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Abstract

Eliciting information about a patient’s health concerns is a fundamental task that all
doctors engage in. It enables the doctor to gather relevant information about the
patient’s pathological status, which is then used to inform their diagnosis, propose a
treatment plan, and/or recommend appropriate interventions. At the same time, the
patient’s provision of information is also partly shaped by the doctor, whose
deployment and use of elicitation strategies can play a role in the quality and quantity
of the information the patient discloses. This study examined how doctors elicited
and sought information from their patients, how patients disclosed information to
their doctors, what information doctors elicited and sought, and what information
patients disclosed, during medical consultations at two public hospitals in Vietnam.
The data were gathered from audio-recordings of 66 primary care visits involving 15
doctors and 66 adult patients. Demographic data were collected using standard
questionnaires. The data were analysed using conversation analysis methods.

The findings showed that information exchanges between doctors and patients
were dispersed throughout the consultation, from the very beginning until after its
termination. In the initial stages of the visit, patients talked about their major
concerns. This information established the main reason for the visit, and often
influenced the trajectory of the interaction that followed. Once the patient’s chief
concerns became known, the doctor explored these in detail by eliciting information
relating to the presenting problem or to the patient’s medical history. In the former
case, the doctor updated the patient’s condition, noted their symptoms, and/or
established the causes and duration of the problem. In the latter, the doctor focused
on past diagnoses and treatments, lifestyle issues, and past individual medical
problems. These two types of information played a key role in shaping the treatment,
in which the doctor offered multiple treatment options and/or sought the patient’s
agreement with the recommended treatment plan. In recommending this plan, the
doctor also collected some information about the patient’s life-world (e.g.,
difficulties with day-to-day living).

The findings also revealed that doctors used questions as their main type of
information elicitor. They also used partial and/or full repeats of patients’ responses,

fishing devices or examples of patients’ conditions, and/or assessments of patients’



information. Patients employed five different strategies to disclose information to
doctors: using examples, producing a narrative, invoking the opinion of a third party,
elaborating on their responses, and making a list. These strategies enabled patients
not only to provide the information being elicited by doctors but also to demonstrate
their knowledge of the main problem, disclose minor problems, establish the reasons
for the visit, increase the perceived severity of the problem, and make an assessment
of the problem. Such information was volunteered without being elicited in several
cases.

The findings of this study can be used as a resource for the training of medical
students on how to interact with patients. Hence, this study contributes to enhancing

the quality of medical care, especially in the cultural context of Vietnam.
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Transcription notation

The transcription notation used in this study is Jeffersonian (2004b), and is compiled

from Gardner (2001) and Sidnell (2010). Adaptations have been made to

accommodate certain features of the Vietnamese data (see Section 4.7).

1. Utterances

.hhh
hhh

$
w(h)ord
wor-

< word >

> word <
WORD
#word#
*word’

wo:rd

word

w-w-word

A stopping fall in intonation, but not necessarily the end of a sentence.
A slightly rising, continuing intonation, but not necessarily between
clauses or sentences.

A strongly rising intonation, but not necessarily a question.

A rise stronger than a comma, but weaker than a question mark.
Creaky voice.

A shift into especially high pitch in the talk immediately following the
arrow.

A shift into especially low pitch in the talk immediately following the
arrow.

Audible inhalation.

An outbreath.

Audible smiling while talking.

A plosive sound associated with laughter, crying, breathlessness, etc.
Cut off or self-interrupted talk.

The bracketed talk is markedly slowed or drawn out compared to the
surrounding talk.

The bracketed talk is speeded up compared to the surrounding talk.
An especially loud sound.

Clipped talk.

The sound is quieter than the surrounding talk.

The prolongation or stretching of the sound; the more colons, the longer
the stretching.

Some form of stress.

Stuttering talk.

word+word Joining together two or more words in the Vietnamese transcription or
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the interlinear morpheme gloss

2. Sequential relationships
[ The point of overlap onset.
] The termination of an overlapping utterance.

= Contiguous talk with no gaps and no overlaps.

3. Intervals within and between turns
) A very short pause of less than 0.2 seconds.
(0.0) Elapsed time in tenths of a second. For instance, (0.4) is a pause of four

tenths of a second.

4. Other markings

(word) Uncertainty on the transcriber’s part, but representing the most likely
possibility.

( ) Something that the transcriber did not hear.

((word))  The transcriber’s description of events.
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Chapter 1
Introduction

1.0 Introduction
We are all potential medical patients for, at some time or another, we will have to
visit a doctor for medical advice. This meeting between a patient and a doctor is
termed a medical consultation, in which the patient is a health seeker and the doctor
is a health provider (Lichstein, 1990). In that meeting, verbal communication is
central to clinical practice, and is the key to a successful medical consultation
(Brédart, Bouleuc, & Dolbeault, 2005; Ley, 1988; Swartz, 2014; Talen, Muller-Held,
Eshleman, & Stephens, 2011). It is the main device used by patients to convey their
health concerns, and for doctors to gain insight into these concerns. As Ong, Haes,
Hoos, and Lammes (1995) posit through their review of medical-sociological studies,
doctor-patient communication has three primary aims: (i) to create a good
interpersonal relationship; (ii) to exchange information; and (iii) to enable treatment-
related decisions to be made. These aims are interrelated and intertwined, and play a
key role to treatment outcomes.

Given that the ultimate goal of a medical visit is to address patient concerns
and improve their health, eliciting information about patient health concerns is a
fundamental task during medical consultations (J. Silverman, Kurtz, & Draper,
2013). This thesis, therefore, examines these information-seeking activities during
medical consultations at two public hospitals in Vietnam. In the present chapter, I lay
the foundation for this study by highlighting the importance of pursuing the specific
topic of the thesis. The chapter begins by delineating the problem that this study
seeks to address, and states the aims and research questions relating to the study. It
then presents the analytical framework adopted herein and defines the key terms. The

chapter concludes by providing an outline of the remaining chapters.

1.1 Problem statement and aims of the study

When attending a medical consultation, a patient expects to receive effective
treatment for a health problem so that they can return to functioning normally or as
close to normal as possible depending on the problem. Returning the patient to this

state is one of five professional roles of the doctor (Parsons, 1951). In order to do



this, the doctor needs to obtain enough information from the patient to be able to
form a comprehensive understanding of their primary concern or concerns. This
elicitation practice is done primarily through interacting with the patient. Elicitation
practice refers to the techniques that the doctor uses in order to gather information of
patient problem (J. Silverman et al., 2013). It enables the doctor to obtain relevant
information about a patient’s pathological status which is then used to inform their
diagnosis and propose a treatment plan (Bickley & Szilagyi, 2013).

Just as the doctor is an expert in making a diagnosis and recommending and
providing treatment, the patient also has expertise regarding their medical history,
values, intuitions, and experience (Roter & Hall, 2006). Internet access as well as the
information disseminated by other medical experts means that nowadays some
patients may be better informed than their doctors (Hall & Roter, 2006). Labelled as
‘lay doctors’ or ‘expert patients’, patients come to the medical visit to seek a second
expert opinion, that is, the doctor’s opinion (Sarangi, 2001). However, what patients
bring to the meeting is unknown to doctors unless patients reveal it. Thus, identifying
the patient concern is a must for doctors, as it provides up to 60-80% of the
information that doctors need in order to make an accurate diagnosis (J. Silverman et
al., 2013; Takemura, Atsumi, & Tsuda, 2007) and to fulfil their role of restoring
patients to a non-pathological state.

At the same time, the patient’s provision of information is somewhat
influenced by doctors, whose deployment and use of elicitation strategies can play an
influential role in the nature, breadth, and depth of the information patients disclose
(Claramita, 2012; Jenkins et al., 2015; Robinson & Heritage, 2006). The doctor’s
role comes to the forefront at the outset of the consultation through their elicitation of
the patient’s chief complaint or presenting problem (Robinson, 2006). This situation
continues in the history-taking phase of the consultation, where the patient’s
responses are often shaped by the design of the doctor’s elicitation (Stivers &
Heritage, 2001). Similar shaping continues to operate as the consultation moves
towards diagnosis (Perdkyld, 2006b) and treatment (Roberts, 1999), since these two
stages feature the doctor’s delivery of diagnosis and treatment recommendation with
little patient information disclosure. Overall, doctors seem to be an information
gatekeeper across different stages of the consultation. They shape the trajectory of

the consultation and influence the patient’s participation in the consultation.



In light of the importance of medical communication, plus the perceived poor
communication skills of some medical staff, which can reflect negatively upon the
medical system (Ministry of Health [MOH], 2015), special attention has been paid to
doctor-patient communication in Vietnam. This has been done through government
directives or circulars, as well as specific communication training of medical
students at universities (MOH, 2014, 2015). Culturally in Vietnam, the precept ‘the
doctor is regarded as the patient’s ‘mother’” has become a guideline for medical
staff, who are expected to devote their lives to medicine, and make patients their
absolute priority (Q. Nguyén, 2015). This is reflected in the doctor’s interpersonal
practices (e.g., care and friendliness), which are expressed, at least in part, via verbal
communication. Notwithstanding these, each doctor also has their own
communication strategies that they use when seeking information from patients,
which may be more or less impacted by various factors. For instance, doctors at
public hospitals often have heavy workloads (Beran et al., 2009; Pang, 2014; H. Q.
Nguyén, 2014), so they may have to decrease the amount of time they allocate to
each consultation. Accordingly, they may be unable to collect all information needed
for diagnosis and treatment.

Given the important role of information-seeking activities' in medical visits,
some attempts in the literature have been made to gain insight into how this unfolds
in the Vietnamese and non-Vietnamese medical contexts (e.g., Beckman & Frankel,
1984; N. T. H. Pham, 2014). However, as will be outlined in Chapter 3, most of these
studies have shortcomings. Thus, the present study aims to address these general
shortcomings. Moreover, it does so within the Vietnamese medical context, as
research on doctor-patient interaction to date has tended to focus largely on Western
rather than Southeast Asian medical settings or countries such as Vietnam
(Claramita, 2012; Claramita & Susilo, 2014; H. T. L. Nguyén & Austin, 2018a; H. T.
L. Nguyén & Austin, 2018b; H. T. L. Nguyén, Austin, & Chau, 2018; H. T. L.
Nguyén et al., 2018; N. T. H. Pham, 2014). As cultural norms may influence medical
communication practices and strategies, the paradigms of doctor-patient
communication in Western cultures may not be generalisable to this context. Thus,
the findings of this study have the capacity to provide empirical data on the

elicitation practices of Vietnamese doctors and information disclosure practices of

! See Section 1.3 for a precise definition of this type of activity.
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Vietnamese patients, thereby explicating the patterns of interaction between these
doctors and patients during medical consultations.

With this, this study seeks to answer the following research questions:

- How doctors elicit and seek information from their patients in medical
consultations.

- How patients disclose information to their doctors in medical consultations.

- What information doctors elicit and seek, and what information patients

disclose, in medical consultations.

1.2 Analytical framework
Given its aim of analysing talk-in-interaction in an institutional setting, this study
employs Conversation analysis (henceforth, ‘CA’) as its central research method to
explore how doctors elicit and seek information and how patients disclose this
requested information (see Chapter 4 for further details). Conversation analysis is
“an approach within the social sciences that aims to describe, analyse and understand
talk as a basic and constitutive feature of human social life” (Sidnell, 2010, p. 1). In
other words, it studies talk-in-interaction by describing the intertwined construction
of practices, actions, activities, as well as the overall structure of the talk (Stivers &
Sidnell, 2012). Conversation analysis offers an analytical method to identify
underlying rules orienting the interaction (Edwards, 1995), hence highlighting how
interactants jointly construct their own reality through discursive strategies.
Conversation analysis has long been established as a research approach well
suited for the analysis of institutional talk generally, and the medical discourse
specifically (Chatwin, 2004; Drew, Chatwin, & Collins, 2006; Gill & Roberts, 2012;
Heritage & Maynard, 2006a, 2006b; Maynard & Heritage, 2005). This approach is
appropriate for the analysis of medical discourse on the grounds that features of
everyday conversation (e.g., turn-taking, informing, describing, complaining, giving
advice, or requesting), which are the focus of CA, can also occur in medical
consultations (Goodwin & Heritage, 1990; Heritage & Maynard, 2006a, 2006b). In
the current study, CA is used to examine the structures and actions of actual medical
consultations with a view to unpacking the sequential orderliness of doctor-patient
interaction as an active social phenomenon (Adolphs, Brown, Carter, Crawford, &
Sahota, 2004). In so doing, the patterns of talk between doctors and patients during

information-seeking activities in this study will be made explicit, which in turn will
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yield a more nuanced understanding of Vietnamese doctor-patient interactions that
may not be possible with other research approaches. The more detailed the analysis
of doctor-patient interaction is, the deeper the insight it can offer for the
improvement of healthcare. Last but not least, the application of CA to Vietnamese
medical discourse contributes to the growing body of CA research that focuses on

developing nations and non-English speaking contexts (Gill & Roberts, 2012).

1.3 Definitions of key terms
For the purpose of the present study, the following key terms are defined.

A ‘(medical) consultation’ is a meeting between a doctor and a patient in which
the former is a specialist with expertise in a particular field of medicine, and the
latter seeks expert advice or counselling for their health concern (Agius, 2014). In
this study, the term ‘(medical) visit’ or ‘(medical) interview’ is used interchangeably
with ‘consultation’.

A ‘doctor’ in this study is a medical doctor whose practice is not oriented to a
particular area of medicine. They provide primary and continuing medical care
relating to all acute and chronic illnesses, regardless of the age or gender of the
patient.

‘Information-seeking’ activity in this study covers not only the gathering of
information by doctors but also the provision of information by patients, except

where indicated.

1.4 Thesis outline

The remainder of this thesis is structured into seven chapters. Chapters 2 to 4 present
the theoretical and methodological background for the research. In particular,
Chapter 2 discusses the conceptual framework on which this study is based. It then
touches upon the issues of Vietnamese language and culture in relation to doctor-
patient interaction. The basic assumptions of CA are also addressed here. Chapter 3
reviews the literature relevant to the study in order to establish a theoretical
background for the research and identify the gaps in literature. From the literature
review flow the three research questions that this study aims to address. Chapter 4
describes the research methodology used to conduct the study. In particular, it
justifies the use of CA as an approach to explicate the information-seeking activities

in Vietnamese medical consultations.



The analytical chapters 5 to 7 report and also discuss the findings of the study.
They are presented in accordance with the normative structure of a medical
consultation identified by Byrne and Long (1976). Chapter 5 is concerned with
information-seeking activities which occur during the problem presentation phase. It
analyses the doctor elicitation of the patient’s problem presentation, and the patient
strategies in disclosing their problems. Chapter 6 looks at the doctor elicitation and
the patient disclosure of information during the history-taking and physical
examination stages. Various kinds of information are elicited and disclosed during
these stages: recovery assessment, symptoms, causes, duration, past diagnoses and
treatments, lifestyle issues, and past problems. Chapter 7 deals with treatment
recommendation and the information that is elicited during the prolongation of the
consultation.

Chapter 8 concludes the thesis. It returns to the three research questions posed
in Chapter 3 and demonstrates how these questions have been answered in the
present study. This chapter goes on to indicate the contributions of the thesis,

acknowledge its limitations, and suggest directions for future research.



Chapter 2

Theoretical and methodological
background

2.0 Introduction

Chapter 2 sets the theoretical and methodological background to researching
Vietnamese doctor-patient interaction. Section 2.1 sketches out the conceptual
framework on which the present study is based, and grounds the research design.
Sections 2.2 and 2.3 touch upon the doctor-patient relationship in its cultural context,
and provide background information about the language used in this situation,
respectively. In Section 2.4, I give a brief account of the CA paradigm. A more

detailed description of the workings of CA is provided in Section 4.8.1.

2.1 Conceptual framework

Given that features of everyday conversation can also occur in institutional talk
(Goodwin & Heritage, 1990; Heritage & Maynard, 2006a, 2006b), it is important to
differentiate between everyday talk and institutional talk. Everyday talk refers to the
form of casual, social interaction that recurs constantly between relatives,
acquaintances, or friends (Markee, 2000). Levinson (1983) defines it as the kind of
talk in which two or more interlocutors freely take turns in speaking, and it generally
takes place outside particular institutional settings. However, according to Heritage
(2005), everyday talk is neither restricted to a specific context nor executes a
particular task. This means that it can occur in institutional contexts as well and does
not pursue a specific aim. For instance, a person is typically involved in numerous
everyday conversations during the course of a normal day with colleagues, family
members, friends, or clients, in the form of social chit-chat. These conversations can
transpire through different media or channels of communication such as face-to-face,
telephone, or internet (Drew & Heritage, 1992; Fisher & Todd, 1986; Heritage,
2005). As a form of social chit-chat, everyday talk does not often contain specialised
language. In addition, all interlocutors often contribute to the conversation (such as
by taking turns or interrupting) in an equal manner with no one dominating it,
respond in a prompt manner, and locally manage the course of their interaction

without pre-determining the turn size, order, or content (Fisher & Todd, 1986;
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Franke, 2011; Nofsinger, 1990; Sacks, Schegloff, & Jefferson, 1974).

Unlike everyday talk, institutional talk is often informed by the asymmetrical
relationship between interlocutors and aims at accomplishing a particular task. As an
exchange of talk in which at least one interlocutor “represents a formal organisation
of some kind” (Drew & Heritage, 1992, p. 3), institutional talk often involves one or
more experts having expertise in a specialised field, and a layperson with little
knowledge of the field. The direction of the interaction often lies in the hands of the
expert group rather than the layperson (Fisher & Todd, 1986), which results in
interactional asymmetry. This kind of asymmetry is organised and institutionalised
(Van Dijk, 2002) due to the predominantly question-answer pattern of interaction
(i.e., there is little opportunity for the layperson to take the initiative), the inequality
in the epistemics of both interlocutors, and the differential positions of both
interlocutors regarding their expert and lay statuses (Drew & Heritage, 1992; West,
1984a). This asymmetry is reflected in the unequal contribution of interlocutors to
the interaction. Additionally, Drew and Heritage (1992) argue that institutional talk is
goal-oriented, that is, it tends to be restricted regarding the verbal activities to be
performed, and how interlocutors ‘package’ them in the talk (Drew, 1991).

Another aspect of institutional talk is that it can take place in both formal and
non-formal settings (Heritage & Greatbatch, 1989). Conversation analysis considers
institutions to be constructed through interaction, that is, the physical environment
(e.g., a family dinner vs. a doctor’s office) does not determine the nature of
interaction that takes place within in (Drew & Heritage, 1992). The difference
between these types of setting lies in the presence of an audience (in the former
setting) that may affect the turn-taking procedures. The former setting includes
interactions in courtrooms, classrooms, or news interviews. The latter includes
medical, social service, or business environments, and mostly occurs in private (e.g.,
a room) rather than public contexts. Informal institutional talk also exhibits
considerably less uniformity than the formal variety (Heritage & Greatbatch, 1989).
However, interlocutors in both types of setting still orient to relevant institutional
rules. This is displayed in linguistic features, interaction organisation, social
epistemology, and social relations (Drew & Heritage, 1992; Heritage, 1997) which
govern the production and management of their tasks or activities. Moreover, it is
through interaction in these settings that interlocutors’ institutional identities are

oriented and accomplished (Rutkowski, 2013; Yang, 2009). In other words, this form
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of talk underscores the interlocutors’ orientations to their respective identities, and to
the roles and activities pertaining to those identities (Drew & Heritage, 2006a).

As a main feature of institutional talk between an expert and a layperson,
asymmetry is present because of the institutional context, and is significantly
increased or decreased by cultural factors (Schegloff, 2005; Tse, Tang, & Kan,
2015). From a CA perspective, institutional asymmetries (or cultural factors) are
enacted, managed, constructed, and negotiated through talk. They are not some
forces that exist outside of the interaction, but are brought to life in interaction.
Language, culture, and interaction are inextricably intertwined and interrelated.
Through communication, culture characterises the common-sense knowledge about
interlocutors and the inventories of their possible actions (Gudykunst & Matsumoto,
1996). In other words, interlocutor’s characteristics and behaviours are often
revealed through their interaction. Hence, failure to explore the interconnectedness of
language and culture may result in a misunderstanding and misinterpretation of the
discourse. That is, interlocutors are likely to use their own cultural values and
concepts in the course of interpreting another’s communication.

This thesis is concerned with one variety of institutional talk (i.e., medical
discourse) which occurs in the non-formal setting. It is called the non-formal setting
as the medical consultations in this study occurred in either a consulting room or a
ward without the participation of the third party (e.g., the patient’s family member).
Medical talk can be the exchange of clinical ideas between two health experts, or a
medical consultation between a healthcare provider and a patient (i.e., a layperson
seeking advice/counsel regarding their health concerns). The latter case, which is the
focus of this study, requires the interlocutors to orient to, and enact, their specialised
tasks in accordance with their understanding of institutional norms (Drew &
Heritage, 2006a; N. T. H. Pham, 2014). The talk often revolves around the patient’s
bio-medical condition and other topics such as their social life or daily routine, with
the objective of gaining information about patient health issues.

As a form of institutional talk, medical discourse 1is, therefore, also
institutionally bound, and this type of discourse is necessarily embedded within a
particular cultural context. It is normally grounded in institutional settings in the
form of consultations rather than daily conversation. Medical consultations are
characterised by an asymmetry between a health professional and a patient, in which

the former often takes the lead. Such asymmetry reflects: (i) the patient’s dependency
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on doctors for healthcare, (ii) the doctor’s authority based on their specialised
knowledge, and (iii) the doctor’s professional prestige (West, 1984a). In addition,
there are also cultural factors that increase or decrease such asymmetry. For instance,
doctors from cultures of high power distance, collectivism, and masculinity like
Vietnam (Hofstede, 2001; V. Q. Tran, Td, Nguyén, Lam, & Tran, 1998), tend to
create great power asymmetry in medical interactions compared to those from
cultures of low power distance, individualist, and less masculinity.

To recap, institutional talk differs from everyday talk in terms of linguistic
features, specific aims, and interactional organisation (Drew & Heritage, 1992;
Yang, 2009). In addition, institutional talk is constrained by the specific institutional
context where the interaction takes place, and, more broadly, by the culture which
interlocutors come from (Aarons, 2005; Fisher & Groce, 1990; Fisher & Todd, 1986;
Schouten & Meeuwesen, 2006; Street, 2003; Wodak, 2002). The current study
focuses specifically on talk in the institutional context of the Vietnamese public
hospital system, which in turn is embedded in the broader cultural context of
Vietnam. For the sake of simplicity and consistency, in attempting to account for my
findings later on, I will focus more often on the institutional than the cultural context
for the present study, as the former type of context implies the latter. This framework

is depicted in Figure 2.1.

Cultural context

Institutional context

Doctor < Patient

1. Linguistic features
2. Specific aims
3. Interactional organisation

Figure 2.1. Conceptual framework for the study of doctor-patient interaction
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Given this contextual embedding, it is useful at this juncture to elaborate on the
Vietnamese cultural context as necessary background for the Vietnamese doctor-

patient relationship itself.

2.2 Vietnamese doctor-patient relationship in its cultural

context

Vietnamese culture is characterised as collectivism (Bao Batz, 2001; Hofstede, 2001;
V. Q. Tran et al., 1998), deriving from an agrarian lifestyle which emphasises the
role of community and interdependence among people for cultivation (T. N. Tran,
1999). This community-oriented lifestyle has, to some extent, become ingrained in
people’s thoughts and behaviour, and affected their communication (Centres for
Disease Control & Prevention, 2008). The influence of collectivism on
communication is summarised in six features by T. N. Tran (2006). First,
Vietnamese love communication on the one hand but are very timid on the other.
They tend to communicate actively and enthusiastically with members within
familiar circles in their community, but become reticent and less assertive in
interactions with strangers. Second, relationship is taken as a rule of conduct in
communication. In other words, emotion is often more important than rationality.
Third, Vietnamese have a habit of learning about interlocutor demographics (i.e.,
age, occupation, education, or marital status) as a means of showing their concern
for them. Fourth, living in a group-oriented community, Vietnamese people value
their own honour. This is manifest in the concept of face-saving in communication.
Fifth, such a communication style is also buttressed by the doctrine of Confucianism,
with an emphasis upon harmony and appropriateness (Appel, 2013; Duiker, 1983;
Marr, 1981; McLeod & Nguyén, 2001; L. D. Nguyén, 1994; N. T. H. Pham, 2011).
Harmony is realised through an indirect speaking-style, non-assertiveness, and
conflict avoidance (DeBonis, 1995; LaBorde, 1996; T. P. Lég, 2011; C. Nguyén,
1994). Appropriateness means showing respectful attitudes towards others,
particularly to people senior in age, in authoritative positions, or in high social
standing (Appel, 2013; T. B. Huynh, 1989; T. P. L¢, 2011; T. Q. N. Trén, 2013),
through demeanour and differentiated speech in conversation with different people

in specific contexts (McLeod & Nguyén, 2001). In essence, underlying Confucian

2 Vietnamese authors without a surname are cited in full.
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principles stress harmony and respect in communication as a means to sustain the
social hierarchy. Sixth, Vietnamese have a rich system of terms of address and
reference as a reflection of social hierarchy and power distance.

Moreover, collectivism and Confucian values have shaped not only daily
interactions but also institutional talk (T. C. Nguyén, Nguyén, Nguyén, & Tran,
2015). Srichampa’s (2003) study on politeness strategies in Hanoi Vietnamese
speech found that, in everyday conversation, people address those senior in age or
status in a respectful manner by prefacing their utterance with honorifics da or thua.
In educational contexts, studies by H. T. Nguyén (2002) and T. C. Nguyén et al.
(2015) showed that, during lessons, students tend to remain silent and reticent as an
indication of respect until they are invited to answer questions by teachers. In
addition, students rarely question, challenge, or interrupt teachers, enacting the rule
of appropriateness and harmony. Therefore, the teaching style in Vietnam is deemed
teacher-centred, with mostly one-way communication. Though student-centeredness
has long been argued for in education, this approach has not been fully adopted in
Vietnam (T. C. Nguyén et al., 2015). In the business context, T. Q. N. Tran’s (2013)
study on Vietnamese refusal strategies in intercultural interaction also found that
people’s choices of these strategies are constrained by the social status of their
interlocutors. Specifically, when refusing to act on a request from a superior
colleague, people tend to employ more face-saving strategies than they do with a
subordinate, out of respect for their superior.

The above findings imply that in institutional interactions in Vietnam, people
often show respect to their providers (e.g., teachers or bosses) by avoiding
assertiveness, conflict, challenge, or disagreement in communication. However, this
may not be the case for all seeker-provider relationships as this will also be
contingent upon their age, education, and social status.

As a form of institutional talk, Vietnamese healthcare communication is, by
implication, influenced by Vietnamese cultural factors. Several research studies on
Vietnamese migrants in The United States of America (USA) revealed that
Vietnamese patients typically acquiesced to the doctor’s prescribed treatment
regimen, whether they agreed with it or not, and rarely raised questions or voiced
disagreement with their doctors (e.g., Fancher, Ton, Meyer, HO, & Paterniti, 2010;
G. T. Nguyén, Barg, Armstrong, Holmes, & Hornik, 2007; K. Tran, 2009). H.

Hoang’s (2008) study on Asian migrants in Australia found that Vietnamese patients

12



tended to endure pain in silence without complaining or questioning. N. T. H.
Pham’s (2014) finding in the Vietnamese context also concurred with the above
conclusions by showing that Vietnamese patients were conditioned to passively
listen rather than query or criticise.

To conclude, Vietnamese institutional talk in general is bound by cultural
features, and doctor-patient communication is no exception. The institutional context
of doctor-patient communication in a hospital informs the language that is used by

both interlocutors. This language is the topic of the following section.

2.3 Language used in Viethamese doctor-patient interaction
This section describes some basic characteristics of Vietnamese language for a better
understanding of Vietnamese doctor-patient interactions in the present study. First of
all, an understanding of the system of terms of address and reference used in
Vietnamese is a sine qua non in analysing doctor-patient discourse, as naming
practices can reveal the nature of a participant’s status relationship and the overall
degree of intimacy between these participants. This element of Vietnamese language
is complicated, with its own rules and cultural norms (Farris, 2012; H. V. Luong,
1990). In addressing and referring3 , Vietnamese consider not only gender and
number of referents, but also contexts or speech situation, and outside factors such as
the participant’s attitude or dialect (D. T. H. L&, 2011). More particularly, the use of
kinship terms and personal pronouns as terms of address and reference is a means for
doctors and patients to express respect and maintain positive face in the Vietnamese
social hierarchy (T. Q. N. Tréan, 2013). Additionally, patients belong to different age
groups, genders, and walks of life, requiring doctors to address and refer to them
appropriately (Goffman, 1967; Iragiliati, 2012; Y. V. M. Tran, 2010; West, 1984a;
see Appendix B).

Another linguistic element that needs elaborating is the questioning-
responding system. Vietnamese differs from English in terms of the syntactic
structures involved in forming questions and certain response tokens (B. T. Nguyén,
2012). A description of questioning-responding is thus necessary to gain sufficient

insight into the information-seeking behaviours of doctors and patients.

* Terms of address are used when talking fo someone (e.g., ‘you’ in ‘Are you serious?’). Terms of
reference are used when talking about someone, with two categories: self reference (e.g., ‘we’ in ‘We
are not convinced’) and other reference (e.g., ‘him’ in ‘I saw him outside the shop’).
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2.3.1 Main characteristics of the Viethamese language

Given the above considerations, my point of departure for this section is a sketch of
the main characteristics of the Vietnamese language. This is intended to facilitate
understanding of the glosses in the translations located throughout the thesis.
Without this, it will be difficult for non-Vietnamese speakers to fully grasp the
translations.

Many languages are spoken in Vietnam, such as Muong, Thai, Tay, and Nung.
However, the Viet language is the communicative language of Vietnamese people
and is also the official language in Vietnam. It is the mother tongue of about 85% of
Viet people (also named as Kinh, the major ethnic group) residing in Vietnam (G. T.
Nguyén, 2006). Vietnamese is basically composed of three main regional dialects
(i.e., Northern, Central, and Southern) which differ from one another in terms of the
vocabulary and the phonetic system (Ngo & Tran, 2001). Despite these dialectal
differences, Vietnamese people have little difficulty in grasping each other’s
meanings during communication.

In morphological terms, Vietnamese is an ‘isolating’ language. It has no
inflectional morphology (Diép, 2003; Ngo & Tran, 2001; Q. H. Nguyén, 2001); that
is, every word has the same form in the sentence regardless of its grammatical
function. To exemplify, there are no changes in the words t6i (‘I' or ‘me’) and dudi
theo (‘chase’) in (la) and (1b) to indicate case or subject-verb agreement,

respectively.

(1) (a) Toi dudi+theo con ché
I chase CLA dog

‘I chase the dog’
(b) Con cho dubi+theo 16
cLA dog chase me

‘The dog chases me’

For this reason, the grammatical relationships in a sentence are marked by word
order, while inflectional properties such as tense are marked by the addition of
auxiliary words (Ngo & Tréan, 2001). I exemplify the latter property with the addition

of particle da to indicate a past action in (2).
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) Téi da bdn xe roi
I pst sell car already

‘I sold my car™

Another characteristic of the Vietnamese language is that each word typically
consists of a single morpheme.

These characteristics have ramifications for the lexical system. Each lexical
item (e.g., noun, verb, or adjective) can be optionally co-ordinated with other words
(e.g., particles (PRT), empty words, adverbs, demonstratives, and so on) to identify
its part of speech. These words include dy, nhitng, cdc, mét, nay, kia, or no for nouns
(e.g., xe dy ‘that car’); hdy, chd, roi, or xong for verbs (e.g., hdy cuoi PRT smile
‘smile’); and ldm, rat, or qud for adjectives (e.g., dep ldm ‘very beautiful’). In the
Vietnamese examples and data in this thesis, the particles without direct equivalents
in English have not been translated literally but glossed by ‘PRT’, as exemplified
above; in this case, the meaning of the particle will be captured by the translation.
Additionally, there is a group of classifiers to express a wide range of categories,
such as shape, fruit, plant, or inanimate thing (e.g., hinh in hinh tron ‘round’, qud in
qud quyt ‘mandarin’, cdy in cdy ndm ‘mushroom’, or ngdi in ngdi nha ‘house’,
respectively). Vietnamese language also has honorific particles to denote politeness
and respect (e.g., da, g, or thua).

In addition, verbs and nouns can be marked for tense/aspect and number
respectively. Tense markers can sometimes be used before the verb to indicate the
time of actions. Particularly, d@ or réi denotes an action that took place in the past
(see (2) above), sé denotes a future action, and adverbs bdy gio, hién tai, giw, or chur
denote a present action. Regarding aspect, dang indicates an action in progress, and
vita méi or roi is used for one that has been recently completed. Likewise, plural
forms can be marked by adding a plural modifier (e.g., cdc, mdy, or nhiing) or a
numeral (e.g., hai ‘two’, ba ‘three’, or bon ‘four’) before the noun or pronoun (e.g.,
cdc ban ‘friends’, or nam ban ‘five friends’). Notably, these tense/aspect and plural
markers are optional, and depend on pragmatic factors.

The last feature to note is the word order of the Vietnamese language. Like

English, Vietnamese has the basic Subject-Verb-Object order. However, according

* In Vietnamese, past tense can be expressed by the particle da ‘PST’ and/or the adverb roi
(‘already’). Roi can also be used to indicate a perfect aspect.

15



to Ngo (1999), the order of constituents within a noun phrase is different from

English: number marker + classifier (CLA) + noun + adjective + pronoun, as in (3).

3) Ba chiécxe cii ciia t6i
three cLA car old of my

‘My three old cars’

Interrogative words are placed at the beginning or the end of the questions,
depending on their grammatical functions (see Section 2.3.3). The interrogative
particles a, hdy, hi, nhi, nghe, and so on, are located at the end. The copula verbs thi,

la, ma (‘be’) are sometimes absent, as exemplified in (4).

“4) Co gdi do dep
CLA girl that beautiful

‘That girl is beautiful’

In sum, Vietnamese language differs from English in terms of morphology,
syntax, lexis, and grammar. Therefore, when interpreting the original, glosses, and
translations in all examples and data in the present study, readers are suggested to

refer to this section and the ‘List of abbreviations’.

2.3.2 Terms of address and reference

Vietnamese has an abundant but highly complex system of terms of address and
reference. This reflects social stratification and power distance (Farris, 2012; H. V.
Luong, 1990). There are more than 60 terms classified into four subsystems:
personal pronouns, kinship terms, status terms, and proper names (H5, 1997; H. V.
Luong, 1987, 1990; H. Pham, 2001; Sidnell & Shohet, 2013; T. N. Tran, 2006).
People can also communicate without using any address or reference terms — the so-
called ‘zero sign’ (H. V. Luong, 1990; H. T. Nguyén, 2006). Due to limitations of
relevance and space, the description that follows only focuses on the terms occurring
in the data presented in this thesis. I also include items relating to some dialects of

the central regions of Vietnam that the participants used in this study.

2.3.2.1 Personal pronouns

Vietnamese personal pronouns are categorised on the basis of the roles and number
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of interlocutors. There are various ways for address, self reference, and other
reference, plus each term occurs in a singular and a plural form. The data for this
study are taken from dyadic interactions, so the personal pronouns presented here are

mostly singular ones.

Table 2.1

Vietnamese Personal Pronouns

Number First person (‘I/we’) (S‘e;c;(:lngl person ;{Egi}f;ii?;,)
toi . -
Singular minh, mén . né, hdn
, minh
tui -
minh - p p
Plural chiing tui, bon tui, tui tui bay ho, chiing ng

In each of the singular and plural categories, all personal pronouns are arranged in
descending order of formality inside each cell (e.g., t6i is more formal than minh,
mén, or tui). The hyphen indicates that there is no pronoun which pairs with the one
in the same row. It can be seen that the first-person singular pronoun can be
preceded by several linguistic forms like chiing, bon, or tui (‘they’) to indicate the
first-person plural (H. V. Luong, 1987). The first-person singular #6i (‘I’) expresses
relatively neutral feeling, and is often used in formal contexts such as conferences or
workplaces to express a considerable social distance between the speaker and the
hearer (Ngd, 1999; H. Pham, 2001). 761 is dispreferred in informal situations among
close friends or family members, or in interaction with older people or people of
higher social status. It is not paired with any second-person pronouns (as indicated

>

by ‘-> in Table 2.1) but paired with various kinship terms (e.g., t0i — chi ‘I —
you/older sister’), status terms (e.g., t0i — bdc si ‘I — you/doctor’), or proper names
(e.g., toi — Lan ‘I — Lan’).

Minh is used to refer to oneself (‘I" or ‘we’) or address a second person in the
singular form (‘you’). Minh is popularly used in intimate relationships between
friends or within married couples (Cooke, 1968; Farris, 2012; H. Pham, 2001). By
employing the second person minh (‘you’), the speaker wants to establish an

informal and friendly relationship with the hearer. Mén is from the central regions
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and serves the same function as minh. Tui is from the central and southern regions.
On the surface, it can be equivalent to t6i. However, tui is quite different from #6i as
far as formality is concerned. Tui can be self-referred to a younger, equal, or older
hearer to indicate intimacy. Minh (‘you’) is sometimes paired with t6i (‘I’) while
mén and rui are not paired with any pronouns. These three pronouns are paired with
various kinship terms (e.g., minh — cdu ‘1 — you’, em — minh I — you’, mén — cé ‘I —
you’, or tui — cdu ‘1 — you’), status terms (e.g., minh — bdc si ‘1 — doctor’ or tui — bdc
si ‘I — doctor’), or proper names (e.g., mén — Lan ‘I — Lan’ or tui — Nam ‘1 — Nam’).
Chiing tui, bon tui, tui tui (‘we’) have their corresponding second-person
pronouns bdy (‘you’), and third-person pronouns nd, han (‘he, she’) and ho, chiing
no (‘they’). These pronouns are often used in informal contexts among people of the
same age, or when the speaker is older than the hearer or the people being referred
to. They convey three meanings: (i) indicating intimacy between the speaker and the
hearer, (ii) showing contempt or disrespect, or (iii) expressing displeasure, anger, or
even hostility (Biru Khai, 1994; H. V. Luong, 1990; Ngo, 1999; H. T. Nguyén,
2006). Regionally, n6 is used in northern Vietnam, tui, bay, hdn are from the dialects
of the central regions, and tui, né are common in the southern areas (C. T. Hoang,

1989).

2.3.2.2 Kinship terms

The influence of collectivist culture and Confucianism ideology on Vietnamese
patriarchal family organisation (Kddar & Mills, 2011; Thompson, 1965) provides the
backdrop for the usage of a vast range of kinship terms to address and refer to others.
In such an inherently family-based society as Vietnam (Haines, 2006; L. D. Nguyén,
1994; V. Q. Tran et al., 1998), the use of kinship terminologies aims to cement a
strong attachment among people from wider social groups. More particularly, using
kin terms, Vietnamese people tend to count others as their relatives or family
members (T. N. Tran, 2006) regardless of whether they are genealogical relatives or
non-relatives (Haines, 2006; Ho, 1997; H. V. Luong, 1990). The choice of term is
attuned to the age, marital status, social class, generation, degree of intimacy,
gender, and the local custom (Farris, 2012; T. B. Huynh, 1989; Kadar & Mills, 2011;
T. P. L&, 2011; Sidnell & Shohet, 2013; Thompson, 1965). Table 2.2, adapted from
T. Q. N. Tran (2013, p. 19), presents a comprehensive description of the kinship

terms used by the participants in this study.
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Table 2.2

Vietnamese Kinship Terms

ggrfet:ration onglba (mé) (‘grandfather/grandmother’)
bdc/bdc (‘uncle/aunt’— parents’ older sibling/his or her spouse)
¢6 (0) / duwong (‘aunt/uncle’ — father’s sister/her husband)
::rclg:aclion chii / thim (‘uncle/aunt’ — father’s younger brother/ his wife)
di / duwong (‘aunt/uncle’ — mother’s sister/her husband)
ba / me (ma) (‘father/mother’)
anh (‘older brother’)
chi (‘older sister’)
em (‘younger brother, younger sister’[term of self reference in
speaking to older siblings or term of address in speaking to
) younger siblings])
g:;ﬁa tion con (‘offspring’[term of self reference in speaking to older

generations or term of address in speaking to younger
generations])

chdu (‘grandchild, niece, nephew’[term of self reference
in speaking to older generations or term of address in
speaking to younger generations])

Table 2.2 lays out the kinship terms in three typical generations, each ranked
by seniority. The slash symbol indicates a male-female couple of the same
generation. The participants in this study also used m¢é (‘grandmother’), O (written in
upper case; ‘father’s younger sister’), and ma (‘mother’), from the dialects of the
central regions. This intricate system of kin terms signifies a need for flexibility in
language choice among speakers. In family relationships, a speaker can self-refer as
con (‘offspring’) in communication with their parents or grandparents, and chdu
(‘grandchild, cousin, niece, or nephew’) to their grandparents and their parents’
siblings. In social situations, con is used as a self-referring term in interaction with a
highly respected superior like Uncle Ho (a Vietnamese hero), a Catholic priest, a
Buddhist monk, or a beloved teacher (Cooke, 1968), while chdu is used in talking
with an older person of the first generation.

All kinship terms can be used for address, self reference or other reference.
Consider the exchange between two siblings, Tuan and Trang, in (5a). The use of chi

(‘older sister’) in this exchange and in (5b) is a good example of multiple uses of
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kinship terms.

(5) (@ Tuan: Chi cho em muon cdy biit
older+sister please younger+brother lend CLA pen

‘Could you please lend me a pen?’
Trang: Chi khong co  biit
older+sister not  have pen
‘I don’t have a pen’
(b) Lan: Chi dy cao bao+nhiéu?
older+sister that tall how

‘How tall is she?’

In (5a), chi is used as a term of address (‘you’) by Tuan, and as a term of self
reference (‘I’) by Trang. In (5b), it is used as a term of other reference (‘she’) by
Lan. However, to indicate other reference, demonstrative markers such as dy, do, no
(‘that’) are often placed after the kinship terms. Ay, dd, and né are neutral in
meaning, like anh dy, anh dé, anh né (‘he, him’). N¢ is from the dialects of the
central regions.

Like personal pronouns, kinship terms can be preceded by some plural
indicators, like cdc or mcfy (H. V. Luong, 1987). For each of cdc and mcfy, the
indicator can be used either with an addressee or a third-person referent in formal
contexts, and can precede kin terms to address juniors (e.g., cdc chdu ‘grandchildren,
nieces, or nephews’) or seniors (e.g., mcfy bdc ‘uncles, aunts’ or cdc Ong

‘grandfathers’).

2.3.2.3 Status terms

In some situations, especially in formal ones, when the use of personal pronouns and
kinship terms is inappropriate, speakers often use status terms to address others.
Status terms, or titles, bespeak the hearer’s profession or social status (Cooke, 1968;
e.g., bdc si ‘doctor’, cé/thay gido ‘teacher’, gidm doc ‘director’, or tong thong
‘president’). With their implication of hierarchy or respect, these terms are rarely
used to address persons of lower occupational status (Cooke, 1968; e.g., noi tro
‘housewife’ or h¢g Iy ‘hospital orderly’). Additionally, this form of address is rarely

used by speakers to self-refer because Vietnamese people tend to refer to themselves
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with humble terms while addressing others with high deference (T. N. Tran, 2006).
In this study, the patients frequently addressed their doctors with bdc si’ (‘doctor’), or

bdc or ¢’ for short. Some doctors also self-refer by using bdc (‘doctor”).

2.3.2.4 Proper nouns

The participants in this study also used proper nouns as a form of address. Typical
proper noun formations are plain given names (e.g., Loan or Minh), kinship term
plus name (e.g., mé Loan ‘grandmother Loan’ or anh Minh ‘brother Minh’), or status
term plus name (e.g., bdc si Loan ‘doctor Loan’ or y td Minh ‘nurse Minh’).
Referring to superiors with plain given names is regarded as taboo in hierarchical
societies such as Vietnam (T. D. Huynh, 1989). Plain given names are only common
in intimate relationships among speakers of the same age, family members, or close
friends (Cooke, 1968; H. T. Nguyén, 2006). Kinship terms or status terms plus
names are appropriate in situations that are more formal. For example, a status term
preceding a full name is used as a sign of reverence (e.g., Thu tuwong Phan Van Khai
‘Prime Minister Phan Van Khai’ or Chu tich Ho Chi Minh ‘President Ho Chi
Minh’).

2.3.2.5 Zero-sign address and reference

Apart from the four ways of address, self reference, and other reference above,
Vietnamese people sometimes do not use any kind of reference in communication.
Following H. T. Nguyén (2006), this ellipsis mode is mostly used by superiors with
inferiors in family relations, or among close friends. The use of ‘zero-sign’ is
deemed impolite in situations when the speaker and the hearer do not know each
other or are just acquaintances. In (6a) below, the mother does not employ a term of
address when talking to her son, but this is acceptable in the context of an intimate
relationship. If this zero-sign address is used by a doctor to a patient in a clinical
setting, it may be considered unacceptable. With a term of address, the patient may

feel more respected and close, as illustrated in (6b).

(6) () Pau gi?
pain what

‘What’s wrong?’

5 This bdc or cé (“doctor’) is different from the bdc (‘parents’ older sibling’) or cé (‘father’s sister’) in
the kinship-term category (see Table 2.2).
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(b) Bdc dau gi?
uncle pain what

‘What seems to be the trouble?’

In short, Vietnamese terms of address and reference are sophisticated and
diverse. Despite this, kin terms are usually preferred in a number of contexts (H. V.
Luong, 1987; Sidnell & Shohet, 2013). This was seen in this study (see Chapters 5-
7). The use of kinship and status terms, on the one hand, underscores a clear and
stark relationship among speakers, but on the other, attests to the stable and
hierarchical nature of social relations in the system (H. V. Luong, 1990). Therefore,
misuse of a kin term counts as a rule violation, and can result in negative social
sanction (Sidnell & Shohet, 2013). Overall, since respect is inherent and serves as a
cornerstone in Vietnamese society (Appel, 2013; T. D. Huynh, 1989), speakers
should employ these terms judiciously in different situations according to their

potency, and tailored to the context, their feelings, attitudes, and relationship.

2.3.3 Linguistic description of questions and responses

Few information-seeking activities pass without questions and responses (Heritage,
2010; Heritage & Clayman, 2010). This section thus speaks of the forms and
functions of Vietnamese questions and responses for an insight into the doctor’s
elicitation and patient’s disclosure of information in this study. Questions are
delineated first. The responses to questions are the topic of discussion in the second
part.

The normative way of forming a question is to embed an interrogative word, a
modal particle, a pair of words, or the conjunction hay (‘or’) in a declarative
sentence without reversing the word order (B. T. Nguyén, 2012). The subject can be
omitted in Vietnamese sentences generally, including questions, particularly in
informal situations, or when a superior addresses a hearer of equal or lower social
status (see (6a) above).

Based on the type of response that a question canonically elicits, Vietnamese
questions can be categorised as alternative question and non-alternative question (T.
Q. L&, 2004). The former requires the hearer to select one out of two or more
available propositions in reply, and the latter looks for a piece of missing

information. For example, in Bdc co dau ¢ day khong? (‘Does it hurt here?’; see (7)

22



below), the hearer only says ‘yes’ or ‘no’, whereas Bdc dau ¢ ddu? (‘“Where does it
hurt?’; see (14) below) is non-alternative as it constrains the answer to a specific
location of pain (e.g., head or stomach). At the syntactic level, these two categories
consist of six subtypes, of which the first five are alternative and the last non-

alternative (K. T. L. Nguyén, 2010).

2.3.3.1 Alternative questions

Alternative questions include (i) ‘yes/no’ question using pairs of words, (ii) ‘yes/no’
question beginning with ¢d phdi and ending with khong, (iii) ‘yes/no’ question
ending with phdi khong, (iv) ‘yes/no’ question with a modal particle, and (v)
alternative question with hay (‘or’). Alternative questions can be referred to as ‘polar

questions’

(i) Yes/no question using pairs of words

This type of question is formed by adding a pair of words such as co...khong,
dd...chua, or con...khong (each of which can be glossed as ‘PRT ... interrogative
(INT)’), to a declarative sentence (K. T. L. Nguyén, 2010). C6...khong indicates
existence, dd...chwa means commencement or implementation, and con...khong
refers to continuation. Interlocutors only aim to reach minimal agreement (i.e., ‘yes’)
or disagreement (i.e., ‘no’), with or without further elaboration (Ngd, 1999). In each

of (7) and (8), I exemplify the use of cd...khong.

(7Y D: Bdc c¢o dau o+day khong?
uncle PRT hurt here INT

‘Does it hurt here?’
P:  “Yes/No’
(8) D: (6 toa+thuéc trén ban khéng?
PRT prescription on table INT
‘Is there a prescription on the table?’

P: ‘Yes/No’

(ii) Yes/no question beginning with c6 phai and ending with khong
This alternative question is headed by a single particle consisting of two words co
phai and ends with the interrogative khong, followed by phdi (‘yes’) or khong phai

(‘no’) in response. This question differs from the above (see (7) and (8)) as it
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conveys the speaker’s presupposition of something they believe to be true (K. T. L.
Nguyén, 2010).

©) D: Co+phdi bdc dau o+ddy khong?
PRT uncle hurt here INT

‘It hurts here, doesn’t it?’

P: ‘Yes/No’

(iii) Yes/no question ending with phai khong

This is a type of tag question formed by adding an interrogative such as phdi khong,
diing khong, or co khong (auxiliary verb + [‘not’] + Subject) to the end of a
declarative sentence (Ngo6, 1999). The response is contingent on the interrogative
lexical item. For instance, a question with phdi khong requires phdi (‘yes’) / khong
(‘no’) in reply, diing khong is followed by diing (‘right/yes’) / khong (‘no’), and co
khong by co (‘yes’) / khong (‘'no’). This question type is also similar in meaning to

the preceding one (see (9)), but conveys greater certainty (K. T. L. Nguyén, 2010).

(10) D: Bdc dau o+day phdai+khong?
uncle hurt here INT

‘You hurt here, don’t you?’
P:  “Yes/No’

(iv) Yes/no question with a modal particle

A modal particle (e.g., a, u, sao, nhi, nghe, hdy) is added to the end of a declarative
sentence to construct this question type (Di€p, 2003; see (11)). As Ngd (1999)
suggests, this question indicates a stronger belief on the part of speakers that hearers
will agree with them than the previous type does (see (10)). A, u, and sao register the
speaker’s surprise at the situation mentioned (B. T. Nguyén, 2012), nhi denotes an
assessment, a comment, or a prediction, to seek affiliation from hearers, and nghe
signals a request with which speakers want hearers to comply. Conforming

responses are vang/da (‘yes’) or khong (‘no’).
(11) D: Bdc dau o+day a?

uncle hurt here INT

‘You hurt here?’
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P: ‘Yes/No’

(v) Alternative question with hay (‘or’)

This type of question is constituted by the inclusion of at least two options (e.g.,
‘right hand’ or ‘left hand’, as in (12) and (13)), separated by the conjunction hay
(‘or’), within a wh-question or a declarative sentence. Hearers can opt for one, all, or

none of the available options.

(12) D: Bdc dau tay phai hay tay trdi?
uncle hurt hand right or hand left

‘Is it your right hand that hurts, or your left hand?’
P: My right hand / My left hand / Both hands’
(13) D: Bdc dau o+dau, tay phdi hay tay trdi?
uncle hurt where hand right or hand left
‘Where does it hurt, your right hand or your left hand?’
P:  ‘My right hand / My left hand / Both hands’

2.3.3.2 Non-alternative questions

A wh-word or phrase like ai (‘who’), cdi gi (‘what’), ¢ ddu (‘where’), tai sao
(‘why’), khi nao (‘when’), or cdi nao (‘which’) is added to a declarative sentence to
form a non-alternative question. These words can be positioned at the beginning or
at the end of a sentence (Ng6 & Tran, 2001; B. T. Nguyén, 2012), as illustrated by
the use of ¢ dau (‘where’) and khi nao (‘when’) in (14) and (15) respectively.
Responses to these questions are flexible, resting on each question type and the

content in question.

(14) D: Bdc dau o+dau?
uncle hurt where

‘Where does it hurt?’
P:  ‘In my arm’
(15) P:  Khi+nao tbi uobng thuoc?
when I take medication
‘When should I take the medication?’
D:  ‘After a meal’

25



To summarise, Vietnamese has alternative and non-alternative questions. While the
latter type is quite simple, the former type is more intricate, portraying the speaker’s
knowledge of the issue in question. This means that speakers need to choose the

alternatives judiciously if they are to obtain the information that is required.

2.3.3.3 Responses to questions

General forms of responses to questions were mentioned briefly in Sections 2.3.3.1
and 2.3.3.2. Evidently, responses in Vietnamese are broadly similar to those in
English. However, two special cases of responses need taking into account in order
to lay a platform for the interpretation of the doctors’ and patients’ responses in
Chapters 5-7.

The first case to note is that responding to negative ‘yes/no’ type interrogatives
in Vietnamese runs contrary to that in English. While, in English, the response ‘yes’
means disagreement with the negative polar question, and ‘no’ implies agreement
(Borjars & Burridge, 2010), the reverse situation holds in Vietnamese. In (16), the
patient indicates that he is not tired by answering ‘yes’, whereas in English, he

would say ‘no (I am not tired)’.

(16) D: Bdc khong mét a?
uncle not tired INT?

‘You aren’t tired, are you?’
P:  Viang

‘Yes (I am not tired)’

If the patient says khong (‘no’), he means either ‘no, I am not tired” or ‘yes, I am
tired’. Besides, the patient can say cd chur (‘yes’), that is, ‘Yes (I am tired)’ to yield a
non-alignment response. Due to such differences, readers are recommended to refer
to the translation, not the gloss, when interpreting any data involving this case in the
current study.

Another point worth noticing rests on the implication of da (‘yes’, ‘OK’, or
‘yeah’) in Vietnamese communication. Of note, while ‘yes’ in English enunciates
agreement without any attitude of respect or disrespect (Appel, 2013), dg in
Vietnamese is context-based with several meanings: “I am listening”, “I understand

LT

what you say”, “I disagree with you but I have too much regard for you to say so to
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your face” (C. Nguyén, 1994, p. 70), “I am politely listening to you” (L. D. Nguyén,
1994, p. 57), or “I respect what you are saying” (Appel, 2013, p. 429). As stated in
Section 2.2, the prominence given to interpersonal harmony and respect in
communication more or less affects people’s choice of words to avoid assertiveness,
disagreement, conflict, or hurt. Accordingly, people tend to reply with dg to show
their attentiveness even if they do not understand, or to mean ‘no’. Dg is not
communicative by itself (Thompson, 1965) but is a polite honorific particle that
signals a courteous reaction to not only a ‘yes/no’ interrogative but also a statement,
a command, or an exclamation. Dg is used in reply to an older person or a person of
higher social status. By means of a nod accompanied by dg, speakers wish to hold
others in reverence and save face as well (T. B. Huynh, 1989; Kadar & Mills, 2011).
In short, dg performs three functions in this study: to show agreement with speakers,
to convince hearers that the speaker’s information is correct, and to indicate respect.
In closing, Vietnamese communication is partly shaped by collectivism and
Confucianism, which stress interpersonal harmony, respect, and social stratification.
The terms of address and reference and the questioning-responding sequence are of a
high recurrence in the information-seeking practice of medical consultations. Hence,
these terms are in need of proper consideration for the interpretation and analysis of

doctor-patient discourse.

2.3.4 Form-function dichotomy in information-seeking acts

Mismatches between communicative function and syntactic form are a characteristic
of human language generally. At the level of form, an utterance can be syntactically
marked as interrogative, imperative, or declarative. In information-seeking, a
question (i.e., function) is typically encoded with interrogative syntax (i.e., form).
However, this does not mean that the syntactic form of an utterance always faithfully
reflects its communicative function (Heritage, 2012). Some questions can be
accomplished in the absence of interrogative syntax (e.g., as in a questioning
declarative; Heritage & Clayman, 2010; Tracy & Robles, 2009), or this type of
questioning form does not always execute an information-seeking act (e.g., as in a
rhetorical question). This can be a matter of sequential position (Schegloff, 1984) or
epistemic disparities between the speaker and the addressee (Heritage, 2012). In CA,
function is more commonly analysed as the action a question might implement. This

is not limited to whether a particular sentence solicits information or not.
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According to Hayano (2012), aside from its informational content, the function
of an utterance in any languages can also be realised through its prosody (i.e., the
intonation contour accompanying the utterance). To demonstrate, interrogation is
often marked by very high rising intonation (Levis, 1999), while affirmation often
has low falling contour (Luu, 2010). However, rising intonation does not always
mark an utterance as an information-seeking act (e.g., as in exclamatory sentences).
Rather, the communicative function of an utterance is context- and content-based.

This form-function dichotomy is expressed in Vietnamese in particular ways.
In syntactic terms, Vietnamese produces an interrogative utterance by adding a
questioning word or an interrogative particle to a clause with a very high rising
intonation (Luu, 2010; see Section 2.3.3). This dichotomy is illustrated in the
following conversation between a doctor and a male patient extracted from the data
of the current study (see (17)).6 The first turn (line 1) is syntactically and functionally
appropriate as an information-seeking question, since it is enclosed with a pair of
questioning words (i.e., co...khong) and receives an answer (line 3). When the
patient says that he has drunk just a little (line 3), the doctor acknowledges and
laughs (line 5).

a7

1 D:=> °cé ubng® RUQ:U db chi nhiéu khé:ng?
PRT drink alcohol thing any much INT
‘Do you drink much alcohol or the like?’

