® Rdn@)Jthel Kdtpe® D&V L HQ W

doctor to shift to wishes to function as a greeting.

To sum up, therera several different objects that cparform greeting: hello andeligious

phrases (Peace upon you and invocations wkhah  expressions). Also, there was an
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occurrenceof wishes to function as a greeting in one example. These different thairs

constructhe sequence can be summedligs follows:

1. A: Religiousgreeting
B: Hello
2. A: Hello
B: Religiousgreeting
3. A: Hello
B: An invocation
4, A: Hello
B: Hello

Quantitatively, the opening phase ocgedr in 16 consultations{Appendix 4). The religious

J U H H péad® dpen yofioccurredin 11 consultationseitheras a greetingr as a responde
the greetingIn one consultation, no response from the dootouredto the religious greeting.
In the case of invocations, thegcurredin three consultations. Onveas presented by a patient
but no responseccurredfrom the doctor wheies the rest were presedtas a response to the
G R F Wr&tiNg%.A hello fgreetingwas initiated by doctors irthree consultations and the
responsg were an invocation,a religious greetinganda hello fgreeting Finally, wishing the
patient a happy Eidccurredin one consultation and an invocation was the respdmseost of
the examples, greeting pairs occur esnditionally relevant However, sometimes the

participants treat the lack of a SPP as okay rather than as a noticeable absence.
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4.12 HAY talk

Coupland et al (1992) discussed that HAY pairs commaodgur in the opening of

conversations. Sacks (19¢8ed in Coupland et al., 199drovides an analysis from the CA

viewpoint that HAY can be used as an exchange of greetingsimmal proper conveations]

to sdicit personal or value states ( see seq

Adih1Opening

occurrencef HAY talk as follows:

Extract 7 -[Abu El-Rob: JMT: C 6:2015]

'U TURZE O —Z068—
7D«L\DD7LH .LHI
My greetings. How

My greetings are for you.

):
®0a6UBGAE 0,®0 2

$O00DK \LUG+DD
=God bless  you.
=God bless you. You are welcome
2 UZOE
« D\ak
preserve your life Allah=
May Allah preserve your life=

6. Pat.: (
7.Dr..=

8. Pat.:

'y
"DKOLLQ

=welcome. Come in please.

=You are welcome. Come in please.

10. Pat.: e23 e
"LO«DP'R
Thank God
Thank God

T U-Z2"8 1.
®eZR "D;%DGBDN
What 15 news your?

What is your news?

OLO$OO

11. Dr.:

Extract 12- [Abu ElI-Rob: JMT: C 1:2015]:

7.Dr.: 0" —¢cei AZE bb=
=.RO "DDP
=Every year and
=Happy Eid

ZD
you

). In Extracts7 and12, there was an

«DDODN™"

are you?

How are you?

"DOLHN

welcome

Allah=

TUBZE O6BAO—- ®daé-
"L7IDG-

DO

How

DK

"LQWL

goo:d

NLHI
How

"DKOLHQ

«DDODN"
are you?
are you?

"L%L[L
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8. Pat.: U6a“6 2 -1"Uo U2i's 2
Alla K9 \LV"L'DN 'RN7ZRU $OODK \L;DOLHN
$O0ODK 9 PDNHV \RX KDSS\ GRFWRU $OODK SURWHFWV \
OD\ $O0ODK?9 PDNH \RX KDSS\ 7TKDQN \RX GRFWRU 0D\ $0O¢
protect you