2 (0.2)

3 P: #da# coé:: ma it
HON yes but little
‘Yes, but just a little’

4 (0.5)

5 D: Joh::m (.) SThu hu hu$
mmm
\lmml

6 (0.6)

7 D:> ub:ng #ma# ubng it lam+rdng chiu né:i?
drink but drink 1little how bear PRT
‘How can you bear to drink so little?’

8 (11.6)

9 D: c6 khi+mé ma #hdn# NA:NG hai c4i chdn ma

%I use Courier New font for any extracts from my data.
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PRT ever COP they heavy two CLA leg and

10 #hdn# PHU: 1én noi khé:ng?
they swell up PRT INT

‘Have your legs ever become heavy and swollen up before?’

The doctor continues the consultation with the third utterance (line 7). Syntactically,
this utterance is a question, as indicated by the question marker lam rang (‘how’).
However, it is a rhetorical question rather than an information-seeking one, as it does
not seek information from the patient. This is evidenced by the absence of the
patient’s response after a lapse of 11.6 seconds (line 8), and the doctor issues another
utterance in lines 9-10. If the doctor had needed any feedback, it seems likely that he
would have repeated or paraphrased this question to coax information from the
patient, instead of abruptly changing the topic to the patient’s legs in lines 9-10. This
rhetorical question serves as an “assertion of the opposite polarity” (Han, 2002, p.
203), implying that the patient must have drunk more than what he admitted, or, he
cannot bear his low alcohol consumption. The absence of the patient’s answer also
denotes that both the doctor and the patient “share a prior commitment to similar,
obvious, and often extreme answers” (Rohde, 2006, p. 135). They both understand
what the doctor means and have the same response as well. By projecting this
question right after his laugh (line 5), the doctor treats the patient’s response as a
joke.

Example (18) is extracted from the same consultation as above. Whereas the
doctor’s first utterance at line 1 is an information-seeking question, his second one
(line 9) is a declarative in terms of its form. However, at the level of function, this is
a repair initiation acted as a request for confirmation of a candidate understanding in
view of its rising intonation contour (Dé, 2009; Luu, 2010). The patient’s minimally
aligned answer in the next turn (line 10) also signifies that the doctor’s previous

proposition is a request-for-confirmation one.

(18)
1 D:=> anh bi RANG vé+vién ri:?
older+brother suffer what hospitalise PRT
‘What brings you to hospital?’
2 (1.1)
3 P: *da:::::::::*(1.2) #hdn# moi+mét #voi# dau, (0.3)té:: /lcadnh tay

HON it tired and sick numb CLA arm

‘I'm tired and sick, and my arm is numb’
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5 D: hu:
mmm
*Mmm’
6 (0.5)
7 P: da
yes
‘Yes’
8 (0.6)
9 D:> #hdn# té: nguyén cdnh tay rita lub:n?=
it numb whole CLA arm PRT PRT

‘The whole arm is numb?’

10 P =°da*®
yes

‘Yes’

The examples (17) and (18) have demonstrated that, with specific reference to
Vietnamese in each case, the communicative function and the syntactic form of an
utterance do not always correspond. Informational content and prosody are used as
pivotal resources in combination with the conversational context, and with the
speaker’s intended meaning, to formulate the information-seeking act. Thus, given
the intricate relationship between function and form, we need to analyse various
resources like the clinical context, the participants involved, and their interactional
management rigorously in order to elucidate the doctor’s and patient’s
communicative intent.

Up to this point, I have sketched out the main features of Vietnamese culture

and language. In the next section, I present the CA paradigm.

2.4 Conversation analysis

Conversation analysis is an approach to the study of talk-in-interaction. It comes
from two intellectual streams in sociology during the 1950s: Erving Goffman’s
micro-sociology ~ of  “the interaction  order”, and Harold Garfinkel’s
ethnomethodology (Clark & Petraki, 2016; Heritage, 1998; Liddicoat, 2007; Markee,
2000; Schegloff, 2003; D. Silverman, 1998). Other disciplines such as scholarship on
oral cultures, philosophy, linguistics, ethnography, anthropology, and
sociolinguistics were also deemed the influentially intellectual mainstay for CA

(Maynard, 2012). The interaction order, as Goffman (1983) argued, consists of a set
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of rights and obligations underpinning the workings of all societal institutions such
as medicine or education. Ethno-methodology stresses how common sense views of
the world are constructed through daily conversations. It “attempts to understand
‘folk’ (ethno) methods (methodology) for organising the world. Ethno-methodology
locates these methods in the skills (‘artful practices’) through which people come to
develop an understanding of each other and of social situations” (D. Silverman,
2001, p. 123). Drawing on ethno-methodology, Harvey Sacks, in collaboration with
Emmanuel Schegloff and Gail Jefferson, developed CA during the late 1960s and
early 1970s (Heritage, 1984b; Pomerantz & Fehr, 2011). Harvey Sacks’ initial work
speculated on how participants understand each other, how social actions are
normatively organised, and how the practical work of social life is accomplished
through talk in a corpus of telephone calls made to the Los Angeles suicide
prevention centre. It was from this project that CA was born (Psathas, 1995).

Conversation analysis focuses on the ‘what’ and the ‘how’ of social action
rather than the ‘why’ (Clayman & Gill, 2004; Psathas, 1995). In particular, its
principal aim is to examine how speakers understand and interact with one another in
verbal communication, with attention being paid to how action sequences are
produced (Hutchby & Wooffitt, 1998). Put differently, it describes the procedure
individuals use to create their own behaviour, or the strategies and methods
individuals use to solve recurrent organisational problems of talk so that the
orderliness of social action is preserved. For this reason, CA scrutinises actions,
context management, and intersubjectivity (i.e., mutual understanding)
simultaneously because these features are conceived of as the objects of individuals’
interactions (Arminen, 2005; Drew & Heritage, 2006b).

This paradigm is predicated on four underlying assumptions: (i) interaction is
autonomously structured; (ii) verbal/non-verbal features and turn-taking components
are both contextually-shaped and context-renewing; (iii) the properties in (i) and (ii)
exist in every detail of talk so that no details are missed as disorderly, incidental, or
unrelated to the speakers’ intent; and (iv) in methodological terms, reliability and
validity are enhanced if the sequential structure of interaction is taken into account
(Heritage & Maynard, 2006a). Specifically, the term ‘context’ here refers to the
immediately local configuration of previous activity where an utterance is produced,
and the broader environment of the activity within which that configuration is

recognised to occur (Drew & Heritage, 1992). By context-renewing, each utterance
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itself creates the context for the next action so that the latter can be understood.
Accordingly, the production and interpretation of an utterance are based on the social
context, and on the position of the utterance in the sequential organisation of talk.
Overall, these assumptions emerge from the underlying conception that sequencing is
the backbone of CA, and thus participants’ demographics (i.e., age, gender, and
social status) and their specific motivation or psychology have nothing to do with
their talk (Heritage & Maynard, 2006a).

At the outset, CA was developed as a tool for studying the organisational
structure of mundane conversations (i.e., ones that are not confined to a particular
context, or restricted to performing a particular task). Later, it expanded to a wide
spectrum of institutional contexts, including news interviews (e.g., Clayman, 1988;
Greatbatch, 1988), education (e.g., McHoul, 1978; Mehan, 1979), courtrooms (e.g.,
Atkinson & Drew, 1979), and politics (e.g., Heritage & Greatbatch, 1986), and
became the predominant methodology for social interaction studies in sociology
(Drew & Heritage, 2006b). Therefore, as an off-shoot of ethno-methodology, CA
takes an inductively ‘bottom-up’ approach. It focuses extensively on mapping
meaning and context onto the sequence and examining the micro verbal exchanges
that individuals routinely perform during their interaction with one another, such as
action formation, adjacency pairs, turn-taking, repair, or topic organisation (Clark &
Petraki, 2016; O’Keeffe, 2006).

Conversation analysis has proved itself an effective method for analysing
institutional interactions, as it can provide a comprehensive examination of the talk.
Such effectiveness forms good grounds for the adoption of CA as the analytical

method for the present study.

2.5 Chapter conclusion

Chapter 2 has provided a theoretical backdrop for the study of Vietnamese medical
discourse. The institutional and socio-cultural context as well as the Vietnamese
language lies at the core of the analysis of doctor-patient interaction. Similarly, the
cultural terms and form-function dichotomy are basic sources of reference for the
interpretation of Vietnamese doctor-patient talk generally, and for the negotiation of
meaning during information-seeking activities in Vietnamese medical discourse in
particular.

Before embarking on the empirical part of study, the thesis now shifts to a
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review of previous research in doctor-patient interaction, highlighting the

indispensability of information-seeking activities in medical discourse.
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Chapter 3
Literature review

3.0 Introduction

Chapter 3 reviews the literature on doctor-patient interaction in order to map out a
context for the present study. It begins with a broad overview of research on doctor-
patient interaction in general (Section 3.1), and then characterises the structural
properties of a typical medical visit (Section 3.2). This framework is necessary
background for the review of previous research on information-seeking activities in
Section 3.3, and for the review of medical research in the Vietnamese context in
Section 3.4. Section 3.5 discusses the limitations of previous research in these two

areas, followed by the research questions (Section 3.6).

3.1 Overview of research on doctor-patient interaction
Doctor-patient interactions have been well researched in the Western world but not
in the Vietnamese medical context. As health lies at the core of wellbeing, it is
unsurprising that medical talk should have captured various researchers’ attention,
ranging from doctors, linguists, sociologists and psychologists, through to
anthropologists (West, 1984a). A plethora of studies has been done using CA or non-
CA methods to explicate its nature (e.g., Finset, 2014; Ha & Longnecker, 2010;
Heritage & Maynard, 2006b; Laidsaar-Powell et al., 2013; Ong et al., 1995; Paul,
Metcalfe, Stirling, Wilson, & Hodgson, 2014; Roter & Hall, 2004). Different aspects
of medical discourse have undergone analytic scrutiny, such as phases of the visits
(Robinson, 2003; White, 2011), patient satisfaction (Brédart et al., 2005; Sorenson,
Malakouti, Brown, & Koo, 2015), patient participation in consultations (Cegala &
Post, 2009; Kearney, Robinson, & Venetis, 2015), medical expertise (Kendall, 2004;
Norman, Eva, Brooks, & Hamstra, 2006), and demographic variable influence on
communication (Callahan et al., 2000; De Laender, 2011; Hall, Gulbrandsen, &
Dahl, 2014; Roter et al., 2014).

With respect to this study, studies on doctor-patient communication, including
Vietnamese-related ones, have fallen into two categories (Cordella, 2001, 2004; N.
T. H. Pham, 2014; Ohtaki, Ohtaki, & Fetters, 2003; Wodak, 2006): medical-

sociological perspectives and linguistic perspectives. I will now elaborate on both of
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these to demonstrate how the present study fits into the larger framework of research
on doctor-patient interaction.

Research following the medical-sociological perspective has been mainly
carried out in the fields of social sciences and medicine (Cordella, 2001, 2004) using
the research methods other than CA. Studies in this area are normally grounded in a
sociological framework. They are oriented toward the organisation of talk and thus
focus largely on the general features of communication as well as on the outcome of
medical consultations (Cordella, 2004; Ha & Longnecker, 2010; Korsch, Gozzi, &
Francis, 1968; Ley, 1988; Roter & Hall, 2006). These studies specifically evaluate
the effectiveness of a model of medical consultation, or, more particularly, measure
the patient’s satisfaction with and adherence to the treatment recommendation. On
this basis, several models have been proposed for improving doctor-patient
communication, such as Heron’s (1976) six-category intervention analysis, Cohen-
Cole’s (1991) three-function approach, or Charles, Gafni, and Whelan’s (1997)
shared decision-making model. These models aim to improve the understanding of
the interpersonal relationship between a health professional and a client, and address
both the physical condition and the emotional needs of clients. This contributes to
more effective doctor-patient communication.

Whereas medical-sociological studies offer a general portrayal of medical
visits, they do not examine how participants deploy their interactional and discursive
strategies in the negotiation of meaning during consultations. However, this
limitation is the strength of linguistic research which uses either CA or non-CA
methods. Such studies are interested in how participants use their communicative
strategies to accomplish a social action (Cordella, 2004). These studies examine
participants’ linguistic organisations, such as their use of questions, responses,
interruptions, topic shifts, word choice, or doctor’s use of medical terms, as these
linguistic tokens lie at the heart of any interaction (e.g., Deppermann & Spranz-
Fogasy, 2011; Gill & Maynard, 2006). They found that participants deployed
discourse in order to achieve specific aims (e.g., asymmetrical power, or elicitation
of information; Cerny, 2010a, 2010b, 2010c; West, 1984a).

Another dominant theme of linguistic research is the investigation of the effect
of participants’ age, gender, or social background on their communication behaviour
(e.g., Ainsworth-Vaughn, 1992, 1994; Buller & Buller, 1987; Domingo, 2010; Hein
& Wodak, 1987; Ishikawa & Yamazaki, 2005; Roter & Hall, 1992, 2006; Swartz,
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2014; Van Ryn & Burke, 2000). These studies have found that: (i) female doctors
tend to engage in longer, more patient-centered talk than males (‘patient-centred talk’
and/or ‘shared decision-making communication’ refer to a reciprocal two-way flow
of communication with the shared management over the talk between participants to
reach unanimity over therapeutic decisions), (ii) female patients talk more and give
more information than male patients, (iii) young patients involve themselves more
enthusiastically in medical consultations than old ones, and (iv) patients from higher
social classes are more active communicators than those from lower classes.

As an approach that aims to closely analyse interactions, CA began to permeate
health communication research in the early 1980s through the studies of Ten Have
(1980), Atkinson and Heath (1981), Heath (1982), Frankel and Beckman (1982), and
West (1983, 1984a, 1984b). This research can be classified into three streams: (i)
doctor-patient interaction, (ii) patient-patient or patient-paraprofessional interaction,
and (iii) doctor-doctor interaction (Gill & Roberts, 2012). Conversation analysis was
initially applied to primary care consultations between doctors and patients (Gill &
Roberts, 2012) before expanding its application to the gamut of activities associated
with various medical disciplines and various medical/health settings, ranging from
surgery (e.g., Mondada, 2003; White, 2011) and dentistry (e.g., Marks-Haack, 1992)
to AIDS counselling (e.g., Perikyld, 1995). In the primary care setting, a large body
of literature has documented various aspects of the doctor-patient interaction, such as
problem presentation (e.g., Halkowski, 2006; Heritage & Robinson, 2006a, 2006b;
Pomerantz, 2002; Robinson, 2006), history-taking (e.g., Boyd & Heritage, 2006;
Heritage, 2010), physical examination (e.g., Heath, 2006), diagnosis delivery (e.g.,
Heath, 1992; Maynard, 1992; Perdkyld, 2002, 2006a, 2006b), and treatment
recommendation (e.g., Stivers, 2006; Stivers & Barnes, 2017).

In summary, it is apparent that doctor-patient interaction has been widely
researched, but most of this has been conducted in Western contexts. Grounded on
the sociological stance that the responsibility of medical doctors is to return patients
to a state of physical well-being, medical-sociological studies accentuate the
influences of communication on the outcomes of the consultation. The studies
focusing on the linguistic perspectives of doctor-patient interaction go into every
detail of the talk to see how such outcomes are interactionally produced and
accomplished. Medical consultations are characterised by interactions between

doctors and patients, thus a granular analysis of their interactions can highlight how
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both participants manage their talk to achieve a specific action. This analysis can
explicate the shared understandings between both participants, which can inform the
medical outcomes and improve the medical communication.

To this point, the focus has been on the research literature related to doctor-
patient interaction in general. Doctor-patient interaction includes various activities
such as diagnosis delivery and treatment recommendation, of which information-
seeking practice is an elemental step. It is important, therefore, to overview the
structure of a medical visit to locate the information-seeking activities in the whole

Visit.

3.2 Structural properties of a medical visit

This section describes the normative framework of a medical visit. This does not,
however, necessarily mean that the structure of the Vietnamese medical visits in the
present study follows what is described below, nor that the information-seeking
stages have the same locations. My purpose is to provide general background to the
analysis of information-seeking in the present study (see Chapters 5-7).

Numerous attempts have been made over the past 40 years to depict a
canonical structure schema of a medical consultation. Byrne and Long (1976) led this
with their six-phase model drawn from an investigation of over 2,000 general
practice consultations (made up of first, follow-up, and routine visits) in Great
Britain. What they found was an interactionally interlocking sequence of activities,
the functions of which were jointly adhered to by both doctors and patients: “(i)
greeting and relating, (ii) discovering the reasons for attendance, (iii) conducting a
verbal or physical examination or both, (iv) a consideration of the condition, (v)
detailing further treatment, and (vi) terminating the interview” (p. 132).

The six-phase model of Byrne and Long (1976) can be illustrated as follows.
The ‘greeting and relating’ phase is characterised by such ritual words as ‘Hello’ or
‘You are Mrs Baker?’ to preface the consultation. In ‘discovering the reason for
attendance’, doctors elicit the patient’s foremost concern with broad opening
questions like “What brings you in today?’ for first visit, or ‘No better?’ for follow-
up or routine visits. In responding, patients may say, for example, ‘I have a
backache’. Based on the patient’s presented problem, doctors may ask further
questions (the so-called ‘conducting a verbal or physical examination or both’) about

symptoms to elicit data on the temporal context, patient’s medical history, or family
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illness history. Upon gleaning sufficient data from various sources (i.e., verbal and
physical examinations, referrals, medical records, or prescriptions), doctors give
either provisional (e.g., ‘It seems that you have a virus’) or confirmed diagnosis (e.g.,
‘You have a virus’). The diagnosis thus informs ‘detailing further treatment’, such as
by giving a set of instructions to take certain medication, or arranging a follow-up
visit or a referral (Pauwels, 1995). The consultation is usually terminated in the form
of leave-taking.

As a stepping stone in a medical visit (J. Silverman et al., 2013), information-
seeking activities tend to be spread over the whole consultation rather than be
circumscribed to the initial stages. Byrne and Long (1976) asserted that information-
seeking could happen after diagnosis or the treatment phase, yet it frequently fell into
the second and third phases (i.e., discovering the reasons for attendance, and
conducting a verbal or physical examination or both). However, where it is located

varies visit by visit.

3.3 Research on information-seeking activities in a medical

consultation
Having established that the medical consultation chiefly revolves around the doctor
seeking information about patients’ health status (Heritage, 2010), initial studies
tended to look at the conduct of doctors through the way they structured the
consultations. Coulthard and Ashby (1975, 1976) carried out groundbreaking
sociolinguistic studies into the linguistic features of doctor-patient consultations that
stressed the structures of doctors’ information-seeking behaviour. Of 24 audiotaped
consultations between general practitioners (GP) or consultants and their patients,
Coulthard and Ashby observed the recurrence of exchanges which doctors used to (i)
elicit information, (ii) direct patients to follow a command or instruction, or (iii)
provide patients with some information. These exchanges occurred throughout
different stages of the consultations. Coulthard and Ashby maintained that virtually
all information-seeking exchanges were initiated by doctors rather than by patients,
and that the interaction was asymmetrically organised as doctors led the discourse
right from the onset of the consultations.

Around the same time, by examining over 2,000 audiotaped consultations,

Byrne and Long (1976) delineated the various stages of a medical visit (see Section
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3.2), and examined doctors’ consulting styles within the continuum of patient-
centred and doctor-centred medicine. The study revealed that doctor-centred styles
dominated up to two-thirds of all consultations, and that a majority of doctors
adopted an information-seeking style to control the interaction, while patient-
initiated questions only occurred at the end of the consultation. The information-
seeking style means that doctors carry out the consultation using mostly questions to
coax information from patients.

The studies above show that information-seeking activities have long been
explored in literature. However, information-seeking activities did not lie at the heart
of these studies. Rather, these studies looked closely at the linguistic description
(e.g., Coulthard & Ashby, 1975, 1976) or the structural framework (e.g., Byrne &
Long, 1976) of the medical consultation. Later studies, which are examined below,

focused specific attention on information-seeking itself.

3.3.1 Doctor’s information-seeking behaviour

Doctor-patient interaction can be carried out in various forms, such as, written
documentation, referrals, prescriptions, or online consultations. In providing the
disciplinary context for the present study, I limit the following review to information-
seeking studies that have focused on face-to-face talk within clinics, hospitals, family
practices, and office situations. Since the amount of research on information-seeking
using CA methods in general practice, and for adult patients specifically, is limited, I
have expanded this review to include the following: other disciplines such as
paediatrics and geriatrics; interactions in clinical professional workshops; doctors of
all kinds (e.g., doctors in training as well as graduated doctors); dyadic or triadic
interactions; all visit types (i.e., first, follow-up, or routine visit); and both CA and
non-CA studies.

The current literature on doctor information-seeking has centred mainly around
either doctor interviewing-styles or doctor elicitation strategies, and the effects of
those strategies on patients’ disclosure of information. The studies on interviewing
styles have provided a general picture of doctor interviewing behaviours (both verbal
and non-verbal), while those on elicitation strategies have had a microscopic view of

one strategy (e.g., questioning or fishing).
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3.3.1.1 Interviewing styles
Studies on doctor interviewing styles have focused on the doctor’s performance
throughout the consultation to find out how they elicit information from patients.
Their interviewing styles have been found to substantially shape patients’ disclosure
of information (e.g., Beckman & Frankel, 1984; Marvel, Epstein, Flowers, &
Beckman, 1999). For instance, doctor interruption to patient presentation of their
health concerns has been found to influence the amount of information obtained, as
shown by Beckman and Frankel (1984). With the aim of examining the doctor’s role
in eliciting patient concerns at the outset of the medical consultation, Beckman and
Frankel looked at 74 audiotaped medical visits involving in-training residents and
elderly chronic patients at a university medical practice. Using a quantitative coding
method to transcribe the consultations, the study found that only 17 out of 74 patients
(23%) had the opportunity to complete their presentation of concerns, while 51
(69%) of patient openings were truncated by doctor-initiated questions. Doctors often
interrupted patient presentation using closed-ended questions, resulting in doctors
leading the discourse right from the beginning of the consultation. This interruption
prevented patients from presenting a full spectrum of their concerns. Only one
interrupted patient went on to complete their problem presentation despite the
interruption. Another finding was that there was no doctor elicitation of problem
presentation in six follow-up visits (8%).

Marvel et al. (1999) expanded upon Beckman and Frankel’s (1984) study using
a larger sample of 264 audiotaped medical visits between 29 trained’ or experienced
doctors and 264 patients in North America. Their main objective was to investigate
how family doctors in various settings elicited patient concerns. Adopting the
quantitative coding method developed by Beckman and Frankel, Marvel et al. sought
to determine if there was any relationship between different communication
variables, whether there was a difference between completed and non-completed
visits on patients’ lengths of utterances, and assess the relationship between the
doctor’s training status (i.e., experienced doctors vs. fellowship-trained doctors) and
completed agenda setting. Similar to Beckman and Frankel, Marvel et al. found that
only a small number of patients completed their presentation of concerns (28%).

Doctors often curtailed patients’ initial presentation of their problems after a mean of

" “Trained doctors’ are family doctors who conduct post-residency fellowship training.
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23.1 seconds, which often resulted in patients’ producing incomplete descriptions of
their concerns. Consequently, doctors were unable to gather potentially important
patient data. Noticeably, twice as many trained doctors as experienced doctors
allowed patients to complete their presentation of their concerns (44% vs. 22%).

Replicating the Beckman and Frankel (1984) and Marvel et al. (1999)
methodology, Dyche and Swiderski (2005) explored the association between doctor
interruptions and their accuracy in determining patient problems. They analysed 70
audiotaped medical consultations at a community-based ambulatory clinic in the
USA. Exit interviews with both doctors and patients were also conducted in order to
assess doctor accuracy in identifying patient problems. Results showed that 26% of
patients could present their problems without interruptions, whereas 37% were
impacted by the doctor’s premature interruptions prior to completion; the remaining
37% had no doctor elicitation of problem within the first five minutes. Analysis of
the exit interviews revealed no significant differences in doctor accuracy in
identifying patients’ problems between the interrupted and non-interrupted cases. In
the consultations with no doctor elicitation of patient problem presentation, the
doctor’s understanding of patient concerns was significantly reduced.

Whereas doctor interviewing styles in the above three studies appeared to
inhibit patients’ disclosure of data, Wissow, Roter, and Wilson (1994) explored
styles that stimulated disclosure. To investigate how paediatricians elicited sensitive
information about potential risks to a child’s further physical and emotional
development, Wissow et al. carried out a cross-sectional analysis of 234 audiotaped
primary care visits between paediatric residents in training, and child patients
accompanied by mothers or guardians, at a paediatric primary care clinic in the USA.
They employed a modified version of the Roter Interaction Analysis System (RIAS)
to code the three-way discourse involving the child, parent, and paediatrician. The
Roter Interaction Analysis System is a method for coding medical communication
devised by Debra Roter in collaboration with Susan Larson in the late 1970s. It
encompasses socio-emotional and task-focused grouping under 39 categories as a
means of characterising doctor and patient verbal and non-verbal behaviours.
Wissow et al. identified three consulting techniques associated with parent disclosure
of information: (i) questions about psychosocial issues, (ii) supportive statements,
and (iii) sympathetic and attentive listening. These three techniques assisted in the

parents’ disclosure of information about parent medical or emotional impairment,
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family trouble, use of physical punishment, and negative child behaviour.

Another study by Roter and Hall (1987) in the USA examined the correlation
between doctor interviewing strategies and the medical information obtained from
patients. Recruiting 43 primary care practitioners and two trained patient simulators
(i.e., role-play patients) with chronic bronchitis and emphysema, these clinical
consultations were audiotaped and analysed using the content analysis criteria
developed by Wang et al. (1979) to score doctor proficiency and patient disclosure of
information. The content analysis criteria were developed by the expert judgement of
a panel of pulmonary physicians. In general, Roter and Hall discovered that doctors
elicited a little more than 50% of the clinical information considered important
according to the criteria. Doctors’ use of questions (particularly open questions) and
patient education (especially information concerning diagnosis, cause, and
prevention) were significantly associated with patient presentation of their concerns.

In a similar vein, Takemura et al. (2007) examined the relationships between
doctor use of five specific consulting techniques and the amount of information
regarding the patient’s chief physical complaints. The techniques included
facilitation, open-to-closed cone, summarisation, open-ended questions, and
surveying problems. Facilitation, such as nodding one’s head or using backchannels,
encourages patients to continue with their talk. An open-to-closed cone is
characterised by open questions for a nondirective approach, then narrowing down
gradually using closed ones, in order to focus on a specific diagnostic hypothesis. In
summarisation, doctors restate main ideas from the information obtained thus far in
order to demonstrate their understanding of what patients have said, and to keep the
conversational floor. Open-ended questions encourage patients to voice their
information using their own terms through their personal experiences. Surveying
patient problem is used when doctors scan a full range of patient concerns at the end
of the medical consultation, with such questions as ‘What else is bothering you?’, to
ensure that no concerns have been left unaddressed. Takemura et al. videotaped 315
GP first visits between medical students, family medicine residents, or attending
doctors, and 315 patients suffering from common diseases at a university medical
practice in Japan. They developed the Takemura Medical Interview Rating Scale
specifically for this study to assess the doctor’s use of particular consulting
behaviours and to gauge the amount of information obtained. Of the five techniques

above, the first three (i.e., facilitation, open-to-closed cone, and summarisation) were
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found by Takemura et al. to exhibit a positive relationship with the amount of
information obtained.

While each of the above studies explored only one aspect of interviewing style
(i.e., either promoting or inhibiting patient disclosure), Maguire, Faulkner, Booth,
Elliott, and Hillier (1996) investigated both aspects. Their study involved audio-and-
video recordings of consultations between 206 health professionals and an
unspecified number of simulated patients in a series of 12 workshops on medical
communication in The United Kingdom. Each health professional was asked to
interview two different patients before and after the workshops to elicit patient
concerns. An utterance-by-utterance analysis was carried out to rate the syntax,
function, meaning, and emotional level of each utterance, and to examine the
relationship between health professional’s particular interviewing behaviours and
patient disclosure of significant information (i.e., pain severity, anxiety about illness
or loneliness). The study showed that five strategies were positively linked to patient
disclosure of information. These were: asking open directive questions, concentrating
on and elaborating psychological topics, making empathic statements, summarising,
and making educated guesses. In addition, patient disclosure was precluded by the
doctor asking leading questions (e.g., ‘“You have taken chemotherapy in your stride,
haven’t you?’), concentrating on and elaborating physical aspects, and turning to
advice and reassurance practice. Inhibitory behaviours were found to be three times
more frequent in the consultations held before the workshops, which in turn indicated
that the workshops improved medical communication.

Recently, Goto and Takemura (2016) reported the same finding as that of
Maguire et al. (1996) in a study on the association between doctor interview-skills
and patient verbal presentation of anxiety feelings or depression. This study was
conducted at a university-based hospital in Japan using 159 patients, and 159 family
doctors, family medicine residents, or medical students. The researchers used a
Medical Interview Evaluation System (Takemura et al., 2007) to evaluate doctor
medical interview skills, and an Emotional Information Check Sheet defined by
themselves to clarify the indications of anxiety feelings or depression. The link
between the doctor’s skills and patient’s disclosure of feelings in 159 videotaped first
consultations was then analysed. Like Maguire et al. (1996), Goto and Takemura
reported that interview skills such as: using open questions, reflecting (i.e., doctors

state their own perceptions based on their observation of patients), asking patients
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about illness, and legitimising (i.e., doctor’s acceptance and validation of the
patient’s emotional experience) resulted in a higher amount of anxiety disclosure
than closed or focused questions. Goto and Takemura also found that respectful
communication strategies promoted depressive disclosure on the part of the patient,
whilst survey questions (i.e., ones raised after summarisation to see whether the
patient has other concerns or not) did not.

The above studies have identified some common interviewing styles that health
professionals, in different specialisations and cultural settings, adopt to elicit
information from patients. These are supportive and/or empathic statements,
reflection or educated guesses, summarisation, and facilitation or legitimisation. As
far as the content of consultations are concerned, doctor’s discussions or questions
about psychosocial issues induced a lot more patient disclosure than those about
physical issues. The styles inhibiting patient disclosure have also been identified.
They include premature interruptions or redirection of patient utterances, surveying
problems, and closed and focused questions. There are some interviewing styles that
either promoted or inhibited patient disclosure, like the use of open-ended questions.

This section has been concerned with research on doctor interviewing styles. It
is notable that these studies did not analyse the doctor’s choice of interviewing style
when eliciting all types of information relating to the patient’s concerns. Rather, they
just focused on some types of information, such as problem presentation, sensitive
information, medical information, chief physical concerns, significant information,
or feelings of anxiety and/or depression. As Bickley and Szilagyi (2013) claim,
doctors should elicit as much information as possible: the more information they
obtain, the better placed they are to make a diagnosis and a treatment
recommendation.

Moreover, these studies used coding to transcribe consultations, and then
evaluated the doctor’s elicitation of information quantitatively based on their
interviewing style. Although the use of a coding system enables researchers to
analyse a large number of consultations and can cover a wide range of contexts
(Heritage & Maynard, 2006a, 2006b; Roter & Larson, 2002), it cannot by itself
account for how doctors deploy these interviewing strategies in discourse. The
reason is that coding analyses information by classifying events and using statistical
tests without transcribing interactions (Greene, Adelman, Charon, & Hoffman,

1986). As a result, coding disregards the context of each information-seeking act
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(e.g., whether an information-seeking act occurs in relationship with another act;
Heritage & Maynard, 2006a). This is a potential problem because, if a given
information-seeking act is removed from its context, the social actions associated
with this act will be difficult to analyse; for instance, we will not be able to decide
whether a question is used to request information, make a suggestion, give advice, or
request action. Moreover, the relationship between these social actions and others
throughout the consultation will be difficult to determine (Heritage & Greatbatch,
1989). In turn, if the social actions expressed by information-seeking acts are
unclear, we will not be able to analyse doctor interviewing styles effectively or, on a
broader level, identify patterns of talk in actual consultations readily.

Lastly, none of these studies examined patient information disclosure
behaviours in tandem with doctor interviewing styles. Given that the doctor’s
information-seeking practice inevitably shapes, and is in turn shaped by, the patient’s
disclosure strategies (Claramita, 2012; Robinson & Heritage, 2006), it is crucial to
examine the interaction between both interlocutors, as this will enable us to see how
they respond to any interactional challenges that may arise during medical
consultations (Gill & Roberts, 2012). In so doing, we can highlight the specific
content and context of information-seeking activities across various stages of a
medical consultation. In addition, the interlocutors’ interactional actions and
interactional patterns are also identified. This gives us a better view of the doctor’s
elicitation and the patient’s disclosure of information, which in turn can deepen our
understanding of the information-seeking activities that unfold during the medical

consultation as a whole.

3.3.1.2 Elicitation strategies

In examining the doctor’s information-seeking activities, some researchers have
focused on one or two specific elicitation strategies. My review of the literature
highlighted two strategies that constantly recurred in literature. They were

questioning and a fishing device. Most of these studies used CA to analyse data.

(i) Questioning

Doctors’ questions are integral to the medical consultation, constituting a
fundamental method for engaging patients (Ainsworth-Vaughn, 1994; Heritage,
2010; Holst, 2010; Robinson, 2006; Ten Have, 1991). They have been explored in
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the literature around three strands: (i) the functions of questioning; (ii) the syntactic
structures used in questioning; and (iii) how doctors question patients.

The first strand looks at the functions of doctor questioning. In his study of
Japanese patient-centred consultations, Holst (2010) audiorecorded 72 GP first visits
at the outpatient section of a university-based hospital and analysed these using a CA
approach plus quantitative analysis. Holst categorised doctor questions as eliciting
new information (i.e., information that has not yet been discussed in this medical
visit) or calling for confirmation (i.e., questions to check if doctors understand what
patients have just said). He found that doctors used probing and follow-up questions
to elicit new information, and used summarising, echoing, and leading questions to
seek confirmation. In another study on doctors’ communicative strategies in
conveying empathy and trust, Cerny (2010b) also observed different functions of
doctor questioning in 50 GP consultations. Combining quantitative and qualitative
analysis, Cerny found that doctors used questions mostly to obtain new information
(64%), and less frequently to seek confirmation (15%), clarification (7%),
commitment (6%), agreement (5%), or for repetition (3%). In summary, the
functions of doctor-questioning activities can be grouped into two clusters: seeking
new information and checking known information.

The second strand looks at the syntactic structures of doctor questioning. In
their work on the design of doctor questions during history-taking, Boyd and
Heritage (2006) discussed two types of question: open questions (i.e., wh-question)
and closed questions (i.e., yes/no, declarative, alternative, and tag questions). The
syntactic form taken by a question can shape or constrain patient answers. For
instance, closed questions tend to limit patient contributions, since patients answer
only ‘yes’ or ‘no’. Meanwhile, wh-questions allow patients some discretion to
answer in their own terms and allow them to construct a narrative from their life-
world experience. Similar findings were found in the study of Li, Koehn, Desroches,
Yum, and Deagle (2007) about the associations between doctor communication and
patient satisfaction. Li et al. also observed that the more closed questions doctors
asked, the less satisfied patients became with doctors.

The last strand examines how doctors question patients. West (1983, 1984a)
investigated the asymmetrical aspect of medical consultations by using quantitative
analysis and CA to analyse 21 videotaped GP consultations at a family practice

centre in the USA. She found that these GPs failed to evoke full responses from
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patients when linking a series of questions within one utterance, or when utilising
multiple choice questions. This is because doctors did not give an opportunity for
patients to answer when linking a series of questions, or multiple choice questions
were seeking a choice rather than further elaboration. Incomplete answers also
occurred when doctors asked the next question while patients were answering the last
question. The consequence of such question deployment is that patient information
can be missed.

The influence of doctors’ question deployment on patient disclosure of
information was also a focus of Cordella’s (2004) study on doctors’ different voices
(e.g., the doctor voice, the educator voice, and the fellow human voice). Cordella
audiotaped 22 GP follow-up consultations at the outpatient clinic of a university-
based hospital in Chile. Using a combination of interactional sociolinguistics and
ethnographic approaches, Cordella identified five categories of questions in search of
information (QIS) used by doctors: (i) QIS one (only one question asked), (ii) QIS
chain (a string of questions), (iii) QIS multiple choice (questions consisting of more
than one option), (iv) QIS recycling/repetition, and (v) QIS plus summary. Similar to
West (1983), Cordella also found that Chilean patients did not provide full answers
to QIS chain and QIS multiple choices. Rather, they only addressed the last question
or option. Addressing the importance of doctor questions, Ciubotaragu-Pricop (2013)
suggested that open questions should be preferred to closed questions. Syntactically,
closed questions require recipients to show only agreement or disagreement, without
any further elaboration. This is potentially problematic as some questions may not
have the exact answer the recipient wants to give. Further, Ciubotarasu-Pricop
argued that questions should be expressed in words that patients could understand
without chaining two questions together. Chain and multiple choice questions cover
more than one point of inquiry and thus may confuse patients, leading them to
concentrate on the last inquiry heard (Swartz, 2014). This may account for the
absence of patient complete answers to QIS chain and QIS multiple choice in West
(1983, 1984a) and Cordella (2004).

Besides studies focusing on one certain strand, several researchers have
focused on both question formats and question functions within the one study. Harres
(1998) audiotaped 29 GP consultations in her study of Australian doctor’s use of
modal tag questions (expressing uncertainty) and affective tag questions (expressing

positive politeness) as a control and involvement strategy. She used the criteria
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developed by the Community Medicine Program at the Monash Medical Centre to
code the consultations. Harres found that GPs used tag questions as both control and
involvement strategies to perform three functions: (i) eliciting information, (ii)
summarising and confirming information, and (iii) expressing empathy and
providing positive feedback. Using CA with 13 audiotaped first medical visits in
Germany, Deppermann and Spranz-Fogasy (2011) studied how doctor questions
reflect their understanding of patient prior turns. They observed that doctors used
wh-questions and yes/no questions to elicit topics, and declarative questions to check
already achieved understandings and close topics. There are three practices of
declarative questions: repeating, paraphrasing, and explicating declarative questions.
As Deppermann and Spranz-Fogasy observed, doctors used the repeating practice to
confirm their understanding of a certain topic presented by patients, and to draw
further elaboration on already presented information. Paraphrasing was used to
reaffirm and summarise patient statements from the doctor’s perspective. Explicative
declarative questions enabled doctors not only to check their understanding of
patients’ talk, but also to introduce a new topic and show doctors’ empathy for
patients’ psychological distress.

In line with the research above, Heritage and Robinson (2006b) used CA to
explore the relationship between doctor opening questions and patient presentation of
concerns. They examined 302 videotaped medical visits, followed by pre- and post-
visit questionnaires, in the USA. Five question types that were used to initiate patient
problem presentation were identified. These were: (i) open questions and ‘tell me
about X’ format used as a general inquiry, (ii) closed questions to request
(dis)confirmation related to the patient’s medical problems (e.g., ‘So you’re sick
today, huh?’), (iii) closed questions to request (dis)confirmation of concrete
symptoms (e.g., ‘You slipped and fell four weeks ago?’), (iv) ‘How are you?’
questions to elicit general assessments rather than presentations of concern, and (v)
closed questions to take medical history (e.g., ‘You have any fever?’). Heritage and
Robinson found that the first question type was the most common one, accounting
for more than 60% of questions compared with 27% of requests for confirmation
(i-e., second and third types). This first question type also engendered longer problem
presentations from patients than confirmatory questions (27.1 seconds and 12
seconds respectively). This implies that open questions and ‘tell me about X’ format

can, to some extent, elicit more information than closed question types.
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In another study on doctors’ design of questions to elicit patient presenting
concerns, Robinson (2006) used CA to analyse 182 audio-and-video recordings of
primary care visits in the USA and Britain. He discovered three different question
formats to elicit patient medical concerns: (i) open or closed questions for dealing
with new concerns (i.e., ones presented for the first time to a specific doctor or
clinic), (ii) open questions for eliciting follow-up concerns (i.e., ones already dealt
with in previous visits and now followed up for the ongoing management of
treatment), and (iii) open or closed questions for indexing chronic-routine concerns
(i.e., ones dealt with on a regular basis). Like Heritage and Robinson (2006b),
Robinson also noted that doctors used the ‘How are you?’ question to call for an
evaluation of the patient’s general state of being, instead of focusing on the patient’s
institutionally relevant concerns.

Heritage and Robinson (2011) examined doctors’ uses of ‘some’ or ‘any’ in
their problem presentation elicitors in order to encourage patients to reveal their
unmet concerns. They recruited 20 doctors and 220 patients to primary care visits in
the USA. Adopting quantitative analysis to 220 visits, pre-visit and post-visit survey
of the patients, Heritage and Robinson found that doctors’ uses of ‘some’ was more
significantly effective than their uses of ‘any’ regarding reducing the number of
patients leaving the visit with an unmet concern. In addition, the length of ‘some’
visits was shorter than that of ‘any’ visits, this is because ‘some’ elicitors collected
additional concerns early in the visits, they allowed doctors to manage time
effectively, thus reducing the visit length.

To reiterate, doctors use different question types to perform different
information-seeking functions. Open questions pursue new information, whilst
declarative questions seek confirmation. Some other types can be used to perform
both functions, such as tag questions or yes/no questions. Overall, the three doctor
questioning strands complement and relate to one another (Heritage & Robinson,
2006b; J. Silverman et al., 2013). More particularly, the functional category and the
mode of doctor-questioning deployment are often examined in association with their
syntactic structures. In the same vein, by looking into the structures of questions,
researchers can see how questions function or how they are uttered in discourse

(Hayano, 2012).
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(ii) Fishing device

Another strategy for eliciting information is ‘fishing’, a term coined by Pomerantz
(1980) to characterise a technique that doctors use to collect information when they
have limited access to patients’ health condition prior to consultations taking place.
Swartz (2014) called this technique ‘confrontation’ or ‘interpretation’. Doctors can
offer a candidate answer (i.e., giving information in their answers to seek further
information), report an experience of their own, or make an assertion about the
patient’s health based on their observation or inference. In response to these attempts
to ‘fish’, patients may proffer more specific information. Bergmann (1992) and
Swartz (2014) remarked that doctor assertions invited patients to formulate private
problems, disclose personal feelings, talk about their troubles, or clarify
discrepancies in the history. Bergmann suggested two devices that doctors may use
in making assertions for this purpose. The first was pointing out the specifically
derivative character of their knowledge by referring to a third party (e.g., “Doctor
Hollmann told me something like you were running across the street not so
completely dressed or something like that”; p. 29), or describing this knowledge as a
product of their observation or impression (e.g., “I can see from your face that the
mood apparently is not bad”; p. 33). The second was pointing out the uncertain
character of their knowledge (e.g., The uncertain character is expressed in the words
‘somehow’ and ‘seems’ in this example: “Somehow also a behaviour seems to have

occurred where you really acted a little bit peculiar”; p. 29).

This section has reviewed two elicitation strategies that doctors use to extract
information from patients. Questioning in particular has been the subject of much
research. While this strategy seems to be a rather direct eliciting device, fishing is
somewhat indirect. Although fishing does not clearly elicit information, it can trigger
patient disclosure.

Overall, it can be seen that each of the studies in this section looked at only one
elicitation strategy (i.e., either questioning or fishing). However, a single focus does
not always mean that this is the only strategy that doctors use. In reality, doctors
employ other strategies to elicit information as well, such as summarisation,
listening, or facilitative responses (J. Silverman et al., 2013). Moreover, they are
likely to switch strategies within the consultation. Hence, if we look at all strategies

within the one study, we can attain a better understanding of doctors’ information-
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seeking activities.

Another point to note is that these studies were restricted to the two initial
stages of the medical consultation: problem presentation and history-taking. In fact,
information-seeking does not stop after the patient presents their concerns, but
typically continues until the treatment recommendation. Previous studies have shown
that information elicitation can occur throughout the consultation (e.g., Byrne &
Long, 1976; Coulthard & Ashby, 1975, 1976). For an optimal treatment plan to be
developed, doctors need to elicit all required information, and this may occur
throughout the whole of the consultation, not just at the start. In other words, if we
examine information-seeking activities throughout the whole consultation, the
patterns of talk can be identified more accurately.

Third, most of these studies did not examine how questions or fishing were
used to elicit information. For example, questioning in Holst’s (2010) study was a
means to assess how doctors created and sustained patient-centred consultations,
whilst the use of questions to evaluate patient satisfaction with doctors was the theme
of Li et al. (2007). Put differently, questions and fishing were regarded in these
studies not as strategies for eliciting information, but as means towards other ends.
Consequently, it is not clear how doctors deployed them to obtain needed
information interactionally.

Lastly, most of these studies tended to ignore patient information disclosure
behaviours as well. As discussed in Section 3.3.1.1, if these behaviours are not
examined in tandem with doctor elicitation strategies, our understanding of
information-seeking activities may suffer.

Hitherto, I have gone through the research on doctor’s information-seeking

behaviours. The next section examines the patient’s disclosure of information.

3.3.2 Patient’s disclosure strategies

If the doctor perspective has long been examined, it was not until the early part of the
twenty-first century that the patient perspective became a focus of sustained research
attention. Similar to doctors, patients also formulate their own strategies when
providing information. These are shaped by and, in turn, shape, patient role identities
and local projects (Pomerantz, 2002). Aside from supplying answers to doctors’
elicitors, patients also avail themselves of opportunities to intervene in the doctor’s

talk so as to volunteer information about themselves, or to make their own tentative
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diagnosis. My review of literature shows that this appears to be the only kind of

patients’ disclosure strategy that has been documented in the literature.

3.3.2.1 Supplying answers to doctors’ elicitors

The most common practice of patient’s information disclosure is to answer doctors’
elicitors. Several CA studies have been done on how patients supplying information
in response to doctors’ problem presentation elicitors. For example, Halkowski
(2006) looked at how patients constructed their presentation in the form of a
narrative of symptom discovery. From data of 25 videotaped primary care outpatient
visits in the USA, Halkowski identified two features of patient naratives: (i) ‘at first I
thought ‘X’ report, and (ii) the ‘sequences of noticings’. In adopting these devices in
their narratives, patients show themselves as reasonably seeking care for their
problems.

In the same vein, Heritage and Robinson (2006a) investigated how primary
care patients in the USA gave their reasons for seeking medical care, that is, claiming
the doctorability of their problem. Examining 300 videotaped visits, Heritage and
Robinson found that patients tended to frame their problem presentation according to
‘known’ and ‘unknown’ problems. ‘Known’ problems referred to medical conditions
which patients experienced previously while ‘unknown’ problems were beyond
patient previous experience. In presenting these problems, patients deployed three
practices: (i) making diagnostic claims, (ii) invoking the opinions of a third party,
and (iii) making ‘trouble-resistant’ claims.

To recap, previous studies on patient supplying answers to doctors’ questions
tended to focus on the strategies patients adopted in their presentation to establish the
doctorability of their problem. Based on their own problems, patients used such
techniques as narratives of symptom discovery, diagnostic claims, invocation of the

opinions of a third party, and trouble-resistant claims.

3.3.2.2 Information volunteering

One function of patient expanded answers is to proffer further details to assist
doctors in making an accurate diagnosis and treatment plan. Stivers and Heritage
(2001) employed CA to examine a single primary care consultation at a hospital in
the USA. They found that, during history-taking, the patient expanded her answers as

part of her responses to the doctor’s questions and, in doing so, volunteered more
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information than was asked for. The expansions appeared to work to address the
difficulties in producing definite answers to some questions, interpolate further
details into the patient’s estimation or judgement, and pre-empt negative inferences
(by the doctor) arising from her unelaborated answers. Stivers and Heritage also
came across two cases not elicited by a doctor’s question, or serving as an expansion
on the answer: pre-emptive expansions and narrative expansions.

In Japan, Nishizaka (2011) studied how pregnant patients voiced their concerns
during problem presentation. He applied CA to 42 videorecorded regular prenatal
check-ups at private clinics, midwife houses, and general hospitals. Like Stivers and
Heritage (2001), Nishizaka discovered that patients expanded their answers in
response to health professionals’ routine questions. Their expansions in this study
served two aims. The first was to append another piece of problem-indicative
information to the answers in response to health professionals’ routine questions. The
second aim was to raise a possible concern by clarifying, modifying, or justifying the
answers.

In brief, patients strategically expanded their answers to volunteer further
information for various purposes. These expanded answers occurred as responses to
health providers’ questions, or spontaneously without any constraints by health

providers’ questions.

3.3.2.3 Self-diagnosis

Another function of patient expansions is to articulate their lay diagnosis for
confirmation/disconfirmation from health professionals. Stivers (2002b) carried out a
CA study on how parents’ use of candidate diagnosis to pursue an antibiotic
prescription from paediatricians. She analysed 360 audio-and-video-recorded acute
care consultations at six private clinics in the USA. Her analysis revealed two
practices that parents adopted to present their child’s problems: symptoms-only
presentation and candidate diagnosis presentation (e.g., ‘We were thinking she has an
ear infection because she’s been having pain’). The former practice primarily looked
for paediatricians’ medical evaluations of the children, whereas the latter sought
treatment given that diagnosis has already been available. In response to the former
presentation, paediatricians either shifted directly to an investigation of the patient’s
problem, or presented their next diagnoses in the form of formulated announcements.

The candidate diagnosis presentation was responded to either immediately or during
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the diagnosis stage.

The two problem presentation practices found in Stivers (2002b) were also
found in Ijds-Kallio, Ruusuvuori, and Peridkyld’s (2010) CA study on doctor
orientations to different types of patient problem presentations. Ijds-Kallio et al.
studied 86 videorecorded primary care consultations at nine health centres in
Finland. Besides the two practices of symptoms-only (35%) and candidate diagnosis
(29%), they also identified two other presentation practices: diagnosis-implicative
symptom description (24%; e.g., ‘He complained about his ear yesterday’), and
candidate diagnosis as background information (12%; e.g., ‘I’ve had sinus infections
and now I have a feeling that this right side is totally congested’). Ijds-Kallio et al.
noticed that doctors addressed patient candidate-diagnosis when they either received
the problem presentation or delivered the diagnosis.

In her CA study on how patients handle their lay diagnosis in clinical talk,
Pomerantz (2002) recognised that patients presented their lay diagnosis in two
strategic ways. These were fully-endorsed diagnosis and uncertain diagnosis. The
former was exposed with no uncertainty markers (e.g., ‘I think” or ‘might’), whilst
the latter was delivered reluctantly within two equally possible explanations (i.e.,
either confirmation or disconfirmation). For instance, patients prefer confirmation in
‘I think I might have allergies’, and disconfirmation in ‘Should I be concerned more

about my heart?’.

In sum, there are several strategies that patients can adopt to present their concerns.
The common ones are either presenting their concerns only, or expanding their
answers to give supporting details, make a diagnosis, or justify their answers.
However, we can see that each of these studies tended to analyse one specific type of
patient information, that is, answers to doctors’ questions, volunteered information or
self-diagnosis. Apart from these two types, patients also disclose other types of
information in response to doctor elicitation. This disclosure practice lies at the heart
of every medical consultation. In addition, most of these studies examined only the
two initial stages of the medical consultation: problem presentation and history-
taking. Given that doctor elicitation occurs throughout the consultation, and that
patient disclosure is initiated by doctor elicitation (Claramita, 2012; Robinson &
Heritage, 2006), patients may disclose further information during the physical

examination, diagnosis, and treatment. As we shall see in Chapters 6 and 7, the
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participating patients continued to disclose information during the physical
examination and treatment, and even after the consultation had ended. Lastly, these
studies did not examine patient disclosure of information in tandem with doctor
information-seeking behaviours. As a result, they did not illuminate the interactional
dynamic of patient disclosure practice in discourse.

I now turn my attention to the review of the literature that has specifically
focused on Vietnamese medical discourse, as this cultural context is the research

locus of the present study.

3.4 Research on medical discourse in the cultural context of
Vietham

Research on Vietnamese doctor-patient discourse has been conducted in the overseas
context (e.g., Vietnamese doctor-patient consultations in the USA) or in the domestic

context (e.g., Vietnamese participants residing in Vietnam).

3.4.1 Overseas context

There is a body of research that has focused on how Vietnamese immigrants
communicate in English with non-Vietnamese doctors. For instance, G. T. Nguyén et
al. (2007) conducted semi-structured interviews with 20 immigrants undergoing
cancer screening in the USA and asked them about their experiences of talking with
medical professionals about this screening. Using grounded theory to analyse the
data, G. T. Nguyén et al. identified three emerging themes. First, patients had
difficulties communicating because of the language barrier given that most had
limited English proficiency. Second, patients differed in their attitude toward
screening and discussing this with their doctors. Third, other communication
problems were identified, such as difficulties in communicating because of patient
shyness. Overall, most participants seemed dissatisfied with doctor-patient
communication about cancer even when doctors shared patients’ ethno-linguistic
background. Dissatisfaction notwithstanding, patients appeared to trust doctor
information, yet rarely engaged doctors in discussions about cancer. This means that
patients were not involved actively in their consultations; maintaining a passive role
in their communication with doctors. As a result, patients may not have disclosed
some information that was critical to diagnosis and treatment.

Such inhibited and compliant behaviour was also observed by K. Tran (2009)
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in her study on the conversational constraints that patients experienced in
communicating with GPs. Using a thematic analysis approach to examine 12 semi-
structured interviews with immigrants in the USA, K. Tran noticed that virtually all
patients claimed to have only spoken when doctors asked them to. She reported that
their behaviour was motivated by a desire to minimise any imposition on doctor
autonomy, avoid hurting doctor feelings, or reduce the likelihood of any negative
evaluation of their low English proficiency by doctors. This communication style
accounted for the patient’s lack of assertiveness and low participation in
consultations. Consequently, this may impact on doctor elicitation of patient major
concerns.

Another study by Fancher et al. (2010) on patient communication about
depression with their doctor found evidence of similar patient communication-
patterns. Fancher et al. conducted semi-structured interviews with 11 patients and
their family members from 30 to 65 years old living in the USA. The data were then
analysed using a grounded-theory approach. The authors concluded that these
patients rarely expressed their concerns directly unless asked, and that their
descriptions of their depressive symptoms were often constrained by stigma and
‘face’, social functioning and the family role, healthcare beliefs, and language and
culture. In other words, if doctors did not ask, patients would not disclose their own
concerns, queries, or expectation of the treatment method. As a consequence, doctors
were unable to obtain potential important information from patients.

In conclusion, studies in overseas context have suggested that there is a lack of
assertiveness on the part of patients when communicating with doctors. This
inhibited communication style limits their disclosure of information, which in turn,

influences the medical outcomes.

3.4.2 Domestic context

There have been only two studies in the domestic context to date that I could locate.
One study by T. . Nguyén (2012) documented the characteristics of doctor-patient
communication at a hospital in Hanoi with the participation of 80 doctors and 51
patients. All participants completed questionnaires, which provided the main data for
the study, then follow-up interviews with 10 doctors and 7 patients were conducted
to support the findings from questionnaires. In addition, observations were also made

to evaluate the verbal and non-verbal behaviours of doctors and patients. In
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particular, T. D. Nguyén observed one conversation among patients, one consultation
between a doctor and a patient, and one consultation between a doctor and the
researcher himself (as a patient). T. D. Nguyén used statistical inferences to analyse
the data from questionnaires, but he did not mention how interviews or observations
were analysed. His findings showed that doctors adopted several communication
strategies when examining patients during medical consultations. These were:
controlling style, democracy style, and freedom style. ‘Controlling style’ meant that
doctors led consultations and gave few opportunities for patients to raise their
concerns, while by using ‘freedom style’, doctors encouraged patients to join the talk
in an active manner. ‘Democracy style’ referred to a mode of doctor-patient
communication predicated on shared decision-making. Shared decision-making was
a reciprocal two-way flow of communication in which patients were allowed to
decide the treatment method of their choice. According to T. D. Nguyén, of all the
three consulting styles, ‘democracy style’ was most frequently used.

In another study, N. T. H. Pham (2014) investigated GP’s initiation of
information-seeking activities. The study was restricted to examining the GP’s first
question to elicit the patient’s presenting concerns. It recruited 6 GPs and 118
outpatients at a large hospital in central Vietnam. The data came from 118
audiorecorded first visits and 6 follow-up interviews with GPs. Using pragmatics to
analyse the data, N. T. H. Pham concluded that the GP’s design of information-
seeking elicitors was culturally and linguistically bound. In particular, GPs often
used the lexical unit dau (‘pain’ or ‘illness’) to refer to the reasons why patients came
to hospital, and to seek symptoms of the pain and patient general health condition.
However, sometimes patients did not interpret dau (‘pain’ or ‘illness’) as what
doctors meant. Consequently, they did not disclose the required information, and
doctors might have to ask more questions than usual. This may influence the
accuracy of information to be elicited, which, in turn, influences doctor diagnosis and
treatment recommendation. In addition, the consultation took more time.

In closing, studies in the domestic context have shown that Vietnamese doctors
frequently adopted a democracy consulting style during medical consultations.
Moreover, their elicitation of problem presentation was constrained by Vietnamese

linguistic features and cultural norms.

This section has unearthed several shortcomings in contemporary studies conducted
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in the medical context of Vietnam. Firstly, the number of studies in this cultural
context is still limited. This is especially true of the domestic context, with only two
studies done so far (i.e., T. D. Nguyén, 2012 and N. T. H. Pham, 2014).

Secondly, while studies in overseas contexts focused on patients’
communication, those in the domestic context looked at doctors’ communication. In
other words, no studies examined both doctors and patients within the same study.
Medical consultations are characterised by the interaction between doctor and
patient; therefore, if we focus on only one participant in the interaction, we
necessarily overlook the dynamics of the interaction between both participants. As a
result, it may be difficult to understand fully how each participant manages their
discourse to achieve a specific social action.

Thirdly, information-seeking activities have not been deeply researched in the
Vietnamese context. N. T. H. Pham’s (2014) study is limited in scope, as it was
concerned with doctor design of elicitors to initiate the information-seeking process.
It did not look at the whole consultation. Based on patients’ presentation of concerns,
doctors may also need to ask additional questions to expand the patient’s health story
in order to inform their treatment plan; yet, this issue has not been addressed in the
research literature in the Vietnamese cultural context to date. More to the point, as
the patient’s disclosure was left unexplored in N. T. H. Pham (2014), this study did
not shed light on how doctors and patients interacted during information-seeking
activities.

Last but not least, most studies (except N. T. H. Pham, 2014) used interviews
or questionnaires as their main data collection approach. While interviews and
questionnaires can be valuable for obtaining information about personal experiences
and perceptions (Holstein & Gurium, 2004; White, 2011), they do not show the
actual conduct of doctors and patients. For example, we could not see how the
doctor’s consulting style was used in practice, or how the patient’s passive role was
enacted in real interactions. Hence, the research findings may not reflect what

happens in real-world consultations.

3.5 Limitations of previous research on doctor-patient

interaction

This section summarises the limitations of research on doctor-patient
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communication. In contemporary studies dealing with doctor interviewing styles,
three shortcomings have been identified: (i) these studies only examined some types
of information, for example, sensitive information, physical concerns, anxiety
feelings, or depression; (ii) these studies based their data analysis on quantitative
approaches to coded interactions; and (iii) these studies did not look at patient
information disclosure behaviours in tandem with doctor interviewing styles.

In contemporary research focusing on doctor elicitation strategies, there are
four shortcomings: (i) each of these studies examined only one elicitation strategy,
while, in actual practice, a doctor may have to mobilise different strategies to elicit
different types of information in different stages of a medical consultation; (ii) these
studies only investigated two stages of a medical consultation: problem presentation
and history-taking; (iii) most of these studies did not examine how questions or
fishing devices were used to elicit information in medical discourse; and (iv) most of
these studies did not examine doctor elicitation strategies in tandem with patient
information disclosure behaviours.

Studies on the patient’s disclosure strategies have exhibited three
shortcomings: (i) these studies did not examine all types of information that patients
disclosed to doctors. Rather, each of these studies focused on one specific type of
information; (ii) most of these studies did not look at the patient’s disclosure during
the whole consultation, but restricted their coverage to the history-taking or the
problem presentation phases; and (iii) doctor information-seeking behaviours were
not examined.

Likewise, four shortcomings have also been identified in the extant literature
on Vietnamese medical discourse, regardless of whether the study was conducted in
Vietnam or elsewhere. First, within research dealing with medical discourse
generally, this context has so far garnered relatively little attention. Given that
institutional and cultural differences have an impact on doctor-patient
communication (Aarons, 2005; Fisher & Groce, 1990; Fisher & Todd, 1986;
Schouten & Meeuwesen, 2006; Street, 2003; Wodak, 2002), it would be a mistake to
assume that the findings obtained from Western studies will necessarily be
representative of medical communication in general. This creates a need for more
research to be done in other cultural contexts, not least the Vietnamese one. Second,
within the limited body of work carried out in this context, little research has

examined both doctors and patients within the same study. Third, information-
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seeking activities in medical consultations have not been researched in depth. Fourth,
the analysis of doctor-patient communication in most of these studies was not based
on real interactions between doctors and patients.

In light of the above, the present study has two overarching objectives: (i) to
address the limitations of research on information-seeking activities in medical
communication generally, and (ii) to add to research on medical discourse in the
cultural context of Vietnam. Accordingly, this study aims to explicate doctor
elicitation and patient disclosure of all types of information throughout the whole
medical consultation in the institutional context of Vietnamese public hospitals,

using CA as the main analytical method.

3.6 Research questions
The research questions that this study seeks to address are:
1. How do doctors elicit and seek information from their patients in medical
consultations?
2. How do patients disclose information to their doctors in medical
consultations?
3. What information is elicited and sought by doctors, and disclosed by
patients, in medical consultations?®
Moreover, each of these questions is being posed within the Vietnamese medical
context specifically, that is, by examining medical interactions undertaken in the
Vietnamese language by Vietnamese participants. In addition, the current study is

situated within the domestic context of Vietnam only.

3.7 Chapter conclusion

Chapter 3 has reviewed literature on information-seeking activities in doctor-patient
interaction, and literature on medical discourse in the Vietnamese context. Although
doctor-patient interaction has been well researched, there are gaps in the area of
information-seeking activities and in Vietnamese medical discourse. The review has

established a space for framing the three research questions to be answered in the

8 1 combine doctors’ sought information and patients’ disclosed information in one question because,
from my data set, most of the information sought by the doctor is identical to the information
disclosed by the patient (e.g., symptom, problem presentation, duration, cause, and so on). This
combination avoids repetition and, more importantly, can highlight some minor differences between
doctors’ sought information and patients’ disclosed information.
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present study. Having reviewed the literature, the thesis now moves to describing the

methodology adopted to answer the research questions.
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Chapter 4
Methodology

4.0 Introduction

Chapter 4 elaborates the methodological underpinnings that are used in this thesis to
explicate the information-seeking practices in Vietnamese medical interactions. The
research context, participants, types of medical consultation, and ethical
considerations are described in Sections 4.1, 4.2, 4.3, and 4.4 respectively. The next
four sections present the materials (Section 4.5), data collection procedure (Section

4.6), data transcription (Section 4.7), and data analysis (Section 4.8).

4.1 Research context

This study was carried out at two provincial public hospitals in Vietnam. As
linguistic behaviours in general may be sensitive to the institutional context, the
research sites where this study has taken place may have influenced the doctor-
patient interaction. Therefore, the ethnography of the research sites is made explicit
to illuminate the characteristics of the research hospitals and the routine of typical
patient visits. Prior to ethnographically describing the two research sites, the

Vietnamese healthcare system and healthcare beliefs will be explored.

4.1.1 Vietnamese healthcare system and healthcare beliefs

The healthcare system in Vietnam offers two healthcare plans: public and private.
This system has some similarities but also some differences to Western healthcare
systems. The public healthcare system comprises four basic levels, which are set out
in Figure 4.1. Each level comprises hospitals or health centres. The research sites for

the current study are two provincial specialised hospitals (i.e., the second level).
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Note. Reprinted from Matsuda (1997)

The consulting procedure at public hospitals is partly shaped by the health
insurance scheme. “Luat sira doi, bd sung mot sb diéu cua luat Bao hiém y té 2014
[Law of Amendment, Supplement to Articles in Health Insurance Law 2014]” (2014;
henceforth, ‘LASAHIL’) stipulates that compulsory health insurance must be applied

to all households as of

population had joined the health insurance scheme by July 2017 (Ha Linh, 2017).

January 1st, 2015. Even so, only 82.01% of Vietnamese
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This scheme of compulsory health insurance aims to ensure equity and foster well-
being for the whole society. In principle, most health insurance holders are required
to register for primary healthcare at a local medical centre in their community (i.e.,
the district or communal level in Figure 4.1) or at a private medical centre.
Therefore, health workers at communal or district health centres are the first contact
point for insured patients. Only some specially insured participants, approved by the
Minister of Health (e.g., people with great contributions to the Revolution, the
elderly aged 85 or more, children under six years old, retired cadres, war veterans,
administrative civil servants, and provincial social organisations), are allowed to
register for primary healthcare insurance at provincial or national health centres.

Despite such a stipulation, a substantial number of patients, especially patients
with serious illnesses or emergency cases, have tended to skip the communal medical
centres to go directly to the often overcrowded provincial or central hospitals. This is
often because of the low quality of services at the local level, plus general patient
mistrust towards the professional ability of staff at local-level institutions (Priwitzer,
2012). This treatment desire of patients, along with an absence of prior notice or
appointments (N. T. H. Pham, 2014; Xuan Tinh, 2014), may prevent doctors from
setting a good schedule for the number of patients to be seen in a day (Claramita,
2012). This results in an overloaded situation at public hospitals, where doctors often
face a heavy workload. Sometimes they have to see more patients than expected,
which means that they may have to cut down on the amount of time spent on each
consultation (H. T. T. Truong, personal communication, June 20th, 2016).

The overcrowded situation at public hospitals has moved some patients toward
non-state health institutions for quicker service (Hort et al., 2011). Therefore, private
medical centres have boomed to meet the increasing health demand of patients.
However, patient decisions to attend private medical centres are subject to their
monthly income since their health insurance does not cover the hospital fees, except
at some approved centres (LASAHIL, 2014). If patients wish to skip their insurance-
registered health centres to attend ones at a higher level within the public system,
they have to obtain a hospital transfer permit from some stipulated medical centres
(either private or public ones), otherwise, they incur full fees. Normally, patients
with healthcare insurance are covered from 80% to 100% of the total fees, subject to
their career status, age, and illnesses (LASAHIL, 2014).

The overcrowded situation in public hospitals is, to some extent, derived from
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Vietnamese healthcare beliefs. Firstly, like patients in the Southeast Asian region,
Vietnamese still place a high value on traditional medicine’ (Woerdenbag et al.,
2012). Secondly, they do not have regular medical check-ups (N. T. H. Pham, 2014,
P. X. Trﬁn, 2013). Thirdly, they seem to favour imported Western medication,
especially that from developed countries, over local ones. Fourthly, they often apply
the treatment experiences of others to their own health (S. P. Huynh, 2016). Finally,
they tend to change doctors unless there is recovery within a few days (Thu Ha,
2015).

These healthcare beliefs are reflected in Vietnamese treatment habits. When
contracting illnesses, Vietnamese often take one or more of the following treatments
as a first aid (Gordon, Evans, Shapiro, & Dang, 2009; Thu Ha, 2015): (i) trying
herbal medicine (e.g., xong hoi ‘herbal steam therapy’, which penetrates the body
with steam), (ii) doing coin rubbing (i.e., a coin is rubbed firmly and repeatedly on
the painful area until blood appears under the skin), (iii) taking medication verbally
prescribed by a pharmacist at a drugstore, and (iv) looking up the treatment on the
internet. In other words, people often come to see doctors as a last resort or in severe
circumstances (N. T. H. Pham, 2014; P. X. Tran, 2013). These healthcare beliefs and
treatment habits may partly influence the patients’ medical history narratives that

doctors take during medical consultations.

4.1.2 Hospitals

This study was carried out at two provincial specialised hospitals in Vietnam under
the direct management of the Provincial Health Service. Both hospitals specialise in
traditional medicine and rehabilitation. These hospitals, rather than the ones
specialising in Western medicine, were chosen as traditional medicine is
characteristic of Vietnamese medicine. The two hospitals are the same in terms of
treatment plans, objectives, and services, and as such, I will not describe each
separately. Both hospitals (henceforth coded as ‘Hospital A’ and ‘Hospital B’) attract
a large number of patients from neighbouring districts every day, aside from local
patients in the community. They receive patients with or without medical insurance,

and the latter have to pay full fees. In my informal talk with an administrator of

? Traditional medicine, using herbal medicine, physiotherapy, or acupuncture to cure disease, is a kind
of therapy developed out of the experiences indigenous to different cultures. Traditional medicine
differs from Western medicine: the former uses plants and plant materials to treat diseases while the
latter is based on the use of drugs and surgery.
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Hospital B on June 13th, 2016, he reported that the hospital is not allowed to receive
directly any patients whose medical insurance is not registered at this hospital, but
only the transferred ones. Consequently, their patients’ illnesses are mostly serious
when patients reach this hospital. An administrator of Hospital A said on June 14th,
2016 that most of the patients of this hospital are transferred from the health centres
at lower levels (i.e., district or communal health centres). Nevertheless, the number
of patients at this hospital is low, as the lower-level health centres are capable of
delivering good treatment to patients. Consequently, they do not often need
transferring.

Despite their medium size, both hospitals serve as teaching and training centres
for medical students at postgraduate, undergraduate, junior college, and secondary
levels from the Medical University and Medical College in the region. These
hospitals are also practice training centres for health professionals from neighbouring
provinces and apprentices in the region, to sharpen their professional skills and gain
experience. At these hospitals, there is no need for patients to book appointments in
advance in order to see a GP or a specialist. A referral letter is not required unless the
patient’s medical fee is covered by medical insurance.

Data for this study were collected at the Consultation and General Practice
Units of the two hospitals. The main duties of these units are to undertake medical
care and perform on-demand examination and treatment. Any serious cases beyond
their treatment ability will be transferred to hospitals at a higher level (i.e., a national
hospital; see Figure 4.1). The majority of patients at the two hospitals suffer from
chronic pain, requiring long-term treatment. Therefore, they often return for a

follow-up treatment course after a point in time.

4.1.3 Consulting rooms, wards, and the consulting procedure

This study recorded the medical consultations in the consulting rooms of both
hospitals, and also in the wards of Hospital B. This section thus describes these
rooms and the consulting procedure.

When a patient comes to hospital, they are examined by a doctor in the
consulting room (some of the consultations in this study were recorded in this room;
see Figure 4.2). The doctor then classifies the patient as a consulting patient, an
inpatient or an outpatient. The inpatients and outpatients move to the inpatient or

outpatient wards respectively (some of the consultations in this study were recorded
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in these rooms), where they are examined again by an attending doctor on the same
day. They then take a three-week or two-week treatment course respectively.
Consulting patients neither stay in nor regularly return to the hospital, but visit
doctors once only for medical treatment. Their illnesses are thus often minor. H. T.
T. Truong (personal communication, June 20th, 2016) revealed that doctors in the
consulting rooms often conduct a more thorough examination on consulting patients
than on the other two types (i.e., inpatients and outpatients), as the latter are
examined again by other doctors during their hospitalisation. Once inpatients and
outpatients are classified and assigned to specific wards, doctors at different units
take charge of their long-term treatment. These doctors then attend to their patients

on a daily basis to monitor their illnesses.

Patients at hospital

Consulting room

(recorded)
Consulting patient Inpatient Qutpatient
Leaving hospital 3-week treatment at 2-week treatment at
inpatient ward outpatient ward
(recorded) (recorded)

Figure 4.2. Consulting procedure

The consulting rooms of the two hospitals are arranged differently. Hospital A
has only one consulting room for two doctors working at the same time (see Figure

4.3). The consulting room is air-conditioned, and appropriately furnished. The nurse
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sits near the door (chair 3) to receive patients. Chairs 1 and 2 are for the same doctor-
patient dyad, and chairs 4 and 5 for another dyad. The patient’s companion (if any)
sits on the consulting bed or stands beside the patient. Two doctors usually conduct
medical consultations at the same time. However, during the data collection period of
this present study, only one doctor worked at a time (seated at chair 1). Two audio

recorders were put on the table in front of the dyad.

wash filing cabinet X-ray film viewer
basin

I
I
100p

consulting bed |Z| doctor’s table
i

window
1. doctor 1°s chair 5. patient 2’s chair
2. patient 1°s chair 6. patient-listing board
3. nurse’s chair 7. audio-recorders
4. doctor 2°s chair

Figure 4.3. Consulting room at Hospital A

Upon arriving at the hospital, patients present their medical insurance card to a
female nurse seated at chair 3, and then take a seat in the corridor (used as a waiting
area) for their turn. The examination is often carried out on a ‘first come first served’
basis, but priority is given to patients aged 75 or more. As soon as patients enter the
consulting room, the nurse elicits their demographic information and contact details
for their medical records. She is not involved in the doctor-patient talk during the
consultation. At the close of the consultation, she often weighs patients, measures
their height, and directs them to the relevant offices.

Hospital B has two separate consulting rooms for two different doctors: a
female doctor examining female patients, and a male doctor examining male patients.

If one doctor is not available, the other examines all patients, regardless of their
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gender. The female room and male room are depicted in Figures 4.4 and 4.5. Any
companions have to stand beside the patient during the consultation. The audio
recorders were placed on the table near both participants. The two consulting rooms
are adjacent to each other, separated by a movable glass wall. These two rooms both
face the reception area, which is located in the same area, but also separated by a

movable glass wall.
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Figure 4.4. Female consulting room at Hospital B
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Figure 4.5. Male consulting room at Hospital B
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Upon arriving at the hospital, patients take a number at the reception window,
and then sit in a waiting area near the corridor. When their name is called, patients
present their medical insurance (if any) and/or a referral letter to the receptionist
prior to the consultation. They then go directly to the assigned consulting room for
the medical consultation. As soon as the consultation is over, patients go to the
reception area to complete the administrative formalities. After the consultation,
inpatients or outpatients then move to a different ward to be re-examined by doctors
there (see Figure 4.2).

Unlike the consulting rooms, the wards for inpatients at Hospital B are
arranged in a different way to accommodate up to either four or six sickbeds per
ward (see Figure 4.6). All wards have a front door and a backdoor, both of which are
connected to the corridors that lead to other wards in the same block. Several wards
have an ensuite toilet for seriously-ill, disabled, or elderly patients.

The consulting procedure for inpatients in the wards is a little different from
that of the consulting rooms. Once patients obtain the referral paper from doctors at
the Consultation Unit, they submit it with their medical record to a receptionist in a
staff room nearby to be hospitalised as an inpatient. The receptionist then gives the
referral paper and medical record to doctors in charge prior to the consultation. The
receptionist allocates the ward subject to availability of the sickbeds and the
seriousness of the patient’s condition. It is then up to the ward doctor to collect this
record from reception before the consultation. However, if the doctor is particularly
busy, they may not have the opportunity to retrieve it in time. Once patients are
settled in their sickbed, a nurse comes to take their blood pressure, and then ward
doctors examine them for the first time. Each inpatient has a three-week period of
hospitalisation under the treatment of one doctor, who is assigned to take charge of
specific wards. Doctors visit their inpatients at least once a day to monitor their

illnesses, but more visits are paid to cases that are more serious.
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Figure 4.7. Typical outpatient ward

The wards for outpatients (see Figure 4.7) are different to those for inpatients.
The consulting procedure for outpatients is as follows. First, they present the referral
paper and medical record to a nurse in a staff room in the same block. The nurse then
gives the referral paper and medical record to doctors in charge prior to the

consultation. Next, patients wait their turn in the corridor. Then, they enter the
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assigned male or female ward, and lie on the sickbed. A nurse takes their blood
pressure and then a doctor examines them. At the end of the consultation, patients
may stay in the sickbed to receive therapies (e.g., acupuncture), which are often
delivered by a nurse or an intern. Once patients have started the therapies, no more
consultations are conducted. They return the next day to undergo the same treatment.
Doctors do not often conduct an examination again.

The present study recorded all medical consultations in the consulting rooms
(see Figures 4.3, 4.4, and 4.5), and the first medical interactions between doctors and
patients in the wards (see Figures 4.6 and 4.7), regardless of whether they were the
first or follow-up visits. During the recording sessions in the wards, two audio
recorders were placed on the sickbeds next to patient heads, to gain maximum clarity

of sound.

4.2 Participants

This study recruited 16 GPs and 93 of their adult consulting patients, inpatients, and
outpatients who attended for first and follow-up visits. One doctor and one outpatient
who were approached declined to participate (both at Hospital B). Twenty-six
recordings were excluded due to the presence of a third person. Therefore, the
remaining number of doctors and patients were 15 and 66 respectively. Hospital A
had two doctors with 16 patients, and Hospital B had 13 doctors with 50 patients. In
addition to participating in the recorded consultations, all of these participants

completed demographic questionnaires (see Appendices A and B).

4.2.1 Doctors

Twelve doctors were male and three were female; all of the female doctors came
from Hospital B. Six doctors were 26 to 40 years of age, four were 41-50, and five
were above 50. On average, they had a mean duration of work experience of 16.2
years, with the longest of 29 years 5 months and the shortest 3 months. All of them
received their medical training in Vietnam, and only one of them underwent overseas

training in France in addition to his domestic training.

4.2.2 Patients
Twenty-six patients were male and 40 were female. The patients ranged in age from

20 up to 90 years old, and there were more elderly (60.5%) than young (39.5%)
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patients. A large number of patients (N=38) had low levels of education (i.e.,
illiterate, mass education,' primary, and secondary) and 28 received high school
education'', vocational/technical training, or university education. One-third of the
patients were white-collar workers (33.3%) while the other two-thirds were blue-
collar workers (66.7%). The number of patients living in a city and in a town was the
same (each had 26 patients), and 14 were from villages. There were 28 consulting
patients, 12 outpatients, and 26 inpatients. The patient illnesses varied, from

relatively new acute problems to continuing chronic conditions.

4.3 Types of medical consultation

Because it was not compulsory to make an appointment, the patient was allocated to
a doctor who happened to be available. Their follow-up visits thus could be with the
same doctor as in their previous visits, or with a doctor they had not seen before. In
addition, patients sometimes neglected to bring their medical records with them to
the consultation: if this happened, doctors would have no information to refer to
beforehand. For this reason, there were three types of visits in the data: first visit,
follow-up visit with the same doctor (henceforth, ‘SDF’), and follow-up visit with a
different doctor (henceforth, ‘DDF’). Of the 66 visits, 35 were first visits, 9 were
SDFs, and 22 were DDFs (see Appendix B). The 66 visits varied in length from 1.41
to 11.5 minutes (mean length: 5.9 minutes).

Despite their shared institutional objective of monitoring the development of
the patient’s health since the last visit (Cordella, 2001, 2004), the two types of
follow-up visit were undertaken differently. While doctors and patients have already
met at least once before to deal with the current concern in an SDF, they have never
met to address this concern before in a DDF. Besides this, the SDFs in the consulting
rooms differed from those in the wards. Doctors in the wards monitor the patient’s
health on a daily basis during a three-week period, but those in the consulting rooms
only check the patient once. Their patients then either leave the hospital, or are

hospitalised in the wards under the care of different doctors.

4.4 Ethical considerations

' Mass education is a project launched in 1945 in order to reduce the rate of illiteracy for Vietnamese
people.

"' In the Vietnamese education system, primary school includes grades one to five, secondary school
grades six to nine, and high school grades ten to twelve.
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As no Vietnamese ethics committee exists to review research being done in Vietnam,
the study was granted ethics approval by the University of Southern Queensland
Research Ethics Committee (approval number: H16REA115). 1 provided the
participants with a participant information sheet (see Appendices C, D, I, and J) and
an informed consent form (see Appendices E, F, K, and L) before they entered the
study. I informed them that their participation was voluntary, and that they may
withdraw their participation at any time without penalty. Each recorded consultation
and each questionnaire were given a specific number to ensure participant
confidentiality. Participants were each assigned a code number, and all data collected
were only identified by that code number. Pseudonyms have been used for all

participants and any proper names to ensure confidentiality of participation.

4.5 Materials

Previous research in this area has highlighted the importance of audio or video
recording, as either type is advantageous for understanding how doctors and patients
interact (Garcez, Duarte, & Eisenberg, 2011; Mondada, 2012; Sacks et al., 1974).
This study utilised audio recordings of consultations to obtain data on information-
seeking practices used by doctors and the information disclosure practices used by

patients.

4.5.1 Audio recordings of consultations
Conversation analysis involves examining the details of naturally-occurring social
interaction, utilising video or audio recordings to capture these details. Naturally-
occurring data imply that there is no interference or promptings from researchers
during the course of recordings. Hence, these data are rich in authentic empirical
detail (Ten Have, 2007). For this reason, role plays, experiments, or interviews
(about opinions, attitudes, or scene descriptions that the researcher does not witness)
are unacceptable. This is because these instruments tend to control the performance
of the participants, thereby failing to ensure the authenticity of the interaction;
moreover, the minutiae of behavioural variation may be lost (Goodwin & Heritage,
1990; Ten Have, 2007).

Given that hand-written notes or observations are vulnerable to memory failure
and it is impossible to notice every detail of the conversation, the adoption of audio

recording is critical as a faithful representation of the spoken word. Recordings of

74



naturally occurring interactions provide a more precise representation of the
interactional events than such methods as field notes or on-site observations. The
availability of the recorded data enables multiple observations, analysis, and re-
analysis, which enhances the range and accuracy of the analytic observations. Via
audio recording, researchers can listen to the tapes again and again to check and
double check the data. Therefore, the information may be more reliable, valid (Bloor
& Wood, 2006), authentic (Markle, West, & Rich, 2011) and rich (Liddicoat, 2007;
Negron, 2012). Last but not least, this availability also provides readers access to the
evaluation of the research in such a way as to minimise any individual researcher
idiosyncrasy or bias, and allows readers to judge for themselves the rigour of the
analytic claims (Heritage & Atkinson, 1984).

Nonetheless, audio recording is not without concerns. In comparison with
surveys, participants may feel reluctant to converse freely, as they know that their
conversations are being recorded and may fear a breach of confidentiality (Bloor &
Wood, 2006). The data collected may become biased as a result of this. Another
disadvantage of audio recording is that it cannot capture salient non-verbal features
like gaze direction and body gestures in face-to-face communication (Hutchby &
Wooffitt, 1998; Williams, Herman, & Bontempo, 2013), which is the advantage of
video recording.

However, audio recording has its own advantages. Research has found that live
audio recordings can enhance doctor commitment to standardised performance of
medical practice (Robinson, Tate, & Heritage, 2015) although this may not be a true
reflection of actual practices. In addition, it is less likely to impede the interaction
compared with video, as video requires the operation of a cumbersome camera which
must be put in an exact location to capture the whole scene. Audio recorders are
typically small, portable, unobtrusive devices that can be put in any place. Several
studies (e.g., Dent, Brown, Dowsett, Tattersall, & Butow, 2005; Weingarten, Yaphe,
Blumenthal, Oren, & Margalit, 2001; Williams et al., 2013) comparing the use of
video recording and audio recording in clinical research concluded that the difference
between videorecorded over audiorecorded data was negligible. More importantly,
patients and doctors seem to be less likely to consent to being videotaped than
audiotaped (Campbell, Sullivan, & Murray, 1995; Holst, 2010; Howe, 1997; Wynn,
1999).

As this study only focused on verbal exchanges, audio recordings were
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considered sufficient as although body language is important, the verbal words
remain central to diagnosis in medicine (Swartz, 2014). Further, as most of the
previous studies in the domain of information-seeking have used audio-only
recordings (e.g., Beckman & Frankel, 1984; Dyche & Swiderski, 2005; Holst, 2010;
Marvel et al., 1999; Roter & Hall, 1987; Wissow et al., 1994), the present study is
consistent with these studies.

As the material to be collected is subjected to a detailed transcription process,
high-quality recordings are a requisite for capturing the subtlety of the interaction.
Two high quality portable audio recorders were used to record each consultation in
case one malfunctioned: a Zoom H2N Handy Audio Recorder with five built-in
microphones and four different recording modes, and an Olympus WS-831 2GB
Digital Voice Recorder with the low-noise directional stereo microphone. Both
devices have intelligent noise cut technology and enhanced battery life, enabling

them to record for more than 20 hours.

4.5.2 Demographic questionnaires

Both doctor and patient questionnaires encompassed items concerned with
demographic information, so that further details could be added to the analysed
recordings in response to the three research questions. Items in the doctor
questionnaire included questions on gender, age, medical experience, and place of
medical training (see Appendices G and H). Patient questions included gender, age,
education, place of residence, occupation, and types of visit (i.e., first visit or follow-
up visit; see Appendices M and N). Demographic results are reported in Appendices
A and B.

Both questionnaires were piloted during the first week of the fieldwork, and
some modifications regarding the content and questionnaire distribution were made
during this phase. Particularly, question 3 in the original version of the doctor
questionnaire (i.e., ‘How long have you practiced medicine? ___month (s) ___ year
(s)’) turned out to be difficult to answer, as it involved counting exactly the total
years and months of work experience. This question was thus modified as follows:
‘When did you start working in medicine?’, requiring the doctors to only respond in

a day/month/year format.
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4.6 Data collection procedure

Prior to recruiting doctors and patients, official permission was granted by the
executive boards of the two hospitals. Once ethical and official permission was
obtained, data collection commenced. The data collection procedure for the present
study was composed of three phases: (i) getting to know the research site and
research participants, (ii) recording the consultations, and (iii) administering
questionnaires. The first phase served as the stepping stone for the rest.

In the first week of the fieldwork, I met with the administrators of the two
hospitals to talk about the study. Gatekeeper support was gained by meeting the
administrators in person to initiate the study and earn their trust for the study. Since
the gatekeeper is an influential figure in such a hierarchical society as Vietnam (S. .
Nguyén, 2012), this study would not have been possible without this support. During
these meetings, I gained some information about the staff, the number of patients at
the hospitals, and the difficulties that these hospitals were encountering. This
information offered insights into the consultations to be recorded, and how best to
approach the potential participants.

Having built rapport with the administrators, the consulting and general
practice units were approached to discuss participation. Familiarisation with the
research site and its residents is part of data collection (Barley & Bath, 2014;
Schensul, Schensul, & LeCompte, 1999; Whiteley & Whiteley, 2006), and
fundamental for understanding the situated activities to be recorded (Mondada,
2012). Schensul et al. (1999) listed four major activities that a researcher should do
at this stage: (i) learning the language, rules of behaviour, norms, beliefs, social
relationship, dietary patterns, and other aspects of life; (ii) locating and building
relationships with the inhabitants; (iii) learning how to collect and record information
unobtrusively and efficiently; and (iv) mapping the setting to sort out information.

Given this, I spent one week familiarising myself with the activities at the two
hospitals to help plan the audio recording, carry out audio recording testing, and pilot
questionnaires. To avoid any disturbance to doctors and patients, this was done close
to noon, as patients often came in the early morning for consultations. During
working hours, I stayed in the waiting areas, interacting with patients, nurses, or
some doctors in order to understand the consulting procedure and patients’

communication styles. This enabled me to gain insight into the number of first and
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follow-up patients. I also observed the consulting procedure and the language use of
participants so that I would be better able to adopt the proper communication style
when interacting. Data during this session was collected in the form of field notes.

After this, I commenced recruiting medical doctors and their patients. At each
hospital, one doctor introduced me to the participating doctors at their offices,
consulting rooms, or wards. I then explained the study, and distributed participant
information sheets and consent forms to those who were interested. I left them ample
time to read the study description and ask any questions before consenting to
participate. The research was described to the participants as a study of doctor-
patient communication.

Following the doctors’ acceptance to participate in the study, their patients
were invited. On the dates selected by consenting doctors, patients were recruited. [
was present in the waiting rooms to contact patients directly, to explain the study,
and then distribute the participant information sheet and informed consent forms to
the volunteers. Questionnaire and audio recording were undertaken on the date of
contact in case patients (especially those in the consulting rooms) would not turn up
on the following days.

A pilot session was conducted with voluntary participants during the first
weeks of the fieldwork to obtain feedback on the method used (e.g., the location of
the audio recorder). During the pilot study in the consulting rooms, I placed audio
recorders on the doctor’s table in a far corner to avoid any distraction to the
participants. However, the sound was not clear enough as some patients spoke so
softly. A participating doctor thus advised me to put them right in front of the
speakers (see Figures 4.3, 4.4, 4.5). One more improvement during the pilot phase
was related to the method used to pay the participants. Initially, before the
consultation each patient was given VND 20,000 as a token of appreciation. A pilot
doctor then suggested that gifts be given at the end of the consultation instead, as
receiving gifts at the beginning made patients uneasy during the visits. From that
point onwards, I put the recorders next to the patients’ pillows (as patients often lay
on the bed while consulting), and it was not until consultations were completed that
gifts were presented to patients. Therefore, no change was made to the recorder
location or the gift delivery in the wards.

Another modification concerned when to deliver questionnaires to patients:

before or after consultations. Originally, the patient questionnaire was to be delivered
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to all patients after consultations. However, the pilot study showed that patients in
the consulting rooms were often busy with the administrative formalities after
consultations, leaving little time to fill out the questionnaire. Therefore, this patient
cohort completed the questionnaire prior to consultation. Patients in the wards
completed it right after the recordings as they stayed in hospital for a longer time.

Each questionnaire took less than three minutes to complete, and was translated
into Vietnamese before it was used. The doctor questionnaire was administered after
their first consultation (as some doctors had more than one consultation recorded),
when doctors were not busy. They filled it out in their offices and returned it on the
spot. Patients in the consulting rooms completed their questionnaire while they were
in the waiting areas, and those in the wards completed them at their sickbeds. For
patients who were old or could not read or write well, I read the items aloud to them.
They gave me the answers, and then I filled in the answers. Two illiterate patients
signed by pressing their fingerprints on the consent forms. All patient questionnaires
were returned to me on the day of distribution.

I adopted Cordella’s (2004) approach to ensure the recordings were not
intrusive. Prior to each consultation, I placed the audio recorders in a convenient
place in either the consulting room or the ward, and retreated quickly before the
consultation started. In this way, I was not present in the rooms at the time of audio
recording. Each consultation involved only one doctor and one patient. Doctors
operated the audio recorders. No participants asked for the recording to be stopped.
From my observation, doctors in the consulting room started to fill out the patient’s
medical record as soon as the treatment recommendation has been agreed to by the
patient (i.e., near the end of the consultation) while doctors in the ward did this after
consultations were over: inpatient doctors did this in the staffroom and outpatient

doctors returned to their table in the same ward to do this (see Figure 4.7).

4.7 Data transcription

Transcription lies at the core of doing CA, and serves as a resource for data analysis.
Conversation analysis researchers tend to do their own transcription rather than
delegate the whole task to a research assistant, because transcription allows
researchers to become immersed in the data to enable the in-depth analysis that is
required (Chatwin, 2004; Clayman & Gill, 2004; Markee, 2000). This is the most

time-consuming research stage, as repeated listenings or re-viewings are needed to
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uncover unnoticed aspects of the interactions so that they can be transcribed in
meticulous detail, accuracy, and consistency.

This study employed ELAN software (EUDICO Linguistic Annotator) version
4.9.1 to assist in transcribing the recorded consultations verbatim. This software is
able to measure pauses, silences, and overlaps in discourse. Although standard
approach adopted for CA research measured silences manually (Hepburn & Bolden,
2012, 2017), mechanical measure could produce more accurate results. In my data, it
was also able to separate doctor utterances from patient utterances automatically and
effortlessly. Additionally, it allows for attaching annotations to the audio files,
playing the annotated segments as many times as necessary, and studying the
annotations for grammatical details or particular characteristics (Bickford, 2005). As
the researcher, I repeatedly listened to the tapes and noted down the recurring
features of the recorded communication in order to become familiar with the
essential details of the recordings (Hutchby & Wooffitt, 1998).

Choosing notation symbols is of great significance for detailed transcriptions of
interactions, as they can make visible the details of the talk (Psathas, 1990),
especially for readers who do not have access to the original recording. It aims to
render true sound and talk sequences into a written record by capturing the prosodic
elements of what has been said (Heritage & Atkinson, 1984). The transcription
system developed by Gail Jefferson is considered a standard representation of
interaction, with an established history of use in CA (Liddicoat, 2007; Ten Have,
2007). It captures the speaker’s prosodic behaviours, such as inhalation or
exhalation, pauses, pitch, sound stretching, and tempo (Drew & Heritage, 2006b;
Hepburn & Bolden, 2012).

The current study follows the techniques and symbols developed by Jefferson
(2004Db). Since the analysis of this study is based on audiotapes, only symbols related
to verbal behaviours in Jefferson’s system were used. In order to accommodate the
Vietnamese data, two symbols (i.e., the hash sign and the plus sign) used in this
study had different functions from the ones used in other CA studies (e.g., Hepburn
& Bolden, 2017; Mondada, 2018). Particularly, the participants in this study often
produced certain words so quickly that these words were almost inaudible. In such
cases, the swallowed utterance or part thereof is enclosed within hashes (e.g., Toi
#khong# biét) in the data extracts. The plus sign was used to join together two or

more words in the Vietnamese transcription or the interlinear morpheme gloss (see
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Transcription notation). As Vietnamese is a tonal language with diacritics,
transcription here followed the International Phonetic Association convention, except
for six tones which are illustrated with the vowel ‘a’: a (low-falling), a (high-neutral-
creaky-rise), 4 (low-fall-neutral-rise), 4 (high-rising), a (low-fall-creaky), and a
(high-neutral). The standard diacritics used for written language were employed but
some were modified to properly represent the spoken language when necessary. To
render the consultations faithfully, all audio files were transcribed in Vietnamese
language first; however, only the segments used in this study (i.e., the information-
gathering activities) were translated into English, as they were the major foci of this

study.

4.8 Data analysis
This section describes the fundamental assumptions of CA and the steps in the

analysis of the data in this study.

4.8.1 Fundamental assumptions of Conversation analysis

Conversation analysis has long been established as an approach to analysing medical
discourse (Gill & Roberts, 2012; Heritage & Maynard, 2006a, 2006b; Maynard &
Heritage, 2005). It focuses on the structure and actions of real-world medical
consultations to unpack the sequential orderliness of discourse as an active social
phenomenon (Sidnell, 2010), thus highlighting how interactants jointly construct
reality to reach their goals. As the general development and basic assumptions of CA
have already been mentioned in Section 2.4, in what follows I present the basic types
of interactional organisation that are fundamental to CA.

In CA, talk-in-interaction is analysed in relation to action formation. Action
formation arises from the notion that talk is a sequence of actions, and different
actions are performed and embedded in sequences. Actions refer to the notion that
we do things with our discourse. According to Schegloff (2007), action formation
involves the speaker’s enlistment of various resources (e.g., linguistic formulation,
context, or non-verbal cues) as a preparation for building a specific action. For
example, action formation contributes to the recognition that an utterance is to be
heard as an assertion, an invitation, or a request for information (Heritage, 2012).

Action formation is accomplished through different levels of interactional

organisation, such as turn-taking, sequence organisation, repair organisation, and the
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organisation of turn design (Ten Have, 2007). Lying at the core of conversations are
turns and turn-taking. Sacks et al. (1974) developed a turn-taking system as a basic
form of organisation for conversational interaction. The turn-taking system describes
how exactly turn-taking happens without a pre-allocation of turns, but locally, at
each transition relevance place (TRP; i.e., the place where a current speaker can or
should exit so that another speaker can join the talk). A turn can be defined as “one
interactant’s continuous period of talk” (Wynn, 1999, p. 35), varying widely in
length and ordering, including a gesture, a sound, a single unit, or a long complete
sentence. Turn-taking is orderly and locally managed, with the transition from one
speaker to the next marked by few gaps, a minimum of silence, or little overlapping
speech without overly-long pauses (Clayman, 2012; Irish & Hall, 1995). This set of
turn-taking rules governs interactants’ organisation of talk for the maintenance of
orderliness within interactional conversations.

Pivotal to CA is the notion that conversations are sequentially organised, one
turn following another turn (e.g., question—answer, invitation—
acceptance/declination, or greeting—greeting). This sequence is organised
elementarily under the rubric of adjacency pairs (Schegloff & Sacks, 1973), that is,
the units of sequence construction that organise most courses of action in
conversation. Adjacency pairs compose of two turns that are often adjacent to each

other and follow a conditional relevance that

given the first [utterance], the second is expectable; upon its occurrence it can
be seen to be a second item to the first; upon its nonoccurrence it can be seen to
be officially absent — all this provided by the occurrence of the first item

(Schegloff, 1968, p. 1083).

Schegloff and Sacks (1973) point out that adjacency pairs characteristically are
(i) composed of two turns, (ii) generated by different participants, (iii) adjacently
positioned (iv) relatively ordered (i.e., first-pair parts precede second-pair parts), and
(v) pair-type connected (e.g., greeting — greeting or question — answer). By way of
illustration, there are two parts in a question-answer sequence, each uttered by a
different speaker. The first-pair part action (i.e., question) adjacently precedes the

second-pair part action (i.e., answer). Once a question is projected with some form of
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addressing, it exerts a normative constraint on the type of action to which the
recipient should respond (Drew & Heritage, 2006b; Raymond, 2003).

Along with the turn-taking rules and sequence organisation, Schegloff,
Jefferson, and Sacks (1977) also introduce a system of repair (or correction) to
manage the dimensions of conversational interaction, construct shared
understanding, and maintain or restore intersubjectivity. The appearance of repair
arises from the idea that actions operating in conversations are vulnerable to errors,
troubles, and violations. Repair refers to the practice whereby one interactant
suspends the ongoing course of action to resolve their problem in hearing, speaking,
or understanding the talk. There are four types of repair: self-initiated repair (i.e.
repair initiated by the speaker of the trouble source), other-initiated repair (i.e., repair
initiated by any party other than the speaker of the trouble source), self-repair, and
other-repair. Trouble source is the target of the repair initiation to refer to an
ostensible problem in speaking, hearing, or understanding. Self-initiated repair
interrupts the progressivity of the turn, and other-initiated repair interrupts the
progressivity of the sequence (Kitzinger, 2012). Having said this, they are related to
each other, and this relatedness is organised (Schegloff et al., 1977).

Central to turn-taking is the notion that turns are made up of a succession of
turn-constructional units (TCUs), like single words, clauses, sentences, and phrases.
TCUs are context-sensitive, and use prosodic, pragmatic, non-vocal, or syntactic
cues to mark their completion (Clayman, 2012). The possible completion point of a
TCU constitutes a transition relevance place where the transfer of speakership is
coordinated. Speakers can deploy both verbal and nonverbal resources, including
lexical choice, syntax, and gestures, in designing their turns.

In addition, turn construction is shaped by the fundamental principle of
recipient design (Sacks et al., 1974). Recipient design is taken from the position that
speakers express their sense of relevant context (i.e., knowledge shared by all
speakers involved) through the way they design their talk. It means to whom the
turns are addressed and how speakers design or construct their talk in order to
display their orientation and sensitivity to recipients. One basic facet of recipient
design is that speakers presume what recipients already know, how well they know
it, and what is new to them (Sidnell, 2012b). This means speakers should not tell
their recipients what they already know (Terasaki, 2004). This is manifested in the

speaker’s selection of words, topics, sequence orderings, or options. This recipient-
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design principle is a resource for speakers to design talk and for recipients to
interpret talk, as the latter need to track the trajectory of a turn to see if it is designed

for them (Liddicoat, 2007).

4.8.2 Steps in the analysis

Once transcribed, the recordings were analysed. Conversation analysis favours
unmotivated examination (Hoey & Kendrick, 2018; Sacks, 1984), an approach to the
analysis of interaction in which the researcher does not have any assumption about
the pattern of talk. Following Sidnell (2012a), the basic analytical method of CA is
characterised by the back-and-forth movement between a particular phenomenon,
and a more synoptic view of the collection out of which the phenomenon is
identified. A collection often consists of, at a minimum, two instances of a
phenomenon. In this study, analysis was generated through four steps: (i) making
observations, (ii) identifying and collecting discourse phenomena, (iii) developing

the analysis, and (iv) translating the data into English.

4.8.2.1 Making observations

Observation refers to listening to or viewing the recordings in conjunction with
looking at the transcripts. Observation, according to Sacks (1984), is a basis for
theorising in CA. It is a key to identifying recurrent and stable details of verbal and
non-verbal talk (e.g., gesture, gaze, or body posture). By observing the data, the
researcher can discover the recurrent structures (Sidnell, 2010). This is why
observation was an indispensable step in the data analysis of the present study. I
focused my observation only on the information-seeking activities during medical
consultations to match the foci of my study. As the reasons why a patient comes to
the doctor’s office may shape the consultation structure, I located the doctor’s
information-gathering and the patient’s disclosure by looking at the whole
consultation, with reference to the structural framework developed by Byrne and
Long (1976). This framework was adopted as it can accommodate both first and

follow-up visits (see Section 3.2).

4.8.2.2 Identifying and collecting discourse phenomena
This step requires the researcher to be immersed in the data to identify the

systematicity and recurrence of a practice (or phenomenon) for collection. However,
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this practice of identification and collection is not a straightforward one, partly due to
the various ways of dealing with the phenomenon. From the guided observations in
the first step, I started to collect the cases according to two themes: doctors’
information-seeking practices and patients’ information disclosure practices. I
collected the practices deployed during the problem presentation, history-taking and
physical examination, and treatment and post-consultation. There were some deviant
cases which did not appear to conform to the proposed pattern. Therefore, deviant
case analysis suggested by Maynard and Clayman (2003) was then used to check the
validity and generality of a proposed phenomenon. Specifically, a separate analysis
of the deviant cases was carried out to see how these cases differed from the

proposed ones.

4.8.2.3 Developing the analysis

Developing the analysis involves analysing both the generic feature of that practice,
and its generic function, in association with the details of some specific contexts. I
adopted the approach proposed by Pomerantz and Fehr (2011) to guide my analysis.
Doctor information-seeking practices were taken as a point of departure, from which
I looked at patient disclosure. First, I identified the common types of action
performed by doctors in different stages of the consultations. Then, I put all
information-seeking actions into a separate file to differentiate them based on
elicitation strategies (e.g., questions, repeats, or fishing). Next, I concentrated on the
sequence to examine its opening and closing. Finally, I selected a turn in that
sequence for detailed analysis. For example, I looked at the first-pair-part turn
initiated by doctors, or alternatively, by following next-turn proof procedure (Sidnell,
2012a), I looked at the second-pair-part turn disclosed by patients in response to a
doctor’s elicitation in order to analyse the doctor’s turn. The next-turn proof
procedure means that by examining a patient’s response, I could see how patients
understood the doctor’s elicitation in the prior turn, thus I was able to base my
analysis of the doctor’s elicitation on this understanding. Analysis was then done by
examining turn-taking, sequence organisation, repair, and turn design to unpack the
interaction (Ten Have, 2007). This practice aims to understand the deployment of
doctor elicitation strategies in discourse. Similar procedures were also applied to

patient disclosure of information.

85



4.8.2.4 Translating the data into English

The raw data of this study were in Vietnamese, requiring translation into English for
readers who are unable to understand Vietnamese. Data were analysed in the original
language, then the segments presented in this study were translated into English.
Addressing the importance of translation in transcription, Liddicoat (2007) argues
that translation should not distort the original conversation. Given the essentiality of
granting readers access to the data in its original form, I present both the original and
the translation in the analytic chapters. Following the guideline of transcribing talk in
languages other than English set out by Hepburn and Bolden (2012), I provide a
three-line transcription. Specifically, I display the Vietnamese data accompanied by a
morpheme-by-morpheme interlinear gloss plus a translation in each utterance. Due to
the mismatch in some basic structures between Vietnamese and English (see Section
2.3.1; Haussamen, Benjamin, Kolln, & Wheeler, 2003; H. B. Nguyén, 2009),
sometimes Vietnamese speakers express information in contexts in which English
speakers would not, and vice versa. Thus, my priority in the translations was to strike
a balance between the naturalness of the English, and faithfulness to the original
language. For the sake of clarity, I also occasionally included some information that
was not clear in the Vietnamese language.

Some differences between Vietnamese and English were noted clearly in the
translation process. Firstly, as mentioned previously, responses to negative polar
questions in Vietnamese were opposite to those in English. Hence, when interpreting
these cases, readers are recommended to look at the translation for exact meaning.
Secondly, some notes about the language choices (e.g., ngoai khoa ‘surgery’ was
translated as ‘non-surgical problems’), word order (e.g., noun preceding adjective in
a noun phrase), or cultural features, were also added to the texts on a case-by-case
basis. Thirdly, the participants in this study mostly come from the central regions,
and so speak central-region dialects. Despite few significant differences among the
dialects of the three regions, some of the participants’ dialectal features were difficult
for those speakers from the other two regions to understand (e.g., ‘swell’ is sung in
standard Vietnamese, but cdy in the central-region dialect). In the transcripts, these
words were made explicit through translation. The last point is that due to the
syntactic differences between Vietnamese and English, the hesitation markers or
pause-fillers (e.g., o ‘uh’), pauses, and stuttering talk are not included in the free

translation. Readers are suggested to refer to the gloss for such features.
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4.9 Chapter conclusion

This study uses CA to investigate information-seeking activities in doctor-patient
interactions in public hospitals in Vietnam. Chapter 4 has sketched out the
methodology used in this study to answer the three research questions. We now

move to analytic observations and discussion.
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Chapter 5
Problem presentation

5.0 Introduction

The doctors and patients in this study sought and disclosed information throughout
the whole consultation, not only during history-taking or the physical/verbal
examination. I have separated the problem presentation from the other stages, as this
is the only stage when patients are institutionally licensed to describe their concerns
in their own terms according to their plans (Heritage & Robinson, 2006a, 2006b;
Robinson & Heritage, 2005, 2006; Stivers, 2002b). This chapter focuses on problem
presentation in order to gain analytic insight into the doctors’ design of information-
seeking acts, and to look closely into patients’ strategies for disclosing their main
concern.

Chapter 5 consists of two main sections: doctor elicitation (Section 5.1) and
patient disclosure of concerns (Section 5.2). It should be noted that in the analytical
chapters 5, 6, and 7, I do not discuss all 66 visits. Instead, I have selected for
presentation and discussion the ones that represent clear examples, and are most

representative, of the phenomena being discussed.

5.1 Doctor elicitation

As stated previously, the medical consultations collected in this study included first
visits, same doctor follow-up visits (SDFs), and different doctor follow-up visits
(DDFs). Given that these two visit types differ from each other in terms of the
doctor’s medical responsibilities, the doctor’s knowledge of the patient may also
differ as a result. In turn, this difference in knowledge may affect how the doctor
formulates their information elicitors. Thus, it seems best to look at each visit type

separately.

5.1.1 First visits
As a rule, eliciting new concerns occurs in the first visit, when the doctor meets a

new patient. This practice will be demonstrated below.
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5.1.1.1 Consulting room
The design of doctor elicitation in first visits to the consulting room works to display
the doctor’s lack of prior knowledge of the patient’s presenting problem(s). This is
expressed through a wh-question format positioned in the first-pair part of the
problem presentation sequence: ‘What’s the problem?’, ‘What brings you to
hospital/here + [name of patient]?’, ‘What seems to be the trouble + [name of
patient]?’, or ‘Where does it hurt + [name of patient]?’. This question format
embodies presuppositions about the existence of a certain problem(s) that prompted
the patient’s visit; thus, in employing this format, the doctor aligns with the principle
of problem attentiveness (Stivers, 2007).

Extract 5.1 presents a typical example of how a wh-question format is used by
a doctor to elicit the patient’s major concern in the first visit to the consulting room.
This extract is between doctor Hoang12 and patient Mi, who has presented at the
hospital because she has been suffering from depression (line 3). In this consultation,
Hoang uses two wh-questions called general inquiry questions (Heritage &
Robinson, 2006b) to elicit Mi’s major concern (line 1). This extract takes place right

after Hoang has taken Mi’s blood pressure.

Ex. 5.1: B 2 & 20

1 D:> rdi: (.) con khai bénh #di#=con /dau: : rdng?
Hoang OK offspring tell problem PRT offspring trouble what

‘OK. Tell me what the problem is. What seems to be the trouble?’

2 P: u:::m (0.9) da (.) con blta+ni =con hay
Mi mmm HON offspring lately offspring wusually
3 nguoi hay suy+nhugoc a
body usually depress PRT

‘Mmm. I’ve been suffering from depression lately’

4 (0.2)
5 P: lai la con 50 °co:::n® (1.0)0:: (0.2)
Mi and cop offspring worry offspring uh
6 vé (.) [tu+nhién cdi mdt con
about for+some+reason CLA face offspring
7 tu+nhién néi- (.) mu—- mun (cing) ludn,
for+some+reason break+out pimple lots PRT

‘and I'm worried because, for some reason, my face’s broken out in
pimples’

Right at the outset of the consultation, doctor Hoang uses the appositional

'2 All names have been replaced by pseudonyms.
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beginning (Sacks et al., 1974) roi: (‘OK’; line 1) as a turn-entry device in order to
project the beginning of a new activity (Beach, 1993). An appositional beginning
(e.g., ‘well’, ‘but’, ‘and’, ‘so’) is used to begin a turn without revealing much about
the constructional features of the turn thus begun (Sacks et al., 1974). This roi:
(‘OK’) can also be treated as a sequence-closing third" (Schegloff, 2007) which, in
this case, closes off the previous sequence that was concerned with Mi’s blood
pressure. Thus, réi: (‘OK’), as both a sequence closing-third and an appositional
beginning, sets up the problem presentation stage. The word réi: (‘OK’) is elongated
and followed by a pause, indicating that a turn change is underway. Hoang then
poses two general inquiry questions consecutively to initiate the problem
presentation (line 1). The first one, con khai bénh di (‘tell me what the problem is’),
is a grammatically complete TCU (Sacks et al., 1974), but Hoang extends this turn
with a second TCU, con dau rang? (‘what seems to be the trouble?’). According to
Heritage and Robinson (2006b), these general-inquiry elicitors address Mi’s problem
directly, formulate Hoang’s agnostic stance (through the words khai ‘tell’ and rang
‘what’) vis-a-vis the precise nature of Mi’s medical condition, and license Mi’s
presentation in her own words. Therefore, they invite Mi to present her concern
immediately. Although both questions display Hoang’s presupposition that Mi has a
concern (i.e., bénh ‘problem’, dau ‘trouble’), they invite Mi to describe the problem
anew, thus positioning Hoang as a relatively unknown hearer (Heritage & Robinson,
2006b).

With respect to the content, doctor Hoang’s two general inquiry questions (line
1) with final-rising intonation — a feature of Vietnamese interrogation (Luu, 2010) —
aim to elicit patient Mi’s major concern. The first question, con khai bénh di (‘tell
me what the problem is’), seems more general than the second, con dau rdang?
(‘what seems to be the trouble?’), regarding the content it is intended to elicit, as it
allows Mi to voice multiple concerns she may be experiencing. The word khai
(‘tell’; line 1) requests Mi to disclose all concerns, regardless of whether they are
minor or major, physical or psychological. The second general question using the
words dau (‘trouble’; line 1) and rang (‘what’; line 1), by contrast, exclusively
indexes the symptoms (see Section 6.2). It triggers Mi’s description of the problem

and calls for the identification of one specific physical ailment.

13 . . .
A sequence-closing third turn, such as ‘oh’, ‘I see’, or ‘okay’, closes off the question-answer
sequence.

90



Interactionally speaking, doctor Hoang’s chaining of two questions at line 1
violates the rules for turn-taking (Sacks et al., 1974). Although he has selected
patient Mi (glossed as con ‘offspring’, but ellipsed in the translation) as the next
speaker in his first TCU, con khai bénh di (‘tell me what the problem is’), he does
not stop speaking at the TRP, #di#. Rather, he rushes through (Schegloff, 1982;
symbolised by ‘=") this TRP with clipped sound at the particle #di# (line 1) to voice
the second question, without allowing any opportunity for Mi’s response. Rush-
through is a practice in which speakers keep the floor past a turn’s possible
completion by speeding up the pace of the talk (Schegloff, 1982). However, both
questions have a similar focus on Mi’s health (expressed by the lexical items bénh
‘problem’ and dau ‘trouble’), which suggests that Hoang is trying to make his
previous question more specific for better understanding. In response, Mi presents
her lay diagnosis of the illness (Pomerantz, 2002), suy nhuoc (‘depression’; line 3) in
the format of a fact without any uncertainty marker. These two features show that Mi
is treating her diagnosis as fully endorsed (Pomerantz, 2002). After a micro pause of
0.2 seconds (line 4), Mi expands her turn to disclose her symptoms (lines 5-7), and
making a specific reference to mun (‘pimples’; line 7). This general-to-specific
description indicates that she is trying to describe the symptoms of her depression in
response to Hoang’s second question. Her response to Hoang’s second question is
consistent with what Sacks (1987) has identified as preference for contiguity; that is,
any first answer is an answer to the nearer question (i.e., the second question in this
instance).

Extract 5.1 has illustrated how doctors design their wh-formats to initiate the
problem presentation in the first visit to the consulting room. As described in Section
4.1.3, the consulting room is the first contact point for a new patient who has come
to hospital for medical assistance. The talk in a first visit is inevitably shaped by the
fact that this is the first time the doctor and the patient have met to deal with the
patient’s health concern. Therefore, it is institutionally and epistemically relevant for
doctor elicitation to use a wh-question format, as this conveys their lack of
knowledge of the patient’s problem. By means of this wh-question format, the doctor
is able to focus directly on the problem, and encourage the patient to provide an in-
their-own-words description of their problem. In turn, this description may have

some bearing on the diagnosis and treatment recommendation.
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5.1.1.2 Ward

Doctors in the ward adopt the same wh-question formats as those in the consulting
room, but some of these formats convey the doctor’s pre-existing knowledge of the
patient’s problem. For example, ‘Where does it hurt the most?’, ‘How long have you
had this/these problem(s)?’, or ‘How is/are + [name of problem(s)]?’. The selection
of such words as ‘the most’ or ‘this/these’, or naming the problem(s), carries an
implication that the doctor has basically grasped the patient’s problem but may not
be sure of the severity, or the medical history, of that problem. Given this
implication, some of these questions are also considered history-taking questions
(Heritage & Robinson, 2006b), which bypass the problem presentation and set up a
constrained agenda for the patient’s responses.

In Extract 5.2, I exemplify how the doctor designs a history-taking question in
order to initiate the patient’s problem presentation in a first visit to the ward. Patient
Nhu has been referred from a doctor in the consulting room, where she has just
undergone a general examination. In this extract, doctor Si chains together two
history-taking questions in order to elicit the symptoms of Nhu’s main concern: pain

in her kneecaps (lines 1 and 3).