9. :Dr: [*s] N®Ee&a @®6ZY 17¢cei AiZ R+ 2018¢ Ta-

"LeeOZR QLN" ?ilEid 2id iay wa ?inTwo

How are:: you? AlEid next and you

iDD\LLQ PLQ "DUDI>DD7 @

FRPLQJ IURP "UDI>DD7@

How are you?  Wish you nex tyear to be coming from Al Haj.
11. Pat.: JiZ,¢cs @

>, Qce D ]Allah

[wiling ] God

God willing
In these two extracts, the doctamgtiate the HAY sequences (lineive in Extract7, and linenine
in Extract12) after the greeting turns. In extract WKH SDWLHQW UHVSRQGV WR
sequence whicls not the case in Extrad2. In Extract12, the doctor initiates witta HAY
guestion and then continues with a wish in the samg(line nine) and the patiet replies tahe
GRFWRUTV ZDRN&KAlehJwWBILHEHn e consided as a type of what was term¢bd
wishesfby Ferguson (1983) who examined them and their cognates in Syrian Arabic. The focus
of the study was on semantic, syntactic and pragniatitures of one type of the politeness
formulas in Syriawhich is Bod wished] 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, therb may require a preposition with the pronominal obj@st LAQahu
\H « | DfMiinéh meansp*R G N H HBEnalRj,Xfey occurred in many different sequences as
initiator formulas in exchangesV XFK DV pu$0O0ODK < DHaVmédhsma® Godyivel K

\R X K HtD li2\8bKdidered as a greeting statemg@mgletonfis another formula that might be

used in suitable occasions without being considered as a response to a preceding formula and
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withRXW UHTXLULQJ BGodllaveSrie@Wwod yBiikatli<lsaid whenasneone sneezes.
U, QVKD "B @lebxkrfidered by Clift and Helani (2010) as an invocation that seaures
possible sequence and the closure of a topicaatslas a form of reciproceldvocationduring

the talk.They addhat these imocations are provided to shift to a new topic.

By returning back té&xtract12, the patient ignores the HAY question and just reglethe wish

Z L VWGKd willing/ Zina Allah fas in line D. It was notied that the doctor, in extract asks a
HAY question again in line nin® which the patient responds. In the next extract, the HAY
sequence occuffsom lines six to 10 in which both interactants participate in these sequences.

Furthermorethedoctor begisthe HAY talk in line six wheeas the patiennitiates it in line 10.

Extract 2 - [Abu EI-Rob: JMT: C 8:2015]

6. :'U TURZE O £®A@ @
>PDU«D%D @ NL\I "LO«DDO"
[Hello] How are you?
Hello. How are you?

7. ((It seems that they are shaking hands))

3DW 9 ué Z6¢
<D KDODD?9
+HOOR 9
+HOOR 9

9.Dr.: 2iZ- 728 0060

?ie:: maa Aa? Allah
?ie::  wiling God
?ie:: God willing

:3DW 7 YZaRBe 06U
LA "LO«DDO"
How everything?
How is e verything?
11. Dr.: -7éda Uoda"* 4ZAa-
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. Thatient greets him again\b Dhelio
greeting as in lineeight The doctor inse WV D VHTX'HE@F K RO GHEel means
Rie::h God willingfbut there is no response from the patient. Instead, the patient returns to the

HAY talk in linel0.

However, the doctoself-repairs hisSUHY LR XV XW W H RdnQdaiisEilakihD yau@face
brightf EHF D XN HKu P D fis B §i@fkpressiathat is used in the Jdanian culture to
H[S UH VYuWwéskpwatand it seems that the patient returns to HAY tatkone reason or
another; therefore, the doctor introduces his idea again but differently, as in linelhtifyahe
previousexpressiorand to be a compliment to the pati€fthe case in the next extractsigghtly

GLITHUHQW E HF b &MpanWhiHhSdn&whbl iQitdtss the HAY talk.

Extract 9 - [Abu EI-Rob: JMT: C 15:2015]
1.Dr.ltoPat.TéRied 60 -3 0AA0—-
"LWIDG+DOL\ VL7 QDPH ®eRZ OD"L\ce
Come in please Miss (name) what why
"LP«DZOLK"
comehere?
Come in please, Miss (name). What, why did you come
here?
:7KH 3D W Cousin: -i"0® Z2'£®4
ODU«DEDD GRN7ZRU
Hello doctor
Hello doctor
U ué ebaéf
?ahliyn hala
Welcome welcome
Welcome ,welcome
& RXVLQIURZE 060
Kiyf «DDODN
How are you?
How are you?
5.Dr.1: xeobaéf
?ahliyn
Welcome
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Welcome A .
6. Cousin: ATE®&Re AT'f OC®OU-""" e«e-Zef