Ex. 5.2: B 8 & 52

1 D:>  HAI #cdi# khop+gdi ch:::- (.) dau rdng?
Si two CLA kneecap pain how

‘How are your kneecaps?’
2 (.)

3 D: nhuc /trong a?
Si irritate inside INT

‘Irritated inside?’
4 (1.1)

5 P: bi- bi- bi c¢cé- (.) co DICH nta,
Nhu get produce fluid as+well

‘And they’ve been producing fluid as well’

6 (0.3)
7 D: a::
Si oh
\ohl
8 P: <em coal noi cdi phi:m vdi cai>
Nhu younger+brother look PRT CLA x-ray and CLA
9 siéu+am a té

ultrasound PRT PRT
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‘Please!® have a look at the X-ray and the ultrasound result’

10 D: °réi®
Si OK
\OKI

Doctor Si skips the greeting stage of the consultation and starts with two
questions about Nhu’s kneecaps (lines 1 and 3). The first question (line 1), with the
interrogative marker rang (‘how’), marks itself as a general inquiry. However, in this
question, Si locates the pain area (i.e., kneecaps), which communicates that he has
already grasped Nhu’s main concern, and so this is a history-taking question instead.
After a micro pause (line 2), Si projects the second question, nhirc /trong a?
(‘irritated inside?’; line 3). This is syntactically a declarative, but is produced with an
upward-intoned ending — an indicator of Vietnamese question-formation (Luu, 2010;
see Section 2.3.4). The declarative component formulates ‘B-events’ information to
which Nhu has primary access (Labov & Fanshel, 1977). According to Labov and
Fanshel, B-events in interaction mean the knowledge to be sought is known to the
addressee (i.e., Nhu) but not the addresser (i.e., Si). This second question, stressing
nhire (‘irritated’; symbolised by underlining), looks for Nhu’s confirmation of her
symptom (Heritage & Robinson, 2006b), which suggests that this question is also a
history-taking question.

Similar to doctor Hoang in Extract 5.1, doctor Si’s chaining of a pair of
questions in lines 1 and 3 violates the rules for turn taking. The first question (line
1) is general while the second (line 3) is more specific. The two questions are
separated by a very short pause (line 2), without an opportunity for patient Nhu to
respond. They both address Nhu’s concern, but the second one, nhurc /trong a?
(“irritated inside?’; line 3), seems to look for a confirmation of the information that is
available in Nhu’s medical record. Declarative questions are strongly polarised in
both positive and negative directions; thus, the second question with the leading
word nhurc (‘irritated’; line 3) is polarised in a positive direction to invite a preferred
next action (Pomerantz, 1984a). In this case, it is a ‘yes’ response. This question thus
indexes a strong commitment to the likelihood that Nhu’s kneecaps are irritated

(Heritage & Clayman, 2010), and embodies Si’s prior knowledge of Nhu’s concern.

4 To express politeness in imperatives, apart from using xin vui long (‘please’), Vietnamese speakers
preface their utterance with an address term instead of a zero-sign-address imperative. Therefore,
‘please’ in the free translation comes from the address term em (‘younger brother’ in the gloss).
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Like patient Mi in Extract 5.1, patient Nhu’s response demonstrates that she is
addressing the second question. After a delay of 1.1 seconds (line 4), Nhu gives a
response which can be considered nonconforming (Raymond, 2003) to the second
question because it contains neither a ‘yes’ nor a ‘no’. However, given the ‘and’ in
line 5, it speculatively suggests that there is some sort of confirmation given; that is,
Nhu may have given a nod in response during a delay of 1.1 seconds (line 4). Her
response in line 5 appends another piece of problem-indicative information
(Nishizaka, 2011) to the second (line 3) rather than the first question (line 1). In
particular, the word nita (‘as well’; line 5) means that something has been added to
the previous opinion, that is, Si’s word nhurc (‘irritated’; line 3). Via her response,
Nhu continues the sequence of assessment initiated by Si’s second question. Si
receipts Nhu’s presentation with a marked confirmation (Lee, 2012; Stivers, 2011) in
the form of an a-preface (line 7), in order to propose a change in his locally current
state of information (Heritage, 1984a, 2018a). Marked confirmations (e.g.,
‘absolutely’, ‘certainly’) are affirmative lexical items used in response to closed
questions, but they are not varieties of ‘yes’ or ‘no’. As a:: (‘oh’; line 7) is produced
in a stretched-out fashion, it indicates that Si has just been informed of Nhu’s
information, and thus registers that Nhu’s symptom is new.

As this is a referral consultation from another health professional, doctor Si’s
questions (lines 1 and 3) are shaped by the preceding interaction (Heritage &
Robinson, 2006b), which, in this case, is the patient’s consultation with another
doctor in the consulting room (see Section 4.1.3). Both questions embody his claims
to have had some prior knowledge of Nhu’s concern (i.e., pain in her kneecaps) from
the referral letter, which establishes mutual understanding of the patient and achieves
alignment not only between the patient and the attending doctor, but also between
these two participants and the referring doctor (White, 2011). This question design
conforms to the conversational norm of not saying things that are already known
(Terasaki, 2004). However, it seems that Si does not grasp the level of severity of the
pain and thus seeks confirmation of this in the second question (line 3). Through this
question, Si also obtains further information (i.e., there is fluid in the kneecaps).
Overall, Si seems to bypass the problem presentation stage by setting a context for
Nhu’s response to revolve exclusively around the problem with her kneecaps. His
two questions thus constrain Nhu’s answers and do not reflect question design based

on the type of visit. At the same time, Si’s approach in this case is characteristic of
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first visits to the ward, where patients often have a medical record that describes
their problem. In other words, Si frames these questions as if he has seen Nhu before

and this is an SDF.

In sum, in spite of the fact that doctors in both consulting rooms and wards have a
shared purpose of indexing new concerns for first visits, each doctor employs
various questioning strategies to elicit the patient’s presenting concerns. They
employ wh-question elicitors, but these elicitors differ somewhat in their turn design
and word selection. These differences reflect variation in the doctor’s epistemic
stance towards the patient’s problem. In particular, doctors in the consulting room
display their lack of knowledge concerning the patient’s problem by using general
inquiry questions which aim to obtain information about the problem and its
symptoms, and which also encourage patients to present the problem in their own
terms. Doctors in the ward tend to claim some access to the patient’s problem by
using history-taking questions that call for the patient’s (dis)confirmation of concrete
symptoms. This difference may arise from the institutional setting of the Vietnamese
hospital, where an inpatient/outpatient has to be given a consultation in the
consulting room prior to being sent to the ward for another consultation. The referral
letter from doctors in the consulting room contributes to the epistemics of the doctors
in the ward, and may reflect differences in their elicitation design.

Having presented the first visits, Chapter 5 now moves to the follow-up visits.
I will deal with the SDFs in the consulting room first, followed by the SDFs in the

ward, and end with the DDFs at both locations.

5.1.2 Same doctor follow-up visits

In the present context, seeking follow-up concerns often occurs in SDFs. Robinson
(2006) argues that doctors’ methods of eliciting follow-up concerns aim to (i)
demonstrate their own knowledge of a specific concern; (ii) look for an evaluation
of, or an update on, a specific concern; and (iii) embody their claim to have had pre-
existing knowledge of the concern in question. For this reason, doctors would not
ask patients to present their concerns in full all over again (Gafaranga & Britten,
2007). Rather, they ask patients to assess their own health recovery or raise any new
concerns. However, the doctors in the consulting room of this study do not always

follow that pattern. Although they know that patients are coming for a follow-up
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visit, their elicitation communicates their lack of knowledge of the patient’s existing

concern.

5.1.2.1 Consulting room
Doctors in SDFs to the consulting room employ either wh-questions or polar
questions to elicit the patient’s problem presentation: (i) ‘You have / are suffering
from + [name of problem]?’, (ii) “Where does it hurt?’, or (iv) “What brings you to
hospital/here?’. In epistemic terms, the first format communicates that doctors
already have access to the patient’s problem and they are looking for confirmation of
this. The second format embodies the presupposition that the patient has a
biomedical problem but it is still unknown to doctors. The third format claims the
doctor’s lack of knowledge of the patient’s presenting problem, and thus elicits
biomedical and/or psychosocial problems. Although all these formats are used in
SDFs, each displays the different epistemic stances that doctors have on the
information targeted by the questions.

Extract 5.3 illustrated the first format. This is an interaction between doctor
Nam and patient Huong, who has had a herniated disc in her spine for a long period.
Huong has received treatment at this hospital and has been examined by Nam once
previously. In this extract, Nam uses a declarative question (lines 1-2) to elicit

Huong’s presentation of her problem.

Ex. 5.3: A1 & 9

1 D: ré:1i (.) dot ni chi vé ciing
Nam so period this older+sister hospitalise also
2 dau lai vu:::::ng (0.6) ct no ha:?
Problem again part same that INT

‘So, you’re seeking treatment for the same problem again?’

3 (0.5)
4 P: da:::
Huong yes
‘Yes’
5 (0.2)
6 D: vung lung diy hi:?
Nam part back this PRT

‘It’s in this part of your back?’

7 P: #hdn# co6 PAU (.) cé giam (0.2) #nhu rua# bac nag
Huong it PST pain PST better like that doctor PRT

‘The pain’s somewhat better, doctor’
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9 D: da rd:::i
Nam HON OK
\OK’

The visit opens with doctor Nam’s gloss-for-confirmation question (Heritage
& Robinson, 2006b; lines 1-2) that looks for a confirmation of Huong’s current
problem. A gloss-for-confirmation question looks for confirmation of a generalised
gloss of the patient’s concerns (Heritage & Robinson, 2006b). This question makes
Huong’s response an immediately relevant next action (Raymond, 2003). Its design
reflects Nam’s possible difficulty in identifying the health concern of a patient that

he has seen sometime before but may not fully remember. For instance, notice that

(‘part’ in the gloss; line 2) and a 0.6-second pause (line 2) in the mid-turn. Moreover,
he uses the general-but-safe word, ci#i (‘same’; line 2), plus the recognitional
demonstrative of reference (Enfield, 2012; Himmelmann, 1996), no (‘that’ in the
gloss; line 2), referring to the locally visible patient’s body (Hindmarsh & Heath,
2000), to initiate the problem presentation. This question design turns out to be a
good solution as it receives a conforming answer, da.:: (‘yes’; line 4), from Huong.
It is then at this point that Nam launches another declarative question that substitutes
the location of the ailment, lung (‘back’; line 6), for the non-specific word cii
(‘same’; line 2). In response, Huong does not answer Nam’s question overtly (i.e.,
‘yes’) but volunteers a general assessment by using a pronoun #hdn# (‘it’; line 7) to
anaphorically refer to the word [ung (‘back’; line 6) in Nam’s turn. In giving this
assessment, Huong registers this visit as a follow-up.

In this consultation, doctor Nam’s information-seeking acts exhibit his prior
knowledge of Huong’s recurrent concern, albeit apparently a vaguely remembered
concern. Syntactically, each of his two questions (lines 1-2 and 6) is designed in the
form of a declarative with a B-event. This strategy favours a ‘yes’ response (Boyd &
Heritage, 2006) — an indicator of strong certainty. Furthermore, such lexical items as
lgi (‘again’), cii (‘same’), and no (‘that’ in the gloss) indicate that Nam has dealt
with this concern before. We know that Nam has not read Huong’s medical record

as, later in the consultation, Huong tells Nam that she has left her medical record at

'S In this study, ‘opening questions’ refer to the questions used to seek the patient’s major concern
(e.g., “What brings you to hospital?’).
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home (data not shown). Hence, this is an SDF. Nevertheless, Nam does not elicit
Huong’s assessment of her recovery — a basic step in a follow-up visit (Cordella,
2004) — to see if the previous treatment method has worked or not. It can be inferred
from this that Nam has neither attended, nor given any treatment, to Huong during
her previous hospitalisation. Rather, he most likely performed a brief examination on
her last visit, and then referred Huong to another doctor in the wards, as is consistent
with consultation procedures in the wards.

While doctor Nam’s information-seeking approach is characteristic of an SDF
in the consulting room, this is not the case in Extract 5.4, in which doctor Quynh’s
elicitation is more appropriate for a first visit (lines 3-4). In this extract, Quynh
designs her turn following the third format, “What brings you to hospital/here?’, to
present herself as an unknown hearer. Trang is a consulting patient who came to this
hospital six months ago for her chronic arthritis. On that occasion, she bought some
traditional medication to take at home. Now she has come again for a follow-up

check to obtain more of this medication.

Ex. 5.4: B1 & 5

1 D: o] Ma:i Thu Trang hi?
Quynh aunt Mai Thu Trang INT

‘You’ re Mai Thu Trang?’

2 (0.4)

3 D: 0 ITrang, (0.2) rtta O dau fchi: ma o
Quynh aunt Trang PRT aunt trouble what COP aunt
4 toi khd:m+bénh ri:?

to hospital  PRT

‘What brings you to hospital, Trang?’

5 (1.4)
6 P: da:o rua da:o tro::::ng(0.3) toan thdn ludn
Trang pain COP pain inside throughout body PRT

‘I have pain throughout my body’

7 (0.4)
8 P: méng+ta:i moéng+chdn gi: la- (.) tréc h(h)ét
Trang fingernail toenail all cop come+off PRT

‘My fingernails and toenails have all come off’

9 (0.6)
10 P: >cadi khép  #nay# 1a coai+nhu da:o hét rdic<
Trang CLA joint these copP look ache all PERF

‘These joints have been aching for ages’

11 (0.2)
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12 D: da::
Quynh OK

‘OK’

((94 lines deleted - History-taking and physical examination))

106 D: da::: (0.2) co:n cting cé diéu+tri cho O réi
Quynh OK offspring also PST examine for aunt PST
107 con biét ma,

offspring know  PRT

‘OK. I'm with you,16 as I’'ve examined you before’

Doctor Quynh opens the consultation with a question to seek Trang’s
confirmation of her name (line 1). Then she initiates the problem presentation as if
Trang’s health concerns were new to her, and with no indication that these have, in
fact, been voiced before (lines 3-4). This is particularly evident through the question
marker /chi (‘what’; line 3). In response, Trang pauses for 1.4 seconds (line 5),
indicating that she is having difficulty responding to Quynh’s question, then
discloses an unspecified problem: foan thdn (‘throughout my body’; line 6). Facing
no uptake from Quynh after 0.4 seconds (line 7), Trang expands her talk to specify
the problems: mong tai mong chdn (‘fingernails and toenails’; line 8) and khop
(‘joints’; line 10). The whole presentation has a general-to-specific-description
format and creates a three-part list (Jefferson, 1990) of current concerns as if this
were the first time Trang has met Quynh: foan thdn (‘throughout my body’; line 6),
mong tai mong chdn (‘fingernails and toenails’; line 8), and khdp (‘joints’; line 10).
The pain in Trang’s fingernails, toenails, and especially joints is a long-standing
problem (conveyed by roi, which is rendered as the present perfect progressive tense
in the translation; line 10), and, as it turns out later in the extract, was disclosed to
Quynh on her last visit (lines 106-107). However, Trang’s presentation (lines 6, 8,
and 10) shows no indication that her concerns have been voiced before. The
conversation continues with the history-taking and examination of Trang’s main
concern: patellofemoral arthritis (data not shown). It is not until Quynh admits that
she has examined Trang for the same concern before (lines 106-107) that the visit
type becomes clear. The fact that Quynh knows Trang’s full name at the beginning
of the consultation (line 1) is not convincing enough for this to be understood as an
SDF as she can retrieve the information from Trang’s medical insurance paper (see

Section 4.1.3). In my data set, Quynh addressed all of her patients with their full

' In other words, the doctor is able to follow what the patient is telling her.
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names, regardless of whether the visits are first or follow-up.

Hitherto, I have analysed two SDFs in the consulting room of two different
hospitals (Extracts 5.3 and 5.4). Two doctors have been shown to initiate the
problem presentation differently. The first consultation (Extract 5.3) exhibits the
usual pattern found in an SDF in the consulting room, whereas the second (Extract
5.4) gives the impression that the visit is new. Let us consider some possible reasons
why Quynh initiated the problem presentation in this manner in Extract 5.4. Doctors
in the consulting rooms see many patients every day, and they examine each patient
once only, sometimes briefly. While outpatients or inpatients will return for follow-
up hospitalisation after a short period, consulting patients do not follow a specific
timeframe for return. They return anytime they feel necessary, such as Trang in
Extract 5.4, who returns after six months. This long hiatus most likely impedes a
doctor’s memory of the patient’s previous concern. In addition, as stated in Section
4.3, Vietnamese patients sometimes do not bring their medical record with them for
the consultation. This means the doctors have no records to refer to prior to the
consultation.

Within the institutional setting of the hospitals featured in the current study,
doctors in SDFs to the consulting room tend to take up different epistemic stances
towards different patient problems. However, given that in an SDF, doctor and
patient have met at least once before, the doctor must have some access to the
patient’s problem. Their elicitors should ideally embody some presuppositions about
the problem in question, and thus the first format, “You have / are suffering from +
[name of problem]?’, can be marked as appropriate in this context. This format
indicates that the doctor knows that the patient has a problem but is not certain what
it is, so they do not ask the patient for a recovery assessment (an essential action in a
typical follow-up visit). The remaining two formats, “Where does it hurt?” and ‘What
brings you to hospital/here?’, convey the doctor’s lack of knowledge of the patient’s
problem, and thus do not seem to fit into an SDF. Therefore, we should consider
how the doctor constructs a particular visit as a first or a follow-up, rather than focus

on whether or not the patient has seen the doctor before for a particular problem.

5.1.2.2 Ward
The SDF patients to the wards of Hospital B are outpatients or inpatients who

receive a two-week or three-week treatment course respectively. This is their first
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visit after being discharged for a short period of time at home. Each is clinically
attended to by a doctor, a nurse, and a hospital orderly during their hospitalisation;
however, the doctor is held fully accountable for the patient’s problem. The key
information that doctors elicit is a recovery update relating to a particular medical
problem, or a summarisation of patient concerns from their last visit to foreground
the reason for today’s visit. Their elicitation displays a strong claim of knowledge of
the patient’s presenting problem(s). The doctor’s deployment of summarisation is
shown in Extract 5.5 between doctor Lam and patient Sinh. In this extract, Lam
recalls one of Sinh’s previous concerns (i.e., backache) and asks Sinh to finalise the
list. On his previous treatment course, Sinh had a back problem (line 5), which is
better now (line 24). He comes to today’s visit for extra acupuncture for his back and

a new concern: numbness in one leg (line 71).

Ex. 5.5: B 3 & 24

1 D: 16:::ng
Lam grandpa
‘You’ '’
2 P: da:::
Sinh yes
‘Yes’
3 (0.2)
4 D: vo:::— (0.2) trudc vé nay—- (0.7)
Lam uh previous hospitalise PRT
5 D: a:::: (.) >dau cdi lung na:y,<
Lam uh ache CLA back PRT

‘Your previous concern was backache’

6 (0.3)
7 P: va::ng
Sinh yes
‘Yes’
8 (1.1)
9 D: rd:i /chi nia Oéng hé::?
Lam and what else grandpa PRT

‘And what else?’

11 D: [>dau ki lung<]
Lam ache CLA back

7 In this case, dng is being used as a kinship term of address (see Section 2.3.2.2) which cannot be
translated naturally.
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‘Backache’

12 P: [trud::c la 1 vd: (.) dau ki lu:ng
Sinh previous  COP hospitalise ache CLA back

‘I had a backache during my previous hospitalisation’

13 (0.3)
14 D: To::: (0.2) [vi a:— ]
Lam yes and uh
‘Yes, and’
15 P: [#ma# chu) #hdn# TE:
Sinh but now it numb
‘But it’s numb now’
16 (2.0)
17 P: [ki chun té: ]
Sinh CLA leg numb
‘My leg’s numb’
18 D: [#ma# chur:: 1a #hdn#] té:
Lam but now Ccop it numb
‘But it’s numb now’
19 (0.8)
20 P: chir #hd&n# qua- qua- (0.3) qua TE:
Sinh now it become numb
‘Now it’s become numb’
21 (0.3)
22 D: da:::
Lam OK
\OKI
23 (0.7)
24 P: ma giu::cdi lu:ng DO::
Sinh but now CLA back better
‘But my back’s better now’
25 (0.4)
26 D: a:::(.) cai lung dé:?
Lam oh CLA back better
‘Oh, your back’s better?’
27 P: °da:°
Sinh yes
‘Yes’
((40 lines deleted - The patient takes medication and the doctor
assesses previous concern))
68 D: rua chu: a- (.) dot ni éng v éng
Lam so today uh period this grandpa hospitalise grandpa
69 m—- mong+mubn diéu+trji cdi+chi:?

wish treatment what
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79 P:
Sinh

245 D:
Lam

246 D:
Lam

247

248

249 D:
Lam

250

251 D:
Lam

252
253 P:
Sinh

254 D:
Lam

255 P:
Sinh

‘So what’s your major concern today?’

mong+muén &: (.) cdi chun
wish uh CLA leg

‘I wish to seek treatment for my leg’

((8 lines deleted - Talking about Sinh’s leg, which is not the

focus of discussion in this extract))

lung cing chém bé+tic #nt:a#
back also acupuncture extra PRT

‘My back also needs extra acupuncture’

((166 lines deleted - Taking about Sinh’s problem with his leq))

6:::ng (.) rva thi::: a (0.2) con hoa:i lai (0.6)
grandpa so COP uh offspring ask again

‘Can I ask you again’

la::: (.) héi tr-  éng vé bita trudc nd 1a
cop in 1last grandpa hospitalise in last that coP
tién+st 6éng cé chi #khéng#+he::?

history grandpaPRT anything INT

‘if you had any problems in your medical history when you
last in hospital?’

(0.3)
éng cé khai con cai+chi  khéng he::?
grandpa PRT tell offspring anything INT PRT

‘Did you tell me anything about your medical history?’

(0.3)
é:ng khéng bi huyét+ap ha:y?
grandpa not have hypertension INT

‘You haven’t had hypertension?’
(0.6)

[bi-]

‘have’

[c6 1+khéng?
INT

‘Have you?’

bi- (.) bi huyét+ap,

have hypertension

Lines 253 & 255: ‘Yes. I’ve had hypertension’

were

While a consultation often begins with greeting or elicitation of the patient’s

personal details (Byrne & Long, 1976), doctor Lam skips this step and starts the

consultation abruptly using a kinship term of address delivered in an elongated

manner and with high pitch, /6:::ng (‘you’; line 1), to engage Sinh in the
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consultation. He does not elicit Sinh’s assessment of his health concern, nor does he
even ask why Sinh has returned. Rather, he reviews the previous concern in the form
of a declarative turn, trudc vo dau cdi lung nay (‘your previous concern was
backache’; lines 4-5). The use of a relative temporal specification (Enfield, 2012),
trudc (‘previous’), in this turn informs us that this is a follow-up visit. Also, Lam’s
naming Sinh’s previous concern reveals Lam’s prior knowledge of Sinh’s problem,
which suggests that Lam has a good understanding of Sinh’s previous problem.
Having received Sinh’s alignment token (line 7), Lam enquires about other previous
concerns with a request for assistance, ré:i Ichi nita ong heé::? (‘and what else?’; line
9). This question presupposes that Sinh had at least two concerns on his last visit,
and that Lam is looking for the remaining one(s) (i.e., not his backache). Based on
Lam’s reviewing elicitors in lines 9, 11, and 14, Sinh then introduces his new
concern (i.e., numbness in his leg; line 15). This practice not only updates the doctor
on the previous symptoms but also informs him of the existence of new ones. From
lines 28 to 67 (data not shown), the conversation returns to patient Sinh’s previous
concern (i.e., backache) without touching upon the new one (i.e., numbness in his
leg). Realising that Sinh’s backache has subsided (line 26), Lam begins to elicit
Sinh’s main concern, dot ni 6ng vé ong mong muén diéu tri cdi chi (‘what’s your
major concern today?’; lines 68-69). On the face of it, Lam’s information-seeking
act in lines 68-69 indicates that this is not a follow-up visit, as Sinh’s current
problem, cdi chun (‘my leg’; line 71), differs from the previous one (i.e., backache).
Nevertheless, as the consultation develops, Sinh reveals that his back needs extra
acupuncture (line 79). In addition, at the conclusion of the consultation (lines 245-
255), Lam asks Sinh to recount his medical history in relation to his last visit. The
lexical markers, ong cé khai con (‘did you tell me’; line 249), reveal that they
already met each other before to deal with the same concern. Thus, the visit is clearly
an SDF.

Extract 5.5 has typified how doctors in SDFs elicit patient problem
presentation in this data set. First of all, there is some degree of intimacy between
doctors and patients, which is reflected in the absence of a greeting at the beginning
of the consultation (although not all SDFs in this study follow this pattern). This
intimacy may be promoted as a result of the daily interactions between doctor and
patient in the two or three weeks since the previous visit. In addition, it is through

these interactions that the doctor can build their knowledge of the patient’s problem.
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This is indicated by the fact that their discourse largely focuses on the patient’s
assessment of their health after a specific point in time, and on the task of eliciting

new concerns.

5.1.3 Different doctor follow-up visits

The last part in this section is about doctors’ initiation of problem presentation in
DDFs in the wards and the consulting rooms. Although each of these visits is termed
a ‘follow-up’, the patient and the current doctor have not met each other before to
discuss the current concern. In the follow-up, the doctor thus has to look at the
patient’s medical record issued by another doctor who examined the patient on their
previous visit. However, as D. C. L& (personal communication, July 26th, 2016)
revealed, sometimes patients neglected to bring their medical records with them to
the consultation, and sometimes doctors were too busy to read the patient’s records.

Therefore, doctors in DDFs sometimes interact with patient as if it were a first visit.

5.1.3.1 Consulting room

Doctors in DDFs to the consulting room often use three formats to elicit patient
problem presentation. Those designing the DDF as a first visit employ two formats:
‘Where does it hurt?” or “What brings you to hospital/here?’. Their first-visit design
is understandable from an institutional and social perspective. As discussed in
Section 5.1.2.1, even some doctors in SDFs find it difficult to retrieve information
about the patient’s problem in their previous visit, especially when patients return for
a follow-up after a long hiatus. Meanwhile, doctors in DDFs did not examine a
follow-up patient in their previous visit; hence, their knowledge of the patient’s
problem can only be gained through medical records, and only if patients bring them
to the visit. Otherwise, the doctor must design the visit as a first visit. Apart from
these two formats, if the doctor has consulted the patient’s medical records, they
design the visit as a follow-up visit by eliciting the patient’s problem(s) on their last
visit. This situation is exemplified in Extract 5.6. This is patient Tam’s third
treatment course for his osteoarthritis at this hospital. In this consultation, doctor
Nam knows that Tam is a follow-up patient (lines 1-2) but elicits Tam’s previous

concern as if it were a first visit (line 5).
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Ex. 5.6: A 1l¢g¢g 1

1 D: éng /Tam & =>6ng did diéu+tri o&+day
Nam grandpa Tam PRT grandpa PST treatment here
2 /hai dot réi  haz<

two course PERF INT

‘You’ ve undergone two courses of treatment here before, Tam?’

3 (0.2)
4 P: da::
Tam yes
‘Yes’
5 D: dot trudc dau chi 6ng?
Nam visit last problem what grandpa

‘What was the problem on your last visit?’

6 (0.2)
7 P: da =thodi+hdéa+/khép
Tam HON osteoarthritis
‘Osteocarthritis’
8 (0.2)
9 D: a:
Nam oh
\ohl
10 P: da
Tam yes
‘Yes’
11 D: dot ni vo lai cling bi:: (0.4)
Nam time this hospitalise again also suffer
12 >dau [ché ds lubn<? ]

problem part that PRT

‘You’ re seeking treatment for that same problem again?’
13 P: [ (da) hd&n—- hdn- h&n] /co de réi chu [vé::] (0.6)
Tam HON it somewhat better PERF now hospitalise

‘It’s somewhat better, and now-8"

14 D: [ha: ]
Nam oh
\oh!
15 P: (cho-) >dot ni mén+rdng< (0.3) diéu+tri cho /léng Judn
Tam for course this how treatment so+that recover PRT

‘I want another course of treatment so that I can recover

completely’
16 D: réi::
Nam OK

A hyphen is used in the free translation to indicate incomplete talk or repair of the immediately
preceding talk.
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‘I see’

Doctor Nam opens the visit with a declarative question on Tam’s number of
treatment courses (lines 1-2). Judging from this B-events question, Nam has read
Tam’s medical record prior to the consultation. First of all, Nam’s turn design uses
an alternative question ending with an interrogative particle 4d (line 2); this means
that he expects a ‘yes’ response. Of the five alternative question types listed in
Section 2.3.3.1, this one conveys the strongest stance that Tam will agree with Nam
(Ngo, 1999). In addition to this is Nam’s use of the numerical indicator, hai dot
(‘two courses of treatment’; line 2). As one course would be customary before a
follow-up visit, Nam’s inclusion of this specific information in his turn suggests that
he has read Tam’s medical record. Tam’s conforming answer, da:: (‘yes’; line 4),
treats Nam’s presupposition as correct.

Doctor Nam proceeds with a non-alternative question at line 5 to elicit Tam’s
previous concern. In contrast to his declarative question in lines 1-2, Nam’s second
question using the question marker, chi (‘what’; line 5), expresses his lack of
knowledge towards this concern (Heritage, 2012). In principle, there are three
possible reasons why he may have asked Tam this question: (i) he did not read
Tam’s medical record; (ii) he is posing an examining question (Athanasiadou, 1991)
to test whether Tam can recall his own concern (examining questions are used to test
patient knowledge about something that doctors already know); or (iii) he has some
knowledge of Tam’s concern from his medical record, but wants to hear about it
from the patient himself given Nam has not examined the patient before. Above,
Nam’s declarative question in lines 1-2 is designed in such a way that indicates he
has most likely read Tam’s medical record, so (i) can be discounted. Possibility (ii)
is also ruled out by Nam’s uptake (line 9) of Tam’s answer (line 7); specifically, his
stretched a:-preface (line 9) indicates that Tam’s information is new to him
(Heritage, 1984a). This leaves (iii) as the most plausible explanation for the weak
epistemic stance that Nam expresses in his second question.

Grounded on Tam’s presentation of his problem (line 7), doctor Nam begins to
elicit the current concern (lines 11-12). He launches this elicitation using the words
lai (‘again’; line 11) and do (‘that’; line 12). These words are institutionally
appropriate to follow-up visits, given that follow-ups monitor the previous concern

for ongoing management of treatment (Cordella, 2001, 2004). In response, Tam’s
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recovery update (line 13) and his account for today’s visit (line 15) make relevant a
follow-up visit.

From the analysis of Extract 5.6, it can be seen that doctors in DDFs to the
consulting room often have some prior knowledge of patients’ presenting problems
from their medical records. In possession of this knowledge, doctors tend to design
their elicitors in a way that reflects this visit type, like doctor Nam did in Extract 5.6.
In particular, an institutionally appropriate elicitor typically communicates that the
doctor has read the patient’s medical records, but still wishes to hear the patient
present their problem themselves, as the doctor has not examined this patient before.
This elicitor often consists of at least two TCUs: one to seek previous concerns, and
one to seek the reason for today’s visit. First-visit elicitors are not pervasive in the
data set, so they are considered a candidate phenomenon in DDFs to the consulting

room.

5.1.3.2 Ward
By and large, doctors in DDFs to the ward adopt the same formats as those in the
consulting room. In addition, some of them either use the format ‘You have / are
suffering from + [name of problem]?’, or attempt to determine the duration of the
problem (see Section 6.4). These two elicitation formats indicate that the doctor has
some prior knowledge of the patient’s presenting problem(s), and that they are
constructing the visit as a follow-up visit. In comparison with doctors in DDFs to the
consulting room, those in DDFs to the ward are more likely to gain some knowledge
of the patient’s problem(s) prior to the consultation. This is because patients in the
ward are inpatients or outpatients who often return for a follow-up visit after a short
period of time. On their return visit, they have to bring their medical record with
them in order to be admitted to hospital. If they leave it at home, doctors in the ward
can consult the referral letter issued by a doctor in the ward right before this
consultation. Therefore, the first-visit elicitation formats in DDFs may be adopted by
doctors who are too busy to collect the record or referral letter from the reception
(see Section 4.1.3).

Extract 5.7 illustrates how doctor Quy constructs his visit as a follow-up visit
by eliciting the duration of patient Ngoc’s problems. Ngoc completed one course of
treatment for her contorted mouth and pounding ear, but it is not until this follow-up

visit that she is able to obtain a referral letter from her previous hospital in order to
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have her hospitalisation covered by her medical insurance. Quy has read Ngoc’s

medical record prior to the consultation taking place, so he does not elicit Ngoc’s

major concern. Instead, he elicits the duration of the problem (line 23).

Ex. 5.7:

12 D:
Quy

13 P:
Ngoc

14 D:
Quy

15 P:
Ngoc

16

17 D:
Quy

18

19 P:
Ngoc

20

21 P:
Ngoc

22

23 D:
Quy

24

25 P:
Ngoc

B 12 & 56

((11 lines deleted - Talking about patient’s personal
information))

td:i+khd:m ac

follow-up+visit INT

‘This is a follow-up visit?’

da:

yes

‘Yes’

ma [rdng gidy <chuyén] mdé:i ri heé?
but why letter referral new PRT INT

‘Why is the referral letter new?’

[ (tdi+kham) 1
follow-up+visit

‘It’s a follow-up visit’

(1.3)
Ja::: (.) gidy chuyén méi ha?
oh letter referral new INT

‘Oh, your referral letter’s new?’
(0.3)

da
yes

‘Yes’
(1.2)

bénh+vién Thbéng Nh&t chuyén 1éng
hospital Thong Nhat transfer up

‘I’ve been transferred from Thong Nhat Hospital’
(0.9)

ria bi:: ri ldu chua?

so suffer these long INT

‘So how long have you been suffering from these problems?’
(0.5)

da bi ha:i thd:ng rdi
HON suffer two month PERF

‘Two months’

Right at the beginning of the consultation, doctor Quy has been informed that

this is a follow-up visit through the medical record. His prior knowledge is reflected
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in his first question (line 12) using the interrogative particle a combining with stress
on td:i khd:m (‘follow-up visit’). This combination communicates his belief that
Ngoc will agree with him (Ngd, 1999). Ngoc’s ‘yes’ answer (line 13) treats Quy’s
presupposition as correct. Quy then projects another question (line 14), ma rdng gidy
chuyén md:i ri he? (‘why is the referral letter new?’; line 14), to search for evidence
in support of his presupposition. This is a straightforward account solicitation given
that the transferring letter should typically be presented on the first visit, not on the
follow-up one. In launching this question, Quy is trying to call for an explanation
from Ngoc. Without any response after a lengthy silence of 1.3 seconds (line 16),
Quy closes off the previous question-answer sequence with a news marker, a (‘oh’;
line 17), as a sequence-closing third, following a partial repeat in an interrogative
and declarative form, gidy chuyén moi ha? (‘your referral letter’s new?; line 17), to
project sequence expansion (Heritage, 2018b): seeking confirmation from Ngoc. On
receipt of Ngoc’s confirmation of her follow-up visit, doctor Quy officially opens the
visit with a history-taking question at line 23. Instead of eliciting Ngoc’s chief
concern, Quy asks about the duration of her problems. He employs the deictic ri
(‘these’; line 23) to refer to Ngoc’s problems (i.e., contorted mouth and pounding
ear), which have not been discussed so far in this consultation. This indicates that
Quy has some pre-existing knowledge of Ngoc’s concerns, and thus he skips the
initiation of problem presentation to go directly to the history-taking stage. Of note is
that eliciting information about duration only occurs in DDFs, not in SDFs as the
doctors in the latter visit have looked for it in the last meeting.

While doctor Quy constructs his visit as a typical DDF to the ward, doctor
Lam’s elicitor in Extract 5.8 does not exhibit such obvious features. This extract is
from his consultation with patient Vu, who has just finished one course of treatment
for his shoulder, elbow, and left kneecap. Vu comes to this visit for the same
concerns. In this extract, Lam does not know that Vu is a follow-up patient (line 18).
This is probably because Lam has not had a chance to read Vu’s medical record prior

to the consultation (see Section 4.1.3).

Ex. 5.8: B 3 & 46

1 D: rd::::1 (0.2) anh a- (.) da::u rd:ng?
Lam sO older+brother uh trouble what

‘So, what seems to be the trouble?’

2 (1.0)
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10

11

12

13

14

15

16

17

18

19

20

Lam

Lam

Lam

Lam

Lam

khop va:i a ba:c,
joint shoulder PRT doctor

‘I have pain in my shoulder joint, doctor’

(0.3)

va::i °a°?
shoulder INT

‘In your shoulder?’

véi chdé khuyu+TA:Y ni, (.) voi #cdi#
and in elbow this and CLA

[tra::1i]
left

‘and in this elbow and my left leg’

[Te:::]
mmm

\ml
(0.6)

#khop# gbi trdi ha?
joint kneecap left INT

‘Your left kneecap?’
(0.2)

da::
yes

‘Yes’

con cai- (0.2) vai ni anh

and CLA shoulder this older+brother

gid [1én] dugc khéng?
1ift up can INT

‘How about this shoulder? Can you lift

[1én]
up

‘Yes’

trudc la gid #khéng# dug:c=ma 1én

before cop 1lift not can but come
bita+ni lgié [dugc rd:i]
SO now 1lift can PRT

‘Before, I couldn’t 1lift it up. But I

course of treatment’

[l1én ndm ] ché+mb?
come stay where

‘Which room did you stay in for your last course?’

(0.3)

da::y
this

‘This one’
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chd::n (0.2)

leg

it up?’

nédm
treatment

can now,

thanks to the last



Right at the outset of the consultation, doctor Lam displays a lack of prior
knowledge of Vu’s concerns through his general inquiry question, anh da::u ra:ng?
(‘what seems to be the trouble?’; line 1). This launches the consultation in the
manner of a first visit. The question marker, dau rdang (‘what...trouble?’),
encourages Vu to provide some new information about his health condition;
however, his 1.0-second pause (line 2) suggests that he is having difficulty
formulating his response. Vu then lists three concerns, khop va:i (‘shoulder joint’;
line 3), khuyu TA:Y (‘elbow’; line 6), and chd::n trd::i (‘left leg’; lines 6-7). During
Vu’s problem presentation, Lam initiates three other questions to confirm, locate,
and evaluate the symptoms of the pain (lines 5, 10, and 13-14), and is able to obtain
further information about Vu’s previous visit, [én nam (‘last course of treatment’;
line 16).

Patient Vu’s three concerns related to his shoulder joint (line 3), elbow (line 6)
and left leg (lines 6-7) are disclosed as if they were unknown to Lam. This is also
verified through Lam’s modified repeats of Vu’s responses in order to seek Vu’s
confirmation (lines 5 and 10). The actual visit type becomes discernible from line 16
onwards, when Vu makes an assessment of his recovery in order to inform Lam that
he has come for treatment before. On receipt of Vu’s information, Lam does not wait
until the TRP (i.e., the particle ré:i at line 17), but starts his turn early to project a
non-alternative question (line 18), engendering a terminal overlap onset with Vu’s
turn (line 17). Lam’s non-alternative question, /én nam ché md? (‘which room did
you stay in for your last course?’; line 18), communicates his lack of knowledge of
Vu’s previous treatment course. Moreover, Vu also designs his responses as if he has
not presented to Lam before (lines 3 and 6-7). We can conclude that Lam did not
treat Vu on his last visit, and that the present visit is a DDF.

Extracts 5.7 and 5.8 have displayed two different practices of organising the
problem presentation stage in DDFs to the ward. While doctor Quy in Extract 5.7
employs a history-taking question to initiate the patient’s presenting problem(s),
doctor Lam in Extract 5.8 uses a general inquiry question. The elicitation design
employed by each doctor is largely shaped by their prior knowledge of the
problem(s) in question. Note that, while doctor Lam has not read the medical record
or referral letter before the consultation, doctor Quy has done this. Therefore, a
typical elicitor in DDFs to the ward conveys the doctor’s access to the patient’s

concern(s), as in Extract 5.7.
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In conclusion, doctors in first visits, SDFs, and DDFs to the consulting room
and the ward design different types of questions in the course of initiating patient
concerns. Their turn design is based on their epistemic stance towards the patient’s
concerns, which is, in turn, partly constrained by the institutional context of the
Vietnamese hospital. Of all the visit types, only doctors in first visits to the
consulting room and SDFs to the ward consistently adopt appropriate elicitors. The
appropriateness of doctor elicitors in the remaining visit types and locations are
(apart from the institutional issue) contingent on whether patients bring their medical
records to the consultations or not, and on the issue of how much doctors know (or
are expected to know) about the patient’s history. This is something for both
participants to establish during the consultation. To put it differently, in designing
their initial solicitations in particular ways, doctors convey a certain epistemic stance
towards the patient’s problem which may or may not be accurate, as far as the facts
go. Therefore, the existence of different visit types above may be traced to the issue
of medical records. First of all, patients sometimes neglect to bring their medical
records with them to the visit (e.g., Extract 5.3). Even if their records were available,
some doctors in this study were too busy to read them before the consultations took
place, especially doctors in the wards. Those in the consulting rooms might have
read the medical records. Unfortunately, due to the lack of videorecorded data, I
could not tell how much the doctors read these records, and whether the records were

being read during or prior to the visit.

5.2 Patient disclosure

In the present study, patients deploy different strategies to present the reason for
their visit. The patient problem presentation often lies in the second-pair part of the
problem presentation sequence, in response to the doctor first-pair part. In particular,
the patient problem presentation comes directly after the doctor’s opening questions,
as these give patients an opportunity to articulate their decision to seek medical
assistance. During that opportunity, patients are institutionally licensed to express
their own ideas in accordance with their planned agendas. By presenting their
concerns to doctors, patients raise the issue of doctorability in order to legitimise
their visits (Heritage & Clayman, 2010), thus making a request for service and
seeking an expert’s advice for their health-related problems (Ijds-Kallio et al., 2010).

To this end, they have a range of choices regarding both the content and the
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formulation of concern presentation. In Pomerantz’s (2002) terms, patients may
describe symptoms, provide a narrative of their experiences with the symptoms, and
reveal their lay diagnosis. Alternatively, according to Stivers (2002b), patients may
take advantage of this opportunity to express their levels of concern, their theories of
what is wrong, and whether and how they think the problems should be dealt with.
Via these strategies, their presentation conveys a tension between their lay
evaluation and the doctor’s expert judgment (Heritage & Robinson, 2006a). Overall,
along with the description of symptoms, the problem presentations can also feature
the patient’s feelings through their explanations of the problems.

Here I do not foreground the patients’ practices according to the visit types as [
have done in Section 5.1, since the same practices occur in all types of visit. Rather,
I make visible their presentations according to the strategies used. There are six
strategies of presentation: symptoms-only presentation (Section 5.2.1), presentation
plus self-diagnosis (Section 5.2.2), presentation plus assessment (Section 5.2.3),
presentation plus cause (Section 5.2.4), presentation plus reason for choosing this
hospital (Section 5.2.5), presentation as a narrative (Section 5.2.6), and presentation
without being elicited (Section 5.2.7). These problem presentation formats are either
designed as such from the outset, or emerge interactionally (in that they are shaped

by doctor elicitors).

5.2.1 Symptoms-only presentation

Symptoms-only presentation refers to the presentation of a concern in which the
patient describes their biomedical and/or psychosocial problems, the location (of any
biomedical problems), or their duration. Two formats for this presentation type are
identified: general-to-specific presentation, and listing of problems. A general-to-
specific presentation is often composed of at least two TCUs: the first names the
major problem, and the second elaborates on it by describing the symptoms or
naming other related minor ailments (e.g., Extracts 5.1 and 5.4). Listing of problems
is used by patients who have more than one concern, and they list all concerns either
in the same or a different turn (e.g., Extracts 5.4 and 5.8). The general-to-specific
practice is illustrated in Extract 5.9 between doctor Quynh and patient Bich. Bich
comes to this visit with four concerns: leg, shoulder, neck, and arm pain. However,
in this extract she presents one concern only (i.e., leg pain; line 10); the remaining

three concerns are disclosed after Quynh finishes eliciting all relevant information of
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the first concern.

Ex. 5.9: B1 & 3

((Talking about patient’s personal information))

6 D: réi chi u:— (.) chu:: chi: DAU cai chd+mé
Quynh sO older+sister uh now older+sister concern at where
7 =chi néi em nghe

older+sister tell younger+sister hear

‘So, tell me about your health concerns, please’

8 (0.2)
9 P: chi dau- (.) chty ma dau nhiéu+/nhdt (.) la noi
Bich older+sister hurt now COP hurt most COP in
10 cdi chén

CLA leg

‘It hurts- this leg hurts the most now’

11 P: =tt noi vé ni hdy (.) chi mubn ma co  cai
Bich from at thigh this PRT older+sister want to bend CLA
12 chidn 1én 1a chi- em biét chi phai

leg wup COP older+sister younger+sister know older+sister must

13 xach cai- (.) riri nay (.) chi moi
raise CLA like+this PRT older+sister PRT
14 bo 1én ri dugc

1ift up like+this can

‘This thigh, you know, I must raise it like this if I want to bend
my leg and lift it up’

15 (.)
16 P: cho #khéng#+théi cai chan #hdn# dau
Bich if not CLAa leg it hurt

‘If not, my leg hurts’

After five lines of securing Bich’s personal details (data not shown), doctor
Quynh opens the visit with a Tell me about X format (Heritage & Robinson, 2006b)
in lines 6-7. Bich takes this general inquiry question as an invitation to introduce the
reason for the visit. After a brief silence (line 8), Bich gives a presentation of her
major concern: leg pain (lines 9-14 and 16). She makes a self-initiated repair at the
outset of her turn by replacing chi dau- (‘it hurts’) with chir ma dau (‘this leg hurts

now’) to add the temporal context, chu (‘now’), for the pain (line 9).

Additionally, she puts an emphasis on the intensifier nhiéu /nhitt (‘the most’; line 9)

with a sharp change upward in pitch at the second word, /nhut (‘most’), in order to
highlight the severity of the problem. The lexical items, chir (‘now’) and nhiéu nhitt

(‘the most’; line 9), also imply that she has more than one concern, but leg pain is the
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most serious one at the moment. Apart from its purpose of intensification, Bich’s
choice of nhiéu nhit (‘the most’) alerts Quynh that some less serious concerns are
likely to be revealed later. The major location of pain (i.e., leg) is pinpointed after a
micro pause (line 9). This turn structurally and semantically reaches its possible
completion point at chdn (‘leg’; line 10). Despite this, Bich rushes through this TRP
(i.e., marked by an equal signal at line 11) to disclose the information about
symptoms (lines 11-14). She both details and models her leg pain by a basic
movement to demonstrate its severity. This expanding talk serves as a justification
for her claim. Bich closes the presentation sequence with a contrasting marker, cho
#khong# thoi (‘if not’; line 16), to stress the pain severity.

In this extract, patient Bich formulates a general-to-specific presentation in a
three-TCU turn. The first TCU provides general information by locating the pain
area (lines 9-10). In the second TCU, she details the pain through a quick
demonstration of how it affects her ability to move her leg. The third TCU adds
emphasis to the pain severity. This general-to-specific description clearly presents
the main concern right at the beginning of the consultation, thus providing doctors
with a straightforward account for the visit. Through this presentation, doctors can
grasp and evaluate the main point quickly and thoroughly, which may facilitate their

elicitation of further information later.

5.2.2 Presentation plus self-diagnosis

The patients’ demonstration of their medical knowledge is prevalent throughout my
data. As described in Section 4.2.2 (see Appendix B as well), the patients in this
study come from different walks of life. A large number of them are blue-collar
workers, although some are white-collar workers. In the latter cohort, there are
experts in medicine, whose medical knowledge has been gained as a result from their
formal training. Nevertheless, many non-professional patients also exhibit lay
knowledge of their problems. Their knowledge base has been built on their own
experiences of long-term suffering, what they have learnt from social media,
information from third parties or patient advocacy groups (Hall & Roter, 2006), and
so on. This information is volunteered, or provided in response to the doctor’s
elicitation. The most common ways in which patients demonstrate their lay
knowledge are by offering a self-diagnosis, or disclosing information about self-

treatment.
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Despite having some sort of diagnosis, patients are often guarded in bringing
up a diagnosis in the consultation. Patient self-diagnosis claims doctorability and
triggers the doctor’s moves towards the next steps of the consultation (Heritage &
Robinson, 2006a). Pomerantz (2002) argues that patient disclosure of diagnosis is
shaped by, and in turn shapes, the patient’s role identity and local project. In other
words, by offering a diagnosis, patients not only involve themselves in the treatment
process but, to some degree, also raise their expectation of the outcome. Hence, these
consultations are much more patient-centred (McWhinney, 1989).

In this study, the common format used for offering a diagnosis is by naming
the problem. This is deployed in two ways: making their own diagnosis, or invoking
the diagnosis of a third party (e.g., a previous health practitioner). Patients can design
their diagnosis as a response to the doctor elicitation of the problem presentation, or
as an expansion of their description of symptoms in the same turn. Consider how
patient Dinh in Extract 5.10 cites an earlier diagnosis of his degenerative spinal
condition (lines 16-17) when responding to doctor Yen’s elicitation in the inpatient
ward. Dinh has had chronic back pain for six years, but this is the first time he has

been to hospital (data not shown).

Ex. 5.10: B 13 & 70
((Talking about patient’s personal information))
12 D: minh dau chi ma vé+vién ri anh?=
Yen you pain what COP hospitalise PRT older+brother
‘What brings you here?’
13 P: =<Bj thidt+lung
Dinh pain waist

‘Pain in my waist’

14 (0.7)
15D: da (0.2) bi-=
Yen HON pain
‘Pain-’
16 P:> =da: (0.2)bi ( ) =bi thodi+ho- (0.7)
Dinh HON have degeneration
17 & >THOAI+HOA  COT+SONG<¢

uh degeneration spine

‘I have ( ), have degeneration- spinal degeneration’

18 (0.5)
19 D: thodi+hda cot+sbnge
Yen degeneration spine

‘Spinal degeneration’
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Upon receiving doctor Yen’s general inquiry question (line 12), Dinh makes a
Jjump-started talk (Schegloff, 2005; the ‘<’ symbol at line 13) to present his main
concern: =<Bj that lung (‘pain in my waist’; line 13). Jump-starting is a practice by
which a speaker starts their talk that sounds earlier than it is and has an over-loud
first syllable (Schegloff, 2005). After a 0.7-second silence (line 14), his information
is minimally receipted by Yen, who most likely orients to a repeat of Dinh’s
response, but then abruptly cuts herself off at bj- (‘pain’; line 15) when Dinh
immediately puts forward the diagnosis (lines 16-17), THOAI HOA COT SONG
(‘spinal degeneration’). This works to clarify his previous presentation at line 13 and
respond to Yen’s cut-off talk at line 15. After 0.5 seconds of silence (line 18), Yen
leaves Dinh’s diagnosis unassessed by repeating the information (line 19)." The
absence of Yen’s assessment at this problem presentation stage probably means that
she wants to move the diagnosis to its own stage after history-taking and physical
examination. This reflects her orientation to the canonical organisation of the
medical visit (Gill & Maynard, 2006).

In this extract, patient Dinh presents the diagnosis overtly by naming the
problem using the medical term thodi héa cét song (‘spinal degeneration’; line 17).
Although he has never sought treatment at any health centres before (data not
shown), Dinh is able to know its cause and put forward a clear diagnosis through
“highly moral language with no mitigation” (Pomerantz, 2002, p. 132). The
sociological background of his presentation lies in his experience with this chronic
pain, which, as he reveals later, has recurred once a year over a period of six years
(data not shown). Due to such frequent recurrences, Dinh has grasped its symptoms
and implemented some temporary treatments like coin rubbing, applying medicated
oil, or taking pain relievers prescribed by pharmacists (data not shown). In addition,
his visit takes place in the inpatient ward and Dinh has to undergo an overall
examination by a doctor in the consulting room first. It is probably through this
earlier examination that he was informed of the diagnosis.

Patient disclosure of a self-diagnosis is a common practice in this study. This
practice occurs throughout the consultation, but most often in the problem
presentation stage when patients describe their symptoms. Most of their diagnoses

come from third parties, that is, from test results or health practitioners in their

' The next talk is about pain duration and previous treatment (data not shown).
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previous consultations (e.g., Extract 6.4). In addition, those who have suffered from
their pain for a long time can also make a self-diagnosis of their problem based on
their experience. In the cases above, the self-diagnoses tend to be straightforward
without any mitigation or hedging devices. However, patients with an acute problem
sometimes disclose their own lay self-diagnosis. In this case, they design their turn in
a way that conveys uncertainty about their claim. Through disclosing their self-
diagnosis, patients establish the reason for today’s visit or speak with the voice of
medicine, which is always considered the possession of doctors (Mishler, 1984). On
the one hand, they signal that it is not only the doctors who have such expertise. On
the other, they want to demonstrate their knowledge of the field and show their
understanding of, or responsibility for, their own health. In portraying their claims,

patients seek entitlements for their medical knowledge to be sanctioned.

5.2.3 Presentation plus assessment

Patients’ assessments of their problem typically occur in two ways. They are given
when doctors ask patients to update their health recovery after a course of treatment,
or patients integrate assessments into their problem presentation. During the history-
taking and physical examination phases, patients also volunteer their assessments in
response to doctor elicitation of symptoms or past treatment (see Section 6.1). These
assessments update doctors on the patient’s health condition or provide insight into
past treatment plans.

Presentation plus assessment is characteristic of follow-up visits, regardless of
whether it is an SDF or a DDF. This pattern sometimes occurs in first visits when the
patient has already received treatment at another health centre. Patients often
construct their presentation plus assessment in a multi-unit turn. Firstly, they present
their current problem. Then they assess their recovery since the last visit/
hospitalisation. Sometimes they raise a new concern(s), if there is one. Extract 5.11
illustrates how patient Thuy integrates her assessment into a multi-unit turn in
response to doctor Tuan’s elicitation of problem presentation. After presenting her
main concerns of backache and swollen knees (lines 3-5), Thuy discloses her

assessment to update Tuan on her health condition (lines 7-8).

Ex. 5.11: A 2 & 15

1 D: chtr mé dau ché+mé::?
Tuan now grandma hurt where
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‘Where does it hurt?’

2 (1.0)

3 P: néi+chung da:u (0.5) lu::ng (0.2) #hdn-# h— cing

Thuy mainly ache back it stiff

4 lu::ng (0.2) xubng hai ddu+gdi ni h— (.) hdn su:ng
back down two knee these they swell

5 (0.2) #hdn# sung °rua’

they swell PRT

‘It’s mainly backache. My back’s stiff all the way down to my
knees, which have swollen, swollen up’

6 (0.6)
7 P: nhung #hdn# cé:: (0.2) ha— hdn cé bdt duoc ndm+muoi
Thuy but they PsT they PST back PRT fifty

‘But they’re back to fifty percent of normal’

8 P: =con ndm+muoi
Thuy still fifty

‘There’s still fifty percent left’

In his question, chur mé dau ché mo::? (‘where does it hurt?’; line 1), doctor
Tuan asks about the pain location, thereby indicating that the concern is new to him.
He does not ask Thuy to assess the pain condition after she was discharged from the
hospital. Thuy postpones her response after a long silence of 1.0 second (line 2),
which treats Tuan’s questions as inappropriate in this follow-up visit. She then
pinpoints the pain location (lines 3-5) by prefacing her turn with noi chung
(‘mainly’; line 3); this alerts Tuan to the fact that the imminent talk will summarise
her main concerns, and that it is likely that there are other minor concerns as well.
Thuy pauses for 0.5 seconds (line 3) before naming the pain location, lung (‘back’;
line 3). She then briefly pauses again (0.2 seconds) and reports its symptom, hdn
cung lung (‘my back’s stiff’; lines 3-4). After another brief pause of 0.2 seconds
(line 4), Thuy raises one more problem, hai dau gui (‘my knees’; line 4) and the
symptom, sung (‘{my knees have] swollen up’; line 4). She repeats hdn su:ng (‘[my
knees have] swollen up’; lines 4-5) after 0.2 seconds (line 5) and stresses sung (‘[my
knees have] swollen up’) twice, which aims to increase the perceived severity of the
problem. Once the main concerns are presented without any feedback from Tuan
after a silence (line 6), Thuy expands her presentation to volunteer her assessment of
the pain recovery (lines 7-8). She prefaces her assessment turn with a contrastive
marker, nhung (‘but’; line 7), to draw attention to the fact that the imminent talk will

contrast with the previous information. The words bdt (‘back’; line 7) and con
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(‘still’; line 8) communicate that her problems have received treatment before, and
thus this follow-up visit is to monitor the remaining fifty percent (line 8).

Extract 5.11 has presented a typical example of how patients design their turns
in such a way that they can incorporate a recovery update into their presentation. It
can be seen that this information is not elicited by doctor Tuan, but volunteered as an
expansion of Thuy’s presenting problem(s). In the first TCU of her multi-unit turn,
Thuy describes the symptoms of her back and kneecaps, and then discloses their
progress in the remaining TCUs. Her volunteering information informs Tuan that
this is a follow-up visit, given Tuan’s inappropriate elicitor. In doing this, Thuy

works to orient the trajectory of the consultation in the manner of a follow-up visit.

5.2.4 Presentation plus cause
During the course of problem presentation, instead of waiting for the doctor’s
elicitation, patients also offer their own lay explanations for what they think is
causing their ill-health. These explanations can be regarded as narrative accounts
which detail the patient’s symptoms and the difficulties they are experiencing or
have experienced, and which may be proposed overtly or tacitly. According to Gill
and Maynard (2006), patients connect their explanations with their presentation of
concerns through linkage proposals, which range from attributive (i.e., overt
proposal) to non-attributive (i.e., tacit suggestion).

Extract 5.12 illustrates how an overt proposal is brought forward by patient
Mai. Mai has pain in her spine, the cause of which she traces to a car accident (line
8) and physically-demanding tasks (line 15; see Section 6.3 for causes of the

problem).

Ex. 5.12: A1 & 2

1 D: mé dau chi #ma# vo da:y?
Nam grandma pain what cop come here

‘What brings you here?’

2 (0.5)
3 P: °da::° (0.6) khi+TE:: a la::: (0.2)°13° bé:
Mai HON past PRT cop fall

‘I had a fall in the past’

4 (1.0)
5 D: bb::?=
Nam fall
‘A fall?’
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6 P: =161 ki Nguy bé:: (.) bo— (0.4)
Mai at time Nguy fall and

‘During Nguy time?’, I had a fall and-’

7 D: [:]
Nam mmm
\lmml

8 P:>  >[a:] #khéng#+phdi bd< (.) xe tb:ng,
Mai uh not fall car hit

‘I didn’t fall, but was hit by a car’

9 (0.3)
10 D: u::
Nam mmm
*Mmm’
11 (0.2)
12 P: *a:*
Mai yeah
‘Yeah’
13 (0.4)
14 P: bo ndm+bénh+vién (.) a- (0.2) ma: chtr: la:::::nh (.) ma- (0.2)
Mai and hospitalise PRT and now recover but

‘and I was hospitalised for treatment, so I recovered, but’

15P:> chu- (0.2) ndm ngod::1i chu (0.2) la di gd:nh m #h&::n# (0.8)
Mai now year last now cop work carry so it
‘last year, I carried heavy loads so’

16 P: 16i né: (1.0) xe téng mi trdt xuong+séng
Mai time that car run PRT sprain spine

‘At Nguy time, a car ran into my spine and sprained it’

17 (0.3)
18 D: s
Nam mmm
*Mmm’
19 (0.4)
20 P: a::
Mai yeah
‘Yeah'’
21 (0.3)
22 D: a::
Nam oh
\Oh!
23 P: la::—

20 Nguy refers to a period preceding April 30th, 1975, when a government called the ‘Republic of
Vietnam’ ran southern Vietnam (from Quang Tri to the whole southern regions).
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Mai uh

\Uhl
24 D: trat xuong+sd:ng?
Nam sprain spinal

‘A spinal sprain?’

25 (0.3)
26 P: da: (.) trat xuong+sbng ma chir ma #hd::::n# (1.3)
Mai yes sprain spinal and now COP it

‘Yes, it was. And it’
27 P: da:::u bo chu::- (0.4) ki+ni::: (0.2)nam ngod:i
Mai hurt and now this year last
‘hurts now, and last year’
28 P: bo gd:nh (0.3) bd #hdn# trat la::i
Mai PRT carry so it sprain again

‘it got sprained again because I was carrying heavy loads’

29 (0.4)
30 D: a:: (.) chu cing [dau xuong+sbéng ] la:i?
Nam oh now also pain spinal again

‘Oh, the spinal pain’s recurred now?’

31 P: [bo ganh- ]
Mai and carry

‘And I carried heavy loads’

32 P: da: (0.2)>#hdn# dau nd lai<
Mai yes it pain that again

‘Yes, that pain’s recurred’

At the outset of the visit, doctor Nam raises a general inquiry question to seek
Mai’s main concern (line 1). After a delay of 0.5 seconds (line 2), Mai begins her
presentation with khi té (‘in the past’; line 3) as an attributive linkage proposal to
refer to a past accident, bé (‘a fall’; line 3). After 1.0 second of silence (line 4), Nam
makes a partial, virtually identical, final-rising-intoned repeat of Mai’s response to
treat bo::? (‘a fall’; line 5) as an other-initiated repair (Robinson & Kevoe-Feldman,
2010; Schegloff et al., 1977). It is an other-initiated repair because the repair is
initiated by Nam, not by the participant who makes the trouble source (i.e., Mai).
Mai immediately responds by repeatedly emphasising b6:: (‘a fall’; line 6) and
specifying the time reference ki Nguy (‘Nguy time’; line 6) to reinforce her answer,
but later corrects the cause, xe tong (‘[I] was hit by a car’; line 8). On receipt of
Nam’s continuer (line 10), Mai further narrates the previous treatment nam bénh vién

(‘I was hospitalised for treatment’; line 14) and the recovery of her problem. She
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then adds another cause which occurred last year, di gdnh (‘I carried heavy loads’;
line 15). After another pause (line 15), Mai discloses the main problem, trdt xwong
song (‘[a car] sprained [my spine]’; line 16), and repeats the first cause: a car
accident (line 16). Nam concludes the problem presentation sequence with an
inference about Mai’s main reason for today’s visit, dau xwong song la:i (‘the spinal
pain’s recurred’; line 3430).

In Extract 5.12, patient Mai traces her problem to two main causes: an accident
(i.e., an impact with a car) and physically-demanding tasks (i.e., she was a street
vendor who used to carry heavy loads). Although this is her first visit to this
hospital, Mai is able to identify the causes. First of all, she is likely to have sought
treatment elsewhere in the past, as this ailment first struck her 40 years ago and
recurred last year. It may be through these treatments that she was informed of the
causes. Moreover, this problem, by virtue of its long duration, is deemed a chronic
one. This means she may have attempted to determine its cause herself. In short, her
claim is probably based both on her own lay knowledge and on the expert
knowledge of other health professionals. In addition, the fact that Mai presents a
series of causes before naming her problem reveals her indirect manner of problem
presentation. Instead of presenting the problem outright, she provides a narrative of
her past incidents to foreground the reason. This indirectness, to some extent, reflects

the communication style of Vietnamese people (DeBonis, 1995).

5.2.5 Presentation plus reason for choosing this hospital

As mentioned in Section 4.1.1, the first contact point for most insured patients is a
communal or district health centre, or a private medical centre; however, the two
hospitals where the current research took place are at the provincial level.
Additionally, Vietnamese patients typically only come to see a doctor when their
problem becomes very serious (N. T. H. Pham, 2014; P. X. Tran, 2013). Last but not
least, a large number of the participating patients (60.6%) come from small towns or
villages (see Appendix B), which are far from the research sites. The above
information implies that patients may seek treatment at other health institutions
before they arrive at the research hospitals. Therefore, doctors wish to know why
patients have come to them and what they expect, while also evaluating patients’
healthcare habits. This practice often emerges in the first visit or DDF where doctors

and patients have never met before for the same concern.
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Not only do doctors wish to elicit the reason for choosing this hospital, but
patients volunteer this information as well. Along with presenting their major
concern, patients establish various reasons for choosing the current hospital. For
instance, some have been recommended by a relative or a medical expert, some
prefer the treatment regime on offer, and some have been referred to this hospital by
another health centre of a lower level. However, most of the patients in this study
explained their choice as dissatisfaction with treatment at a previous health centre.
Their reasons are mostly volunteered rather than elicited, and they tend to come later
in the problem presentation sequence, after the main problem has been disclosed.
This is demonstrated in Extract 5.13 in which patient Hanh overtly discloses to
doctor Nam that her choice of this hospital is due to the non-recovery of her problem
after receiving treatment at Thong Nhat Hospital (arrowed). Hanh has pain in her

shoulder and rib and this is her DDF.

Ex. 5.13: A1 & 3

1 D: mé:: (.) dau cdi vung chi ma:: (.) vé dady diéu+tri?
Nam grandma hurt CLA area what that come here treatment

‘What brings you here?’

2 (1.0)
3 P: da:::::: (0.4) #hdn# dau ki va::i ni bd:c
Hanh HON it hurt cLA shoulder this doctor

‘This shoulder hurts, doctor’

4 (0.2)
5 D: [dau va::i °3°? ]
Nam hurt shoulder INT

‘Your shoulder?’

6 P: [véi cdai suod::n ]
Hanh and CLA rib

‘and my ribs’

7 (0.8)
8 P: véi la: (.) cdi SUON nay ndébi:: a:::: (l1.1)lodng+xuo:::ng (0.3)
Hanh and Ccop CLA rib this it have uh osteomalacia

‘also, my ribs have osteomalacia’

9 D: [a::]
Nam oh
\ohl
10 P: [chd] cdi- cai xuong+bi:,
Hanh inside CLA bone

‘Inside the bone’
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11
12 D:
Nam
13 P:
Hanh
14 P:
Hanh
15
16 D:
Nam
17 P:>
Hanh
18
19
20
21 D:
Nam
22 P:
Hanh
23
24
25 D:
Nam
26 P:
Hanh

(0.4)

cdi xuong+[dui 1 bén do do hi:?
CLA bone side that PRT INT

‘You mean that bone?’

‘And’

da:::
yes

‘Yes’

(0.2)

[z:°]
mmm

‘Mmm'’

[ma ]1di- di khé::m a::: (0.2)tui c¢é ndm+vié:n ar:: (.)
but seek treatment uh I PST hospitalise uh

Théng Nhé&:::t (0.7) HAI+muoi ngdy dé ma::— (0.3) cit ubng

Thong Nhat twenty day PRT but just take
thubc khéng+théi, =cho+né::n (.) la né khéng doé::,
medication only 50 COP it not go

‘But I sought treatment- I was hospitalised at Thong Nhat Hospital
for twenty days, but I just took Western medication so the pain
hasn’t gone’

(0.4)

T

mmm

*Mmm’

4y t6i méi XIN vé da:y (0.2) #t6i mubn#  1a: co:::i (0.7)
so I PRT ask transfer here I desire corp check

#né# dau cdi xuong+bi nay ma né dau cai lung
it hurt CLA bone this COP it hurt CLA back
xuong+[sbéng Iqud cho::i i:: ]

spine very lot PRT

‘So I asked for a transfer to this hospital to have my ribs
checked. This bone, my back, and my spine hurt a lot’

[a:::a&: (hdn) 1 cé [nhiédu ] hi:
oh oh they very much PRT
‘Oh, oh, they’re very painful’
[da: 1
yes

‘Yes’

The problem presentation sequence is initiated with a general inquiry question

from doctor Nam which marks this consultation as a first visit. In response, Hanh

names the problem of her shoulder and ribs plus a diagnosis of the latter (lines 6 and
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8). After several turns about the bone inside her ribs, Hanh discloses further
information about treatment (lines 17-19). She constructs this turn in the form of a
narrative about her past treatment at another health centre. She discloses the name of
the health centre, vién Thong Nhat (‘Thong Nhat Hospital’), to set the scene for her
narrative. Then she states the duration, hai mwoi ngay (‘twenty days’), names the
treatment plan, cu uéng thuéc (“[1] just took Western medication’), and evaluates its
outcome, khong do (‘the pain hasn’t gone’). Through this assessment, she implies
that the traditional treatment methods of this hospital may work better to treat her
problem. Via this contrast marking, she shows her preference for the treatment at the
current hospital. This is expressed in her following chunk of information about the
reason for seeking treatment at this hospital (lines 22-24). Given that the current
hospital can meet her preferences, Hanh continues the narrative by upgrading the role
of this hospital, dy 16i mdi xin vé ddy (‘so I asked for a transfer to this hospital’; line
22). In the rest of her turn, she expresses her expectation, 16i muon la coi (‘[T asked
for a transfer to this hospital] to have my ribs checked’; line 22), then increases the
perceived severity of the problem (lines 23-24).

It is notable that in addition to presenting her problem, patient Hanh also
adopts the practice of elaborating on her response to emphasise the severity of her
problem. This is a common practice during problem presentation in my data. In
doing this, patients alert doctors that their pain is serious and thus it is in need of
urgent treatment. For first visits, this action puts pressure on doctors to make current
treatment recommendations that will be effective so as to alleviate the pain. For
follow-up visits, it implies the ineffectiveness of doctors’ previous treatment plans,
which thereby means an alternative one is expected.

Extract 5.13 has demonstrated how patient Hanh elaborates on her presentation
by providing a reason for choosing this hospital, even though this information is not
elicited by doctor Nam. This elaboration is effectively deployed by means of various
linguistic and interactional resources, such as the long duration of her hospitalisation
at Thong Nhat Hospital, the reason for the negative outcome, the suffering she has
had to endure, and emphasis on some key words in lines 17-19 and 22-24. Via this
course of action, Hanh seems to be using her treatment history at another hospital to
further establish the doctorability of her problem and to emphasise its severity. In
other words, her assessment is presented as a reasonable and legitimate basis for her
Visit.
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Hitherto I have illustrated medical consultations where patients present their
problem, provide causes, deliver self-diagnosis, and disclose the reason for their
choice of the current hospital. However, there are occasions when patients present all

of this information at the same time. This is designed in the form of a narrative.

5.2.6 Presentation as a narrative

Together with naming their problem, some patients construct a narrative sequence of
symptom discovery to establish their reason for the visit. A narrative refers to the
patient’s telling of a story which has time reference to different events in the past.
This practice provides a detailed picture of their problem history as a whole, as seen
in Extract 5.14. Similar to the practices discussed so far, doctors do not actually
elicit these types of information. Rather, they are volunteered by the patient. Extract
5.14 is a first visit between doctor Si and patient Huy. Huy is a teacher of physical
education who does exercises regularly to treat the chronic problem in his upper
shoulder and waist. Throughout this extract, Huy designs his presentation of those
two concerns in the format of a narrative (lines 6-7, 14-15, 17, 20-22, 24-27, 29, 34-
35, 37-38, 43, 44-46, 48-50, 59-60, and 62-65).

Ex. 5.14: B 8 & 31
((Talking about the patient’s name))

4 D: anh dau rdng °anh°?
Si older+brother trouble what older+brother

‘What seems to be the trouble?’

5 (0.6)

6 P: &: (.) anh diédu+tri ri la::-/la (0.4)
Huy mmm older+brother treatment PRT COoP

7 /hai 14n hé rdi.

two CLA summer PST

‘Mmm. I underwent two courses of treatment over the last two

summers’
8 (0.5)
9 D: diédu+tri &+day?
Si treatment here

‘At this hospital?’

10 (0.2)
11 P: o:
Huy yeah
‘Yeah’
12 (0.3)
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13 D: ha

Si oh
\Oh!
14 P: mo—- mo: (0.2) 14n hé ni:- la tai+vi (0.2) quéd /dau
Huy but CLA summer this COP because so pain
15 ludén bo- bo- bo anh phai- vé lai
PRT so older+brother must hospitalise again

‘But because the pain came back, I have to go to hospital again
this summer’

16 (0.4)
17 P: céi PAU thu+nhdt 1a ci- ci- ci (.) cdi >VAT GAYy ni ndy<
Huy CLA pain first cop CLA shoulder upper this PRT

‘My first problem’s the pain in my upper shoulder’

18 (0.7)
19 D: da=
Si OK
\OKI
20 P: =1a:: (0.7)mbéi 14n anh ngdi: (0.2) noi may
Huy cop every time older+brother sit at computer
21 minh lam+viéc a (0.8) 1a #h&n# té:+bubt luén (.) #hd&n# nhic-
I use PRT cop it stiff PRT it painful
22 ma- ma (0.2) thi+luc anh la khéng [thdy luébn,
COP eyesight older+brother COP not see PRT

‘Every time I use the computer, my upper shoulder is so stiff and
painful that I can’'t see a thing’“

23 (0.6)
24 P: la #mot# cdi thu+nhdt=cdi thu+hai ntda la (0.4)
Huy COP one cra first CLA second PRT COP

‘That’s the first problem. The second is’

25 P: r (0.6) h- hd- h&n bi dau #noi# [thdt+lung a (0.7) dau
Huy uh it suffer pain in waist PRT pain
26 thdt+lung a  =thi vwa+rdi anh cé di: (.)
waist PRT then recently older+brother PERF go
27 xin chup+phim

have X-ray

‘the pain in my waist, pain in my waist. I’ve had an X-ray for it

recently’
28 (1.1)
29 P: két-+qua phim day
Huy result X-ray here

‘Here’s the X-ray result’

30 (0.2)
31 D: °da:°
Si OK

2 Presumably the pain in his shoulder is so severe that it affects his eyesight.
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32 P:
Huy

33

34 P:
Huy

35

36

37 P:
Huy

38

39

40 D:
Si

41

42

43 P:
Huy

44 P:
Huy

45

46

47

48 P:
Huy

49

50

51

52 D:
Si

‘OK'

[eRVe]

4
mm

\ml

(3.0) ((The doctor is probably looking at the X-ray result))
trudc+ddy a (.) trudc+ddy ho noi anh bi

past PRT past they say older+brother have

viém+da+khdp+dang+thdp
rheumatoid+arthritis

‘In the past, the doctors said I had rheumatoid arthritis’

(2.1)

nhung+ma dot ni #hinh#+nhu: (0.2)

but period now seem

<#h&n# thodi+héa cot+sbng cb véi  lung>

it degenerate spine cervical with lumbar

‘but now it seems that I'm suffering from cervical and

spinal degeneration’

(13.1) ((The doctor is probably looking at the X-ray result))

cot+sbng cb anh ri dau la

spine cervical older+brother like+this pain cop

ding réi

definitely PRT

‘A cervical spine like yours will definitely cause pain’

(0.4)

ma- ma- ma anh tap rdt la PIEU (0.6)
but older+brother exercise very COP regularly

‘But I exercise very regularly,’

sau =nhung+ma khi+ma anh tap ma ci

strenuously but when older+brother exercise with cCLA

cuong+dd ma #hd:n# (.) hoi 16n mét cdi a (.) la

intensity cop it slightly hard a bit PRT cop

#hd&n# sung
it swell

lumbar

‘strenuously, but my spine swells up when I take exercise hard’

(0.5)

bo mdy ngay ni anh cé 14::y mudbi sbéng

so PL day these older+brother PERF use salt raw

véi hanh dé rita anh chuom cho #hdn#
with onion thing 1like older+brother use so+that it

do nhuc a

reduce pain PRT

‘So these days I use raw salt and onions or something like that to

reduce the pain’
(1.2)

#h&n# [lan (.) xubng hai tay nhiéu khéng?
it affect down two arm much INT
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‘Does the pain affect both arms much?’

53 (0.5)
54 P: a:: (0.4) TAY ni—- thi- bi- >TAY ni<
Huy uh arm this cop affect arm this

‘This arm’s affected, this one’

55 (0.7)
56 D: tay phai  #phai+khéng#?=
Si arm right INT

‘Your right arm’s affected, isn’t it?’

57 P: =la: (.) cdi lvai phai
Huy CcopP CLA shoulder right

‘The pain’s in my right shoulder,’

58 (1.8)
59 P: ma tudn mudi ngdy ni tap diéu lai a =thi
Huy and week ten day these exercise regular again PRT then
60 hai tay #hdn# >hodn+lai rdi<

two arm they stop PERF

‘and my arms have stopped hurting thanks to regular exercise again
over the last week to ten days’

61 (0.5)

62 P: ma cé cai la: mldy ki- ki- ki- ki (0.7)

Huy but have PRT COP PL CLA

63 hinh+nhu thoi+tiét #hdn# ddéi hay rdng ma cu:
probably weather it change or how COP CLA

64 =mdy cdi khép a (.) #hdn# nhitc (0.3)cédi lung+qudn
PL CLA jointPRT they ache CLA waist

65 rdt 1la dau (.) cédi thdt+lung a+nd (0.5)véi cdi cé
very COP painful CLA waist PRT with CLA neck

‘But probably due to the change in the weather, my Jjoints have
been aching and my waist has been very painful, and so has my
neck’

The problem presentation stage begins with doctor Si’s general inquiry
question to seek Huy’s major concern (line 4). Huy responds with a multi-unit telling
preface (Robinson & Heritage, 2005) in lines 6-7 that includes a simple-past-tense
event (Labov & Waletzky, 1997), hai lan he (‘the last two summers; line 7), to
foreshadow a narrative. He produces the medical history through the temporal
reference hai lan heé (‘the last two summers’; line 7) in order to increase the severity
of the first problem presented at line 17. From his medical history, Huy establishes
the reason for today’s visit (lines 14-15). The adverbial intensifier qud (‘so’ in the
gloss; line 14) and the word /gi (‘again’; line 15) mark a description of his condition

as recurrent and raise questions of its doctorability. However, it is not until after this
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information is articulated that he officially answers Si’s general inquiry question at
line 4. Huy prefaces his answer with cdi dau thir nhdt (‘my first problem’; line 17) to
alert Si that at least a second concern will be forthcoming, and that at least one
further TCU will be required to talk about it. Huy names the first illness, VAI GAY
(‘upper shoulder’; line 17); then, after receiving a go-ahead (Schegloff, 2007) from
Si, he projects a short course-of-action narrative about his upper shoulder based on
an example from his work (lines 20-22). Faced with no uptake from Si after a 0.6-
second silence (line 23), Huy adopts another story preface at line 24 to proceed with
the second problem and its past treatment (lines 25-27).

The consultation is paused for 3.0 seconds (line 33), during which time doctor
Si is presumably reading the X-ray result. Huy then explains the X-ray result by
stating a past diagnosis, viém da khop dang thcfp (‘rheumatoid arthritis’; line 35),
delivered by invoking the third party, ho (‘the doctors’; line 34), consisting of other
health experts who performed the X-ray test. Without any feedback from Si, Huy, in
a downgrading fashion expressed by hinh nhuw (‘[it] seems [that]’; line 37), states the
current diagnosis, thodi héa cét song c6 véi lung (‘cervical and lumbar spinal
degeneration’; line 38), based on his lay knowledge through reading the test result.
By downgrading his claim, Huy looks for Si’s expertise to confirm his assumption.
Si makes a comment on Huy’s cervical spine (lines 40-41) that is topically
conforming to Huy’s prior turn (lines 37-38) but does not overtly assess Huy’s
diagnostic assumption. Nevertheless, it can be inferred from his comment that Si
agrees with Huy that his upper shoulder is in a serious condition. Next, Huy reports
how he has attempted to treat this problem (lines 43-44), its consequences for his
intense exercise regime (lines 44-46), and the herbal medicine he takes as a first-aid
therapy (lines 48-50). Si’s silences (lines 43 and 47) display his orientation to Huy’s
talk as a story in progress (Halkowski, 2006). Si gives no assessment after 1.2
seconds (line 51), but moves on to the next agenda item: the pain in Huy’s arm (lines
52-60). Huy describes the right arm problem (lines 54 and 57) and reports the
effectiveness of his exercise on the recovery of his arm (lines 59-60). Huy wraps up
his presentation with a repeat of the waist pain (lines 62-65) plus a tentative cause,
hinh nhu thoi tiét hdn déi (‘probably due to the change in the weather’; line 63),
based on his own experience. After a 0.5-second pause (line 65), he repeats the first
concern, vdi cdi ¢6 (‘and so has my neck’; line 65), to remind Si of its doctor-

relevance (Halkowski, 2006). The whole turn in lines 62-65 aims to finalise the two
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main concerns: upper shoulder and waist.

In his presenting problems, patient Huy develops a chronologically organised
description that: (i) provides the temporal context of his illnesses (lines 6-7 and 14-
15), (ii) names the illnesses (lines 17 and 25-26), (iii) lists their symptoms (lines 20-
22 and 25), (iv) establishes the reason for his visit (lines 14-15), (v) reports past
diagnoses and treatment (lines 6-7, 34-35, and 37-38), (vi) discloses details of his
own temporary treatment (lines 43, 44-46, 48-50, and 59-60), and (vii) states the
cause (lines 62-65). It can be seen from this extract that Huy continues his narrative
(lines 62-65) despite Si’s topic shift (lines 52-60). Huy’s overall structural
organisation carries several implications. Firstly, his description of the pain severity
with some examples conveys the reasonableness of bringing his problems to the
doctor. Secondly, Huy’s exercise and his initial efforts to treat the problems
highlight the fact that he has tried to be a good patient and get better by himself.
Thirdly, his diagnoses, exercise, and use of herbal medicine exhibit his lay
knowledge of the problem. Fourthly, the long medical history of the problem (the
last two summers) indicates the persistence of the problems, which means he has
been experiencing and dealing with various levels of pain for a long period of time.
Lastly, his report of two previous courses of treatment in this hospital together with
his return to this hospital for today’s visit displays his orientation to receiving the
same treatment method again. In short, by constructing his presentation as a
narrative sequence, Huy not only presents his main concerns but also discloses

information that may have some bearing on Si’s treatment recommendation later.

5.2.7 Presentation without being elicited

Discovering the patient’s major reason for seeking care is a critical step in
determining further treatment, as observed in both CA and non-CA studies (e.g.,
Beckman & Frankel, 1984; Dyche & Swiderski, 2005; Heritage & Robinson,
2006b). Nevertheless, some follow-up visits in the data pass by without any doctor
elicitation because they are pre-empted by the patient. The sequence of this pre-
emptive presentation occurs right after the doctor asks the patient to settle
themselves for the consultations. Their presentations commence after a silence
during which doctors are probably waiting for patients to climb onto the bed and get
ready for the consultation. Since most of the consultations in the data begin with

doctor elicitation, this patient pre-emption is considered a deviant case. This pre-
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emption practice is illustrated in Extract 5.15 between doctor Hai and outpatient
Ban, who comes to the hospital on a daily basis for acupuncture. Ban had arthritis in
her shoulder, back, and leg, but her back has recovered 50% thanks to previous
treatment. This extract is concerned with her shoulder. In lines 7 and 10, Ban pre-

emptively presents her problem without waiting for Hai’s elicitation.

Ex. 5.15: B 9 & 59

1 D: rd:::i (.) di Ban
Hai so aunt Ban
‘So, Ban’
2 P: ré:i
Ban yes
‘Yes’
3 (0.8)
4 D: di ngd:::i (0.3) du:a vé ddy xemg
Hai aunt sit lean on here PRT

‘Please lean back on this bedhead’

5 P #roi#
Ban OK
\OKI
6 (1.0)
7  P: chir: : #h— hdn# dau xubng ddu+gi:i luén Hai oig
Ban now it painful down elbow also Hai INTJ

‘Now, it’s also®® painful down to my elbow, Hai’

8 (0.4)
9 D: [da ré::i ]
Hai HON OK
\oKI
10 P: [da::y- ddu ]+gu::i (do) nay- (.) dau khuy:u+tay ni nay
Ban look elbow red here CLA elbow this here

‘Look! My elbow’s red. This elbow’

11 (1.3)
12 D: da:u rdng?=
Hai pain how

‘How’s the pain?’

13 P: =trén ni:=
Ban up here
‘Here’
14 D: [=gi0+chu]
Hai now

2 The patient means the pain in her shoulder (previous concern) has not gone, but spread to her elbow
(current concern) as well.
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‘Now’

15 P: [cai ni ]
Ban from this

16 D: toa trén [xubng ludn a:?
Hai pain top downwards also INT

‘It runs downwards now?’

17 P: [xubng day ]
Ban down here

Lines 15 & 17: ‘From this part down here’

18 P: xubng day
Ban down here

‘down here’

In lines 1 and 4, doctor Hai requests that Ban settle down for the consultation.
Hai says nothing after a 1.0-second silence (line 6), probably because he is waiting
for Ban’s readiness, when Ban initiates her recovery assessment (line 7). She uses
the word [udn (‘also’; line 7) to indicate the addition of elbow problem to a previous
concern (i.e., shoulder), thus marking this visit as a follow-up. By showing Hai her
red elbow (line 10), Ban justifies her previous claim made at line 7. Hai delays his
response for 1.3 seconds (line 11) before projecting two history-taking questions in
lines 12, 14, and 16. His first question can be seen as approaching a point of
completion at rang (‘how’; line 12) when Ban times the onset of her talk to add the
pain location, =trén ni:= (‘here’; line 13). However, Hai immediately produces a
second question (lines 14 and 16), which in turn results in twice overlapping with
Ban’s talk in lines 15 and 17. Ban closes the sequence with a repeat of the
information about the painful area to resolve any mishearing that the overlapping
talk may cause to Hai (line 18).

It can be seen from Extract 5.15 that patient Ban pre-emptively describes her
concern (lines 7 and 10) without waiting for Hai’s elicitation. The first information
(line 7) is about a new symptom relating to her previous concern (i.e., shoulder)
while the second aims to justify her claim (line 10). After her first turn (line 7), Ban
does not wait for Hai’s turn but continues to disclose the symptom (line 10), which
causes overlapping talk (lines 9 and 10). Note that, as the conversation goes on,
several instances of overlapping talk occur (lines 14-15 and 16-17). In addition, Ban
presents her concern in a quick manner (symbolised by ‘=" at line 13). Overall, her
interactional organisation of pre-emption can be explained in three ways. First, her

pain has become more and more severe since the last visit so she wants to inform Hai
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promptly. Second, her pre-emption may be determined by her relationship with this
doctor. Specifically, she addresses him with his plain given name Hai (line 7), which
is only common in intimate relationships among speakers of the same age, family
members, or close friends (Cooke, 1968; H. T. Nguyén, 2006). Her use of this
address term leads one to believe that she has met this doctor at least once before
(either for the same or a different concern) and their relationship is close enough to
use such a term, given the hierarchical society of Vietnam. Third, this pre-emption
may be due to her turn-taking style, which accounts for her active involvement in the
consultation. To recap, the absence of elicitation does not mean that Hai skips this

step. Rather, he is pre-empted by Ban.

5.3 Chapter conclusion
We have seen that the participants in the current study used different formats for
elicitation and disclosure of the major concerns. The doctors orient to the existence
of three different types of visits (i.e., first visit, SDF, and DDF). From this emerged
two prominent reasons for the patients’ visits: dealing with new concerns (for first
visits) and follow-up concerns (for SDFs and DDFs). Departing from this
orientation, the doctors design their elicitors in accordance with the patients’ types of
concern. However, their elicitation design is largely shaped by their epistemic stance
towards the patient’s concerns, which in turn is mostly determined by medical
records or referral letters. In the event that there are no medical records or referal
letters, doctor elicitors tend to be inappropriate to the visit types, and this mostly
happens in SDFs to the consulting rooms, and DDFs. In contrast, due to some prior
knowledge gained from medical records or referral letters, some doctors in first visits
to the ward also use inappropriate elicitors that convey their strong epistemics about
the patient’s concerns. Only first visits to the consulting room and SDFs to the ward
have appropriate elicitors. These elicitors are institutionally relevant, as doctors in
first visits to the consulting room have no medical records or referral letters to
consult beforehand, whereas those in SDFs to the ward are able to fully grasp the
patient’s concerns thanks to information from previous visits.

In response to the doctor elicitors, the patient deploys one or more types of
presentation to describe their problems. Their presentation practices also convey a
need to raise the issue of doctorability so as to justify their decisions on seeking

medical care (Heritage & Robinson, 2006a). Notably, apart from presenting their
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concern(s), patients also volunteer self-diagnoses, assessments, causes, or reasons for
choosing this hospital, and this information is not elicited by doctors. Overall, the
patients have a range of choices concerning both the content and the deployment of
the concern presentations, which may align with or resist the doctors’ agendas. It is

this presentation that shapes the trajectory of the consultation.
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Chapter 6
History-taking and physical examination

6.0 Introduction

Chapter 6 touches upon the information-seeking activities during history-taking and
physical examination. The pieces of information to be sought during history-taking
and physical examination in first and follow-up visits are similar; however, in the
latter, doctors also elicit the patient’s update of their health condition since the last
visit. Because of this, I have not separated the activities of the first visits from those
of the follow-up visits in the remaining analytic chapters. As the order of the
information being sought (e.g., symptom, cause, or recovery assessment) varies
across visits, the order in which this information is presented in these chapters does
not always reflect the actual order in which it occurs in medical consultations. For
instance, some doctors elicit the duration of the problem prior to its symptoms while
others take an opposite approach.

Once patients have presented their major concern, doctors focus the
consultation towards eliciting specific types of information that can assist in
identifying possible diagnoses. In a set of communication guideline for nurses, Cox,
Turner, and Blackwood (2004) assert that information about the history of a current
concern enables doctors to identify: (i) what has happened, (ii) the patient’s
personality, (iii) how the patient’s concern has affected the patient and their family,
(iv) any of their anxieties, and (v) their physical and social environment. It
establishes the doctor-patient relationship and informs the diagnosis. This
information can be grouped under two broad categories: information related to the
current problem and information about the patient’s medical history. The first
category includes recovery assessment (Section 6.1), symptoms (Section 6.2), causes
of the problem (Section 6.3) and duration of the problem (Section 6.4), and the
second past diagnoses and treatments (Section 6.5), lifestyle issues (Section 6.6) and

past problems (Section 6.7).

6.1 Recovery assessment
As discussed previously, doctors undertaking a follow-up visit often elicit an update

on the patient’s concern since their last visit. Doctors in some first visits also elicit a
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recovery assessment, and this occurs when patients have already undergone
treatment for the same concern at another health institution. In this case, they ask
patients to evaluate their health recovery. This updates doctors on the nature and
severity of the health problem and allows an assessment regarding the efficacy of
previous treatments that can be used in the current consultation treatment plan.
Additionally, while in SDFs recovery assessment takes place at the beginning of the
consultations, or is integrated into the problem presentation sequence (e.g., Extracts
5.3 and 5.5), this activity tends to appear later in first visits and DDFs.

Moreover, within the general category of recovery assessment, follow-up and
first visits are associated with different subtypes of assessment. In follow-up visits,
doctors tend to use detailed assessments. This involves asking patients to quantify
(as a percentage) how much they have recovered, or evaluate their health status at a
specific point in time.”’ Detailed assessments are preferred in follow-up visits
because they update doctors on the effectiveness of previous treatment plans
formulated by this hospital. Via this update, doctors can decide whether the same
treatment should be prescribed or a change is needed. In first visits, by contrast, there
is a preference for general assessments. That is, the doctor only wishes to know
whether the problem has decreased in severity or not. Therefore, it is institutionally
relevant for doctors to elicit this type of assessment in a first visit, as this enables the
doctor to obtain a brief overview of the pain progress since the patient’s previous
treatment at another health institution.

Eliciting detailed assessments is illustrated in Extract 6.1 between doctor
Nguyet and patient Tran. Tran has had pain in her back running down her leg, which
seriously affects her movement. She was discharged from this hospital two days ago
and has now returned for another course of treatment. This extract is taken right after
Tran presents her major concern. In this DDF consultation, Nguyet deploys
information-seeking activities by continuously reconstructing her turns to gain

deeper insight into the pain development (all arrowed).

Ex. 6.1: B 11 & 66

26 D:> a::: (.) réi xong réi di vé+diéu+tri ndm ddy mét BOT
Nguyet uh then PRT then come treatment stay here one course
27 thi (.) thdy cing #khéng# dé 18m a»

COoP feel PRT not better any INT

2 Most of the participating doctors in this study used percentages as a scale for assessing recovery.
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‘But you don’'t feel any better after one course of treatment

here?’
28 ()
29 D: hay rdang?
Nguyet or what
‘If not, what, then?’?
30 P: da KHO:NG (0.3) cé: [vé]
Tran HON no yes home
‘Yes. At home-’
31 D: [col d[d::]
Nguyet PERF Dbetter
‘You feel better’
32 P: [co 1di dugc cho,
Tran PST walk able PRT
‘I was able to walk around’
33 (0.2)
34 D: a::
Nguyet oh
\ohl
35 P: vé  em 1ét 1ét 1ét em di  luén do,
Tran home younger+sister drag drag drag younger+sister walk soon PRT
‘As soon as I got home, I tried to walk with my leg dragging
along behind me’
36 D:> r: ma xong vé::: c&+khodng #mot# tudn bo vé dau lai=
Nguyet OK but then home about one week then home pain back
‘OK, but the pain came back after about one week at home’
37 P: =da KHONG=
Tran HON no
\NOI
38 D: =hay rdng?=
Nguyet or what
‘If not, what, then?’
39 P: =em méi:: (0.5)méi vé: (.)
Tran younger+sister just home
40 >ra vién khi ngay thu ha:i ac<
discharge hospital on day CLA Monday PRT
‘I was discharged from the hospital just on Monday’
((It is Wednesday today))
41 D: a::
Nguyet oh
\ohl
42 P: nén+la hdn (0.2)néi+chung 1la chu hén
Tran so it basically COP now it

2% The translation ‘if not, what, then?’ is the closest that I could come to an idiomatic translation. It
gives a somewhat brusque impression which is not present in the original Vietnamese.
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43 con dau (0.4) voi té
still painful with numb

\

so, basically, this area’s still painful and numb now’

((32 lines deleted - Verbal and physical examination))

75 D: > °a::° (0.2) nhung khi chi:::: (.) méi ra vién
Nguyet uh but when older+sister just leave hospital
76 ngay thu hai la c¢é6 dau kiéu nhu ri khéng?

day CLA Monday COP PRT pain feeling like this INT

‘But did you have this pain when you left the hospital on

Monday?’
77 (0.4)
78 P: néi+chung hdn #ciing# co::n¢
Tran basically it also still

‘It still hurts, basically’

79 D: vadn+con daug
Nguyet still hurt

‘It still hurts’

80 P: co:n [cho ]
Tran still PRT
‘Sure’
81 D: [nhung ] +ma chu cam+gidc di khé: ho:n phai+khéng?
Nguyet but now feeling walk hard more INT

‘But walking’s harder now, isn’t it?’

82 P: da [/khéng (.) hdn citing ru::a théi
Tran HON no it PRT same just

‘No. It’s just the same’

Doctor Nguyet’s first question addresses Tran’s recovery after one course of
treatment (lines 26-27 and 29). It is initiated in the form of an assessment with the
negative marker, #khong# (‘not’; line 27), which maximises the chance of obtaining
a ‘no’ answer. By formulating an assessment that presupposes no recovery, Nguyet
adheres to the principle of problem attentiveness, given that Tran has returned for a
follow-up visit after just two days. Nevertheless, after a micro pause (line 28),
Nguyet uses the “monitor space” (Davidson, 1984, p. 104), hay rang? (‘if not, what,
then?’; line 29), to offer multiple options for responses (Bickley & Szilagyi, 2013).
Monitor space refers to the addition of a redundant component to the end of the turn
to anticipate rejection (Davidson, 1984). Of note is the contrast between two options
for responding to this alternative-question turn: a ‘yes/no’ question (lines 26-27) and
a wh-question (line 29). In doing this, Nguyet, on the one hand, displays some of her

prior knowledge of Tran’s concern through her observation of Tran’s pain, roi xong
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roi di vé diéu tri nam day mét dot thi thdy ciing khong do lim & (‘but you don’t feel
any better after one course of treatment here?’). On the other, she leaves room for
Tran’s own description (hay rang? ‘if not, what, then?’). Although Nguyet’s
presupposition is rejected (lines 30, 32, and 35) and Nguyet has grasped this rejection
(lines 31 and 34), she elicits another assessment with the same two-option format
(lines 36 and 38) and same presupposition of no recovery. Tran provides two
responses immediately (lines 37 and 39-40), which are termed as a latched-to-
possible-completion onset (Jefferson, 1984). A latched-to-possible-completion onset
means the current turn is perfectly juxtaposed with the prior turn. However, none of
these responses answer Nguyet’s elicitation. Rather, they reject her presupposition
(i.e., vé c& khoang mot fuan ‘after about one week at home’; line 36), which receives
Nguyet’s news marker a:: (‘oh’; line 41). This news marker means that Nguyet did
not monitor Tran’s hospitalisation on her last visit, and thus this is a DDF. From
Tran’s existing symptoms, dau voi té (‘painful and numb’; line 43), Nguyet takes a
verbal and physical examination (lines 44-74; data not shown). Once the pain is
physically located, Nguyet elicits one more assessment using a compound TCU
(Lerner, 2006), nhung...la (‘but...when’; lines 75-76). This elicitation also focuses
on the pain severity when Tran left the hospital. In reply, Tran provides a general
answer prefaced with ndi chung (‘basically’; line 78) to announce a general
assessment. Nguyet then projects a tag question conveying her presupposition
regarding the difficulties Tran may have with her walking (line 81).

Notice the way doctor Nguyet frames three questions looking for an
assessment of Tran’s recovery (all arrowed). In one form or another, they all embody
the presupposition that Tran has not recovered from her problem. Note also that
Nguyet’s questioning approach is contextually appropriate in terms of their content
and their overall sequence structure, in that her three questions aim to obtain a
detailed update of the development of Tran’s pain and her recovery across periods of
time. Particularly, Nguyet anchors the pain status to various temporal references: the
last period of hospitalisation (lines 26-27 and 29), the period at home (lines 36 and
38), and the date of discharge from the hospital (lines 75-76). These references are
logically connected to the interactional actions of their questions. The first question
(lines 26-27 and 29) receives a dispreferred answer that only generalises the pain
status (lines 30-32). In the face of the implication that the pain has reduced during

the hospitalisation, Nguyet tries to find the reason for the visit with another question
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relating to the pain recurrence when Tran is at home (lines 36 and 38). Yet, the
answer to this second question is still general (lines 39-40 and 42-43) and seemingly
contrasts with the previous one, which states that the pain has decreased (lines 30,
32, and 35). At this juncture, it seems that Nguyet has not yet obtained a satisfactory
answer. Therefore, after grasping the severity of the pain through examination, she
projects one more question (lines 75-76) to evaluate the progress of the treatment
since the date of discharge.

In response to the doctor elicitors intended to assess the patient’s recovery,
patients also demonstrate their lay knowledge of the problem, interpolate information
about other symptoms, establish the reasons for the visit, complain about a failure to
recover, or acknowledge the value of previous treatment. These types of information
are disclosed later in the recovery assessment sequence without being elicited. In
disclosing these types of information, patients establish their reason for the current
visit in the first visits, but shed light on the doctor’s past treatment in the follow-up
ones. For example, in the extract below, patient Ban expands the assessment
sequence to complain to doctor Hai about the fact that her arm still hurts (arrowed).
Ban has arthritis in her arm, back, and leg, but her back has recovered 50% due to
previous treatment at this hospital. This consultation thus only deals with her arm

and leg (data not shown).

Ex. 6.2: B 9 & 59

76 D: rdng? (.) dot trudc la::::::::: (0.2) didu+tri D_(7+d‘u_oc
Hai so course last COP treatment better
77 mdy  phén rd:i?

how percent PRT

‘So, how much better is it since the last course of treatment?’

78 (0.6)
79 D: noi #cdi# LUNG a
Hai mean CLA back PRT

‘I mean your back’

80 P: #cai# lu:ng la c& ndm+muoi
Ban CLA back cop about fifty

‘My back’s back to about fifty percent’

81 (0.2)
82 D: nam+muoi ha:?
Hai fifty INT
‘Fifty?’
83 (0.9)
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84 D: lu:ng thi giu:: la::- la:::
Hai back COP now cop

‘Now your back’s-’'
85 P:> co:n ta:y thi dau =hdn #khéng# bt noi,
Ban but arm COP hurt it no better PRT
‘But my arm still hurts. It’s no better’
86 D: ta:y hdn #khoéng# bot?
Hai arm it no better

‘Your arm is no better?’

87 (0.4)
88 P: °da:°
Ban yes

\N°’

Doctor Hai initiates the topic agenda of assessment with a focus on Ban’s back
pain (lines 76-77 and 79). He employs the temporal marker dot trudc (‘the last
course of treatment’) to register that this is a follow-up visit, and to link the
assessment with the previous visit. The word DO (‘better’) presupposes a positive
outcome: in doing this, Hai aligns with the principle of optimisation — “a
fundamental ‘default’ principle of medical questioning” (Heritage & Clayman, 2010,
p- 144). His interrogative marker, mdy phdn (‘how much?’; line 77), makes relevant
Ban’s assessment on a percentage scale, nam muwoi (‘fifty percent’; line 80), which is
marked as approximate, co' nam muwoi (‘about fifty percent’; line 80). Hai receives
her assessment with a partial repeated declarative question, nam muwoi ha? (‘fifty?’;
line 82), to obtain her confirmation of the figure. After a pause of 0.9 seconds (line
83), Hai makes an assessment of Ban’s back, but then cuts himself off at the copula
la::: (line 84). At this juncture, Ban transitions to the topic of her arm, which is no
better (line 85). She prefaces this two-TCU turn with the word con (‘but’) to
foreshadow a contrastive matter. Right after the first TCU, co:n ta:y thi dau (‘but my
arm still hurts’; line 85), Ban rushes through the TRP (symbolised by ‘=") to
elaborate on the pain quality, hdn #khong# bot noi (‘it’s no better’; line 85). She
replaces the words thi dau (‘[my arm] still hurts’) with khdong bdt (‘no better’), for
fear that thi dau (‘[my arm] still hurts’) can mean minor pain rather than non-
recovery, and emphasises dau (‘[my arm] hurts’) and bdt (‘better’), to alert that the
pain remains unchanged. The turn has an upward-intoned ending, noi, (i.e., marked

by a comma), that is considered a questioning act rather than an informing act. All of
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the linguistic deployments above display an orientation to the fact that the previous
treatment for her arm was ineffective.

Extracts 6.1 and 6.2 have illustrated how doctors design different questions to
elicit a recovery update, and how patients formulate their responses so as to update
doctors about their pain status. Doctor elicitors are locally and indexically shaped by
the visit type and by their prior knowledge of the patient’s problem. In turn, these
elicitors set topical and action agendas that embody certain presuppositions,
following the principles of problem attentiveness and optimisation. In particular, if
the patient has returned for a follow-up visit, the doctor might presuppose the
existence of a problem that the patient has not recovered from, while other doctors
assume that the patient has recovered at least to some extent after a course of
treatment. In responding, patients not only provide the requested information but also
expand their talk to volunteer more information. In terms of its content, their
expansion sequence raises the doctorability for today’s visit and challenges the

doctor’s treatment plan.

6.2 Symptoms
In their manual for medical providers, McDaniel, Campbell, and Seaburn (1990)
claim that eliciting symptoms enables doctors to “speak the patients’ language, enter
their belief system, and metaphorically gain access to and validate their emotional
experience” (p. 253). Previously, I showed that some of the doctors’ problem
presentation questions aim to elicit symptoms (e.g., Extracts 5.1 and 5.2). The
symptom elicitation sequence can also resurface at later moments during the
consultation. In eliciting symptoms, the participating doctors adopt two methods:
opening (general) elicitation and detailed elicitation. Opening elicitation refers to the
use of general questions in wh-formats that aim to elicit an in-their-own-words
description. Detailed elicitation closely focuses on a specific symptom, and often has
the format of a polar question. In response, patients describe symptoms, then
sometimes expand their response to increase the perceived severity of the problem,
name the problem, disclose information about self-treatment, or make an assessment
of the problem.

Doctor’s general elicitation is illustrated in Extract 6.3 between doctor Quynh
and patient Vuong. Vuong received one course of treatment at the current hospital

for his backache, and now he would like to seek treatment for another concern:
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haemorrhoids. At the beginning of this consultation, Quynh supposes that Vuong has
come back for a follow-up related to his backache. However, it is not until Vuong
discloses that he has haemorrhoids that Quynh steers the consultation towards this
concern. Right after Vuong presents his concern of haemorrhoids (data not shown),

Quynh asks him to describe their symptoms (line 58).

Ex. 6.3: B1l & 6

58 D: > chu triéu+chung /ra+rdng hé?
Quynh now symptom what INT

‘What are the symptoms of your haemorrhoids?’

59 (0.3)
60 P: triéu+chi:::ng thi coi+nhu hd:::::in Qeeszeszesrezzez: (0.9)
Vuong symptom COP seem they uh
61 #d6# la nhiéu+khi 1a hd::::::ina:z:::::: (.) hdn bi:::
that COP occasionally COP they uh they suffer
62 asrrrrrzzszzzr: (0.3)>tu+nhién #hdn# DAU<
uh for+some+reason they hurt

‘The symptom seems to be that they hurt occasionally for some

reason’
63 (0.7)
64 D: [da:]
Quynh OK
\OKI
65 P: [hdn] dau ma hd:::nd:::::r:::z:zz:: (0.2) #hdn# NGU::A
Vuong they painful and they uh they itchy

‘They’ re painful, and they’re itchy’

66 (.)
67 P: >ca dau ca ngua  rua<
Vuong both hurt both itchy 1like+that

‘They’ re both painful and itchy’

To elicit patient Vuong’s symptoms of haemorrhoids, Quynh asks a general
question employing a ‘what’ marker and the medical term triéu chitng (‘symptoms’;
line 58). After a 0.3-second silence (line 59), Vuong responds by mobilising various
discursive resources like repeating some aspects of Quynh’s preceding turn, fridu
chimg (‘symptom’; line 60); stretching talk, chiz:::ng (‘symptom’; line 60), hd:::::: n
Qe (‘they’; line 60), hi::e: noaci (‘they’; line 61), bi:::
qurriiiiiiiii (‘suffer’ in the gloss; lines 61-62); using three hesitation markers™

(Gardner, 2001) a (‘uh’ in the gloss; lines 60-62); and pausing three times (0.9

25 A hesitation marker indicates the use of a focal phenomenon as a turn-holding device.
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seconds, a micro pause, and 0.3 seconds; lines 60-62). All of these resources mark
the symptoms as difficult to name or characterise. Despite these difficulties, Vuong
is able to get his answer across because Quynh’s dg (‘OK’; line 64) uptake, produced
in initial overlap with Vuong’s turn at line 65, signals her understanding of Vuong’s
description. Quynh’s dg (‘OK’) is treated as a go-ahead that encourages Vuong to
continue his talk. Vuong then elaborates on his claim by repeating the mentioned
symptom, dau (‘painful’; line 65), and appending another symptom: NGU::A
(‘itchy’; line 65). He ends the sequence with a summary of these two symptoms (line
67).

Notice how doctor Quynh formulates her question in pursuit of the information
about Vuong’s symptoms (line 58). She does not format her turn in the way that
some doctors commonly do, and she herself often does with other patients, by asking
‘how’s the pain?’ (e.g., Extract 5.15). Instead, she overtly asks Vuong to describe the
symptoms using the medical term triéu ching (‘symptoms’), which might be too
technical for Vuong to understand.” In addition, Quynh employs a non-alternative
question prefaced by rang (‘what’) to communicate that the information she is trying
to elicit is general rather than specific. Quynh’s design of this general question
reflects her assumption that this consultation is a follow-up visit related to Vuong’s
backache, not a first visit concerned with his haemorrhoids (data not shown).
Probably due to the sudden change in the trajectory of the consultation, Quynh has
little access to information about Vuong’s new concern. Her general elicitation
institutionally licences Vuong to describe his experience in his own terms; thus,
Quynh is able to grasp the symptoms thoroughly. We see that Vuong provides an
extensive depiction of his current symptoms in an unrestricted manner, hence
creating a comprehensive picture of the problem. Though it has a circuitous route,
Vuong’s uptake (lines 60-62, 65, and 67) treats Quynh’s terminology, triéu ching
(‘symptoms’; line 58), as understandable.

While doctor Quynh uses a general question to elicit symptoms, doctor Lam in
Extract 6.4 uses examples to trigger patient disclosure of symptoms. This practice is
often located in the middle of the sequence that elicits syptoms. In this practice,

doctors cite an example to illustrate how patients’ physical activities are hampered

® In Vietnamese, riéu chimg (‘symptoms’) can be considered a medical term, especially in
interactions with the patients with lower socio-economic status. Instead, Vietnamese doctors often use
a more common word, ddu hiéu (‘signal’), or a common question, Pau nhu thé nao? (‘What’s the
pain like?’ or ‘How’s the pain?’).
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by their health problem(s), and then invite patients to (dis)confirm their claims (see
Extract 6.4). Syntactically, the example practice does not have the form of a question
that demands an answer; however, it can evoke a response through doctor
interactional and linguistic organisation (e.g., prosody, word choice). Extract 6.4 is
Lam’s first visit with inpatient Thu, who has pain in her kneecaps. On receipt of
Thu’s main concern, Lam uses two examples (arrowed) to illustrate the symptoms

and elicit Thu’s confirmation.

Ex. 6.4: B 3 & 53

6 D: /rdng mé Thu /hé:::?
Lam how grandma Thu PRT

‘How can I help you, Thu?’

7 (1.5)
8 D: da:u /rdng mé [he::?]
Lam trouble what grandma PRT

‘What seems to be the trouble?’
9 P: [da:u ] (0.2) dau cdi chén /Ighé::::
Thu painful CcLA leg very

10 ma- [ma- ]
and

‘My legs are very painful and’
11 D: [da:::]l::zzz::(.) ui+/cha kho’p+g6:i ntta ha::?
Lam OK goodness kneecap also INT

‘OK. Goodness, you also suffer from a kneecap problem?’

12 (0.2)

13 P: gbi ma::—(.) ma:::::: (0.5) ma cé chup+phim
Thu kneecap and PST X-ray

14 dudi 6ng Ding a =ho nodi GA::I

at Dr Dung PRT they describe prickling
‘Yes, and I had my kneecaps X-rayed at Dr Dung’s clinic and they
were described as prickling’
15 D: da: Ilga:::::i (.) ding+rd::i
Lam yes prickling right
‘Yes, they’re prickling. Right’

16 (0.4)
17 D: bay+gid:: con hodi nghe:¢
Lam now offspring ask PRT

‘Now, let me ask you’

18 (0.3)

19 P: °lo:°

Thu yeah
‘Yeah’
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20 D:> la- (0.2) mé:- (0.3) di::: a: (0.4) nhut+la

Lam Cop grandma walk PRT especially
21 ngdi xubng ding day #khéng# ndi mé [n& ]
sit down stand up not can at+all PRT

‘Your walking- you especially can’t sit down or stand up’
22 P: [khéng ] dugc
Thu not can

23 =#khéng# duo:c
not can

‘No, I can’t’

24 D:>» di xub:ng cdu+thang ciing dau 1dm a na
Lam walk down stairs also hurt a+lot PRT PRT

‘Your kneecaps also hurt a lot when you go down a flight of
stairs’

25 P: bud:c- (.) budc 1én la::: (0.4) théi quy:::
Thu go up COP impossible exhausting

‘Going up some stairs? is impossible, it’s exhausting’

In this extract, eliciting symptoms is made as an initiation of the problem
presentation (lines 6 and 8). The first question (line 6) is non-specific while the
second is a little more specific through the addition of the word da:u (‘trouble’; line
8). The second question, which uses the interrogative marker /rang (‘what’), is
general, and encourages patient Thu to answer in her own words with little constraint
on the action agenda of Thu’s response. This question makes her answer relevant to
the pain location plus its intensity (line 9). Thu intends to disclose further
information after the conjunction ma- ma- (‘and’; line 10), but is interrupted by
Lam’s uptake, da (‘OK’; line 11) and his diagnosis, khép go:i (‘kneecap problem’;
line 11). At this juncture, Thu partially repeats Lam’s diagnosis to assert her primary
right from second position (Stivers, 2005a), then does a resumption search
(Schegloff, 2007) to report the diagnosis by citing a specified source (Pomerantz,
1984b), dui ong Diing (‘at Dr Dung’s clinic’; line 14). A resumption search is done
when a speaker resumes their turn after being interrupted by another speaker. This
reported information encourages Lam to check and confirm, which is receipted with
his unmarked acknowledgement (Heritage & Sefi, 1992), diing roi (‘right’; line 15).
An unmarked acknowledgement (e.g., ‘mmm’, ‘yeah’, ‘that’s right’) means doctors
neither acknowledge the patient’s information as new nor do they intend to follow it.

This acknowledgement asserts Lam’s primary right from second position (Stivers,

" The patient answers like this presumably because she is focusing on the action of moving from one
stair to the next within a flight of stairs rather than the action of ascending a whole flight of stairs.
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2005a) and signifies his epistemic authority on Thu’s diagnosis (Gardner, 2007).

Drawing on Thu’s details, Lam employs the pre-telling format bdy gio con
hodai nghe (‘now, let me ask you’; line 17) to project two successive examples about
symptoms (lines 20-21 and 24). Notice the way doctor Lam exemplifies Thu’s basic
movements and daily activities in these examples, which is in line with the principle
of problem attentiveness. The first example describes Thu’s walking, sitting down,
or standing up (lines 20-21) while the second illustrates her walking down a flight of
stairs (line 24). These elicitors are not declarative questions but assertions, which,
through the deployment of such lexical stance markers (Heritage, 2012) as mé nd
(line 21) and a na (line 24), look for alignment rather than non-alignment. Lexical
stance markers (e.g., intensifiers, modals, or hedges) are used to reflect the speaker’s
attitude toward, or evaluation of, information. Lam uses these linguistic resources to
assert his commitment to Thu’s severe condition based on his medical experience as
a doctor. Both examples contain detailed descriptions. As a consequence, these
elicitors only obtain minimal information in the form of confirmation (lines 22-23
and 25). All in all, these example elicitors restrict themselves to a particular
propositional content, making it difficult for Thu to make further elaborations, and
consequently withhold information that may be a valuable resource for optimal pain
management interventions.

Section 6.2 has shown how doctor use of general elicitation and detailed
elicitation in the course of seeking information about symptoms is partly shaped by
their epistemics about the issue at hand. For example, based on her abrupt shift in
focus to a new concern, doctor Quynh in Extract 6.3 seems to have little knowledge
of Vuong’s haemorrhoids. Hence, she uses a general question to encourage Vuong to
disclose as much information as possible. In contrast, doctor Lam in Extract 6.4
appears to fully grasp the symptoms of Thu’s kneecap problem. This is manifested in
his sequence management throughout the extract: his diagnosis (line 11), and his
subsequent unmarked acknowledgement in response to Thu’s diagnosis (line 15).
Therefore, Lam’s example practice displays that he has good access to Thu’s
problem, and consequently he does not wish to elicit as much information as Quynh

does.