"DQDD "LeDD "L%7L7eDNDUQL\ "D%R2Z\ "LOPDU«RZP
lam if youremember 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 bKH GRFWRU DJDLQeldHSOLHV
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 himseifhen he suddenly stodt H U apnfland then initiles a new
XW W H U D Q F kinyHathems\ th@decaased (narfid)is process is called abort and abandons
(Al-Harahsheh, 2015). By this turn, a ST sequeswrirsto play a partin the opening of this

consultation

All in all, HAY talk occurred in the pening phase of eight consuitats. HAY talk might be a
reasorto analysethe phatic communion in real time discourse events (Coupland et al, 1992) and
this is what will be discussddterin the ST section.The next Extracpresens boththe greeting

sequence and HAY talio show how they occur together to make up longer sequences

Extract 3-[Abu El-Rob: JMT: C 2:2015]

1. :+XV auUdbakE 4u 'R
"DVDODDP "DOD\NRP
Peace upon you
Peace upon you

2. U Ué xedaéf
?ahleen hala
Hello hello
Hello

3. Hus.: 1 -i"0®©

Doktwor  (name)?
Doctor  (name)?
Are you doctor (name)?
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8.

9.

10.

11

12

13

14.

15.

16

((The patient enters the room))
:3DW [a(QoaE ai ' Re
"LOVDODDP "DOD\>NRP@
Peace upon [youl]
Peace upon you
U ué a4 pés @
[?ahl] een hal =
[H]i heloo=
Hello=
:3DW > -1+ Uo UdbasU0
= Kiyfak Doc[twor?]
=How are you Doc[tor?]
=How are you, Doctor?
Dr.1: [U@ ed Pé-@
[?ahlliyn [ hala]
[Helllo  [hello]
Hello
Pat.: TU-2'8¢1- @
>eRZ@ "D;%DDUDN"
[What] your latest news?=
What is your latest news?=
Dr.1: [1%4060®&Reb6a UE sebaé-
=?ahliyn h DOD PL\Q >"LOPDUL\G"@
=Hi hello who [the patient?]
=Hello. Who is the patient?
.Pat.: = éiiiie 9-17"0o Z¢f ®0"'[=d 4ZE HU
[Kol "DDP ZD 1'hTa ?iBiXiyr. ?a QDD 'RNWZzZhhg9
[every year and y ] RX JRRG , DP  "RFWRh=9
OD\ HYHU\ \HDU WR EH JRRG +DSS\ 5DPDGDQ , DP 'RFWRU 9
hh 9
.Dr.1: = TURZA 76 ... 9 AZA @& 0" Cce D& é-
"DK 9 PD "LQ7L PLQ ]DPDD&9 "L\ce PDDOLN™
2K 9 :HOO <RX VLQFH D ORQ4 WhhtPgdélSlem your?
2K9 W LV D ORQJ EVWRati9 your problem?
. Pat.: = -i"0o ovi~
zowd iiy doktwor =
my husband doctor =
Doctor, this is my husband=
Dr.1: [G19 i Ués =:baB-
=?ahliyn ?ahllan wa [sahllan]
=Hello You are wel[come]
=Hello. You are welcome
‘Pat.: fU-2'8f 1 [T UOBU @
>. L\IDN"@ ®eRZ "D;%DDUDN™"
[How are you?] What your latest news?
How are you? What is your latest news?
. ((The doctor taking with another patient for 4 seconds))
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17. Dr.1: 0aA0—- é-
"DK "L7IDGDOL\
Okay please go ahead
Okay. Please go ahead o .