6.3 Causes of the problem

Finding out the cause of the problem enables doctors to arrive at a diagnosis quickly,
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which, in turn, informs their treatment recommendation. The doctors in this study
implement different strategies in pursuit of the cause of the problem, depending on
its nature. Overall, they trace the patient’s problems to three main causes: accidents
(Section 6.3.1), daily routine (Section 6.3.2), and physically-demanding tasks
(Section 6.3.3). Besides those causes, one patient traces her problem to the side-
effects of the medication she took for another problem, and one patient
acknowledges that he has not complied with previous health providers’ treatment

recommendation, and assumes that this has brought on his problem.

6.3.1 Accidents

Consider Extract 6.5 below. It is a first visit between doctor Quynh and patient
Phuong, who is in her early forties and has had chronic sciatica and a herniated disc
for three or four years. This extract is taken after the elicitation of problem
presentation and duration. In this extract, Quynh traces Phuong’s problem to a fall

(line 35) and injuries (line 39).

Ex. 6.5: B1 &1l

34 D:> trudc+dldy cilng dau nhu ri
Quynh before as+well pain same this
35 [khéng bd khéng té::::]

no fall no fall

‘This pain came before as well, and it didn’t result from a fall’
36 P: [trudc+diy 1 clng [ *dau*]
Phuong before also hurt

‘It also hurt before’
37 D: [khé::1ng chi hét a?
Quynh no any at+all INT

‘of some sort?’

38 P: [°/khéng®
Phuong no
\NOI
39 D:=> [c6 ] chdn+thuong chi trudc khé:ng?
Quynh PRT injury any before INT

‘Did you have any injuries before?’

40 (0.6)
41 P: °khé:ng°
Phuong no
\Nol
42 (0.2)
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43 D:> a:: (.) #khéng#+cdé =/tu+nhién

Quynh oh not for+some+reason
44 [#h&n# dau théi °hi®? ]
it hurt only INT

‘Oh, you didn’t. It hurts for some reason or other?’

45 P: [ /ch&c héi nhé: #clng#] cé bé  ma #khéng# chic (.)
Phuong probably when small also PST fall but no sure
46 héi nhd théi=hbéi  con+GAI théi

when childhood only when girlhood only
‘Probably, I fell when I was small, but just during my childhood-
my girlhood’
47 P: =h&n bd >réi 1la rdéi< théi cho hd:n(.) >cé cé< chi mé:¢
Phuong it fall finishcop finish only but it have nothing at+all

‘The fall didn’t have any consequences at all’

48 D: °da:°
Quynh OK

\OKI
49 P: bo dén khi gid+chu thdy tudi 16::n rdi mo
Phuong and to when now feel age old PRT but
50 #hdn# dau ri #khéng# biét ni:a,

it pain like+this not know PRT

‘and, after all this time, I'm still in pain now and I don’t know

why’
51 D: da
Quynh OK
\OKI
52 (0.2)
53 P: do:: cai Qé no hay+la::: (.) hay+la do: minh:::::(.)
Phuong due+to CcLA fall that or or due+to my
54 lam+viéc (.) hay+la minh— do °minh ngdi® a
work or my due+to my sit  PRT
55 =[em cting #khéng# rd (nita) ]
younger+sister PRT not know PRT

‘I don’t know whether it’s due to that fall, my work, or sitting
for long periods’

Doctor Quynh seeks to elicit the cause of the pain by referring to a common
kind of accident: a fall (lines 34-35 and 37). She constructs a three-part list in which
kho::ng chi hét (‘of some sort’; line 37) is served as a generalised list completer to
locate b6 (‘fall’; line 35) and #é:.::: (‘fall’; line 35) as members of a class (Jefferson,
1990). This question contains three negative-polarity items khdng (‘no’; lines 35 and
37); this repetition is tilted towards a negative ‘no’-answer (Heritage & Robinson,

2011; Heritage, Robinson, Elliott, Beckett, & Wilkes, 2007). However, it embodies
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cross-cutting preferences of grammar and action®® (Schegloff, 2007), which means
that a ‘yes’ answer is expected. Seeing that Phuong also had the same problem, trudc
day cting *dau* (‘it also hurt before’; line 36), Quynh supposes that Phuong had an
accident in the past. Thus, Quynh quickly recycles her turn, replacing b6 (“fall’; line
35) and f¢ (‘fall’; line 35) with a broader term, M thwong (‘injuries’; line 39), in
an emphasised fashion. This recycled question is designed using the pair of words
c0...khong? (‘did you [have any injuries before]?’; line 39) that minimises Quynh’s
certainty of her presupposition (see Section 2.3.3.1), and to indicate no preference
for the polarity of the answer. After a 0.6-second silence (line 40), Phuong re-
produces her ‘no’ answer in a lowered volume (symbolised by degree signs; line 41),
which communicates her uncertainty about her own answer.

Although Phuong twice confirms the absence of any accidents in the past
(lines 38 and 41), Quynh projects a reaffirmation in lines 43-44. This three-TCU turn
is prefaced with a news marker, a (‘oh’; line 43), that proposes Quynh’s
acknowledgement of her incorrect presupposition in previous questions. She
continues with a partial repeat of #khong# (‘[you] didn’t’; line 43) delivered in a
clipped fashion, and ends with a declarative question, fu nhién hdn dau thoi hi? (it
hurts for some reason or other?’; lines 43-44). In the last TCU, Quynh strategically
replaces the words bé (‘“fall’; line 35), t¢ (‘fall’; line 35), and chan thuwong (‘injuries’;
line 39) in previous questions with contrasting words, fu nhién (‘for some reason or
other’; line 43), to register her receipt of Phuong’s answers. This question triggers
Phuong’s admission of her fall in the past with plausible explanations (lines 45-47,
49-50, and 53-55). Quynh’s go-aheads (lines 48 and 51) encourage Phuong’s further
elaboration on her description, hence obtaining more information about Phuong’s
life-world.

Extract 6.5 displays doctor Quynh’s interactional strategies in the course of
attributing Phuong’s pain to her past accident. One noteworthy point is her
formulation of three different questions (all arrowed) at different points in time. The
first question, triede day ciing dau nhw ri khong bé khong té khong chi hét a? (‘this
pain came before as well, and it didn’t result from a fall of some sort?’; lines 34-35
and 37), is an alternative question with a cross-cutting preference for a ‘yes’ answer.

As stated before, this question is initiated right after the problem duration (i.e., three

S cross-cutting preferences of grammar and action, the action of the question is designed for a
‘yes’, but its grammatical format is designed for a ‘no’.
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or four years; data not shown). This duration communicates that Phuong has chronic
pain. However, given that chronic pain is less likely to affect a young patient such as
Phuong than an old patient, Quynh displays that accidents are likely to be the main
causes, as evidenced in this ‘yes’-preferred question, which is consistent with her
second question, cd chdn thwong chi truéce khéng? (‘did you have any injuries
before?’; line 39). This question comes out at the junction of the overlapping talk,
where Phuong says truoc ddy ciing dau (‘it also hurt before’; line 36). From this
information, Quynh probably thinks that Phuong was likely to have had an accident
in the past (line 39). Having elicited Phuong’s confirmation of no accidents twice,
Quynh produces the last question, fir nhién hén dau théi hi (‘it hurts for some reason
or other’; lines 43-44). Through this question, Quynh encourages Phuong to explain
the cause given that it is not an accident, at least thus far.

Along with these questions, doctor Quynh uses different discursive resources
to link to ‘accident’. Despite its specific meaning, the first lexical items bd (‘fall’;
line 35) or fé (‘fall’; line 35) is more neutral in meaning than tai ngn (‘accident’).
Given that Phuong might have suffered from some kind of accident other than b
(‘“fall’) or #¢ (‘fall’) from her overlapping talk at line 36, Quynh replaces this term
with a more general one, chdn thwong (‘injuries’; line 39), in her second question.
Lastly, upon receiving the confirmation from Phuong, Quynh employs the phrase fu
nhién (‘for some reason or other’; line 43). In short, the fact that Quynh does not use
the word tai nan (‘accident’) aligns with the principle of optimisation.

While doctor Quynh identifies the possible cause of the problem as an
accident, Phuong expresses a divergent view on her claims. In response to Quynh’s
elicitation of a previous accident, Phuong projects her speculation about the cause
(lines 45-47, 49-50, and 53-55) through three hypotheses: bo (‘fall’; line 53), lam
viéc (‘work’; line 54), and ngo"i (‘sitting’; line 54). In launching this, patient Phuong,
on the one hand, resists Quynh’s presupposition that b6 (‘fall’) is the main cause of
her problem, but on the other, implicitly voices other possible causes that she
believes to be more plausible. This resistance is foreshadowed beforehand, when she
rejects the pain as being caused by her fall in the past (lines 45-46). However, at the
end of her turn, Phuong displays a lack of certainty with em ciing khong ré (‘1 don’t
know’; line 55) as a face-saving strategy to leave the final decision to Quynh’s
expertise.

Extract 6.5 has highlighted the fact that, despite the doctor’s agenda, patients
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can mobilise resources to resist a doctor’s claim regarding the cause of the
presenting problem. Their resistance is derived from their territory of knowledge
about the concerns themselves, as they have lived with or suffered from them for a

long time.

6.3.2 Daily routine

Besides accidents, some of the presenting problems have no identifiable cause. In
this situation, doctors often work to link the cause of the problem to the patient’s
daily routine. Extract 6.6 is a DDF between doctor Quy and patient Ngoc. Ngoc has
had a contorted mouth and pounding in her right ear for two months, and has
achieved about 80% recovery since her first visit (data not shown). This extract
occurs after Quy elicits the duration of the problem and undertakes a brief physical
examination (see Extract 5.7). Quy traces Ngoc’s problems to various causes: taking
a cold shower (line 33), going out somewhere (line 33), sleeping with a cooler on
(line 73), catching a cold (line 153), staying in the rain (line 156), and sleeping with

the air-conditioning on (line 157).

Ex. 6.6: B 12 & 56

31 D:2> o0 trudc+khi bi:: la chi::: a:::::: (0.4) trudc+day
Quy uh before problem COP older+sister uh before
32 =khi bdt+ddu- (0.5) bdt+ddu phdt+hién bi la chi
when begin begin aware problem COP older+sister
33 TA::M la:nh hay+la d- di dau khéng?
shower cold or go somewhere INT

‘Before the problem began, when you became aware of this problem,
had you just taken a cold shower or been out somewhere?’

34 (0.7)
35 P: O:: (L) di chg: vé la thdy  bi:
Ngoc uh come market back COP aware problem

‘I'd just come back from the market when I became aware of it’

36 (0.5)
37 D: hu?
Quy huh
‘Huh?’
38 (0.3)
39 P: di cho: vé  la:::: (0.5) tu+nhién bui:: (.) SA:NG
Ngoc come market back COP unexpectedly in morning
40 a (0.4)dén chié:u la thdy bi théi
PRT till afternoon COP aware problem PRT

‘I came back from the market in the morning, and I became aware of
the problem in the afternoon’
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41
42 D:
Quy
43
44 D:
Quy
45
46 P:
Ngoc
47
48
49 D:
Quy
50 P:
Ngoc
51
52 D:
Quy
53 P:
Ngoc
54
55
56 P:
Ngoc
57
58 D:
Quy

hu:s:ercrcs:

mmm

*Mmm’

(14.3)

khi di cho vé (.) 1la phét+hién (.)

when go market Dback COP aware

la mdt (.) la nhdm khéng kin (.) hay+la:-=
COP eye COP shut not completely or

‘You were aware that you couldn’'t shut your eyes completely as
soon as you came back from the market, or-’

=khé::ng (.) khéng phat+hién duoc (0.5) dén chié:u tbi
no not aware can till afternoon late

moi phdt+hién
PRT aware

‘No. I wasn’'t aware of it. It was not until the late afternoon
that I became aware of it’

(0.5)

[u:: ]

mmm

*Mmm’

[chiéu ] tbéi suc+miéng la thdy nud:c né- hhh (0.7)tu:a ra::
afternoon late gargle CoP see water it run out

thanh [md&i-]
s0 PRT
‘I gargled in the late afternoon and saw the water running out, so
I_I
[la 1bui sd::ng #la# chua bi: (.) bui trua chua bji az
CoP CLA morning COP not start CLA noon not start INT
‘You mean that the problem didn’t start in the morning or around

noon?’

/chu:::a (0.5) thé+la- (.) budi tb:::1 (0.4)di tdp thé+du:c (0.2)

no so CLA evening go do exercise
a- dibd::: (0.5)vé tu+nhién—- thé:::::y (0.7)danh ding
PRT go jogging return surprise find brush teeth

thi th&:::y (.) nud:c cit::: (0.3)DA: ngd ni
cop find water keep out side this
‘No. When I returned home from exercising- from jogging in the

evening, I brushed my teeth, and I was surprised to find water
running out of this side of my mouth’

thé méi ba::o (0.2) con la: (0.2) nhin+sd::m (0.3)
so PRT ask child cop look

mdt  [me bi thé+nao
face mum suffer what

‘so I asked my child to look at what was wrong with my face’

[thi budi sdng l1la bi:: ré::i (0.2)
COP CLA morning COP start PERF
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59 dd::nh ra- #tap# thé+duc vé la bi réi cho::?
brush teeth do exercise return COP start PERF INT

‘So the problem must have started in the morning when you brushed
your teeth- after exercising?’

60 (0.4)
61 P: sd:ng la khéng bi:
Ngoc morning COP not start

‘It didn’'t start in the morning’

62 (0.8)
63 P: bi: nhung+ma:: m— (.) khdéng phat+hién duoc
Ngoc start but not aware can

‘It started in the morning but I wasn’t aware of it’

64 D: tuc+la chua phdt+hién
Quy mean not aware

‘This means you weren’t aware of it’

65 (.)
66 P: [chua phat+hién]
Ngoc not aware
‘I wasn’'t aware of it’
67 D: [ngu:+ddy 1la 1 bi réi
Quy get+up COP start PERF
‘The problem had started before you got up’
68 (0.4)
69 P: [va:ng]
Ngoc yes
‘Yes’
70 D: [nhung] +ma chua phdt+hién
Quy but not aware
‘but you weren’t aware of it’
71 P: chua phdt+hién
Ngoc not aware
‘No, I wasn’'t’
72 D:=> rita tb::i hém dé la chi td:m lanh hay+la
Quy PRT night day that coP older+sister shower cold or
73 chji:: (0.2) nd:m qua:t chi lanh khéng?
older+sister sleep cooler any cold INT
‘So did you take a cold shower or sleep with a cooler on that
night?’
74 (1.0)
75 D: nhé+[lai ] cho KY:: dé-
Quy remember PRT correctly to
76 P: [khéng ]
Ngoc no
\NOI
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77 D:  =khéng- khéng vi 1y- hai ly+do (0.2) ly+do (0.4)

Quy no because reason two reason reason
78 moét (0.4) do lanh (0.4) 1la khéac (0.5)
one cause cold COP another
79 do vié:m+nhié:m 1a khéc (.) [dol
cause inflammation COP another due+to

Lines 75 & 77-79: ‘Try to remember correctly for two reasons. A
cold is one possible cause, inflammation is another. Due to-’'

80 P: ul:°]
Ngoc mmm
*Mmm’
81 D: bi tai+gitt:a tai dé 1la [khdc ]
Quy cause middle-ear ear any COP another

‘a middle-ear infection of some sort is another possible cause’

82 P: [khé:ng
Ngoc no
\Nof
83 (1.2)
84 D: ria- rua tai+[vi::]
Quy so due+to

‘So it’s due to’

85 P: [ma:-] (.) mldy+bida bji la bdt+ddu ndé PA:U
Ngoc PRT when suffer COP begin it pain
86 cdi cdi- cdi- cdi cdi TA:I ni+ndy (0.4)thi bdt+didu chdm+ciu
CLA ear this then begin acupuncture
87 la né hé:t r:::-(.) méi bdo la (.) bdc+sindi la né ké::o
cop it go so PRT say COP doctor say that it strain
88 ca::1 (0.2) déy+th§n+ki::nh7nhfnh (0.7) lam+cho [dau ]
CLA nerve cause pain

‘When the pain began, it was in this ear. Then it went away thanks
to acupuncture, so the doctor said that the pain had been caused
by a nerve strain’

89 D: [bi cai]
Quy suffer CcLA

90 TA:I nay bi chay ma: khdéng?
ear this suffer come+out pus INT

‘Have you had any pus come out of this ear?’

91 (0.3)
92 P: KHONG (.) #khéng# bi chi hé:tg¢
Ngoc no not suffer any at+all

‘No. Nothing’

((60 lines deleted))

153 D:=> rd::i (0.3) trudc+khi u+tai la chi cé bi::: la:nh
Quy so before tinnitus COP older+sister PRT catch cold
154 di chi khdéng?

thing any INT

‘So, before you developed tinnitus, did you catch a cold or
something similar?’
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155 (0.6)

156 D: bi TAM lanh hay+la bi nao bi mu:a hay+la bi
Quy get shower cold or suffer such+as stay rain or suffer
157 tbi ném quat lanh hay phong diéu+hda lanh khéng?

night sleep cooler cold or room air-conditioning cold INT

‘because of a cold shower, staying in the rain, or sleeping at
night with a cooler or the air-conditioning on?’

158 (1.3)
159 P: khéng (0.5) #khéng thdy# chi Thé:t
Ngoc no not see any at+all

‘No. Nothing’

160 (0.5)
161 D: hu::

Quy mmm
\lmml

At various points throughout the consultation, doctor Quy makes three
attempts (all arrowed) to link the cause of Ngoc’s problems to her daily routine. The
first question (lines 31-33) is concerned with two activities: tam lanh (‘cold shower’;
line 33) and di ddu (‘[had you] been out somewhere?’; line 33). However, only the
latter activity is addressed, di cho: vé (‘[I’d just] come back from the market’; line
35). Having received an open class form (Drew, 1997), hw? (‘huh?’; line 37) from
Quy, Ngoc adds the point in time when the pain starts, chié:u (‘in the afternoon’; line
40), not SA:NG (‘in the morning’; line 39). Open class form of repair initiation (e.g.,
‘pardon?’ or ‘what?’) is used when the speaker treats the whole of the prior turn as

problematic, and thus seeks a repeat or paraphrase. After a delay of 2.8 seconds (line

(‘mmm’; line 42), that communicates Quy’s low involvement in the information
disclosed by Ngoc. However, after the lapse, Quy re-engages talk with another
hypothesis on the point in time when the pain starts, khi di cho vé (‘as soon as you
came back from the market’; line 44), that is, in the morning. Ngoc immediately
rejects Quy’s hypothesis and emphasises the mentioned time, chié:u toi (‘late
afternoon’; line 46). On receipt of Ngoc’s confirmation that the pain started in the
late afternoon, Quy poses a declarative question (line 52) employing two different
points in time, bui sd::ng (‘in the morning’) and bui trua (‘around noon’), to contrast
with Ngoc’s time, chiéu téi (‘in the late afternoon’; line 50). Ngoc confirms Quy’s

information, narrates the moment when she found water running out of her mouth in
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the evening (lines 53-55), and describes how she dealt with this problem (lines 56-
57). The whole narrative orients to a justification of her rejection of Quy’s
hypothesis. Despite this, Quy presupposes that the problem started in the morning
through another declarative question that looks for a ‘yes’ answer (lines 58-59).
Ngoc once again rejects Quy’s hypothesis (line 61), but after a 0.8-second pause
(line 62), rejects her own claim and acknowledges Quy’s hypothesis (line 63).
Departing from Ngoc’s acknowledgement, Quy projects several utterances to direct
the conversation to his own agenda: the problem starts in the morning before Ngoc
gets up (line 67) but Ngoc is not aware of it (line 71).

Having secured the point in time when the problem starts, doctor Quy goes
back to his unanswered question in lines 31-33 by recycling it to elicit the daily
routine: fam lanh (‘cold shower’; line 72) or nam quat chi lgnh (‘[did you] sleep with
a cooler on?’; line 73). This question receives two overt negative markers, khong
(‘no’), from Ngoc: one (line 76) responding to Quy’s elicitation (lines 72-73) and
one (line 82) to Quy’s explanation (lines 75, 77-79, and 81). It also receives one
acknowledgement token (line 80) that communicates Ngoc’s grasp of Quy’s
implication. Quy’s attempt to project another question (line 84) is interrupted by
Ngoc, who then shifts the topic to the past diagnosis and treatment at another
hospital (lines 85-88). This shifting topic creates a new sequence of talk related to
the chronological order of tinnitus and contorted mouth (data not shown). Taking u
tai (‘tinnitus’; line 153) as the point in time, Quy continues eliciting the cause of
Ngoc’s problem (lines 153-154). Ngoc’s silence (line 155) indicates her resistance to
Quy’s hypothesis. Facing no uptake from Ngoc, Quy elaborates on his question by
giving several examples focusing solely on linking the symptoms to being cold: fim
lanh (‘cold shower’; line 156), mura (‘rain’; line 156), nam quat lanh (‘sleeping ...
with a cooler [on]’; line 157), phong diéu hoa lanh (‘the air-conditioning on’; line
157).

In terms of content, Extract 6.6 displays doctor Quy’s persistence in linking
the cause of the problems to Ngoc’s daily routine. It is noticeable that all three
attempts (all arrowed) incorporate the emphasised tdm lanh (‘cold shower’), which
means that this is the most likely cause of the presenting problems in the eyes of the
expert Quy. Another possible cause, sleeping with a cooler on, is mentioned twice,
given that this kind of pain occurs at night. As both assumptions are rejected, Quy

then gives more examples relating to cold (i.e., staying in the rain, and sleeping with
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the air-conditioning on) without forgetting the previous possibilities (i.e., cold
shower and sleeping with a cooler on). Basically, taking cold showers and sleeping
with a cooler on are routine activities at the time of year in Vietnam when this
recording was made (i.e., summer).

Interactionally speaking, Extract 6.6 exposes the local negotiation of meaning
between a health practitioner and a patient in which their epistemics play a crucial
role in their organisation of talk. At the beginning of the extract, Ngoc discloses that
her health problem started in the afternoon (line 40). However, through his
declarative questions and hypotheses (lines 44-45, 52, and 58-59), Quy locates the
starting time in the morning, which leads to Ngoc’s inconsistency within her own
claim (line 63). Taking advantage of this inconsistency, Quy turns his presupposition
into a fact (lines 64, 67, and 70). Quy’s strong epistemic stance is also manifested in
his persistence in making presuppositions about the cause of Ngoc’s problem. Even
though Ngoc rejects his presuppositions several times in lines 76, 82, and gives a
non-answer response in line 35, Quy persists in tracing the cause to Ngoc catching a
cold. Overall, Quy’s interactional management reflects his expertise in this type of

problem.

6.3.3 Physically-demanding tasks

According to a quantitative study conducted by Thorslund, Wirneryd, and Ostlin
(1992), there is a connection between ill-health and work. In other words, physical
labour can negatively affect people both physically and psychologically (Kobayashi,
2004). Given this, doctors in the present study often ask about a patient’s occupation.
If patients are elderly or retired, doctors elicit their past occupation or the general
features of their past occupation. If patients are young, doctors ask about their
current job. There are two types of occupation that patients consider the main causes:
temporary task and permanent job. Temporary tasks refer to physical work that
patients have undertaken recently, while permanent jobs are work undertaken over a
long period of time. Extract 6.7 illustrates how doctor Tung elicits patient Hong’s
past permanent occupation. Hong has a chronic herniated disc for which she has
received two previous courses of treatment, and this is the third course. While doing

the physical examination, Tung asks about Hong’s previous occupation (line 121).
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Ex. 6.7: B 6 & 62

121 D:= trudc+kia hay gdnh+géng nhié:u 1dm a7
Tung past often carry much very INT

‘You often carried heavy loads in the past?’

122 (0.6)
123 P: u:: (0.2)ga:nh ma: (.) bbc ndng
Hong yes carry and load heavy

‘Yes, I carried and loaded heavy things’
((11 lines deleted))

134 D:> giu & nha: c¢é lam chi hon ntta+khé:ng?
Tung currently at home PRT work any other INT

‘Are you currently doing any other work at home?’

135 (0.8)
136 P: & da: moi [#mbt# thd:ng ni
Hong at home just one month now

‘I stopped working just one month ago’
137 D: [0 da: ma 1 nghi thé:i,
Tung at home to rest PRT
‘Have a rest at home’
o0

138 P: nghi thé::1i (.) “u
Hong rest only yes

‘Rest only, yes’

From patient Hong’s presentation of her concern (i.e., a herniated disc; data
not shown), Tung presupposes that the presenting problem could have been caused
by Hong’s physically demanding job in the past. Hence, Tung poses a B-events
declarative question ending with the interrogative particle a to convey this (line 121).
He prefaces this question with a temporal marker, trudc kia (‘in the past’), that
indexes it as a past event. He does not ask about the specific occupation (e.g., ‘what
do you do?’), but targets a general feature concerning blue-collar jobs instead, gdnh
g@g (‘[you often] carried heavy loads’; line 121). This piece of information turns
out to be useful for him in assessing the effects of Hong’s previous occupation on
her health. If Tung elicits the job, he would presumably ask at least one more
question to know the tasks of that job (e.g., ‘what tasks did you often perform?’).
The present design thus saves him from producing a series of questions, which is

time efficient in a time pressed system. In doing this, Tung is adhering to the
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principle of recipient design29 (Sacks et al., 1974). After 0.6 seconds of silence (line
122), Hong gives a conforming answer, u:: (‘yes’; line 123), following an expansion
to intensify the heavy work, gdnh ma boc ndng (‘I carried and loaded heavy things’;
line 123). Her answer orients to the undertaking of a long-term job in the past, and
treats Tung’s presuppositions as correct.

The consultation continues with a physical and verbal examination for 11 lines
(data not shown), then doctor Tung asks another question regarding Hong’s current
occupation at home (line 134). Compared with the first question (line 121), this one
(i.e., cO...khong format) displays Tung’s uncertainty towards the information
proposed (see Section 2.3.3.1). He assumes that Hong, who is in her late fifties, is
not so old that she should be retired from working, especially as she is a blue-collar
worker. Nevertheless, Hong generates a response that conforms to neither the
question’s action nor its topical agenda (line 136). There may also be non-vocal
aspects of the response during the gap in line 135. Without waiting for Hong to
complete her turn, Tung makes a post-start-up overlap (Gardner & Mushin, 2007) to
offer advice on taking a rest for the sake of her presenting problem (line 137). A
post-start-up overlap occurs when one speaker begins their talk a little after another
has started. This advice receives alignment from Hong (line 138).

In Extract 6.7, doctor Tung has strategically constructed his two questions
(both arrowed) in conformity with the principle of recipient design. These questions
are based on the patient’s demographics and medical problems. In addition, Tung’s
word selection in eliciting information concerning blue-collar jobs shows sensitivity
to the nature of Hong’s previous job. Overall, his course of action adheres to the

fundamental principles that guide medical questioning.

6.4 Duration of the problem

Information about pain duration is important to the consultation as a whole. First,
duration information can serve the purpose of formulating a template for assessment
in patients with acute and chronic pain (Beatty & Joffe, 2006; Fink, 2000). Second, it
keeps doctors updated on the effects of the patient’s previous treatments. Third,

getting access to the duration sheds light on the development and intensity of the

% The principle of recipient design refers to the “multitude of respects in which the talk by a party in a
conversation is constructed or designed in ways which display an orientation and sensitivity to the
particular other(s) who are the co-participants” (Sacks et al., 1974, p. 727).
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pain since its onset. Lastly, this information offers doctors insight into the patient’s
healthcare beliefs and responsibilities for their well-being generally.

Eliciting information about the duration of the problem usually occurs in first
visits and DDFs. SDFs do not often include this information as doctors have usually
covered it in the previous meeting. Overall, there are no differences in the data set
between first visits and DDFs in terms of how doctors seek the duration information.
The doctors in this study pursued three strategies for eliciting this information:
general elicitation, detailed elicitation, and general-to-detailed elicitation. These
strategies are categorised based on the content each question aims to obtain. In
particular, doctors use general questioning to look for a general answer, while
specific questioning elicits a specific answer. General-to-detailed elicitation refers to
a strategy in which doctors often begin with general questions, and then move
gradually on to detailed ones in order to explore a specific possibility directly
(Bickley & Szilagyi, 2013). This strategy enables doctors to obtain an initial picture
of a patient’s problem from their perspective, and focus on the particular areas that
do not clearly emerge from the patient’s disclosure (John, 2013). Overall, the
doctor’s use of general-to-detailed elicitation significantly shapes the patient’s
disclosure (J. Silverman et al., 2013).

In Extract 6.8, I illustrate how doctor Tuan uses a general-to-detailed
elicitation technique to elicit patient Dung’s pain duration (arrowed). Dung has a
herniated disc, which was operated on in a different health centre. He now goes to

this hospital for long-term rehabilitation without any operation.

Ex. 6.8: A 2 & 12

19 D:> dau ri l8u chu:a?
Tuan painful this long INT

‘Has the herniated disc been painful for a long time?’

20 (0.9)
21 P: ci::ng a::::: (.) mo:::::i (0.3) phdt+lai did::::y khoa::ng
Dung PRT uh just come+back recently about
22 a::: (.) hon #mot# thing rd:i
uh over one month PRT

‘It came back for over a month’

23 (0.4)
24 D: a::::: (.) hdi trudc o0+ddy co6 dau
Tuan oh time before here PST hurt

‘Oh. It used to hurt here before’
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25 (.)

26 D:=> cdch+ddy mdy ndm ré:i?
Tuan ago how+many year PRT

‘How many years ago?’

27 (0.4)

28 P: ky trudc la m_5 arrrorroricrrorriziies (0.2)
Dung time before COP operate uh

29 ri la bay ndm rdéi da:y¢

so COP seven year PERF PRT

‘I had it operated on seven years ago’

After securing the major concern and its symptoms (data not shown), doctor
Tuan asks Dung about the duration of the problem (line 19). He uses an alternative
question with a marked terminal intonation contour (Ford & Thompson, 1996;
symbolised by level and rising intonation) at the interrogative marker chu:a (line 19)
to signal an information-seeking act. This question is general in two respects. On the
one hand, the word ldu (‘long’) does not convey the temporal dimension. On the
other, its syntactic structure predisposes Dung to a ‘yes’ or ‘no’ rather than give a
phrasal or clausal response (Ford & Thompson, 1996; Lee, 2012). Although these
linguistic features might be expected to constrain the next action, Dung’s delayed
answer discloses more information than was sought (lines 21-22). It conforms to the
topical agenda of Tuan’s question but does not adhere to its format constraint. In mdi
phdt lgi day (‘it came back’; line 21), Dung intentionally announces his medical
history and discloses the duration. He suffered from this pain before, but it was cured
completely. Dung delays the measurement phrase hon mot thdng (‘over a month’;
line 22) with a long stretched chunk of talk, ci::ng, a:::::, mo:::::i, da:::.y,
khod::ng, a:::, two pause-fillers a (‘uh’ in the gloss), and three pauses (two micro
pauses and a 0.3-second pause). According to Lee (2012), delays and prefaces are
common features of a clausal response. They indicate Dung’s trouble with the
epistemic implication that an exact number needs to be specified.

Departing from Dung’s response, doctor Tuan produces another turn of talk
composed of three TCUs (lines 24 and 26). The first one is an a-preface (‘oh’; line
24) to propose his change-of-state from not-knowing to knowing. This uptake marks
his receipt of the information delivered by Dung and treats this information as new.
Tuan then expands his turn to add a logical inference about the pre-existence of the

pain (line 24) and, on this basis, launches another question about its duration (line
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26). The format ‘oh + question’, in Heritage’s (1984a) terms, highlights its interest to
Dung and thus encourages further elaboration. Dung’s response in lines 28-29 fills
the information gap created by that question.

Extract 6.8 shows doctor Tuan’s formulation of two questions in search of the
pain duration (both arrowed). As to the key lexical items, the marker /du (‘long’; line
19) in the first question is rather vague as it does not specify the exact duration of the
pain and is not based on any fixed scale. With this marker, it is acceptable for Dung
to provide an equivocal answer, for example, ldu roi (‘a long time’). The answer ldu
réi (‘a long time’) can be too general for Tuan to gauge its duration, as Dung’s
concept of ‘long’ may not correspond to his own. For Dung, five months might be
long enough to endure such pain, whereas Tuan, who elicits this information from
numerous patients every day, may have a different scale (see also Extract 6.9). The
second question employs mdy nam (‘how many years’; line 26), which is able to
build grounds for estimating the duration of the problem. With respect to their
grammatical forms, the first elicitation is an alternative question while the second is
a non-alternative one. Therefore, the former, as discussed, is general in terms of its
topic agenda but restricted in its action agenda, whereas the latter is the opposite. In
addition, detailed questioning is utilised when patients have some difficulties in
grasping the doctor’s general questioning, or when doctors expect a specific answer.
In short, both questions seek different types of information.

Apart from using questioning, doctors also adopt a fishing device to elicit
duration information. A fishing device refers to the strategy in which doctors
integrate information into their utterances to seek further information. Alternatively,
doctors can present their own experience, or make an assertion about a patient’s
condition based on their observation or inference. Typically, this strategy does not
have a syntactically interrogative format, but is expressed via a statement that is
positioned in the middle of a sequence of several adjacent pairs, and preceded by at
least one adjacent pair that overtly elicits information about the duration of the health
problem. In launching a fishing device, doctors may obtain some information from
patients. Let us look at Extract 6.9 to see how doctor Lam deploys this strategy to
seek patient Thao’s pain duration on her first visit to this hospital (arrowed). Thao
has pain from her back running down her right buttock. The following interaction

occurs right after the problem presentation stage for the main concern.
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Ex. 6.9: B 3 & 33

10 D: ar:esrrzrrzesrrz: (0.6) ma::: rd::ng? (0.4)
Lam uh but well
11 & da::u (.) chdc ladu rdéi hi?
uh pain guess age PERF INT

‘Well. I guess you’ve been suffering from this pain for ages?’

12 (0.5)
13 P: nha:::
Thao yeah
‘Yeah'’
14 (0.5)
15 D: da::::u (.) mly ndm ré:i?
Lam pain how+many year PERF

‘How many years has it been?’

16 (0.2)
17 P: mé: mldy nd:mg (0.2) méi bitia thdng ndm #dé:n# chu:
Thao not PL year just in month May to now

‘Not as long as a year. Just since May’
((It is July 6th, 2016 today))

18 (0.2)

19 D:= ki lu::ng co::ngnoi [rdi té::,]
Lam CLA Dback hunch PRT PERF that
‘Your back’s hunched’

20 P: [tu- tu- ] (0.3) thédng ndm trud:c /a
Thao since month May last  PRT

21 (.)
22 D: [/dé:ccceeccscceccezeeeezs ]
Lam right
‘Right’
23 P: [&: mOt nd:m ] réi da:ye
Thao oh one year PERF PRT

‘Oh, it’s been one year’

24 D: ki lung cong 1la biét dau [ldu rd:::zzzzzzzleci
Lam CLA back hunch cOP know suffer long PERF

‘Your hunched back tells me that you’ve suffered for a long time’

25 P: [aze:z:r: m— ]
Thao oh
\Oh!
26 P: mét ndm roéi da::y,
Thao one year PERF PRT

‘One year’

From Thao’s description of her back problem (data not shown), doctor Lam
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elicits its duration using a general term, ldu (‘ages’; line 11), embedded in a ‘yes/no’
question that prefers a ‘yes’ answer (lines 10-11). His elongated turn, several pauses,
plus the word chdc (‘guess’; line 11) convey uncertainty about his own claim. On
receipt of Thao’s confirmation, Lam projects another question using the question
marker mdy ndm (‘how many years’; line 15) to narrow down the focus to the year
dimension. After a brief silence of 0.2 seconds (line 16), Thao rejects his
presupposition with md: mdy nd:m; (‘not as long as a year’; line 17), plus an
account, moi bita thdng nam #dé:-n# chir: (‘just since May’; line 17). Despite this,
Lam resists Thao’s claim. Instead, he adopts the strategy of telling my side
(Pomerantz, 1980), in order to fish for type 2 knowables based on his own
observation (line 19). In medical interactions, telling my side means doctors make an
assertion about something based on their observation or their inference in order to
trigger patient disclosure. Type 1 knowables refer to information that patients have
rights and obligations to know (e.g., their own name or age), while type 2 knowables
are information that patients presumably have access to. This fishing assertion serves
as a lie-detecting device (Bergmann, 1992), although Thao’s information may be due
to her absent-mindedness rather than a lie (Thao is in her early eighties). In
responding, Thao projects a stuttering talk, fr-fir- (‘since’; line 20), pauses for 0.3
seconds (line 20), and mentions the point in time as a recall, thdng nam truc:c (‘May
last year’; line 20). She then produces a news marker, a.: (‘oh’; line 23), that signals
the change-of-state in her knowledge of the problem duration before she states this
duration, mér nd:m _roi da:y; (‘it’s been one year’; line 23). This last TCU accepts
Lam’s counterinforming as a correction (Heritage, 1984a), from which Lam
maximises his certainty and displays his medical expertise (lines 22 and 24). Thao
once again repeats her previous information as a form of correction (line 26).

Extract 6.9 is noteworthy regarding the different deployment strategies that
doctor Lam draws upon to elicit information. At the beginning of the extract, Lam
uses a general-to-detailed technique to narrow down the time dimension from a
general (lines 10-11) to specific criterion (line 15) in which the former question is a
stepping stone for the latter. However, as the conversation develops, he questions
Thao’s information (line 17). Facing this dilemma, Lam deploys the fishing device
to propose an assertion about Thao’s condition based on his own observation, k7
Lezng co::ng noi réi té::, (‘your back’s hunched’; line 19). This assertion is

produced in an elongated fashion with stress on two key words [u::ng co::ng
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(‘[your] back’s hunched’) and a final-rising intonation (marked by a comma).
Moreover, the demonstrative reference ré:: (‘that’ in the gloss) implies that what
Lam has mentioned is the factual evidence. Another possible reason why Thao
corrects her information is the shift in Lam’s description from ‘pain’ to ‘hunched’. In
short, by combining general-to-detailed technique and a fishing device, Lam is able
to approach the pain duration from different angles and obtain exact information.
This may enable him to arrive at a likely diagnosis and optimal treatment

recommendation later.

So far Chapter 6 has discussed the doctors’ elicitation of information about the
current problem: recovery assessment, symptoms, causes, and the duration of the
problem. The chapter now turns to the information related to the patient’s medical

history: (i) past diagnoses and treatments, (ii) lifestyle issues, and (iii) past problems.

6.5 Past diagnoses and treatments
Information about past diagnoses and treatments is integral to the medical history
that informs the outcome of the consultation in many respects (Bickley & Szilagyi,
2013). Firstly, this information can direct and adjust doctors’ current diagnosis and
treatment. Secondly, it may save doctors the trouble of delivering their own
diagnosis and/or treatment recommendation. Thirdly, although the diagnosis
information is logically made by other health providers or from test results, patients
may disclose this information to doctors as if it were the patient’s own diagnosis.
This disclosure may convey the patient’s different expectations for the current visit.
On the one hand, some want doctors to examine them again for a second opinion of
the diagnosis, but, on the other, some ask doctors to proceed with treatment given
that the diagnosis is available, especially from such test results as an X-ray or MRI
(magnetic resonance imaging). In fact, the patient’s disclosure of past diagnoses
and/or treatments not only communicates their expectations for the current visit but
also contributes to the development of a constructive relationship for mutual
understanding between the two speakers (McDaniel et al., 1990).

In the two research hospitals, the patient’s medical history is often recorded on
paper, not on online software, and transferring the patient’s medical information
online between hospitals is not possible. Because of this, and the fact that some

patients did not bring a medical record with them, doctors have to elicit this

169



information during the consultation. By finding out about a patient’s previous visits
to health centres and treatment methods, doctors can stay updated on the medicine
that patients have just taken or been taking, and the tests they have had, and thereby
adjust their treatment regime.

The doctor’s elicitation of past diagnoses and treatments is subject to visit
type. For first visits, doctors look for past diagnoses and treatments at other health
centres if appropriate, while for patients who received treatment at this hospital,
doctors either elicit the diagnosis and treatment previously given by another doctor
(for DDF patients) or ask patients to recall the treatment methods they received on
their previous visits (for SDF patients). Given this difference, I classify the
diagnoses and treatments into two categories: those at other health centres (Section
6.5.1) and those at the current hospital (Section 6.5.2). In response to doctor’s
elicitation, patients include reasons for choosing this hospital and assessment of

previous treatment.

6.5.1 Diagnoses and treatments at other health centres

Seeking information about past diagnoses and treatments at other health centres
tends to take place in first visits, when the patients have received treatment
elsewhere prior to this consultation. As discussed above, the research hospitals in
this region specialise in traditional medicine and rehabilitation while most of the
other hospitals in the region specialise in Western medicine. Therefore, the
information that doctors elicit is general and related to Western medicine (e.g., the
previous medical record of the problem, or whether patients have had the pain area
X-rayed or not), as shown in Extract 6.10 below. This extract is taken after patient
Xuan has presented all of her concerns: diabetes, hypertension, stomachache, and
arthritis, of which the last is her major concern. In this extract, doctor Quynh wants
to look at the test result regarding Xuan’s blood sugar levels, and elicits Xuan’s

previous treatment for her shoulder joint (both arrowed).

Ex. 6.10: B1 & 4

31 D: ba: bi::: & (.) bénh tidu+dud:ng lau+mau
Quynh grandma suffer uh CLA diabetes how+long
32 réi da n&?

PERF first PRT

‘First, how long have you been suffering from diabetes?’

33 (0.4)
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34 P:
Xuan

35

36 D:
Quynh

37

38 P:
Xuan

39

40 D:>
Quynh

41

42

43 P:
Xuan

44

45

46 P:
Xuan

47

48 D:
Quynh

149 D:>
Quynh

150

151

152 P:
Xuan

mud:i ndm /réi
ten year PERF

‘Ten years’
(0.3)

muo:i ndm?
ten year

‘Ten years?’

(0.3)

u:

ye:s

‘Yes’

(0.2)

u::::o (.) <ba cé cdi gidy+td chi::: &> (0.6) do:

mmm grandma have PRT record any uh measure
dudng huyét >ba cho con coai #mot# xig<
sugar blood grandma give offspring look a little

‘Could I have a look at any medical records for your blood sugar

that you’ve brought with you?’
(6.7)

ba:: méi  séa:ng ni méi di khdm tim vé
grandma Jjust morning this just go check heart return

ddy ma (1.3) (khéng biét) cai gidy dé o+dau

PRT but not remember CLA paper put where

‘I had my heart checked just this morning, but I can’'t
where I put the piece of paper with the results’

(1.0)

ddy na:y (0.3)gidy cua bé:nh tiéu+dudng day,

here PRT paper of CLA diabetes here

‘Here it is. Here’s the paper for my diabetes’

(0.4)

da: (.) ba ct  dé dé cho con coi hig
yes grandma PRT leave there for offspring look PRT
‘Yes, please leave it there for me to have a look at’
((101 lines deleted))

ki:: hop vai ni ba cé khi+mé di chup phim
CLA  joint shoulder this grandma PRT ever go have X-ray

kiém+tra chu:a?
test INT

‘Have you ever had this shoulder joint X-rayed?’
(0.2)

chu:a (0.3) chup (0.5) chup- chup phim chu:a
not+yet take X-ray not+yet

‘Not yet’
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153 (0.2)

154 P: CHA:N thi c¢é6 chu:p (.) déu va:i ni chua chu:p
Xuan leg COoP PST X-ray but shoulder this not X-ray

‘My legs have been X-rayed, but not this shoulder’

155 (0.2)
156 D: da:: (.) chi::ng+td: chua chup
Quynh OK mean not+yet X-ray

‘OK. So, that means your shoulder hasn’t been X-rayed’

In lines 31-32, doctor Quynh seeks the duration of Xuan’s diabetes. This
question using the marker dd nd (‘first’) is treated as a pre-request that foreshadows
the imminence of a request. As soon as Xuan confirms that she has had diabetes for
ten years (line 34), Quynh asks Xuan for her medical record to support this (lines 40-
41). Quynh launches her turn with a stretched hesitation marker, #:::: (‘mmm’),
following a micro pause, before slowly producing the first part (i.e., marked by
outward-pointing carets < >) to add emphasis to this chunk of talk (Hepburn &
Bolden, 2012). This chunk is further stressed by the underlined words gi_d_y to
(‘medical records’; line 40), which directs Xuan’s attention to the piece of
information that Quynh is looking for. Quynh then takes a 0.6-second pause (line 40)
prior to completing her turn with rushed terminal talk. The whole turn embodies
Quynh’s presupposition that Xuan must have had her blood sugar checked before. At
the request of Quynh, ba ¢é cdi gidy to chi do dwong huyét ba cho con coai mét xi
(‘could I have a look at any medical records for your blood sugar that you’ve
brought with you?’; lines 40-41), Xuan is presumably searching for the paper during
a lengthy silence of 6.7 seconds (line 42). She then expands her turn of talk in the
form of informing (lines 43-44) to account for the delay in locating the information
that is being requested. After another 1.0-second silence (line 45), Xuan succeeds in
finding the paper and gives it to Quynh (line 46). Quynh closes the request sequence
by asking Xuan to leave it on the table (line 48).

The consultation continues with a focus largely on the shoulder joint pain,
which has been present for three months (data not shown). In connection with this,
doctor Quynh seeks another piece of information about previous X-rays of Xuan’s
shoulder joint (lines 149-150). She uses the pair of interrogative markers cd...chua
to refer to the implementation of X-ray, which makes Xuan’s uptake, chu:a (‘not

yet’; line 152), next relevant. Instead of terminating her turn at chu:a (‘not yet’),
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Xuan expands it at the possible TRP (i.e., a 0.2-second pause at line 153) to
interpolate the information about her X-rayed leg, CHA:N thi ¢é chu:p (‘my legs
have been X-rayed’; line 154). She then re-confirms her non-X-rayed shoulder, déu
va:i ni chua chu:p (‘but not this shoulder’; line 154). Notably, the expanding talk is
produced after three TRPs (i.e., after 0.3 seconds, 0.5 seconds, and 0.2 seconds in
lines 152-153) without Quynh’s uptake. In this expanding talk (line 154), the key
word, M (‘legs’), is produced in a stressed, prolonged, and loud fashion, which
aims to focus Quynh’s attention to this new information (Kidwell, 2012). By
disclosing another X-ray test, Xuan indicates that she monitors her medical history
quite well, and thus Quynh can trust her information of her non-X-ray shoulder. At
this juncture, Quynh responds with da:: (‘OK’; line 156) to register her receipt of
Xuan’s information, and then concludes this turn with chir::ng to: chuwa chup (‘so,
that means your shoulder hasn’t been X-rayed’; line 156). She does not mention
Xuan’s X-rayed legs. This discourse action treats Xuan’s expansion as irrelevant to
the current agenda.

Extract 6.10 has shown how doctor Quynh seeks past diagnosis and treatment
information about Xuan’s different problems at another hospital. Two questions
(arrowed) have different presuppositions and designs due to the differences in
Quynh’s epistemic stance towards the problems that have been targeted. The first
elicitation (lines 40-41) is a request that calls for Xuan’s action of showing her
medical record. This request eventually looks for information about the test result of
her diabetes. Given such a long duration of ten years (line 34), Quynh presupposes
that Xuan has had her diabetes checked several times before; thus, Xuan should
know her blood-sugar levels and should have this information readily available at
this consultation. Moreover, the written records would contain further information
about the patient’s diabetes, which may help inform the doctor’s treatment
recommendations. While the first elicitation is a request-for-action question, the
second (lines 149-150) is a request-for-information question (Tsui, 1994) concerned
with the implementation of a medical test. Due to the recency of this shoulder pain
(i.e., three months), Quynh is not sure whether Xuan’s shoulder has been X-rayed or
not. Thereby, Quynh does not apply previous elicitation strategies to this situation
but poses a question to convey her lack of knowledge towards the information
sought (lines 149-150). Following this question, the consultation can take either of

two trajectories. If Xuan has not had any X-ray tests, Quynh may arrange for her to
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have this test later. Alternatively, if an X-ray has been done, Quynh may proceed
with other information-seeking questions about the test results and previous
treatment methods. When the information being requested is related to an ongoing
issue, the elicitation strategy is different to when the information is concerning a new
one. In other words, the doctors design their utterance to the local interactional

context.

6.5.2 Diagnhoses and treatments at the current hospital

As stated in Section 4.1.3, doctors are sometimes unable to collect the patient’s
record from the reception before the consultation. As a result, they lack the necessary
background information about the patient’s problem in some instances. This explains
why some DDF doctors elicit information regarding past diagnoses and treatments at
the current hospital. Some SDF doctors also adopt this practice because they
probably fail to recall this information. Seeking past diagnoses and treatments at the
current hospital only occurs in follow-up visits. As patients have received specialised
treatments at this hospital before, doctors tend to narrow down the scope of
elicitation to previous treatment methods for an update on the patient’s recovery, and
making any necessary adjustments on this basis. Additionally, doctors may also want
to know which medical tests (e.g., X-ray, blood test, or urine test) patients have had,
so that they can decide whether or not any new ones are indicated.

Extract 6.11 is a DDF between doctor Nguyet and patient Tran, who is seeking
treatment for the pain in her back that travels down the leg. The extract is taken
during the physical examination. In this extract, Nguyet elicits different treatment
method information relating to traditional medicine: herb-dressing therapy30,
injection therapy, cupping therapy, acupuncture, physiotherapy, herbal steam

therapy, and spinal traction (all arrowed).

Ex. 6.11: B 11 & 66

196 D: dot via+rdi 1a chi ndm phd:::ng (0.2)
Nguyet time last COP older+sister stay ward
197 mudi+bbén ni luén ha?=

14 this also INT

‘You also stayed in Ward 14 the last time you were here?’

198 P: =da hhh
Tran yes

30 Herb-dressing therapy is a traditional treatment method in which the pain area is covered with
ground herbs.
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199

200 D:
Nguyet

201 P:
Tran

202 D:
Nguyet

203 P:
Tran

204

205 D:=>
Nguyet

206

207 D:>
Nguyet

208 P:
Tran

209

227 D:
Nguyet

228 P:
Tran

229 D:
Nguyet

230 P:
Tran

231

232

233 D:
Nguyet

‘Yes’
(0.3)

la bac Gia::ng (.) [la::m] (.)

cop doctor Giang charge
[da ]
yes
‘Yes’

ché noi+ddy hi?
ward this INT

Lines 200 & 202: ‘Dr Giang was in charge of this ward?’

da
yes

‘Yes’
(0.4)

bo 1la cho chi phai+khdéng?
dress herb for older+sister INT

‘He gave you herb-dressing therapy, didn’t he?’
(0.7)

[thuy+chdm ha?]
injection+therapy INT

‘Injection therapy?’

[da: co- 1 (.) cé& rit voi cér::
HON PST dressing with PST
thuy+chdm

injection+therapy

‘Wound dressing and injection therapy’

((18 lines deleted - Physical examination))

rta+la via+rd::i a: (.) la::: co::::: (.) bb:::
s0 last PRT CoP have dress

a:::

uh

‘So you had herb-dressing therapy on your last visit’

da: /khéng (0.3) em via+rd::i a:::
HON no younger+sister last uh
‘No. On my last wvisit, I-’

la lam chi?

cop do what

‘What was it, then?’

a::: (.) thay+cham voi chém (0.3)
uh injection+therapy and acupuncture

vat+1ly tri+liéu
physical therapy

‘injection therapy, acupuncture, and physiotherapy’

(0.3)

a::: (.) rta théi hi?
oh that just PRT
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‘Oh. That’s all?’

234 P: d(h)a
Tran yes
‘Yes’
235 (0.2)
236 D: > cé BAU #d6# ria khéng?
Nguyet PRT cupping thing 1like INT

‘Did you have any cupping therapy or something like that?

237 P: da /khéng
Tran HON no
\N°’
238 (0.2)

239 D:>  khéng /ha (.) #cham#+CUU?
Nguyet no PRT acupuncture

‘No. How about acupuncture?

240 (0.8)
241 P: da /cé:
Tran HON yes
‘Yes’
242 (0.2)
243 D: cé cuu hi?
Nguyet have acupuncture INT

‘You had acupuncture?’

244 P: da
Tran yes
‘Yes’
245 D: a::: (0.3) co cu:u (.) co thay+cham
Nguyet uh have acupuncture have injection+therapy

‘You had acupuncture, injection therapy’

246 P: da
Tran yes
‘Yes’
247 (0.6)

248 D:>> cé::—(.) >di vat+ly tri+liéu la ho lam chi?<
Nguyet have take physical therapy cop they do what

‘Had- What did they do for your physiotherapy?’

249 (.)
250 D: ho [ (hudng+dédn chi) |
Nguyet they perform what
‘What kind of therapy did they perform?’
251 P: [da =kéol +gidn cot+sbng
Tran HON traction spine

‘Spinal traction’
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252 D: a::

Nguyet oh
\oh!
253 (0.2)
254 P: da:=v&:::::1 (0.4) chiéu de::n
Tran HON and infrared light

‘and infrared light therapy’

255 (0.2)
256 D: a::
Nguyet oh
\ohl
257 P: da: (0.3) da vd:i—-(.) vd:i+la:: (.) xO:NG
Tran yes HON and herbal+steam

‘Yes. And herbal steam therapy’

258 (0.4)
259 D:> u (0.8) x6éng+hoi luén em hi,
Nguyet mmm herbal+steam also younger+sister PRT

‘Mmm. Also herbal steam therapy’

260 (0.2)
261 D:=>  kéo+gidn coét+sbng hdn #cing# dé dé+cho¢ (.) [hi:]?
Nguyet traction spine it also alleviate PRT INT

‘Spinal traction also alleviates the pain?’

262 P: [da:]:
Tran yes
‘Yes’
263 (0.2)
264 P: [kh6:ng]
Tran well
‘Well’
265 D: [ké::0] xong [thdy rdng?]
Nguyet traction after feel how

‘How did you feel after that?’

266 P: [e:::m ] vé: la (0.6)
Tran younger+sister hospitalise COP
267 em da::u la e:m bdt bén ni

younger+sister pain COP younger+sister have side this

268 em kéo+gidn coét+sbng la em thay do,
younger+sister traction spine COP younger+sister feel better

‘I felt pain on this side, but then I had spinal traction and I
felt better’

269 (0.3)
270 D: a:
Nguyet oh
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‘Oh'

271 P: cdi chdn em #hdn# do
Tran CLA leg younger+sister it ease

‘The pain in my leg has eased’

Here doctor Nguyet maintains an exclusive focus on the traditional medicine
therapies that Tran underwent during her last hospitalisation. The first question is
posed at line 205 to seek a (dis)confirmation for the herb-dressing therapy. It has the
format of a tag question ending with the interrogative marker phdai khong (‘didn’t
he?’; line 205), which conveys Nguyet’s certainty toward the proposed information
that she is seeking (see Section 2.3.3.1). After 0.7 seconds of silence (line 206)
without any feedback from Tran, Nguyet proposes a second treatment: injection
therapy (line 207). However, Tran does not address Nguyet’s previous question until
Nguyet has started this turn, which causes turn-initial overlapping talk with
Nguyet’s turn (Jefferson, 2004a; lines 207 and 208). By cutting herself off at co- (a
particle that indicates a past action; line 208), and waiting until the completion of
Nguyet’s turn (line 207), Tran displays her orientation to one-at-a-time norm as an
overlap resolution. Seeing that Nguyet has completed her turn (line 207), Tran
makes a restart as a marked self-retrieval (Jefferson, 2004a), characterised by a
repeat of the particle co after a micro pause (line 208). A marked self-retrieval means
a speaker restarts the talk that has been interrupted by another speaker. This turn
responds to Nguyet’s two questions at the same time (lines 205 and 207). However,
while Nguyet uses the term b ld (‘herb-dressing’; line 205), Tran responds with rit
(‘wound dressing’; line 208). Basically, both b6 Id (‘herb-dressing’) and rit (‘wound
dressing’) refer to the action of dressing something around the pain area. This may
lead Nguyet to think that Tran received the herb-dressing therapy on her last visit
(line 227).

Doctor Nguyet continues to elicit other treatments after a few lines of physical
examination (data not shown). She prefaces this practice by summarising the
treatment previously confirmed by Tran (line 227). However, Tran’s ‘no’ upshot at
line 228 treats Nguyet’s summarisation as incorrect. This is due to the
misunderstanding between the two terms bJ [d (‘herb-dressing’) and rit (‘wound
dressing’) above. Facing this, Nguyet abandons her summarisation, and launches a
new turn in the form of a general question to minimise her certainty (line 229). In

asking this question, she registers Tran’s next action as new to her and allows Tran
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to speak in her own terms. Tran’s disclosure of three treatment methods in lines 230-
231 fills the gap that Nguyet’s question has left. On receipt of this information,
Nguyet prefaces her turn with an elongated news marker, a::: (‘oh’; line 233), plus a
declarative question, rua thoi hi? (‘that’s all?’), to register her receipt of new
information, and also terminate Tran’s list. Nguyet then produces a series of ‘yes/no’
questions to elicit other treatment methods (lines 236, 239, and 243). Notably, the
second question referring to the acupuncture treatment, chdm cttu (‘acupuncture’;
line 239), has already been listed by Tran at line 230, chdm (‘acupuncture’).
Although Tran confirms her receipt of acupuncture (line 241), Nguyet projects a
modified repeat question (line 243) to seek Tran’s confirmation again (line 244).
Nguyet then launches a summarisation (line 245) to look for Tran’s confirmation of
cue:u (‘acupuncture’) and thity chdm (‘injection therapy’).