:3DW 1-T"U© UOG6U éo60ZIRs YOAIOG

<D"WL\N "LO"DDI\LK .L\IDN GRNWRZU"
May God give you good health. How are you doctor?=
May God give you good health. How are you doctor?=

19.Dr.1: = Ué ebaée
=?ahleen hala
=Hello Hello
=hello
20. Pat.: —0Yei —VYi e Zge1"UO©
Doktowr ?ana ?Tzawad i iT wa ?ad iyT
Doctor | got married and came

Doctor! | got married and came

It is obvious that the consultation begwith a greeting which is followed by several HAY pairs

before and after the doctor recogsisdo the patiens DQG EHIRUH DQG DIWHU WKH (
attempts to shift to presenting the complaint sequehiter the patient and her husbarmitiate

the religious greeting twicén lines one and fivgChester et al, 2014)hepatientshiftsto HAY

talk in line seven. The patient inittesHAY talk three tims, in lines seven, 15 and 18 the

first and third times the doctor replies wihtiello fgreeting.In the second the, the doctor asks

her to go head, as a reply, after an imgption from another pant. In this extract, as others in

the present study, HAY pairs are initiated by patients in contrast @hester et al (2014),
Gafarangaand Britten (2003 and Heritageand Robinson 2006 who noticed that the open

ended HAY was controlled by the doctols.this extract, | showhat 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 teamdspa

managed the interaction differently. Greeting occurred in most of the consultations except in
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consultationsll, 13, 15, and 19 (sgpendix4). Robinson (2012) noticed that the first pair in

the opening sequence wagyreeting held by doctors, patients, acompanion. In contrast,
Chester et al (2014) found that doctors were the ones who initiated the greeting pairs. After that,
HAY pairs occured asthe next step in the opening sequence but thecurrencedid not take
placein all consultations. Some of the consultations consisted of a greeting pair and then the

sequence moved to the reason for the visit afdw exceptions as will be explained.

1) Consultations3, 10 and 16

a.Doctors began the sequence withagddDO JUHHWLQJ RIW/ DPPO WKH ZRUG p
b.Patients or companions greeted the doataithe latterreplies

c. with pello @nd then the phase of solicititifte reason for the visit begins.

d.The case irtonsultationl0 was slightlydifferentbecause after greeting the patjédoctor 1
askedDoctor 2 DERXW WKH UHVXOWYV RI WK HoSdukgecBH@Wdcor WHV WV
DV NHG D E R X WategtkheivsSvitMhis héeakid firdblem.

2) Consultatios 4,9,12,14,18, and 20
a. Patientdnitiatedthe 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 differenceoccurred inconsultationl4 when the doctor asked about the patient, who
hadalready greeted the doctor

d. In consultationsl8 and 20, a number of general questions were asked by the redtden
UHSO\LQJ WR gheeting. S beVeadskl @ Widse taansultatios is almostthe same as
the examplethat Robinson (2012) mention&@m his study in 1999. It was noticed that there
were four ordered sequences before starting with the first twpich were greeting, securing
SDWLHQWVY LGHRWLMQWYHYULHEZRQGW DQG HPERG\LQJ UHDG|

3) The case was totally different aonsultatios 11, 13,15and 19.
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The opening of theonsultatios begarwith the first topic which was asking about the reason for

the visit without any greeting forms. lconsultatios 15 andl19, the doctors used the word
HL7IDE-ZRLFK RBdldheént pleastvefore asking about the g for the visit. One

more nodble point in this set afonsultatios was in Extraci6 andwill be discussed in detalil

later in thischaS WH U Xdpicaketd Small Tall(TST). Reciprocal ST occurred between the
doctor and the companion before moving to the reason for the visit. Although the lukgdor

the first topic directly as in lin@ne the companion refused arwbgangreetingthe doctor
instead of presenting the health problem and took the doctor towards ST before presenting the

first topic in theconsultation

Comparing with the four ordered sequences that form the openingoofsaltation greeting the
patients, introducinghemselves, looking at their records or asking the patients about personal
details and embodying readiness are not exactly follo\i@dester et al2014 and Robinson,

2012, greding and HAY talk weraghenoticeable pairs in the openiphaseof the presendata