From line 248 onwards, the talk revolves around physiotherapy. In lines 248
and 250, Nguyet cuts herself off at co::- (‘and’): she most likely intends to say ¢ di
vat Iy tri liéu (‘[you] had physiotherapy’) as a continuation of her list at line 245.
However, after a micro pause (line 248), Nguyet speeds up to produce a furn-
constructional pivot (Schegloff, 1979) with di vat Iy tri liéu (‘for your
physiotherapy’; line 248) functioning as a pivot between the summarisation, cé cuu
co thuy chdam (‘you had acupuncture, injection therapy’; line 245), and the question,
di vat Iy tri liéu la ho lam chi? (‘what did they do for your physiotherapy?’; line
248). A turn-constructional pivot refers to an item of talk that can be seen as both the
end of one grammatical unit and the beginning of the next unit (Schegloff, 1979).
Nguyet’s continuative intonation at di vdt Iy tri liéu (‘for your physiotherapy’; line
248) projects resumption rather than completion, and thus marks her success in
securing a question about sub-treatments of physiotherapy. This question elicits
further information on three other treatments: spinal traction (line 251), infrared light
therapy (line 254), and herbal steam therapy (line 257), during which Nguyet uses
two news markers a:: (‘oh’; lines 252 and 256) to register her receipt. When all
treatments are secured, Nguyet elicits information about the effectiveness of spinal
traction (lines 261 and 265), which she recommends taking again as this current
course of treatment (data not shown). Of note, she embeds the word dé (‘alleviates’)
within a ‘yes’-preferred question to in order to embody a positive health outcome,
which conforms to the principle of optimisation. In response, Tran elaborates on her

previous treatment of spinal traction, and asserts the same evaluation (Pomerantz,
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1984a) as that of Nguyet intonationally with d& (‘better’ and ‘eased’; lines 268 and
271 respectively). This uses a post-positioned assessment as a technique for
displaying closure of turn (Goodwin & Goodwin, 1987).

Extract 6.11 has shown various formats of elicitation that doctor Nguyet
designs to seek previous treatments and assessment. These elicitors are constructed
in accordance with Nguyet’s knowledge of Tran’s previous treatments, which is both
based on her expertise and experience as a doctor specialising in these treatments,
and obtained through the local management of interaction between the two
participants. At the beginning of the sequence, Nguyet adopts a tag question (line
205) and a declarative question (line 207) that display her strong epistemics about
Tran’s use of herb-dressing and injection therapy. Her course of action may have
been determined by her previous knowledge of, and experience in, treating this kind
of problem. However, facing a rejection from Tran (line 228), Nguyet uses other
question formats to communicate her lack of access to information about Tran’s
previous treatments: wh-questions (lines 229 and 248) and cd...khéng questions
(lines 236 and 239). In brief, the action that Nguyet’s questions are implementing is

largely shaped by her epistemic status, and in turn shapes the patient’s response.

6.6 Lifestyle issues
In addition to the specialised information concerning the current problem itself,
doctors also need some information about patients’ lifestyles. Such information as
eating, toileting, sleeping, or medically-related habits (i.e., the daily routine
associated with patient’s current concerns) provides insight into patients’ life-world
concerns (Mishler, 1984). It enables doctors to work out how illnesses affect
patients’ daily living and, on this basis, evaluate their severity. In addition, the
information about minor daily illnesses like stomachache, insomnia, depression, or
stress is a valuable resource for doctors to select the medication appropriately. In
short, this information is of critical import to sound health care and treatment
regime, according to the communication guidelines issued by the National Institute
on Aging (2011).

The information about lifestyles is varied. It ranges from basic activities (e.g.,
sleeping, eating, and toileting) to medical ones (e.g., patients taking medication
every morning). Based on the nature of the activity, I have classified them into three

categories: basic activities (Section 6.6.1), medically-related activities (Section

180



6.6.2), and symptoms of other conditions (Section 6.6.3).

6.6.1 Basic activities

Most of the participating doctors gather information about basic activities. This
information is elicited at the same time (e.g., after physical-examination stage) rather
than interspersed during the consultation. Doctors look for such information as
sleeping, eating, or toileting, the status of a female patient’s menstrual cycle,
patients’ drinking or exercise habits. Consider Extract 6.12 below between doctor
Hung and outpatient Tuyen, who has hypertension, blood cholesterol, and an ankle
problem (the main concern). The extract is taken near the close of the history-taking
and physical examination. In this extract, Hung elicits three basic activities: sleeping,

eating, and toilet habits (all arrowed).

Ex. 6.12: B 10 & 38

248 D:> ngu: duoc khén?
Hung sleep well INT

‘Do you sleep well?’

249 (0.3)
250 P: ngu thi #clng# dug:c
Tuyen sleep COP fairly good

‘My sleep’s fairly good’

251 D: [ngu  #clng# dugcg ]
Hung sleep PRT well

‘You sleep well’

252 P: [#mot# dém ciiz::ng] (.) BO:N NAM TIENG
Tuyen one night about four five hour

‘about four or five hours per night’
253 (0.2)

254 D:> 4:n ngon+mié:ng khdéng? (.) &:n dugc-—
Hung eat appetite INT eat PRT
‘Do you have an appetite? Do you eat-’'

255 P: &:n thi &n rldt 1i:t
Tuyen eat COP eat very little

‘I eat very little’

256 (0.2)
257 D: ha:
Hung oh
\ohl
258 (0.4)
259 P: minh an #mot# nga:y #mot# biu::a [chual+dugc #mot#chén com a
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Tuyen I eat one day one meal not one bowl rice PRT

‘I eat less than a bowl of rice per meal per day’

260 D: [°da®]
Hung OK
\OK!
261 D: nha
Hung yeah
‘Yeah’
262 (0.8)
263 D: nguoi cé s¢ NO::NG khéng? (.) hay+la so
Hung body PRT difficult heat INT or difficult
264 la:nh? (0.2) hay [nhié::u-]
cold or much

‘Do you have difficulty coping with the heat? Or the cold? Or-?’

265 P: [so ] NO:NG
Tuyen not+stand heat

‘I can’t stand the heat’

266 (0.3)
267 D: s¢ noé::ng ha?
Hung not+stand heat INT

‘You can’t stand the heat?’

268 (0.2)
269 P: sQ: noé:::ng
Tuyen not+stand heat
\NOI
270 (0.2)
271 D: hu::
Hung mmm
\lmml
272 (0.4)
273 P: h(h)é:: vé: nha la::
Tuyen as+soon+as get home COP

‘As soon as I get home’

274 D: a:=la b4t [quat 1ié:n¢ ]
Hung uh COP turn+on fan immediately

‘You turn the fan on immediately’

275 P: [chu::n v6 1 phong thé::i $hé [hé:: ]
Tuyen stay in room only

‘I only stay in my room’

276 D: [a— a—a:::]
Hung uh

277 P: h[é héS ]

Tuyen

278 D: [1a bat] qua:t [thé:i
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Hung

279 P:

Tuyen

280 D:

Hung

281

282 P:

Tuyen

283

284 D:

Hung

285

286 D:

Hung
287

288

289 P:

Tuyen

290 D:

Hung

291 P:

Tuyen

292

293 D:

Hung

COP turn+on fan immediately
Lines 276 & 278: ‘You turn the fan on immediately’
u: u
yeah yeah
‘Yeah, yeah’

vé nha 1la bdt qua:t 1én nd:m thdéig
get home coP turn fan on use PRT

‘You turn the fan on as soon as you get home’
(0.2)

da
yes

‘Yes’
(0.2)

da:
OK

\OKI
(0.3)

dit+ngoa:i dé  rdng? (.)cé binh+thudng khéng
toilet PRT  how PRT normal INT

=hay+la tdo+bd::n?
or constipated

‘How about your toilet habits? Are they normal, or do you
constipated?’

(0.3)

khéng (.) binh+thuo::ng [/té ]

no normal PRT

‘No, they’re normal’
[bl:nh ]+thuo:ng ha?
normal INT

‘Normal?’

nha

yeah

‘Yeah’

(0.3)

khéng bé:n >#khéng# chi hét<;
not constipated not any at+all

‘No constipation or any other problems at all’

get

Doctor Hung’s first question (using the reduced form of c¢d...khdng; line 248)

is designed with no clear preference for a ‘yes’ or a ‘no’ response. However, instead

of projecting a general question like ngii thé nao? (‘how’s your sleep?”), Hung uses a

recipient-designed question prefaced by the word diwroc (‘well’; line 248) on the
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assumption that an elderly patient like Tuyen (who is over seventy years old) is
likely to suffer from insomnia due to the age-related sleep change (Suzuki,
Miyamoto, & Hirata, 2017). Tuyen answers Hung’s question (line 250), and then
expands her turn to interpolate further details into her account (line 252; Stivers &
Heritage, 2001). After a brief silence (line 253), Hung poses another question about
eating that focuses on Tuyen’s appetite (ngon miéng; line 254). His word choice,
ngon miéng (‘an appetite’), embodies his optimistic expectation about Tuyen’s
eating habits (Boyd & Heritage, 2006). Similar to the first question (line 248), this
one, d:n ngon mié:ng khong? (‘do you have an appetite?’; line 254), also constrains
the answer to a ‘yes’ or ‘no’, yet Tuyen withholds these two tokens. She discloses
her eating habits instead (line 255), which could be in response to Hung’s cut-off
talk at line 254, da:n dwoc- (‘do you eat-’). Hung receives this information with a
news marker, ha: (‘oh’; line 257), which treats Tuyen’s information as new, and two
minimal tokens (lines 260-261) before changing tack to temperature preference
(lines 263-264). He formats an alternative question composed of two TCUs, hay la
(‘or’; line 263), with two options nong (‘heat’; line 263) and lgnh (‘cold’; line 264).
The ordering of nong (‘heat’) preceding lanh (‘cold’) in this question may reflect the
heat at the time of year in Vietnam when this recording was made (i.e., summer). In
incorporating two options in two different TCUs, this question prefers the first
option, nong (‘heat’), which is taken up by Tuyen with an example (lines 265, 269,
273, and 275). After several lines on this topic (lines 278-284), Hung moves to the
new one: toilet habits (lines 286-287). He chains two questions in one turn (a general
inquiry question, di ngoa:i do rdng? ‘how about your toilet habits?’, and an
alternative one, cé binh thuong khong=hay la tdo bé::n? ‘are they normal, or do you
get constipated?’), separated by a micro pause only. Similarly, the positive words
binh thuong (‘normal’) precede the negative words tdo bon (‘constipated’), and so
favour a no-problem response. Tuyen’s response, khdong (‘no’; line 289), conforms
only to the action type of the second question. Hung’s modified repeat (line 290) and
reversed polarity repetitional question (Park, 2011; line 293) seek Tuyen’s
confirmation of her normal toileting habits, and close the sequence. In a reversed
polarity repetitional question, doctors repeat their questions by reversing the polarity
of the repeated turn right after patient’s response (Park, 2011).

Extract 6.12 has illustrated how doctor medical questioning adheres to the

principles of optimisation and recipient design. The first question (line 248) is
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oriented to the demographic characteristic of Tuyen as an elderly patient, while the
third (lines 263-264) displays his sensitivity to the fact that Tuyen may not be able to
tolerate the current hot weather. The second (line 254) and the fourth questions (lines
286-287) are structured so as to convey a “best case” stance toward Tuyen’s
situation (Boyd & Heritage, 2006, p. 165). By and large, in his four questions, doctor
Hung takes into account the ‘“sensitivities to the medical and interactional
exigencies” that are inherent in this situation (Heritage & Maynard, 2006a, p. 18).

A noteworthy point of this extract is the way patient Tuyen uses examples to
insert the voice of the life-world as a substantiation for her temperature preference
(lines 273 and 275). In addition to naming her choice, NO:NG (‘hot’; line 265),
Tuyen uses an example of ‘staying in her room to avoid the heat’ to illustrate this. In
my data, examples are widely employed by patients to disclose various types of
information. They are positioned either in response to the doctor’s elicitor or as an
expansion of their turn. Example-using practices include comparing the symptom
with something serious (e.g., hdn té nhw cdch hdn chét réi a ‘my leg’s numb as if it
were dead’) or providing examples of daily activities that make pain increase or
reduce. For doctors, these practices offer insight into the problems themselves. They
enable doctors to grasp the pain quality and its influence on the patient’s lifestyle,
evaluate the seriousness of the patient’s condition more thoroughly, and make better
diagnostic claims. For patients, these practices reflect the real-life difficulties that the
pain has brought about. Hence, they express their concerns and desire for a therapy
to alleviate the problem. This organisation of talk involves doctors in the patient’s
life-world, and thus creates what Barry, Stevenson, Britten, Barber, and Bradley
(2001) term the mutual life-world in their discourse analysis study. Mutual life-world
refers to the predominant use of the voice of the life-world by both doctors and
patients.

Another notable point in this extract is doctor Hung’s use of repeats of the
patient’s response in order to elicit information (lines 251, 267, and 290). These
repeats lie in the third position after the patient’s response (Schegloff, 1996), that is,
at the third turn in a three-turn sequence: doctor’s question, patient’s response, and
doctor’s follow-up utterance (Coulthard & Ashby, 1976; Mishler, 1984; Todd,
1984). In my data, doctors adopt three forms of repeats: full repeat, partial repeat,
and modified repeat. While full and partial repeats refer to an identical copy of the

whole, or a part, of the previous utterance, a modified repeat keeps the same idea as

185



the previous utterance but its form has been changed to some extent (e.g., from
question format to declarative format). Apart from the practice of repeating the same
content, doctors also add prosody to the utterance in order to convey different
communicative intents. Some doctors include other forms of agreement that precede
or follow the repeat (e.g., line 259 in Extract 6.11).

In my data, doctor repeats have seven functions: (i) eliciting information, (ii)
initiating repair, (iii) doing confirmation, (iv) registering receipt of prior turn, (v)
displaying doctor’s stance, (vi) holding the conversation floor, and (vii) directing a
particular topical focus in conversation. The first two functions initiate a new
sequence while the remaining ones do not initiate a new sequence, but close the
sequence. The function of eliciting information can be subsumed in the broad
function of ‘targeting a next action’, as identified by Schegloff (2007). This category
means that doctors use the repeat practice so as to project the next action, which can
be of different types. In my data set, however, the main function of targeting a next
action is to obtain more information. Via repeats, doctors seek confirmation or
disconfirmation of the patient’s prior information. In return, they are able to obtain
some more information from patients, or trigger the patient’s repair of their
information. While partial questioning or responding repeat aims to clarify a
particular trouble in hearing, speaking, or understanding, initiate repair, invite the
recipients to think again, and correct something in their prior utterance (Drew, 1992;
Robinson, 2013), the doctors in this study adopt responding repeats in order to
mostly check or confirm the patient’s response. Overall, my data suggests that this
mode of doctor repeat may be a distinctive feature of Vietnamese medical discourse.

While doctor Hung uses questioning and repeats, doctor Hai in Extract 6.13
uses the practice of assessment to elicit patient Ban’s habits of doing exercise (lines
175-176). Similar to the doctor repeat strategy, this assessment strategy also falls in
the third turn in a three-turn sequence. After doctors have received patients’ answers,
they sometimes utter an assessment in order to register their receipt of the
information while also looking for further information. These assessments can be in
the form of a question, a statement, an exclamation, or a positive comment.
However, assessments as an elicitation strategy is just a candidate phenomenon
(Hoey & Kendrick, 2018; Wong, 2000) in my data due to its limited instances. In
Extract 6.13, Ban had arthritis in her shoulder, back, and leg, but her back has

returned to 50% of normal thanks to previous treatment (data not shown). This
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consultation thus only deals with her shoulder and leg. The following interaction is

taken right before treatment recommendation.

Ex. 6.13: B 9 & 59

169 D: rit:a budi sang di cé hay di tdp thé+duc KHO:NG?
Hai PRT in morning aunt PRT often go do exercise INT

‘Do you often do exercise in the morning?’

170 (0.2)
171 P: budi sa:ng di di bo::i
Ban in morning aunt go swim

‘I go swimming in the morning’

172 (0.5)
173 D: sang di bo::1i
Hai morning go swim

‘You go swimming in the morning’
174 (0.2)

175 D:= di boi la TOT rdi

Hai go swim COP good PRT
176 [chi+nttag ]
INT

‘Swimming’s good, isn’t it’

177 P: [di boi ni hon] #mét# théng réi day¢
Ban start swim now over one month ago PRT

‘I started swimming over a month ago’

178 (.)
179 P: khi+té la di bd bua xe la bdc+si nod:i ri la:::
Ban past COP go jog then cycle cop doctor say PRT COP
180 (0.8) dap- a:: (.) dau+khdp ni di:::::: (.) by #khéng#
cycle uh arthritis this go jog not
181 dugc bo giu:: (.) tép qua:: (.) di boi
good so now exercise switch go swim
‘I used to go jogging and cycling, but the doctor said cycling-
jogging was not good for my arthritis, so I’ve switched to
swimming for exercise’
182 (0.3)
183 D: Jhtr::::
Hai mmm
\lmml
184 P: sd:ng md #cting# di boi hét,
Ban morning every PRT go swim PRT
‘I go swimming every morning’
185 (1.2)
186 P: di boi ni hon #mét# thang rdéi day,
Ban go swim this over one month PERF PRT
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‘I've been swimming for over a month’

187 (0.4)
188 D: boi hon #mét# thang rd:::i?
Hai swim over one month PERF

‘You’ve been swimming for over a month?’

189 P: °de’
Ban yeah

‘Yeah'’

At line 169, doctor Hai elicits Ban’s exercise habits. He formats a ‘yes/no’
question using a pair of words, cd...khdong, to demonstrate his lack of knowledge
regarding the information he is requesting. However, with the embedding of the
adverb of frequency hay (‘often’), this question is optimised, which implies that Ban
is likely to take morning exercise, but the frequency is unknown. Ban’s answer,
despite not conforming to the action type of the question, follows its topic agenda
(line 171). Hai’s uptake at lines 173 and 175-176 treats Ban’s answer as relevant.
This turn is composed of two TCUs. The first TCU, sdng di bo::i (‘you go
swimming in the morning’; line 173), is a modified repeat that registers his receipt of
Ban’s information. The second TCU, di boi la TOT roi chi nita; (‘swimming’s good,
isn’t it’; lines 175-176), is an assessment, which invites a discussion of Ban’s
exercise (Pomerantz, 1984c). In response to this assessment, Ban constructs a
narrative of her exercise habits that includes: (i) duration of her exercise (lines 177
and 186), (ii) types of exercise (i.e., jogging, cycling, and swimming; lines 179-181),
(iii) a previous expert’s advice on her morning exercise routine (lines 179-181), and
(iv) the frequency of her swimming (line 184). Through this narrative, Hai is able to
obtain further information about Ban’s daily life and especially the expert knowledge
from her previous health provider.

Consider the assessment turn that doctor Hai structures to invite elaboration
from Ban (lines 175-176). This turn is positioned after an adjacent pair about the
frequency of Ban’s swimming. Hai constructs this assessment as an expansion of his
turn that receipts Ban’s information. The assessment is in the format of a tag
question, and ends with a question marker, chi nita (‘isn’t it”), which embodies Hai’s
strong epistemic stance towards this assessment. In other words, Hai’s assessment
prefers agreement from Ban. Furthermore, the key word TOT (‘good’) in the

assessment turn is produced in a loud voice in order to capture Ban’s attention. From
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the medical perspective, Hai’s assessment is institutionally relevant as a medical
expert who provides advice to the health seeker. By airing this assessment, Hai not
only supports Ban’s swimming as a medical expert but also, through the tag-question

structure, encourages Ban to disclose her health concern.

6.6.2 Medically-related activities

Medically-related activities include medication-taking. This information is important
because it enables doctors to keep track of patients’ adherence to medical treatment.
In Extract 6.14, doctor Tuan wishes to know whether patient Tho takes his
hypertension medication regularly or not (arrowed). This is because Tho has been
suffering from seizures for more than one year, which are also his main concern for
today’s visit. In medical terms, severe uncontrolled hypertension may increase the
risk of unprovoked seizure, as found in a quantitative study by Hesdorffer, Hauser,

Annegers, and Rocca (1996).

Ex. 6.14: A 2 & 14

67 D:=> 1lau+ni huyét 4p c6-(0.2) méi ngdy cé udbng mét /vién khéng?
Tuan PROG blood pressure PRT per day PRT take one tablet INT
‘Have you been taking one tablet for blood pressure per day
regularly?’
68 P: da co
Tho HON yes
‘Yes'’
69 (0.2)
70 D: a: =nhd ubng (trudc bia) déu vé hay¢
Tuan mmm remember take before meal regularly PRT INT

‘Mmm. Remember to take it regularly before meals’

71 P: °da’
Tho yes
‘Yes’

At line 67, doctor Tuan uses an alternative question with the cd...khong format
to determine the existence of Tho’s medication-taking activity. He cuts himself off at
the particle cd-, pauses for 0.2 seconds, and then adds the words mdi ngay (‘per
day’) as a self-initiated repair. This self-initiated repair, together with the linguistic
resources ldu ni (an indicator of progressive aspect) and mor vién (‘one tablet’),
makes the question more detailed. These resources not only elicit the information

requested, but also add emphasis to the importance of taking medication on a daily

189



basis and of adhering to a treatment regime. The whole question embodies Tuan’s
presupposition that, given his seizure problem, Tho must have taken hypertension
medication for a long time. Tho’s uptake, da co (‘yes’; line 68), demonstrates his
adherence to the treatment regime. Even so, Tuan registers his receipt of Tho’s
confirmation with a closing, a: (‘mmm’; line 70), and then changes the topic
(Gardner, 2001) to the re-affirmation of what Tho needs to do (line 70). This re-
affirmation also acts as a reminder given that Tho’s seizures may have resulted from
his hypertension. Via this reminder, Tuan educates Tho on a good medication-taking
habit, and strategically expresses the educator voice (Cordella, 2001, 2004) to
inform Tho of his health condition. According to Cordella, doctors use the educator
voice to educate patients about medical issues and to explain the results. Overall, in
this sequence of talk, Tuan not only checks whether Tho has adhered to the treatment

regime but also acts as a health educator.

6.6.3 Symptoms of other conditions

Apart from the main concern(s) for which patients seek doctor advice, patients may
have symptoms of other conditions, which can be called mild ailments. Mild
ailments may affect anyone, even a person when otherwise in good health. They
include heartburn, nausea, belching, night sweats, or vertigo. Despite their mildness,
these ailments may play an important part in a differential diagnosis, interfere with
the doctor’s treatment recommendation, and thus delay or reduce the effects of the
medication to be taken. For this reason, a number of the participating doctors seek
this information, as doctor Quy in Extract 6.15 below. Patient Ngoc has a contorted
mouth and pounding in her right ear, but Quy is unable to find the cause of these
symptoms after a long history-taking and physical examination (see Extract 6.6).
Quy elicits three ailments: stomachache, heartburn, and chest discomfort (lines 363-

364 and 381). This extract is taken near the end of physical examination.

Ex. 6.15: B 12 & 56

363 D:> #trong# bung la hay da:u khéng? (.) hay o+hoi
Quy inside stomach cop often hurt INT often heartburn

364 o] [chua khéng?]
belch acid INT

‘Does your stomach often hurt? Do you often belch or have

heartburn?’
365 P: [da Tkhéng ]
Ngoc HON no
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366 (5.6)
367 D: vissrr::: a::::::: (.) minh phai loai+tru ki 1i- (.)
Quy because uh we have+to rule+out CLA rea(son)
368 NGUYEN+NHAN chi dsé
cause possible PRT

‘Because we have to rule out each possible cause’

369 P: da
Ngoc OK
\OK/
370 (0.5)
371 D: hdn nhiéu cdi nguyén+nhidn ma minh phai loai+tru (0.3)
Quy it many CLA cause which we have+to rule+out

‘There are many causes which we have to rule out’

372 D: nguyén+nhdn néu+ma do ma::: hay ghé:: hay+la::
Quy cause if due+to ghost or scabies or
373 °vi nguyén+nhan®

because cause

31 .
‘such as ghosts™, or scabies, or causes-’

374 (2.2)
375 D: cé nhiéu cdi trudng+hop ma:::::: (.) minh phai
Quy there+are many CLA possibility so we must
376 loai+tru dé minh biét cdi nguyén+nhdn ma tri+bénh
rule+out so+that we determine CLA cause for treat

‘There are many possibilities that we must rule out if we are to
determine the cause, so that we can treat the problem’

377 (25.4)
378 D: binh+thuo::ng hay?
Quy normal INT

‘Was your condition normal before that?’

379 P: da
Ngoc yes
‘Yes’
380 (0.2)
381 D:> #khéng# mét nguc  ddé chi hay?
Quy no discomfort chest thing any INT

‘You don’t have any chest discomfort or anything like that?’

382 P: da (0.8) bi::nh+thuo: :ng
Ngoc yes fine

‘No, I'm fine’

Doctor Quy’s first turn (lines 363-364) involves two successive questions

31 Vietnamese people, especially those living in the rural areas, sometimes attribute pain to

supernatural causes.
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about stomachache, trong bung la hay dau khong? (‘does your stomach often
hurt?’), and heartburn, hay ¢ hoi ¢ chua khong? (‘do you often belch or have
heartburn?’). They are separated by a micro pause (line 363) without giving Ngoc
any opportunity to answer the first question. In both questions, Quy uses the adverb
of frequency hay (‘often’; line 363), which implies that the problem does occur, but
its frequency is unknown. Although both questions target stomach problems, their
trajectories and contents are not the same. The first question is rather general as it
seeks to elicit any pain, da:u (‘hurt’; line 363), while the second is narrower in its
scope, ¢ hoi ¢ chua (‘[do you often] belch or have heartburn’; lines 363-364). In
responding to this pair of questions, Ngoc formulates a disconfirmation (line 365)
terminally overlapped with the final part of Quy’s second question. Consequently, it
is difficult to judge which question(s) this answer relates to. In this situation, Quy
does not acknowledge this, but, after a lengthy silence of 5.6 seconds (line 366),
moves to give a full explanation (lines 367-368, 371-373, and 375-376) for his two
questions above (lines 363-364). Having finished his account, Quy leaves a long
silence of 25.4 seconds (line 377; it is likely that he is continuing with the physical
examination here) for Ngoc to take up the conversational floor. However, Ngoc does
not respond. Such a long silence, together with a 2.2-second silence at line 374, is
reflective of the fact that Ngoc does not follow what is being requested by Quy, as
they are presented discursively as statements rather than questions. Quy then moves
on to the topic of chest discomfort (line 381). He constructs this turn in the form of a
declarative question polarised in a negative direction, which favours a ‘no’ response.
Ngoc’s brief and immediate response is aligned to that preference (line 382).

In Extract 6.15, doctor Quy’s elicitors adhere to two fundamental principles in
medical questioning. The first two questions in lines 363-364 are oriented to the
assumption that certain problems (i.e., stomach problem, belching, or heartburn)
have occurred. Given that the cause of Ngoc’s issues has not been identified despite
a long process of history-taking and physical examination, Quy’s assumption is
epistemically relevant. By asking these questions, Quy aligns with the principle of
problem attentiveness. The third question, at line 381, presupposes the absence of
any chest discomfort; that is, it embodies positive health outcomes. Hence, its
preference for a ‘no’ response is optimised. Interactionally, Quy’s design of this
question comes from the normal condition disclosed by Ngoc in her prior turn. In

other words, this question demonstrates an update in Quy’s knowledge of Ngoc’s
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symptoms related to other conditions.

6.7 Past problems

Most of the patients in my data set have suffered from more than one problem
before. At the doctor’s office, they are asked to list all of them. Past problems may
impact on the patient’s current health (Tagney, 2008). In particular, this information
enables doctors to select medication which is expected to work with the current
problem (Wareing, 2003), but which will not trigger a recurrence of previous
problems given that some medication can have side-effects that, depending on the
problem, may cause previous problems to recur.

The doctors in this study employ different elicitation strategies to look for
information about previous problems. They can elicit each problem separately using
closed questions such as ‘Have you had + [name of problem]?’ (e.g., Extract 6.17).
Alternatively, they can elicit all the patient’s problems at the same time by using a
summarisation plus a surveying question. A surveying question is used to scan the
full range of patient concerns; for instance, questions such as ‘Is there anything else
that’s bothering you?’ seek to ensure that no concerns have been left unaddressed.
For instance, in Extract 6.16, doctor Lam elicits Vu’s unmet concerns and past
problems using summarisation and surveying questions (all arrowed). Vu comes to
this visit for multiple concerns related to his right shoulder, right elbow, and left

kneecap. This extract is taken before the treatment stage.

Ex. 6.16: B 3 & 46

118 D: rd:i=ngoai+trir  khdp vai, (0.8) vai phdi na:y
Lam well apart+from arthritis shoulder shoulder right PRT

‘Well, apart from arthritis in your shoulder, your right shoulder’

119 P: khuyu+ta:y
Vu elbow
‘My elbow’
120 D: khuyu+tay phai nay (0.4) khép+gbi trai nay
Lam elbow right PRT kneecap 1left PRT

‘your right elbow, and left kneecap’

121 (0.6)
122 D:=> ngoaitra anh con dau chi ntta °#khoéng#°?
Lam apart+from older+brother PRT bother anything else INT

‘apart from this, is there anything else that’s bothering you??’

123 (0.6)
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124 D: tu trudc dén chu:?
Lam from past to now

‘up to now?’

125 (0.7)

126 P: cé:: dau cdi lung 1la nhié:u [théis (0.4) trudc+ddy coé 14n
Vu have pain CLA back COP serious only used+to have time

127 dau trong ndi+tang la dau da+day

pain inside innards CcOP ache stomach

‘Only my back pain is serious. I used to suffer from pain in my
innards, that’s my stomachache’

128 (0.2)
129 D:> a:: (.) >cé dau+da+day< (0.2) anh corrrri— (.)
Lam oh have stomachache older+brother PRT
130 mé+miét chi khéng? (0.6) tu  trudc #dén# chu—- (0.2)
operation what INT from past to now
131 tu trudc chir cé md chuyén chi khé:ng?

from past now PRT operation problem any INT

‘Oh. You had stomachache. Did you have any operation? Have you
ever had any operation?’

132 (0.3)
133 P: °khéng®
Vu no
\NOI
134 (0.4)
135 D: #khéng# mb noi az
Lam no surgery PRT INT

‘No surgery?’

136 P: tu trudc chtt chi::: a:::: (0.5) ngoai+khoa ruta+°théi®,
Vu from past now just uh surgery PRT

‘Just surgical problems32 until now’

137 (0.3)
138 D: ngoa:i+khoa?
Lam surgery

‘Surgical problems?’

139 P: °da:°
vu yes

‘Yes’

140 (0.2)

141 D:= chua- chua+mét+ladn 1én bénh+vién Thbéng Nh&:t?
Lam never to hospital Thong Nhat

‘You’ ve never been to Thong Nhat Hospital before?’

32 The patient uses the wrong medical term, ngogi khoa (‘surgical problems’), when referring to non-
surgical problems. To reflect what the patient actually said, I have kept the original meaning in the
translation.
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142 (0.6)

143 P: khéng (.) khéng 1én bénh+vién=déu  ndm noi
Vu no not to hospital just go to
144 bénh+vién cid (.) Thanh Pho:ng a

hospital old Thanh Phong PRT

‘No. I've never been to Thong Nhat Hospital. I’'ve just been to an
old hospital called Thanh Phong’

Doctor Lam uses the phrase ngoai trir (‘apart from’; line 118) to preface his
summarisation of Vu’s current concern, khdp vai (‘arthritis in your shoulder’; line
118). Vu volunteers another concern, khuyu ta:y (‘elbow’; line 119), and Lam then
adds to the list with one more concern, khop géi trdi (‘left kneecap’; line 120). Lam
pauses for 0.6 seconds (line 121) before projecting a surveying question to elicit any
remaining problems from the past up to now (lines 122 and 124). Lam adopts the
summarisation technique prefaced by the phrase ngoai trir (‘apart from’; line 118) to
specify problems other than the ones listed thus far. The main question, ngodi ra anh
con dau chi nita “#khong#’? (‘apart from this, is there anything else that’s bothering
you?’; line 122), is made after a 0.6-second pause (line 121), but unanswered after
another 0.6-second pause (line 123), when Lam appends the time reference for
clarification, fir truée dén chie:? (‘up to now?’; line 124), to broaden the scope of
question. Without this addition, the question may elicit any unmet concerns only
(Heritage & Robinson, 2011; Heritage et al., 2007) and exclude the past problems.
Hence, the addition of a time reference to the past is important for eliciting specific
information. This clarification makes Vu’s next answer relevant (lines 126-127). He
names two other problems, of which the first, dau cdi lung (‘back pain’; line 126),
refers to the most recent pain, while the second, dau da day (‘stomachache’; line
127), indicates a past ailment.

Based on Vu’s answer, doctor Lam re-issues two more questions not related to
Vu’s stomachache (lines 129-131). Similar to his design of the two questions above
(lines 122 and 124), Lam also adds a time reference to the second question, i trucc
chir (‘ever’; lines 130-131). Receiving Vu’s ‘no’ response (line 133), Lam then
recycles the previous question at line 131 by using a reversed polarity question with
the location markers, lén bénh vién Théng Nhat (‘to Thong Nhat Hospital’; line 141).
This question obtains the information about Vu’s past hospitalisation at a district
hospital (lines 143-144).

The extract has shown doctor Lam’s strategic deployment of his linguistic
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resources in the course of seeking the information about Vu’s unmet and previous
problems. Three elicitors (all arrowed) move from general (i.e., the word dau
‘bothering’ in the first question at line 122 refers to any problems) to specific (i.e.,
the word mé ‘operation’ in the second question at line 130 and the phrase [én bénh
vién Thong Nhat ‘to Thong Nhat Hospital’ in the third question at line 141, which
covers any problems because Vietnamese patients often come to this national-level
hospital when their problem becomes serious; see Section 4.1.1). Such orderly
deployments of resources are strategic in their own right. While the first question
(lines 122 and 124) sets the scene for the elicitation of unmet and previous problems,
the second question (lines 129-131) arises out of the context where Vu only provides
common ailments (i.e., dau cdi lung ‘back pain’, and dau da day ‘stomachache’;
lines 126-127). This second question receives a disconfirmation (line 133) with an
expansion as a justification (line 136), on which grounds Lam broadens his
information-seeking act with the third question (line 141). By mentioning Thong
Nhat Hospital, Lam orients to the serious problems only, which Vu may recall more
easily. Despite its receipt of an aligned answer, khdng (‘no’; line 143), this question
is able to elicit further information about Vu’s past problems (lines 143-144).
Overall, three questions are constructed in the form of alternative questions, but their
epistemic gradient is not the same. The first (lines 122-124) and second questions
(lines 129-131), which contain the pairs of words con...khéng and cd...khong,
communicate weaker epistemics than those in the third question (line 141), where a
declarative form is used. The third question is structured in pursuit of some
specification of Vu’s prior answer; thus, it is termed a contingent question (Boyd &
Heritage, 2006). This question indicates that Lam’s knowledge has been upgraded
through locally interactional management as the consultation has developed.

By contrast, in response to the doctor’s elicitation of past problems, patients
elaborate on their responses (see Extract 5.13). This practice is used when patients
anticipate doctors’ questions about a certain issue, and thus pre-empt their elicitation
by providing further information related to what has just been disclosed. Elaboration
is often positioned as an expansion of the response turn, or occurs after doctor
acknowledgement tokens (e.g., ‘yes’, ‘mmm’). This practice is also commonly
adopted in response to doctors’ elicitation of recovery assessment, or past diagnoses
and treatments. An example of patient’s elaboration is presented in Extract 6.17, in

which patient Dung pre-emptively elaborates on his response in order to save doctor
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Tuan’s further questions about his past problems (lines 45, 47, 49, 51, and 53). Dung
has a herniated disc which was operated on in a different health centre seven years

ago. He has now come to this hospital for long-term treatment of this problem.

Ex. 6.17: A 2 & 12

43 D: trudc+ddy cé dau+da+day khdéng?
Tuan past PRT stomachache INT

‘Have you had stomachache in the past?’

44 (0.2)
45 P: khé:ng
Dung no
\Nol
46 (.)
47 P: #khéng#+/chi hétg
Dung nothing at+all

‘Nothing at all’

48 (0.3)
49 P: binh+thuong
Dung fine

‘My stomach’s fine’

50 (0.4)
51 P: huyét dp binh+thud:ng
Dung blood pressure fine

‘My blood pressure’s fine’

52 (2.0)
53 P: ngud::i la binh+thudng °théi’
Dung body cop fine all

‘My body’s fine’

At line 43, doctor Tuan starts his elicitation of Dung’s previous problems with
a closed question about stomachache that sets up but does not force a ‘yes’ or ‘no’
response. Given that it presupposes the existence of stomachache, this is a problem
attentiveness question. Dung gives a ‘no’ response (line 45) and, after a micro pause
(line 46), adds #khong# Ichi hét; (‘nothing at all’; line 47) for emphasis. Receiving
no uptake from Tuan after a 0.3-second silence (line 48), Dung continues his turn by
employing the adjective binh thuong (‘fine’; line 49) to describe the status of his
stomach. This adjective, projected in a stressed fashion, aims to highlight the good
condition of his stomach, in case the previous lexical items, #khong# Ichi hét;

(‘nothing at all’; line 47), failed to convey his intended meaning. Simply put, this
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discourse action works to clarify his previous response in the face of no
acknowledgement token from Tuan after two TRPs. Dung then transitions to the
topic of his blood pressure (line 51), which also receives no uptake from Tuan after a
lengthy silence of 2.0 seconds. Dung ends this sequence with an overall assessment
of his body (line 53). The whole turn is constructed as an elaboration on the
condition of his stomach, blood pressure, and body. Dung’s response communicates
that he has anticipated Tuan’s next action, and so Dung discloses more to pre-empt
this further questioning. Note also that even though Dung’s expanding talk is
topically different from Tuan’s question, it is potentially relevant to Tuan’s agenda of
medical history elicitation. Another feature of Dung’s response is that the
organisation of information comes out of his experience gained from a previous
clinical consultation, given that he has suffered from this pain for seven years and
went to a hospital specialising in Western medicine (see Extract 6.8). In other words,
through his previous consultation with another doctor, Dung has become accustomed
to doctors’ consulting styles and information-seeking activities.

In short, information of patients’ past problems is sought using various
techniques such as summarisation plus surveying question, co...khong alternative
question, or negative declarative question. Each question embodies different
presuppositions about the patient’s past problems, and is shaped by the doctor’s
epistemic stance. In turn, doctor epistemics are locally built up through moment-by-
moment interaction with patients. Hence, as the consultation goes on, doctor elicitors
are constructed differently to reflect the doctor epistemic gradient. The selective uses
of these techniques are subject to the doctors’ agendas and the patients’ agendas.
Similar to doctors, patients also deploy two disclosure practices: making a list or
elaborating on their response. While a making-a-list practice is constrained by the
doctor’s elicitor, elaboration enables the patient to circumvent this constraint and

volunteer more information.

6.8 Chapter conclusion

Chapter 6 has documented the information-seeking activities during history-taking
and physical examination. Following Boyd and Heritage (2006), rather than a simple
chain of elicitation and disclosure, history-taking and physical examination are
organised within an overall set of activities comprising a set of sequences of action,

each of which accomplishes a particular task. In line with previous research, the
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doctors in this study also design their information-seeking activities as separate
sequences that focus on two categories of doctor elicitation information: information
about current problems, and information about the patient’s medical history. In the
course of seeking these categories of information, doctors deploy different elicitation
types, such as questions, repeats of patient’s response, fishing devices, examples, or
assessments of patient’s information, in order to elicit detailed or general
information. Their elicitors are epistemically and interactionally structured in
combination with linguistic selection (e.g., word choice), which in turn are aligned
with the principles of problem attentiveness, recipient design, and optimisation, in
medical questioning.

Apart from the information sought by doctors, patients sometimes expand
beyond the agenda set by the questions to add further information. In particular,
patients disclose five types of information: demonstrating their knowledge of the
problem, disclosing minor problems, establishing the reasons for the visit, increasing
the perceived severity of the problem, and making an assessment of the problem.
Notably, these types of information are volunteered in the course of the patient’s
sequence expansion. Interactionally, patients deployed five practices to disclose the
above information: (i) using examples, (ii) producing a narrative, (iii) invoking the
opinion of a third party, (iv) elaborating on their response, and (v) making a list.
These practices are not restrictive to a particular stage, a particular visit type, or
disclosing a particular type of information. Rather, they are employed to disclose all

information types throughout the consultations.
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Chapter 7
Treatment and post-consultation

7.0 Introduction

Once the patient’s chief problems have been identified and their relevant details have
been fully obtained, the doctors proceed with the next stage of the consultation: the
treatment recommendation. In the data set, the diagnosis phase is not discussed
separately as it occasionally occurs during the elicitation of a past diagnosis and
treatment (Section 6.5), or is integrated into the treatment recommendation (e.g.,
Extract 7.2). Chapter 7 is concerned with information about treatment options
(Section 7.1) and information sought and disclosed through a prolongation of the

consultation (Section 7.2).

7.1 Treatment options

The sequence of treatment recommendations occurs in the fifth phase of a medical
visit (i.e., further treatment; Byrne & Long, 1976). These recommendations are
offered on the basis of the information elicited during the consultation. It is generally
believed that doctors do not seek any more information during this stage, and instead
impart knowledge to patients by formulating treatment recommendation (Stivers,
2006). However, the doctors in this study also elicited patients’ opinions of the
recommended treatment prior to finalising their treatment decision. In turn, in
addition to negotiating the treatment plan, the patients also disclosed different types

of information about their problem.

7.1.1 Doctor elicitation
Two treatment recommendation practices have been identified: seeking the patient’s
confirmation that they agree to the treatment plan (Section 7.1.1.1), and offering

multiple treatment options (Section 7.1.1.2).

7.1.1.1 Seeking the patient’s agreement
In this approach, doctors pose a declarative question plus a rationale in a bid to
obtain the patient’s agreement with the treatment recommendation. This strategy is

significant as once patients agree to a particular treatment plan, they are more likely
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to comply with it (Burgoon, Birk, & Hall, 1991). There are three sequential patterns:
(i) doctor’s statement or informing act — patient’s agreement, (ii) doctor’s declarative
question — patient’s agreement, and (iii) doctor’s declarative question — patient’s
resistance — doctor’s rationale. The third format is exemplified in Extract 7.1
between doctor Vinh and inpatient Kieu. Vinh employs two questions ending with
the particle hdy to elicit Kieu’s agreement with his treatment recommendation (lines
296-297 and 299). He proposes a specific treatment agenda by providing the names
of the medication to be taken: hoan (‘tablets’: line 297) and thang (‘traditional

medication’; line 299). The treatment is concerned with Kieu’s spondylosis.

Ex. 7.1: B 7 & 64

296 D:> gio+cha mé vo dady mé:::rriiziizi: o (.)
Vinh now grandma hospitalise here grandma
297 ub:::::::ing thub::::::::::c (1.3) HOAN (.) hay?
take medication tablet INT

‘Now, you take tablets while you’re hospitalised, OK?’

298 (0.5)
299 D: méy ngay hoa:n rdéi sau+dé un thut thang (.) hay?
Vinh PL day tablet and later take medication traditional INT

‘You take tablets for the first few days and traditional
medication later, OK?’

300 (0.3)
301 P: °°da®°
Kieu OK
\OKI
302 (0.5)
303 D: cho+con mé dau da+day ri ma con ma
Vinh because grandma ache stomach like+this 1f offspring PRT
304 cho mé ubng thubc tay la mé dau

prescribe grandma take medication western COP grandma ache

305 mé chiu #khéng#+ndi md (0.6) Ihay
grandma bear not at+all PRT

‘Because you have a stomachache, the pain will become unbearable
if I prescribe you Western medication’??

In lines 296-297 and 299, doctor Vinh poses two questions in the same turn.
The first question (lines 296-297) and the second question (line 299) are separated

by a pause of 0.5 seconds (line 298) that passes the conversational floor to Kieu. The

3 My interpretation of Vinh’s utterance is that, on top of the pain caused by her health problems, Kieu
will have some additional pain if she takes Western medication for it. Hence, her total pain will
become unbearable.
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thud:::ieese: ¢ (‘[you] take [tablets]’), and followed by a pause of 1.3 seconds (line
297) right before the name of the medication, HOAN (‘tablets’). These linguistic
resources indicate Vinh’s difficulty in formulating the treatment recommendation.
Without any verbal response from Kieu after 0.5 seconds (line 298), Vinh continues
by posing one more declarative question (line 299) to supplement the first one; these
two questions together constitute a complete treatment recommendation. In response,
Kieu delays for 0.3 seconds (line 300), and then gives a whispered uptake
(symbolised by double degree signs; line 301). Her whispered voice plus a 0.3-
second silence most likely registers her passive resistance with Vinh’s
recommendation (Stivers, 2006). This puts Vinh in a position of working to convince
Kieu to accept his proposed treatment recommendation. In fact, in lines 303-305,
Vinh launches into an account of his decision using a compound TCU, cho con ...
ma (‘because ... if’). This next turn displays Vinh’s orientation to Kieu’s previous
turn as a kind of resistance (Sidnell, 2012a).

In this extract, doctor Vinh offers his treatment recommendation in two ways:
a recommendation for and against a particular treatment. These practices are also
commonly adopted by doctors in Western culture (e.g., Stivers, 2005b, 2006). On the
one hand, Vinh recommends the use of tablets and traditional medicine, but on the
other he rules out the use of Western medication on the grounds that Kieu has a
stomachache. The second practice is adopted as a means of backing up Vinh’s first
agenda. From an institutional perspective, his recommendation that Kieu use tablets
and traditional medicine is relevant to the specialisation of the current hospital where
traditional medicine is the principal treatment method. By and large, the whole
sequence of treatment recommendation in this consultation aims to pursue Kieu’s
acceptance of Vinh’s recommendation (Stivers, 2005b).

While the doctor in Extract 7.1 explicitly seeks the patient’s agreement with
his treatment plan, other doctors do this implicitly. They decide on a treatment plan
for patients without overtly seeking the patient’s prior agreement. In other words,
they just move straight to the treatment recommendation as if it has been, or will be,
agreed to by patients. This treatment strategy is also called pronouncement (Stivers
& Barnes, 2017, Stivers et al., 2017). Sometimes doctors offer a rationale for their
decision, as exemplified in Extract 7.2, but other times they do not. In Extract 7.2,

doctor Hung directs patient Tuyen to take three tests: an X-ray for arthritis, a blood
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test’’, and a gout test (lines 155-156, 159, and 167-169). Tuyen has hypertension,

blood cholesterol, and an ankle problem, of which the ankle problem is the main

concern.

Ex. 7.2: B 10 & 38

155 D:~>
Hung

156

157 P:
Tuyen

158 P:
Tuyen

159 D:~>
Hung

160 P:
Tuyen

161 D:
Hung

162 P:
Tuyen

163 D:
Hung

165 P:
Tuyen

167 D:>>
Hung

168

cho mé chup cai phim la:i dé
want grandma have CLAa X-ray again to

/hi (.) xét+[nghiém ] lai cd:::iadc:izicz:

PRT check again CLA uh

xét+nghiém lai (.)
check again

‘I want you to have an X-ray again to re-check, re-check-’

[da ]
OK

\OK!
thut mdau
test Dblood

‘A blood test’

/khS:p (0.2) [coai] thu [mdu ]

arthritis see test blood
[da ] [da dla
OK OK OK

‘OK. OK, OK’
nhin+dod:i (.) dé& coai [thu ]
fast to see PRT

Lines 159 & 161: ‘for arthritis, and you
take the blood test to see if-’

need to fast before you

[da: da::]
OK OK
‘OK, OK’
cdi- & (.) cé:i kiém+tra #hdn# viém+khdp hay+la
cLa  uh CLA test it arthritis or
‘it’s arthritis or-’
(0.4)
u
mmm
\lmml
(0.2)
dot trud::c a::::::::: (0.5) #khéng#- #khéng# #khéng# biét da
visit last uh not know PST
kiém+tra gut [chua (.) dot ni cho mé kiém+tra
test gout yet time this want grandma test

thém cdai [gu::t nda.]
also CLA gout PRT

** This is a general blood test, but the result can help to determine if the patient has arthritis.
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‘I don’t know if you took a gout test on your last visit, so I
also want you to take a gout test this time’

170 P: [da 1 cho cai gu::t nta
Tuyen OK want CLA gout too

‘OK, I want a gout test too’

Of the three tests recommended by doctor Hung, the X-ray and the blood test
are accompanied by a rationale (lines 155-156, 159, 161, and 163), but the gout test
is not. By extending his treatment plan with accounts, Hung aims to get Tuyen to
accept the treatment plan (Stivers, 2005¢). The first TCU, cho mé chup cdi phim la:i
dé xét nghiém lgi (.)/hi (‘1 want you to have an X-ray again to re-check’; lines 155-
156), ending with the final-rising-intoned particle ki, registers the whole TCU as a
declarative question in pursuit of Tuyen’s ‘yes’ response (Luu, 2010). Nevertheless,
Hung produces further talk beyond the possible completion point 4i and a micro-
pause (line 156). Via this action, Hung orients to this declarative question as an
informing act rather than a question, as there is no opportunity for Tuyen’s response.
Consequently, Hung’s further talk on a rationale for the plan, xét nghiém lai cd:::i
il (‘[to] re-check-’; line 156), leads to a mid-turn progressional overlap
onset (Jefferson, 1984) with Tuyen’s minimal acceptance, da (‘OK’; line 157), of
Hung’s first recommendation. In a mid-turn progressional onset overlap, the next
speaker (i.e., Tuyen) orients to the ‘forward movement’ of the current turn, and
begins their talk at some point when the current speaker (i.e., Hung) is having
trouble with progressing their turn toward completion. Tuyen then suggests another
test, thir mdu (‘blood test’; line 158), which is agreed to by Hung in his next turn
(line 159). Both the X-ray for arthritis and the blood test receive three instances of
da (‘OK’; line 160) successively, which communicates Tuyen’s absolute agreement
with Hung’s treatment plan. Hung’s mention of the blood test (line 159) is followed
by an instruction, nhin dodi (‘you need to fast’; line 161), and then a rationale (lines
161 and 163). This instruction seems to be a final decision in response to Tuyen’s
suggestion at line 158. The recommendation of the last test, gir (‘gout’; line 168), is
prefaced with a retrospective review, dot truece khéng biét da kiém tra giit chuwa (‘1
don’t know if you took a gout test on your last visit’; lines 167-168), without any
rationale. It is also expressed as a statement rather than a question in which no
negotiation is invited. In addition, there is no opportunity for Tuyen’s response after

the first TCU at the particle /chua (line 168). One interpretation is that this design of
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treatment recommendation communicates that Hung imposes the treatment on
Tuyen.

Overall, doctor Hung neither gathers information about the problem nor
explicitly seeks Tuyen’s agreement with the treatment plan, although he receives it
anyway with the ‘OKs’ in lines 157, 160, 162, and 170. Rather, Hung tends to state
his final decisions according to his own agenda. In response, Tuyen displays
alignment with Hung’s treatment recommendation. The whole interaction, to some
extent, suggests that Hung’s strategy of treatment recommendation is acceptable to
Tuyen.

Extracts 7.1 and 7.2 have shown how these doctors gain their patients’
acceptance of their treatment recommendations by projecting questions or statements
with which the patients give their agreement. These extracts also demonstrate how
doctors sequentially set out their rationale in the local treatment negotiation to
pursue the patient’s acceptance. It is notable that this strategy is often used by
doctors in the ward, where patients receive a two-or-three-week treatment course
(see Section 4.1.3). As they have been examined by a doctor in the consulting room
before being admitted to the ward, these patients necessarily approve of the
treatment regime of this hospital. In this light, doctors in the ward tend to formulate
their treatment recommendations as actions to be taken, rather than as proposals that
need the acceptance of their patients. Overall, this pronouncement strategy may
create a distinctive feature of Vietnamese medical consultations, which differs from
the Western medicine where this strategy is commonly adopted in primary care visits
(i-e., in the consulting room; Stivers et al., 2017). Although some patients respond
with resistance and others do not, their involvement in the treatment decision is quite
limited (i.e., they do not raise their opinion on the treatment recommendation).
However, this is not true of all the patients in this study (see Section 7.1.2). In what
follows, I will show how doctors offer multiple treatment options to involve patients

in the negotiation of treatment plan.

7.1.1.2 Offering multiple treatment options

Besides seeking the patient’s agreement with the treatment recommendation, doctors
offer patients one or more options for treatment to choose from. In the data set,
doctors in the consulting room offer multiple treatment options more often than

doctors in the ward. However, this strategy is considered as a candidate phenomenon
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in my data as its instances are more limited than those of the previous strategy. There
are two sequential patterns of this strategy: (i) doctors name first treatment method —
doctors ask if patients also want to combine the first method with another method —
patient agrees or disagrees; and (ii) doctors ask patients to select one treatment
method from two available options — patients select one. This strategy is labelled as
offers (Stivers et al., 2017), which treat patients as a decision-maker. Offering
multiple treatment options means involving patients in the treatment decision, which,
in turn, may increase the patient’s satisfaction (Street, Cox, Kallen, & Suarez-
Almazor, 2012) and improve the treatment outcome and the patient’s physical and
mental health (Brody, Miller, Lerman, Smith, & Caputo, 1989; Kaplan, Greenfield,
& Ware, 1989). This strategy is endorsed by many health policy researchers (Butler,
Rollnick, Pill, Maggs-Rapport, & Stott, 1998; Emanuel & Emanuel, 1992), as
treatment decisions are the shared responsibility of both doctors and patients
(Stivers, 2006).

In Extract 7.3, doctor Quynh offers two choices to patient Phong (arrowed),
from which Phong is to select one. Phong has pain in her arm running up to her

shoulder, and this is her first visit to the consulting room.

Ex. 7.3: B1 & 9

184 D: giotchirz:esszrrrzzzzzzzr:r ar:: (.) 1ldn  ni chi
Quynh so uh time this older+sister
185 vbrrrrzzrzrr: (0.2) cham+cuu?
come acupuncture

‘So, you’ve come here for acupuncture?’

186 P: da::
Phong yes
‘Yes’
187 (0.4)
188 D:»> ndm+vién 6+lai hay+1la chi mubn vira di
Quynh hospitalise inpatient or older+sister like half hospitalise
189 [vaa 1 v[é 1?2
half home

‘Would you like to have inpatient, or outpatient treatment?’

190 P: [thi:::::] [cd] cho em o+lai thi
Phong PRT doctor prescribe older+sister inpatient cop
191 em O+lai

younger+sister inpatient

‘I’11l have inpatient treatment if you prescribe it’

192 (.)
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193 P: con vé thi hdn qua khé a+do:¢
Phong about home copP it very troublesome PRT

‘If you don’t, outpatient treatment will be very troublesome for
me’

194 (1.1)
195 D: °da® (.) rwtta+thi: ndm+vié:n  d&+lai nghe?
Quynh OK 50 hospitalise inpatient INT

‘OK. So, you’ll have inpatient treatment?’
196 (0.2)

197 P: da:
Phong yes

‘Yes’

As described in Section 4.1.3, the main duty of the doctors in the consulting
room is to categorise patients as consulting patients, inpatients, or outpatients. This
activity is often carried out in the treatment phase, as doctor Quynh in this extract
does in lines 188-189. Quynh prefaces her treatment recommendation with a
declarative question in lines 184-185 to seek Phong’s confirmation of an agreed
treatment recommendation (data not shown), chdm cuu (‘acupuncture’; line 185).
Although Phong has already agreed to use this treatment method, Quynh emphasises
this method when she recalls it, chdm ctru (‘acupuncture’). In other words, her
interactional action works to set the agenda for her upcoming treatment
recommendation. Having received Phong’s confirmation (line 186), Quynh proposes
a two-option alternative question, nam vién ¢ lai (‘inpatient’; line 188) or vura di vira
vé (‘outpatient’; lines 188-189). She uses the word muon (‘like’) in order to pose her
question as an offer. In response, Phong’s early start (line 190) engenders a terminal
overlap with Quynh’s last two words, but does not create a mishearing or
misunderstanding for either speaker. At first glance, the first TCU ¢6 cho em ¢ lai thi
em ¢ lgi (‘I'll have inpatient treatment if you prescribe it’; lines 190-191) hands the
treatment decision responsibility back to Quynh, but the second TCU con vé thi hin
qud khé a dé (‘if you don’t, outpatient treatment will be very troublesome for me’;
line 193) is oriented to the first option, nam vién o lai (‘inpatient ... treatment’; line
188). In other words, Phong’s interactional strategy limits Quynh’s decision by
excluding the outpatient option. By designing her turn in this contrasting fashion,
Phong on the one hand positions herself as a passive recipient who is willing to
adhere to the doctor’s treatment recommendation, but on the other expresses her

preference for inpatient treatment.
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To recap, Section 7.1.1 delineates two practices that the doctors implement to
recommend a treatment plan: seeking the patient’s agreement with the treatment
recommendation, and offering multiple treatment options for the patients to choose
from. While the former strategy is often adopted by doctors in the ward, the latter is
commonly used by doctors in the consulting room. Thus, the doctors’ choice of
technique indexes their strategic management of the consultation agenda in
accordance with each visit type and visit location. This choice is constrained by the

institutional context of Vietnamese public hospitals.