4.1.3 Shifting to presentingthe complaint phase

To shift from the opening phase the next one, doctors agkestions V X F Kwitavbrings you
today?fito solicit the reason for the visit. This section discusses the shifting from the opening
phaseto the presenting the complaint phasethe medical consultationtn the present study,
shifting to presenting the complaiphaseoccued in different forms In some cases, there was

an occurrenceof WKH Z'RUJGD G DRAL Wl D15 W KD W g@ Hhedd \pleaso shift

directly to presenting the complaint phase (as line onextract 6 that was discussed the
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invocationsection). Also, there was amaurrenceof what is termed presequence strategy to
prepare for moving to the reason for the ysitch as thexamplein the extracbelow MVhat we

can do! Keep silent, man you tired fi€¢he presequence is considered important dffective
negotiation of a requeshs Bowels (2006) statdsecause it helps to avoid any kind of potential
refusal. For example a prénvitation sequence helps the invitee to make a hint instead of
formulating the invitation directly. In telephone calls, thesegaquences may connect with the
difficulty in introducing a request (Aston, 1988 cited in Bowels, 2006); therefweeequest is
needed to beniroducel by the caller so a@® help the receiver to prepare a response that is not
rejected straight awaySometimes, the request might be complex and the speaker might be
unsurewhetherit will be satisfied by the receiver. So, a {s@juence might be used by the

speaker to make their request accessible.

Extract 14 +[Abu El-Rob: JMT: C 8:2015]

9. Dr.: 2iZ- 24 000+
Pie: maaZ Allah
?ie::  willing God
?ie:: God willing
10. Pat.: T YZaRe O6U
L\ "LO«DDO"
How everything?
How is everything?
11. Dr.: -7éd Uoda"* 4ZAa-
Ramadan BiXaliyk 2imnawir
Ramadan is making you your face bright
Ramadan is making your face bright
12. Pat.:  hh
13.Dr.. [ 4ad Z» Uayg
G DOODN VeDD>\LP@
Keep fas[ting]
Keep fasting
14. Pat.: ; o0c¢iTral eaR™ Z6 —U3e  RAIZ70 i2" 2£+[[R-@
[ZRZz@ "LOZD«D' %L'RZ "L\VDDZL\ "RVNRZ7;
>:KDW@ WKH SHUVRQ ZLOO GR .HHS VLOHQW;
ya zalamih :alBTowniyi
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man you tired me
:KDW ZH ZLOO GR .HHS VLOHQW PDQ \RX WLUHG PH;

15. Dr.: feZ& £ « U— U2 060 1i@ UZe’adl
:DOD%QDDN 9 ODKRZD NL\l %L''DN 7 DD/ D4 "
‘H WLUHG \RX 9 6R KRZ ZLOO \RX JDLQ JRRG GHHGYV

‘H WLUHG \RX 9 6R KRZ ZLOO \RX JDLQ JRRG GHHGV"
: 3DW  10G¢I"RTE T& Y UoRe &' Z6
<D "L%LQ "LO«DODD RIDZDO7RZQL\"
My friend RIGHT YOU GAVE REFERRAL ME
My friend, YOU GAVE REFERRAL ME RIGHT?

It is clear that aftethe HAY question thedoctor tries to shiftowards the reason for the visit by
LQLWLDWLQJ D FRPSOLPHQW DERXW Wdiéht S1Dive L4 QwesVY FDVH
towards preparingo presenthe reason for the visit and in line 16 he already begins with the

next phase of the medical emncrer. Contrastingly it was noticedn a few cases that an open

guestion is used to solicit tmequiredinformation from the patient as in the next extract.

Extract 6 £Abu El-Rob: JMT: C 12:2015]

1. Pat.: -i"0© 660ZIiRs UBAIG
yal We\N "L Olaafyih DokTwor
Give you wellness doctor
God gives you wellness
2. U 196
?y 22
What?
What?
3. Son:  --—--- Y &' eRZ' Zg?'
BiDnaa BilnisBih la (name)
We want for for (name)

What about (name)
Thedoctor, in line two, askan open question directli LW KR XW UHSO\LgygdeeinB. WKH SI
He ignores the greeting sequence by shifting to ask about the reason for the visit directly. In
other @ses, there was nmaccurrenceof the opening section atlaand the first phase of the

medical consultation is constituted by presenting the reason for the visit as in the following:
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