7.1.2 Patient decision-making

The patient’s decision-making is shaped by the doctor’s agenda for elicitation. On
receipt of the doctor’s treatment recommendation, some patients express their
acceptance of the recommendation (e.g., Extract 7.2), while others deploy three
practices: resisting the doctor’s agenda (Section 7.1.2.1), negotiating the treatment
plan (Section 7.1.2.2), or suggesting a course of treatment (Section 7.1.2.3). In
adopting these practices, patients index their epistemic stances towards their medical

history as well as their treatment preferences.

7.1.2.1 Resisting the doctor’s agenda

According to Stivers (20006), there are two types of patient resistance to the doctor’s
proposed treatment recommendation: passive resistance and active resistance.
Although active resistance is stronger than passive resistance, both put the doctor in
the place where they must initiate a new sequence to secure acceptance from the
patient. In this study, passive resistance is delivered in the form of a da (‘yes’, ‘OK’,
or ‘yeah’) token in a quiet manner or with a low pitch, in response to doctor’s
treatment recommendation (see Extract 7.1). Da (‘yes’, ‘OK’, or ‘yeah’) in this case
indicates the patient’s respect for, rather than their willingness to comply with, the
doctor’s recommendation (see Section 2.3.3.3). To show their active resistance,
patients reject doctor’s recommendation overtly by invoking the opinion of a third
party, mentioning life difficulties that prevent them from following that treatment
plan, or suggesting another option instead. Extract 7.4 below shows how active
resistance is done by patient Hanh in response to doctor Nam’s recommendation that
she should have more exercise. Hanh tries to justify her projected non-adherence to

Nam’s treatment recommendation by invoking a third party. Hanh has pain in her
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shoulder and ribs and this is her DDF. This extract is sequentially organised

following the three-step format of advice-giving observed by Heritage and Sefi

(1992): Nam’s initial inquiry (lines 253-258) — Hanh’s problem-indicative response
(lines 261-267) — Nam’s advice-giving (lines 268-271).

Ex. 7.4: A1l & 3

253 D:
Nam

254

255 P:
Hanh

256 D:
Nam

257

258 P:
Hanh

259

260 D:
Nam

265 D:
Nam

267 P:
Hanh

268 D:
Nam

mé cb+gdng vao ddy van+déng
grandma should hospitalise here exercise

‘You should get some exercise during your hospitalisation’
(0.8)

da=

yeah

‘Yeah’

=di+lai nhiéu+vé #mét# chut /ni:a,
walk much a little more

‘Walk a little more’
(0.4)

da:

yeah

‘Yeah’

(0.3)

do::: (0.2) [ngoai cai- ca:::i-]
that except CLA

‘That’s it. Except-’

[hém bla tui di] ta:p ma:::irriiiiiriiiil:
day last I have exercise but
(0.5) bdc+si #khéng# cho:, (0.2) &:: (.) [lci:: (0.2) di
doctor not allow uh whenever go
tap 1a vé:: la:::: (.) né::n (0.5)mét trdm SAU lud:ng
exercise COP home COP go+up one hundred sixty PRT

‘In my last hospitalisation, the doctor didn’t allow me to have
any exercise. My blood pressure went up to one hundred and sixty
whenever I exercised’

a::r:rr::(.) ruathav?
oh really

‘Oh, really?’

(0.2)
da:: (.) PI:: TAP la vé la trdm [sdug]
yes go exercise COP home COP one+hundred sixty

‘Yes. It went up to one hundred and sixty whenever I exercised’

[thi ] mé
then grandma
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269 ubng thubc di:, (.) ubng thubc trudc+khi::: Q::eeiiszc:

take medication PRT take medication before uh
270 (0.2) téap (0.6) ré6i vé::=rdi ma di van+déng (.)
exercise PRT home then copP walk exercise
271 #trong#+[nha+#trong#+cual
indoors

‘In that case, you should take some medication before you
exercise, and walk around indoors at home’

At line 253, doctor Nam employs a verb of obligation, cd gang (‘should’), to
advise Hanh to get some exercise while in hospital. After a delay of 0.8 seconds (line
254), Hanh responds with a minimal uptake, dg (‘yeah’; line 255). Nam immediately
adds further advice on walking (line 256), which is also receipted with a minimal
uptake, dg: (‘yeah’; line 258), after a 0.4-second silence (line 257). Projected in
delayed fashion (lines 254 and 257), Hanh’s two minimal uptakes, da (‘yeah’; lines
255 and 258), signal her passive resistance to Nam’s advice (Stivers, 2006). Da
(‘yeah’) in these cases aims to indicate Hanh’s attentiveness to Nam rather than show
her agreement with what he is actually advising. Nam’s further talk (which is
probably more advice) at line 260 is oriented to Hanh’s use of da (‘yeah’) as
resistance, but he cuts it off because it overlaps with Hanh’s account of her projected
non-adherence (lines 261-263). Within this talk about her last treatment course (lines
261-263), Hanh pauses several times in order to preface her disagreement
(Pomerantz, 1984a). To bolster her claim, Hanh not only invokes the professional
voice of her previous doctor, bdc si khong cho (‘the doctor didn’t allow me to have
any exercise’; line 262), but also cites an example of hypertension, nén mot tram sdu
(‘my blood pressure went up to one hundred and sixty’; line 263). Hanh’s active
resistance puts Nam in the position of having to justify his proposed treatment
recommendation (Stivers, 2006). After 0.9 seconds (line 264), Nam receives Hanh’s
information with a news receipt (Jefferson, 1981; Maynard, 1997) in the form of a
stretched change-of-state token, a:::::::: (‘oh’) plus riza ha? (‘really?’). This is a
common type of non-minimal post expansion (line 265). Both linguistic devices treat
Hanh’s information as news, or as worthy of comment, and invite possible
elaboration or qualification (Maynard, 2003; Stivers, 2012). Given the floor, Hanh
continues with a modified repeat of her prior turn to emphasise how high her blood
pressure was when she exercised (Rabab’ah & Abuseileek, 2012; line 267). In
response, Nam passes on further advice on taking medication, reaffirms his previous

recommendation, uéng thuée trude khi tdp (‘[you should] take some medication
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before you exercise’; lines 269-270), and extends it to walk around indoors at home
(lines 270-271). This is all consistent with treating Hanh’s utterances as resistance.

There are four implications of Hanh’s resistance. First of all, the claim, hém
bita tui di tap ma bdc si khong cho (‘in my last hospitalisation, the doctor didn’t
allow me to have any exercise’; lines 261-262), reveals that she is aware that exercise
is important for her health, and that she used to have it. Second, through addressing a
past event, Hanh implies that she is resisting this advice. Third, she is signalling why
it would be difficult for her to act on this advice, which places pressure on Nam’s
expert knowledge. Lastly, by resisting Nam’s advice to take exercise, Hanh wants to
discount this option.

In Extract 7.4, patient Hanh invokes the opinion of her previous doctor to
bolster her claim that she should not exercise (lines 261-263). In my data, the
practice of invoking a third party is prevalent (e.g., Extracts 5.14 and 6.4). This
practice has its own benefit in that the patient’s claim is validated or sanctioned by
another person, thus reducing their own agency and accountability in the matter
(Heritage & Robinson, 2006a). The third parties invoked can be either professional
(e.g., referring doctors) or non-professional (e.g., outsiders). Also, patients
sometimes invoke relatives who are health professionals working either in the current
hospital, or in other health centres known to doctors. In my corpus, few doctors
invoke the patient’s relatives as third parties for the sake of their own agendas,
rather, it is patients themselves who do this, reflecting Vietnamese cultural features.
In a relationship-based and hierarchical country like Vietnam (Edwards & Phan,
2013; T. Q. N. Tran, 2013), it is reasonable to assume that having a relative or
acquaintance working in the same institution will be advantageous for receiving
better care and treatment. However, this does not mean that other patients are not
given good care. Rather, based on their relationship, the relatives can give advice on
the best treatment method, or recommend an experienced doctor on their first visit.

While patient Hanh resists Nam’s treatment plan with her non-alignment,
patient Luong in Extract 7.5 explicitly rejects her doctor’s treatment
recommendation. This is shown in lines 295, 297, 301, and 322-323, in which Luong
resists Quynh’s recommendation that she should take acupuncture. This resistance is
prefaced by Luong’s blocking response (Schegloff, 2007) at line 295 to Quynh’s pre-
recommendation (lines 291-292). A blocking response is a negative response to a

request, which means that the precondition for the request is not satisfied. Luong has
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had pain in her back down to her kneecaps for over ten years. During this period, she

has had her kneecaps X-rayed and treated at other health centres several times.

Ex. 7.5: B1l & 11

111 D:
Quynh

112

113 P:
Luong

114 D:
Quynh

115

116 P:
Luong

117

118 D:
Quynh

119 P:
Luong

120

121 D:
Quynh

122 P:
Luong

123

231 P:
Luong

232

cé6 khi+mé CHAM+citu ubng thubc Bic khéng?
PRT ever acupuncture have medicine Chinese INT

‘Have you ever had acupuncture together with Chinese medicinal
herbs?’

(0.2)
khé:ng (0.5) thubc /B4 :c la qua mua Tho Xudn Pudng
no medicine Chinese COP go buy Tho Xuan Duong

‘No. I bought Chinese medicinal herbs at Tho Xuan Duong’

a mu:a Tho Xudn Pudng, (.) 1la ub:ng théi cho+diu cé
oh buy Tho Xuan Duong copP medication only not have
chlm héy?

acupuncture INT
‘Oh, you bought some medication at Tho Xuan Duong. So you’ve only
had Chinese medicinal herbs, not acupuncture?’

khéng (.) ub:ng thoéi
no medication only

‘No. Chinese medicinal herbs only’

[#khéng# chdm]
no acupuncture

‘No acupuncture’
(0.2)

[da: rd::1i ]

HON OK

\OK/

[néi tdém+lai] 1la chém ma sg¢ #khéng# cham (0.3)
say briefly COP acupuncture COP worried not acupuncture
chéam la a- so a:p huyé:t #hdn# 1é:n
acupuncture COP uh worried pressure blood it high

‘I just don’t like acupuncture. I’'m worried that it might cause
high blood pressure’

((108 lines deleted))

bua #con# Lan ve qua chém ma cé qua md¢
day Ms Lan tell come acupuncture but PRT go not

‘A few days ago, Lan told me to come to her house for acupuncture,
but I didn’t go’

(1.1)
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233 D:
Quynh

291 D:
Quynh

292

293 P:
Luong

294

295 P:
Luong

296

297 P:
Luong

298

299 D:
Quynh

300

301 P:
Luong

302 D:
Quynh

303

304

305

306 P:
Luong

307

da
OK

‘OK’

((58 lines deleted))

cé diédu+kién dé+ma vo dd::y cham =ty Mai
have can to come here acupuncture from Mai
Dich [vé ] day xa khéng?

Dich to here far INT

‘Can you come here for acupuncture? Is it far from here to Mai
Dich?’

[khéng ]
no
‘No’
(0.5)
dung chém ni:a
no acupuncture PRT

‘No acupuncture’
(0.7)

ké::: ma mua thubc ub:ng théig
prescribe to buy medication take just

‘Just prescribe me some medication’

(0.2)
mu:::a (.) thut un théi hay?
buy medication take just INT

‘Just medication?’

(0.3)
di mua thubc ubng [théicho:::] khéng [chdm]
go buy medication take just but no acupuncture

‘No acupuncture. Just medication’

[né::u+nhu::] [ngoai] Ai Djch co

if in Mai Dich have
tram ytté: gdn a¢ (0.4) chi chiu+khé qua dé #hdn#
station medical near PRT older+sister try go there they
ché:m két+hop dig (0.5) thi vita cham+ciiu vira
acupuncture together PRT COP both acupuncture and
thubc Bic #cho# [mau lanh ]
medicine Chinese for quick better

‘If you live near a medical station in Mai Dich, try going there
for acupuncture together with Chinese medicinal herbs, and you’ll
get better quickly’

[tra:m #hdn#] cdn 1i+ndy (0.2)da: mé
station it near PRT house PRT
tu::: (.) sau nuong trudc+mdt da:: a+ni
at behind backyard in+front house PRT

* Due to the overlapping talk in lines 292 and 293, this utterance is a response to only the first
question, cd diéu kién dé ma vo da::y chdm (‘Can you come here for acupuncture?; line 291).
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‘It’s quite near, behind my backyard- in front of my house’

308 (0.9)
309 P: da:: #con# La:n ag
Luong house Ms Lan PRT

‘That’s Lan’s house’

310 (0.4)
311 D: da::
Quynh OK
\OKI
312 (0.2)
313 P: a:::
Luong mmm
*Mmm’
314 (0.3)
315 D: tuc+la cdi chi Lan lam & day la & gén

Quynh mean PRT older+sister Lan work in here COP live near

316 chi phai+KHONG?=
older+sister INT

‘You mean, Lan who works here lives near you. Is that right?’

317 P: =GA:N (.) ca hai me con gdn nhau luén+day
Luong near both two mother offspring near each+other PRT

‘Yes. We two live near each other’

318 D: ri::at+tthi::: nho: chi /La:n (.) hay?
Quynh s0 ask older+sister Lan INT

‘So how about asking Lan?’

319 (0.2)
320 P: [nho La:::n duoc ]
Luong ask Lan can

‘I can ask Lan’

321 D: [nho chi La:n chi::] chdm thém
Quynh ask older+sister Lan older+sister acupuncture combine

‘Ask Lan to do acupuncture for you?’

322 P: ma chu::::::: (.) mua- mua- mua=mua thub:c ub:ng
Luong but now buy medication also
323 #clng# dug::c
take enough

‘But medication is enough’

324 (0.3)
325 D: da:::
Quynh OK

\OK!

In the first sequence about Luong’s previous treatment for her legs (lines 111-
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121), doctor Quynh asks if Luong’s leg pain has ever been treated with acupuncture
along with Chinese medicinal herbs (line 111). This elicitation displays Quynh’s
orientation to the recommendation of acupuncture and Chinese medicinal herbs to
Luong’s problem. Anticipating Quynh’s agenda, Luong rejects the option of
acupuncture on the grounds that she thinks it may cause high blood pressure (lines
122-123). Luong’s account displays her lay knowledge of the problem, which may
have been acquired from her long experience of this problem, or from previous
treatment courses at other health centres. After 108 lines concerned with Luong’s
problems with her back and her blood pressure (data not shown), Luong rejects the
acupuncture option again, this time invoking the third party, Lan, to support her
rejection (line 231). Lan is an acupuncturist working in this hospital who also
happens to be her daughter. Luong’s use of the recognitional form (i.e., personal
name) implies that the referent is known to Quynh at this point. In associating the
acupuncture option with another medical professional who is her daughter, Luong is
able to use her familial relationship with Lan to forestall Quynh’s preferred treatment
agenda and, ultimately, supplant it with her own. Quynh treats Luong’s invocation of
Lan as a form of resistance. In delayed fashion of 1.1 seconds (line 232), Quynh
shows her disaffiliation through a weak token, dg (‘OK; line 233).

As the consultation develops, Quynh gets back to her previous agenda by
recommending acupuncture (in combination with Chinese medicinal herbs) overtly
for the third time (lines 291-292), and Luong continues to actively resist the
acupuncture treatment option (line 293). After two silences (lines 294 and 296),
Luong rejects Quynh’s treatment option with a blocking response (line 295) that
seeks to prevent Quynh from issuing her recommendation (Schegloff, 2007), and
requests an alternative, mua thuéc uo”hg (‘some medication’; line 297). Once again,
Luong reaffirms her treatment preference (line 301) in her response to Quynh’s
request-for-confirmation question (line 299). Despite this resistance, Quynh is
sticking to her treatment recommendation (lines 302-305). Given Luong’s difficulties
in travelling to this hospital (lines 302-304) for acupuncture on a daily basis (Luong
lives in a village which is quite far from this hospital), Quynh recommends that
Luong have this type of treatment at a village hospital in her community, in
combination with Chinese medicinal herbs (lines 302-305). In response, Luong
mentions the location of the village hospital (lines 306-307 and 309), which triggers

Quynh’s two questions: one (lines 315-316) seeking Luong’s confirmation (line 317)
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and one (line 318) acting as a recommendation. Luong engages in Quynh’s second
question using a pro forma agreement format (Schegloff, 2007), nho Lan duoc (‘1
can ask Lan’; line 320), as if to suggest that she will act on Quynh’s
recommendation. A pro forma agreement format means the speaker initially commits
to the future course of action but later shows their disagreement. In fact, Luong
quickly reverts to her initial position (lines 322-323).

Extract 7.5 has indicated how patient Luong actively resists Quynh’s treatment
recommendation by explicitly rejecting acupuncture. In general terms, the fact that
Quynh gives up her treatment recommendation and follows Luong’s treatment
preference represents a suppression of the expert voice (i.e., Quynh’s treatment
recommendation) by the lay voice (i.e., Luong’s treatment preference). At the same
time, Quynh’s concession is problematic from a medical perspective (Stivers, 2006).
In taking this step, she puts the final treatment decision in the hands of Luong on the
basis that her health is her own responsibility: as a health provider, Quynh’s role is
only to give her advice, and not to impose her own treatment agenda on Luong. This
step necessarily also has the effect of diminishing Quynh’s accountability for any

problems that might result from Luong’s future treatment.

7.1.2.2 Negotiating the treatment plan

In negotiating the overall treatment plan, patients have reached an agreement with
doctors regarding this plan. Even so, they may wish to negotiate parts of it before
doctors finalise it. The patients in this study negotiate with their doctors about
various issues related to their treatment, ranging from prescriptions, and the choice
between inpatient and outpatient treatment, to the selection of the attending nurse.
Via negotiation, they voice their desire for a particular kind of treatment, the
involvement of a certain health professional, or the amount of medication to be
purchased. Negotiation about the prescription is illustrated in Extract 7.6. Patient Mi,
who lives quite far from the current hospital, has come to see doctor Hoang for
treatment for her depression. This extract is taken near the end of the consultation
when Hoang and Mi have agreed to the prescription of Chinese medicinal herbs (data
not shown). In this extract, Hoang makes a proposal (Stivers & Barnes, 2017; Stivers
et al., 2017) that he prescribe ten packs of medicine (line 122) but Mi negotiates for
five packs only (lines 125-126).
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Ex. 7.6: B 2 & 20

113 D: chu /bac  ké cho con khod:ng a:::: (2.0) Indm thang
Hoang now doctor prescribe for offspring about uh five pack

‘Now, I’1ll prescribe about five packs of medication for you’

114 P: da:
Mi OK
\OK!
115 (0.3)
116 D: /ubng coi+thut rdng rdi rdéi (.) Ttiép (.) héy?=
Hoang try see how then continue INT

‘Try them and see how they work, and then you can buy more, OK?’

117 P: =da
Mi OK
\OK!
118 (0.9)
119 D: ndm hay /mudi thang? (.) & mé? (.) [gﬁn]déy [khéng 17
Hoang five or ten pack live where near here INT

‘Five or ten packs? Where do you live? Near here?’

120 P: [da:] [Trang ] /An
Mi HON Trang An
‘Trang An’
121 (1.1)
122 D: Trang An /[chéc #cting# muoi gdéi: nhu [rua a+cho (.)
Hoang Trang An probably PRT ten pack like that PRT
123 >xa qud;<

far very

‘You probably need ten packs, as Trang An is very far from here’

124 (1.4)
125 P: cho #con# ndm [/thang #ciing# duoc=rdi ki- réi co-
Mi prescribe offspring five pack only can then then
126 con /1én lai cling dugc=bdi+vi con [hay 1én] Vinh a
offspringcome againalso PRT as offspring often come Vinh PRT

‘Please prescribe five packs only, and then I’1ll come back for
more, as I often come to Vinh’

127 D: [T::: ]
Hoang mmm
\lmml
128 D: (la) hay hay /1én thuong+xuyén phai+khéng?=
Hoang COP often come often INT

‘You often come here, don’t you?’

129 P: =da
Mi yes
‘Yes’
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At line 113, doctor Hoang informs Mi that he intends to prescribe about five
packs of medication. Of note is that the number of packs, /nam thang (‘five packs of
medication’), is delivered after 2.0 seconds, prefaced by a proximator, khod:ng
(‘about’), and an elongated pause-filler, a.:::: (‘uh’ in the gloss’). These discursive
and interactional resources foreshadow a change of plan later. Mi’s agreement, da:
(‘OK’; line 114), occasions Hoang’s further elaboration on his treatment
recommendation (line 116). In this elaborating turn, Hoang suggests that Mi can buy
more packs once these five packs have been used up, réi /tiép (‘and then you can
buy more’; line 116). Mi immediately agrees to Hoang’s plan (symbolised by equal
signs ‘="; lines 116-117). Although both participants have reached an agreed plan,
after 0.9 seconds of silence (line 118), Hoang projects an alternative question to add
one more option to his previous plan: nam hay /muoi thang? (‘five or ten packs?’;
line 119). He then elicits Mi’s location, ¢ mé? gan ddy khéng? (‘where do you live?
near here?’; line 119), as a preface to his justification for changing the plan. On
receipt of Mi’s information, Trang /An (‘Trang An’; line 120), Hoang pauses for 1.1
seconds (line 121) before coming to his decision, /chdc #ciing# muwoi géi: (‘[you]
probably need ten packs’; line 122). He uses the hedge device, /chdc (‘probably’;
line 122), to treat his new plan as tentative, which calls for Mi’s acceptance. Hoang
ends this turn with a justification for his updated decision, xa qud,; (‘very far from
here’; line 123). Mi delays her answer for 1.4 seconds (line 124), thereby
foreshowing a dispreferred response (Levinson, 1983). She then suggests purchasing
five packs, not the ten as suggested (line 125). Her suggestion (lines 125-126) is
delivered in a mitigated form by invoking contingent knowledge of her own
circumstances (Heritage, 1984c). Via raising this account as a subject-actor
(Pomerantz, 1980), Mi is able to head off further options from Hoang.

Extract 7.6 has illustrated how patient Mi interactionally and linguistically
organises her overall sequence of talk to negotiate the amount of medication to be
purchased. At the beginning of the sequence, Mi, without any delay, expresses her
agreement with Hoang’s proposal that she take five packs of medication (line 114).
Likewise, Mi agrees immediately after Hoang ends his elaboration turn at line 116.
In other words, her immediate agreement indicates that five packs is the appropriate
amount at this stage. Therefore, when Hoang proposes that she take ten packs, Mi
deploys a delay plus an account in order to negotiate for five packs of medication

rather than ten. Overall, through her interactional deployment, Mi succeeds in
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receiving the number of packs that she prefers.

7.1.2.3 Suggesting a course of treatment

By suggesting a course of treatment, patients directly ask doctors to prescribe a
certain kind of treatment that has not been suggested thus far in the consultation.
They deploy different formats to make this suggestion: an imperative sentence, a
co...khong alternative question, or a declarative question. This suggestion occurs
either as an expansion of the patient’s response to the doctor’s elicitation, or lies in a
separate turn as part of the treatment sequence. Patients’ use of the imperative
sentence is exemplified in Extract 7.7. This is patient Thuong’s DDF for her leg
arthritis. This extract is located near the beginning of the consultation, when doctor
Quy is undertaking history-taking. After presenting her concern, Thuong suggests

taking some herbal steam therapy (arrowed).

Ex. 7.7: B 12 & 58

22 D: khi: té vé+vié:n la #cing# da:u nhu ri ar
Quy on previous hospitalisation COP also pain same this INT

‘You had the same pain on your previous hospitalisation?’

23 P: da: (0.5) dau 1l4::u réi bac n& (.) ném

Thuong yes pain age PERF doctor PRT treatment

24 dady 1léau nhiéu 14n rdi (0.3) ma::::::::: (.)
here age PL time PERF but

‘Yes. I've had it for ages and received lots of treatment at this
hospital. But-’'

25 D: [hai- ]
Quy two
‘Both-’
26 P: [nghi hai ] ndm ni khéng ndm noi
Thuong not two year now not treatment PRT

‘I haven’'t come for treatment in the past two years’
27 (0.2)

28 D: hai- hai- ha- hai ché&:n [luén a?
Quy two leg PRT INT

‘Both legs?’

29 P: da:: (0.2)ma- ma chédn bén ni thi déi+ (lidc) khéng daug
Thuong yes but leg in this COP sometimes not painful
30 (.) chén bén ni la NHU:C la nay (0.3) chédn chu di
leg 1in this cop painful too PRT leg now walk
31 #khéng# dugc a (.) di  m& ca+di:c+ca+cd:da::u qud: di+lén
not can PRT walk cop limp painful badly PRT

‘Yes, but this leg sometimes isn’t painful. The other one is too
painful to walk on. I limp badly’
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32 P: =da dau day [nay]
Thuong HON hurt here PRT

‘It hurts here’
33 D: [da ] pha::i ha?
Quy OK right INT
‘OK, the right leg?’

34 (0.3)
35 P: da
Thuong yes
‘Yes'’
36 (5.1)
37 P: nho x&6::ng (.) a chi dé (0.3) ho+dé::n vo:i
Thuong but herbal+steam uh what it infrared+light with
38 séng+ngdn mo ho nhidu 1ldn qué rdi

shortwave but infrared many time so PERF

‘But I’ve had herbal steam— no, what’s it?, infrared light therapy
with shortwave therapy so many times’

39 (0.7)
40 P:-> chu: chuyén ni bac cho x6:ng a
Thuong now time this doctor prescribe herbal+steam PRT

‘This time, please prescribe me some herbal steam therapy’

At line 22, doctor Quy asks if Thuong’s previous hospitalisation was to deal
with the same concern of leg arthritis. Thuong confirms Quy’s presupposition and
expands her turn to elaborate on her previous treatment (lines 23-24). She
emphasises some key words, ld:-u (‘ages’; line 23) and M @ (‘lots of”; line 24),
to signal her experience with the problem and the treatment methods she has
received at this hospital. Thuong then discloses the fact that she has not been
hospitalised for the past two years (line 26). Quy gives no response to Thuong’s
information but continues his question on the problem (line 28). In response, Thuong
describes the pain while also increasing its perceived severity (lines 29-32). Quy
launches another question to locate the pain area (line 33), which is confirmed by
Thuong (line 35). After a lengthy silence of 5.1 seconds in which Quy is probably
doing a physical examination of her right leg (line 36), Thuong lists her previous
treatment methods (lines 37-38) and closes her turn with a suggestion for herbal
steam therapy (line 40).

Patient Thuong has been to this hospital numerous times before for the same

concern of leg arthritis (lines 23-24). It is probable because of her previous visits that
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she is able to list the previous treatments that she has had (lines 37-38) and suggest
the one that she wants, xd:ng (‘herbal steam therapy’; line 40). In particular, after a
false start, nho xo::ng (‘but I've had herbal steam-’; line 37), Thuong self-repairs her
turn to abort that information. The pause-filler, a chi do (‘no, what’s it?’; line 37),
and two pauses (line 37) communicate her difficulties in recalling the previous
treatments. However, she successfully lists her previous treatments, ho' den (‘infrared
light therapy’; line 37) and sdng ngdn (‘shortwave therapy’; line 38), which she
received at this hospital. After 0.7 seconds of silence (line 39) without any uptake
from Quy, Thuong comes up with a suggestion for a different treatment approach,
xong (‘herbal steam therapy’; line 40).

Notice how patient Thuong properly organises the discourse to put forward her
suggestion, even though the consultation is just in the history-taking phase. Based on
Quy’s elicitation of the pain quality in the past visit, Thuong recounts her medical
history with an emphasis on the duration, [d.:u (‘for ages’; line 23), and the amount
of hospitalisation, M @ (‘lots of’; line 24). Similarly, when asked about the pain
location (line 28), Thuong complains about its severity and its bad effect on her
ability to walk (lines 29-32). The last chunk of information about her previous
treatment (lines 37-38) is disclosed after a 5.1-second silence (line 36). Clearly, the
three chunks of talk above are related to one another. The long duration, frequent
visits, and pain severity, intensify the current problem and heighten the need for a
more effective treatment, xd.:ng (‘herbal steam therapy’; line 40). Via this discourse
organisation, Thuong requests Quy to provide her with the treatment method of her

choice.

In summary, in response to the doctor’s treatment options, patients not only show
their agreement but also resist the doctor’s agenda, negotiate the treatment plan, or
suggest a treatment option of their own. In doing this, patients express their concern
about their problem as well as their desire for effective treatment. While the first two
practices are also used by patients in Western medicine (e.g., Koenig, 2011; Stivers,
2005c), the third seems to be a distinctive practice of Vietnamese medical
consultations. However, it seems that some patients are quite active in both resisting
the doctor’s recommendation and proposing their own treatments. Notably, these
cases are common in follow-up visits (e.g., Extracts 7.4 and 7.7) or with chronic pain

patients (e.g., Extracts 7.5 and 7.7). In other words, such patient actions may have to
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do with the type of condition they have (e.g., chronic, long term pain), and/or the
kinds of treatments that are being proposed (e.g., traditional/herbal medicine, or
home remedies such as exercise), both of which may put patients in a stronger
epistemic position than in other kinds of consultations. It is also interesting to note
that this active involvement on the part of the patient is out of keeping with the
preconception that doctor-patient relationships in Vietnam are influenced by the
hierarchical nature of Vietnamese society, such that patients in this context are
regarded as passive recipients of medical treatment only (Fancher et al., 2010;
Hoang, 2008; G. T. Nguyén et al., 2007; N. T. H. Pham, 2014; K. Tr?m, 2009).

In the next section, I will examine how doctors extend the consultation to seek
further information, and argue that this information is also integral to the diagnosis

and treatment of health problems.

7.2 Prolongation of the consultation

Even when the consultation has been brought to a close, some of the doctors and
patients in this study continue eliciting and disclosing information. This practice is
considered as a candidate phenomenon as its instances in my data are limited. The
sequence of prolongation is as follows: doctors close the consultation — a lapse of
time — doctors or patients re-start the consultation. The elicited information during
this prolongation can be either medically-related or medically-unrelated. The former
information (e.g., symptoms, lifestyles) is concerned directly with the problem itself,
while the latter (e.g., small talk) is not. Specifically, doctor Hung in Extract 7.8
below seeks information about lifestyle issues, while doctor Vinh in Extract 7.9
looks at symptoms and finalises the concern. In Extract 7.8, doctor Hung is treating

outpatient Hue for her contorted mouth.

Ex. 7.8: B 10 & 41

273 D: em nd:::::m (.) ddy bo dé::: a (0.2)1am luén
Hung younger+sister lie here PRT to uh treatment PRT
274 héy:; (.) dé:: a::: (1.0) cham+ctiu luén (.) nghe+/nhua
INT to uh acupuncture PRT INT

‘Please lie down here for your treatment- your acupuncture-’
275 (0.2)

276 P: nha
Hue yeah

‘Yeah'’
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2717

278 D:

Hung

279

280 D:

Hung

281

282 P:

Hue

283

284 D:
Hung

285

286 P:
Hue

287

288 D:
Hung

289

290 D:
Hung

291

292 P:
Hue

293 D:
Hung

294

295 D:

(0.4)
do:::i (0.7) ba: di mua réi cham+cuu
wait father go buy then acupuncture

‘while you wait for your father to buy some medication for the
acupuncture’

(31.4) ((The doctor is probably moving to his table and filling
out the medical record))36

(cuc) ni bo  dn ngu duoc khén?
pain  this so eat sleep can INT

‘Has the pain affected your eating or sleeping patterns?’
(0.5)

dug:c (0.2) binh+thud:ng
yes normal

‘No, they’re normal’
(0.2)

binh+thuong hig
normal INT

‘Normal?’
(0.4)

da
yes

‘Yes’

(2.0)

nguo:i cé so LA:NH s0 aé chi khéng? (.) hay+la::
body PRT tolerate cold tolerate any thing INT or

‘Do you have any difficulty tolerating the cold, or anything like
that? Or-’'

(0.5)

da: (0.3) khéng
HON no

‘No’

binh+thuong hig

OK INT

‘All OK?’

(4.4)

rd::1(0.2) ( ) em ndm day bo doi

3 In the audio recording, the doctor’s voice from line 280 onwards becomes lower than before. In
addition, there is sound of steps at the beginning of the lapse at line 279 (see Section 4.6 for the
doctor’s filling out of the medical record in the outpatient ward).
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Hung OK younger+sister 1lie here PRT wait

296 chém hics (.) ré::i
acupuncture INT OK

‘OK, please lie down here for your acupuncture. OK’

297 P: da
Hue OK
\OKI

In lines 273-274, doctor Hung initiates the closing sequence through a making
of arrangements (West, 2006) in which he asks Hue to lie on the sickbed for
acupuncture. This means that the treatment plan has been negotiated and approved
by both speakers beforehand, which tells us that the consultation has ended. This is
also indicated by a lapse of 31.4 seconds (line 279), during which Hue is waiting for
her father to go out and buy the medication for her acupuncture, and Hung is
probably moving to his table and filling out the medical record. However, at this
point, Hung extends the consultation by asking about Hue’s lifestyle (i.e., eating and
sleeping; line 280) and her ability to tolerate the cold (line 290). Both questions are
designed with the cd...khong format that displays Hung’s lack of knowledge of these
issues. That is, this information has not been elicited thus far.

This extract features a consultation between a doctor and an outpatient. As
described in Section 4.1.3, there is no more consultation when patients are receiving
acupuncture, which is often delivered by a nurse or an intern. This means that doctor
Hung will probably not do acupuncture for Hue later, so the consultation ends at line
278. As a matter of routine, at the end of the consultation Hung goes back to his
table (in the same ward) to complete Hue’s medical record (see Figure 4.7).
Therefore, the extra talk is probably produced while Hung is filling out the record
and Hue is lying on a sickbed nearby. In this light, there are two alternative
explanations for Hung’s expanding talk from line 280 onwards. On the one hand,
Hung may need further information that he forgot to elicit during the consultation in
order to complete the form. The information Hung elicits in this extract (i.e., about
the patient’s lifestyle) has not been elicited before during this consultation (data not
shown). On the other, he may want to help Hue to pass the time while her father is
buying the medication, and to build a rapport between them. Despite this, the extra
information-seeking activity is institutionally-related and supports the treatment to
some extent.

While doctors in the outpatient wards complete the medical record in the same
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room, those in the inpatient wards can only do this in the staffroom (see Section 4.6),
which means they have to finish the consultation beforehand. This is the case with
doctor Vinh’s first visit with inpatient Kieu in Extract 7.9 below. Kieu has had
spondylosis for many years and has undergone treatment at several health centres
before. This extract is taken after the treatment has been recommended (see Extract

7.1) and Vinh has already closed the consultation (line 330).

Ex. 7.9: B 7 & 64

330 D: rd:i =#théi# mé nghi héy¢
Vinh that’s+all PRT grandma rest INT

‘That’s all. Please have a rest’

331 (0.2)
332 P: /da: :
Kieu OK
\OK/
333 (6.6)
334 D:> chua+yé:u la mé dau lu:ng thé:ig
Vinh main cop grandma ache back only

‘Your main concern is backache’

335 (0.4)
336 P: da (.) dau lung thé:1
Kieu yes ache back only

‘Yes, it is’

337 (0.9)
338 P: chi+cé (0.3) dau (0.2) NHUC
Kieu just painful ache

‘My back’s just painful. It aches’

339 D: T::m

Vinh mmm
*Mmm’

340 (0.2)

341 P: thén (0.3) thbé:n+thé:n (0.4) ngd::::1 (0.4)ding day (.)

Kieu sting sting sit stand up

342 dui:::ng a (.) ma di::: a (0.9)di véi ding a thi dugc
stand PRT then walk PRT walk with stand PRT copP fine

‘It stings when I stand up quickly after I’ve been sitting. It’s
fine when I walk around after I’'ve been standing’

343 (0.2)
344 P: m& ngdi xubng 1a (0.5) di:ng thi #hdn# THAT (1.1)
Kieu but sit down  COP stand cop it intense
345 dau  thit (0.9) chi::u #khéng# thdu (0.5) ngd::i 1la phai
pain intense bear not can sit COP have+to
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346 chbé:n (0.2) dung day phai chén °niia®
hold stand up have+to hold also

‘But the pain’s unbearably intense when I stand up right after
sitting. I have to have something to hold onto when I’ve been
sitting and then stand up’

347 (2.4)
348 P: thd:t nhiéu+khi::::(1.6)go rudt °luén®
Kieu intense sometimes cramp intestine PRT

‘Sometimes it’s so intense that my intestines cramp up’

349 (0.9)
350 D: da::
Vinh yes
‘I see’
351 (2.6)
352 P: bd:i qua 1dm méi di day, (.) °con+khé::::ng° (0.6)
Kieu because pain unbearable PRT come PRT otherwise
353 vi duong+xd xa+x6i ma #khéng#+cd+ai chdé+di diy
because distance long but no-one bring PRT

‘I'’ve had to come to hospital because the pain’s unbearable.
Otherwise, I have to stay home because of the distance, because
no-one can bring me here’

354 (1.0)
355 P: ( ) (1.2) ma dau qud thi phai di
Kieu but painful so COP have+to come

‘I’ve had to come here because my back’s so painful’

356 (16.4)
357 D: dau khéng té xubng+dudi ban chidn mé hi?
Vinh pain not numb down cLa  foot grandma INT

‘The pain doesn’t make your feet go numb?’

358 (0.2)
359 P: [#khéng# té:::—]
Kieu not numb

‘No, it doesn’t’

360 D: [chi+co ] dau vung lung thd:i
Vinh just painful area back only

‘It’s just painful in your back area’

361 (0.3)
362 D: lung cua mé la co #hdn# CO (.) hayg
Vinh back of grandma COP muscle it tense INT

‘The muscles in your back have tensed up’

363 (0.3)

364 P: ma:::::y az::::(.) méy btta trudc /a (.) la hai cdi chén
Kieu several uh several day ago PRT COP two CLA leg
365 ni #hd::::n# (.) #hdn# modi 18m, (0.8) day ma di ra

these they they tired very here cop walk to
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366 ds la: (.) di  khéng nbi
there COP walk not can

‘Several days ago, I couldn’t walk with these legs of mine from
here to there®’ because they were very tired’

367 (1.1)
368 P: bo thoi+gian moi+ni #hdn# bot la vi co cdi (0.2)
Kieu and time recently they better cOP thanks+to take CLA
369 chém+cttu ma #h&::n# bi KHO:P °a® (1.4) bga ni (.)
acupuncture while they suffer arthritis PRT day these
370 1én ri dugc (1.2) chu:: cé: ca:i la: (0.3) cai lu::ng
lift this can current have PRT  COP CLA Dback

‘The arthritis has got better recently thanks to acupuncture. I
can lift my legs up like this these days. My only current concern
is my back’

371 D: °da’
Vinh OK
\OKI
372 (1.3)
373 P: cdi lu:ng=chu cdi lu:ng cui xubng #khéng# duogc
Kieu CLA back now CLA back bend down not can

‘My back, now I can’t bend down’

374 (0.4)
375 D: mé ndm-(0.2) mé nd:m ri hén d& dau khéng?
Vinh grandma lie grandma lie like+this it decrease pain INT

‘Does the pain decrease when you lie down like this?’

376 (0.2)
377 P: ndm ri de dau
Kieu lie like+this 1less painful

‘Lying down like this is less painful’

378 (0.5)
379 D: tho:i+tiét thay+dé:i mé cé dau nhiéu khéng?
Vinh weather change grandma PRT pain increase INT

‘Does the pain increase when the weather changes?’

380 (0.8)
381 P: khéng (.) 1i:t
Kieu no little

‘No, it only hurts a little’

382 (0.3)

383 D: i::t (.) hay?

Vinh little INT
‘A little?’

384 (1.1)

" In “from here to there’, the patient is presumably pointing at both locations.
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385 P:
Kieu

386

387

388 D:
Vinh

389 P:
Kieu

390

391 P:
Kieu

392

393

394 D:

Vinh

395

396 D:

Vinh

397

398 P:

Kieu

399

400

401 D:

Vinh

402

403 P:

Kieu

404

ndm ri la #hdn# do dau ma:: & nha 1a ndm

lie 1like+this cop it less painful so at home cop lie
gé NGAY rita; (0.3) cho:: ngdi ddy ma ding xubng la
whole day PRT otherwise sit wup to stand down  COP

khé+khdn  /1&m (.) #h&n# nhuc
difficult very it painful

da:
OK

\OK!
nhé::1  a
ache PRT

Lines 385-387 & 389: ‘Lying down like this is less painful, so I
lie down the whole day at home. Otherwise, it’s very difficult and
painful to sit up and stand up’

(0.8)

#hdn-# (.) #hdn# mét /14m (0.9) ma budc+phdi-

it it tired very but have+to
phai ding ddy di:: (.) lui di toi rua,
have+to stand up walk back walk forth PRT

‘I have to stand up and walk around even when I'm very tired’
(6.6)

tay ni cé gay #phai#+khé: :ng?
arm this PST break INT

‘This arm used to be broken, didn’t it?’

(0.6)
#hdn# gay didng bot naye
it break cast plaster PRT

‘It was in a plaster cast because it was broken’

(0.3)

da (0.2) #khéng#+phai gdy (.) ma #hdn# bji:::: a::: (0.7)
HON not break but it suffer uh

bi lo:::: (0.3) bi hén- (.) hdn né::: a (0.6)
suffer sprain suffer it that PRT
vis: cé cdi ha:i trai mit (0.2) Shi hi [hi]$

because PST PRT pick CLA jack-fruit

‘It wasn’t broken. I sprained it because I picked up a jack-fruit’

[de]
yeah
‘Yeah'’
(0.5)
hdi trdi mit Uor (.) ma so hd&n (0.5) cing dai (0.7)
pick cLa jack-fruit wet and afraid it PRT mistake
sQ #hdn# rot bé di ma gio tay h(h)u::ng
afraid it land break PRT so stretch arm catch

‘I picked up a wet jackfruit but, because I was afraid it would
break open when it landed on the ground, I made the mistake of
stretching out my arm to catch it’
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405

406 D:
Vinh

407 P:
Kieu

408

409 P:
Kieu

410 D:
Vinh

411

412 P:
Kieu

413

414 D:
Vinh

415

416 P:
Kieu

417 D:
Vinh

418

419 D:
Vinh

420 P:
Kieu

421

422

423 D:
Vinh

424 P:
Kieu

(1.6)
cé bd bot #nay# (.) #hdn# 1é:ch [#nay#]
PST cast plaster PRT it deform PRT

‘It was in plaster. It’s deformed now’

[/da ]
yes
‘Yes’
(0.3)
cé: bo bt /as
PST cast plaster PRT
‘Yes, it was in plaster’
nhin+thdy cé&i tay #hdn# léch nay
look CLA arm it deform PRT
‘Look! This arm’s deformed’
(0.4)
Shi hi$
(0.9)
cdi khép ngudi+ta thdng ni:: (0.3) ddy minh bi 1léch
CLA joint people straight PRT here you get deform

‘A normal joint is straight, but yours is deformed’

(1.4)
dung (.) tui dung bo bi:::: (0.2) nd:: do:
catch I catch and suffer that PRT

‘I sprained it because I tried to catch that jackfruit’

tay ni:: (0.2) BPE:::P di (0.9) hai #cai# tay (0.2) $hi
arm this beautiful PRT two CLA arm

‘This arm’s beautiful. Both arms are’

hi hi his$

(0.9)
rd:i (.) théi mé ndm nghi hi?
OK that’s+all grandma lie rest INT

‘OK. That’s all. Please have a rest’

da::
OK

‘OK’
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As line 330 reveals, doctor Vinh’s possible pre-closing (Schegloff & Sacks,
1973), roi (‘that’s all’), plus close-implicative element (Jefferson, 1988), théi mé
nghi hdy (‘please have a rest’), signal that Kieu can have a rest now, and that the
consultation is over. Kieu’s uptake at line 332 registers her alignment with Vinh’s
request. The closure is also marked by a lapse of 6.6 seconds (line 333), after which
Vinh passes a finalisation in his third closing turn to extend the consultation (line
334). This undercuts the closing initiation and triggers a drastic movement out of
closings (Button, 1990), which is used when a speaker does not orient to closing the
consultation. Vinh’s medical finalisation legitimises Kieu’s “claims to being ill and
access to the sick role and its incumbent rights and responsibilities” (Heath, 1992, p.
260). In fact, based on this finalisation, Kieu develops a long narrative to intensify
the perceived severity of her problem (lines 338, 341-342, 344-346, and 348) and
establish the reason for today’s visit (lines 352-353). Notably, Vinh receives the
narrative with two response tokens, #::m (‘mmm’; line 339) and da:: (‘I see’; line
350), as continuers (Jefferson, 1989). He does not make any comments during or at
the end of the narrative (marked by a lapse of 16.4 seconds at line 356). At this
stage, Vinh carries out a verbal and physical examination (lines 357 and 360) and
delivers a diagnosis (line 362). This action looks like a re-start of the consultation,
from which point Kieu develops another narrative about her leg and back pain (lines
364-366, 368-370, and 373). Vinh only produces an acknowledgement token, °da’
(‘OK’; line 371), in a soft voice to invite Kieu to continue. From lines 375 to 392,
the sequence of talk continues with Vinh seeking the symptoms and Kieu narrating
her backache. After 6.6 seconds of silence (line 393), Vinh abruptly shifts the topic
to Kieu’s previous broken arm (from line 394 onwards), which is irrelevant to the
main concern (i.e., spondylosis) and to the whole consultation. Also, this new topic
includes Kieu’s narrative in which she reports the cause of her sprained arm (line
399). Through her narrative of picking up a wet jackfruit (lines 403-404), Kieu
inserts her voice of the life-world. It is not until line 423 that the prolongation of the
consultation officially terminates.

Doctor Vinh collects two types of information through the prolongation of the
consultation: one relating to the current concern (i.e., spondylosis) and the other to a
past problem (i.e., the broken arm). The first type is a valuable addition to the
treatment regime, as it includes information about medical history, physical

examination, and diagnosis of the spondylosis. The second one, however, is
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unrelated to the consultation as a whole, as it neither deals with the current concern
nor raises any new concern (as the broken arm happened long ago and the patient has
recovered now). In other words, this second topic provides the grist for some social
conversation, especially in lines 419-421, where both doctor and patient share
laughter about the problem. The topic ends with no complaints from the patient
about this accident; therefore, no solution or treatment recommendation is produced
for it.

It can be seen that, although both doctors in Extracts 7.8 and 7.9 have closed
their consultations, they extend them after some time in order to seek information to
further support their treatment, as some information may be skipped during the
consultation. Hence, their expansion practices are institutionally relevant to the
consultations as a whole. From a medical perspective, their course of action also
indicates that the doctor strategically manages the consultation on a case-by-case
basis so as to ensure the best outcome for patients. Moreover, some of their
expansions can be regarded as social talk with little relevance to the major concern.
Even so, this practice may help to strengthen the doctor-patient relationship in
Vietnam, where there is typically some social distance between doctors and patients.
However, since the consultations were audio recorded only, the participants’ conduct

in the re-opening sequence cannot be observed directly.

7.3 Chapter conclusion

Chapter 7 has presented the information-seeking activities during treatment stage
and post-consultation. In recommending treatments, some doctors seek the patient’s
agreement with the treatment plan while others offer multiple treatment options for
patients to choose from. Of note is the relationship between the visit locations (i.e.,
consulting room or ward) and the practices involved in treatment recommendation.
In particular, seeking the patient’s agreement with the treatment plan is common in
the wards, while offering multiple treatment options is widely used in the consulting
rooms. This reflects the fact that the types of hospital where the data were collected
impose certain institutional constraints on how doctors make treatment
recommendations in this context. Significantly, both of these recommendation
practices engage patients in the treatment decision process, and so indicate the
doctor’s inclination towards a shared decision-making style in medical consultations

(Charles et al., 1997). In response to the doctor’s treatment recommendation, patients
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resist the doctor’s agenda, negotiate the treatment plan, or suggest a course of
treatment. The adoption of each practice is shaped by various factors such as
patient’s epistemic stances, the characteristics of their problems, the doctor’s
elicitation, or the visit type. However, out of keeping with the established
preconception that Vietnamese patients are passive recipients in medical
consultations (Fancher et al., 2010; Hoang, 2008; G. T. Nguyén et al., 2007; N. T. H.
Pham, 2014; K. Tran, 2009), the patients in this study are not passive at all, as they
can and do resist the doctor’s agenda or propose their own treatments. Overall,
through their negotiation of the treatment recommendation, not only the doctors but
also the patients in my study display an orientation to a shared decision-making
process in which the patient’s voice is valued.

This chapter has shown that information-seeking activities are not restricted to
the initial stages of the consultation, and that treatment recommendation is not just
intended to provide treatment plans or educate patients. Rather, information-seeking
activities also occur after the close of the medical visit, and through the treatment
stage. The prolongation sequence demonstrates how the doctor strategically manages
the consultation through their interaction organisation in order to obtain further
information that may otherwise be missed. Also, this practice provides insights into
the patient’s life-world concerns, which brings doctors and patients closer. Having
gone through the information-seeking activities across the main stages of the
consultation, the thesis now turns to the concluding chapter to look back at the

research aims and research questions.
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Chapter 8
Conclusion

8.0 Introduction
In this chapter, the key findings of the study are discussed (Section 8.1). Then I state
the main contributions of this research (Section 8.2). The chapter ends with

limitations of the study, and suggestions for further research (Section 8.3).

8.1. Discussion of the overall findings of the study

Although the information-seeking activities in doctor-patient interaction play a key
role in the success of a consultation, the current literature on information-seeking
activities has exhibited some limitations. In addition, the structure of Vietnamese
medical discourse in general, and information-seeking activities within this cultural
context in particular, is relatively unknown. Therefore, the aim of this study was to
examine the information-seeking practices during medical consultations at two
public hospitals in Vietnam. It has used CA to analyse the verbal interaction of both

doctors and patients in the course of seeking and disclosing information.

8.1.1 Research question 1: How do doctors elicit and seek information
from their patients in medical consultations?
Across the three main stages of the information-seeking activities in the medical
consultation, doctors adopted different elicitation practices. While their practices
during problem presentation varied with the types of visit (i.e., first visit, SDF, and
DDF), the patterns of elicitation during the history-taking and physical examination
stage were the same regardless of the visit type. The distinctive feature of the
treatment phase created two other patterns of elicitation which also varied with the
types of visit. Overall, the emergence of various elicitation patterns in accordance
with the different stages reflected the doctor’s interactional organisation of discourse
in the practice of eliciting information.

During problem presentation stage (see Chapter 5), the patterns of elicitation
differed across first visits, SDFs, and DDFs. For the first visits, doctors often
displayed their lack of prior knowledge of the patient’s problems (see Extract 5.1).

Therefore, their elicitors often had a wh-question design that embodied a
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presupposition about the existence of a problem. Doctors in SDFs, in contrast,
communicated that they had some knowledge of the patient’s main concerns from
their previous consultation with that patient. The most common format of the SDFs
was to seek the patient’s evaluation of their health since the last visit, or review the
previous concerns in order to set the foundation for the current one (see Extract 5.5).
In a typical DDF, doctors also had some prior knowledge of the patient’s concern(s);
however, this knowledge was gained from the patient’s medical records or referral
letter, rather than from their previous consultation. For this reason, the elicitation
format used in these visits tended to focus on the patient’s presentation of their
previous concern(s). Notably, some follow-ups did not have any elicitation at all (see
Extract 5.15). The absence of elicitation does not mean that doctors have forgotten
this step. Rather, they were pre-empted by patients. Sometimes doctors skipped this
step because the reasons for the visit were already available, and thus proceeded with
further activities to steer the exchange according to their own agendas. This type of
‘no elicitor’ follow-up visit should be distinguished from a first visit, wherein the
patient’s concern was still unknown to doctors.

While most of the doctor’s elicitors were designed to reflect the visit type,
some were not. In some first visits, the doctor’s questions displayed the doctor’s
strong epistemic stance toward the patient’s problem in question (see Extract 5.2).
These questions were used by doctors in the wards, to which patients were referred
by another doctor in the consulting rooms. Hence, the doctor’s knowledge was often
gained from the patient’s medical records or referral letter. Similarly, the doctors in
follow-up visits sometimes produced a new-concern elicitor (see Extract 5.4).
Notably, these cases occurred mostly in the SDFs to the consulting rooms or in the
DDFs at both locations. Significantly, the doctors did not monitor the patients’
progress on a regular basis in the SDFs to the consulting rooms, or did not read the
patient’s medical records or referral letter in the DDFs.

The unsuitability of the doctor’s elicitation format may be reflective of one or
more of the challenges faced by doctors in keeping informed about their patients’
health problems in Vietnamese public hospitals.3 ¥ To begin with, patients sometimes
neglected to bring their medical records with them to the consultation: if this

happened, it goes without saying that doctors would have no information to refer to

¥ I have identified each of these challenges based on my observation of this hospital system, and/or
my own data.
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beforehand. Second, doctors in this system had to deal with a large number of
patients each day. Other challenges were specific to the consulting-room
environment: while ward doctors examined a given patient daily, consulting-room
doctors typically attended to a given patient only once; and whereas outpatients or
inpatients tended to return for a follow-up within a few days, consulting patients did
not adhere to a specific timeframe but returned anytime they felt it was necessary. In
short, these factors contributed to different epistemic stances on the part of the
doctors towards different patients, which, in turn, shaped their elicitors to a great
extent.

There was also one difficulty which confronted ward doctors in particular.
Whenever a patient was sent to this room, they had to submit their medical record to
the receptionist. This happened regardless of whether the patient was in hospital for
a first visit or a follow-up. It was then up to the ward doctor to collect this record
from reception before the consultation. However, if the doctor was particularly busy,
they might not have the opportunity to retrieve it in time. A difficulty such as this
may account for why ward doctors displayed a lack of necessary background
information about a follow-up patient’s problem in some instances. By contrast, an
inpatient or outpatient in a first visit to the ward had to be examined by a doctor in
the consulting room beforehand. Therefore, the doctors in a first visit to the ward
were able to obtain some information about the patient’s problem(s) through their
medical records or referral letter. This explains why their elicitors tended to convey
their strong epistemic stances vis-a-vis the patient’s problem(s).

The doctors’ elicitation of problem presentation is an important feature of the
whole visit by virtue of its direct effect on the patients’ manner in presenting their
concerns. My data has illustrated the doctors’ flexibility in varying their turn design
in accordance with different kinds of visit. Particularly, doctors adopted specific
question types (e.g., general inquiry, alternative, or declarative) in pursuit of
particular information. These question designs embodied different presuppositions
about the patients’ problems, thus conforming to the principle of problem
attentiveness in medical questioning. In addition, these designs reflected various
epistemic gradients that doctors had about the patient’s problem(s). Their epistemics
were then institutionally constrained by the characteristics of Vietnamese hospitals.
Interactionally, their elicitors influenced the patients’ disclosure of problem. In turn,

the patients’ concern presentation shaped the social interactional organisation of the
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whole consultation and was shaped by the doctors’ initiation (Heritage & Robinson,
2006a; Robinson, 2006).

During history-taking and physical examination (see Chapter 6), doctors
deployed four elicitation practices to obtain information related to current problems
and medical history: (i) questions, (ii) full or partial repeat of patient’s response, (iii)
fishing devices or examples, and (iv) assessment of patient’s information. These
elicitation practices were also used during other stages of the consultation. Notably,
these practices were locally and indexically bound by the visit types, the doctor’s
epistemic position, and their local organisation of talk as the consultation developed.
Hence, the doctor’s strategic management of the overall structure of the consultation
was reflected in their design of practices that embodied certain presuppositions about
the patient’s problem(s), and that also conformed to the fundamental principles of
medical questions: recipient design, optimisation, preferences, and problem
attentiveness.

As Heritage and Clayman (2010) posit, most medical consultations involve a
great number of doctor questions, and these questions mostly emerge during the
history-taking phase. This was also the case in this data. Although doctors employed
various strategies in the course of seeking information from patients, questions were
the main device that they used to do this. Doctor question formats ranged from
alternative to non-alternative forms with general, detailed, and general-to-detailed
questions. Interestingly, although some general questions had broad content, they did
not often gain much information. This is because they elicited general information.
Further, the received information was often vague in that it failed to evaluate the
pain progress properly. For example, through the question cé dé khong? (‘has the
pain eased?’), doctors want to know whether the patient’s pain has eased or not.
They do not require further information. Therefore, the patient’s ‘yes’ or ‘no’ answer
does not tell us exactly the level of recovery. In contrast, detailed questions focused
on the specific issues, thereby enabling the doctors to gain deeper insight into the
problem. General-to-detailed questions were commonly utilised when the doctor
sought the information about pain duration or past problems (see Extracts 6.9 and
6.16), and thus they were able to obtain information from different angles. Besides
three questioning strategies above, some doctors also combined summarisation with
questions (e.g., Extracts 6.11 or 6.16). This combination was used to make sure that

patients did not miss any previous treatments, past problems, or unmet concerns. The
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majority of the questions were syntactically or intonationally appropriate and
appeared to be understood by patients, as evidenced through their relevant responses.
However, there were questions that failed to get expected responses. Faced with this
situation, some of the doctors re-issued new questions by partly or wholly repeating
the previous ones or narrowing down their scope (e.g., Extract 6.15).

It is noteworthy that there was another strategy that a large number of doctors
adopted to seek information: partial or full repeats of the patient’s response (e.g.,
Extracts 5.5, 6.12, 6.13, and 6.16). In each case, this repeat lay at the third turn in a
three-turn sequence: doctor’s question, patient’s response, and doctor’s repeat of
patient’s response. On receipt of the patient’s information, doctors in other cultures
often produce a sequence-closing third to close off the question-answer sequence,
pose another question to narrow down the scope of the patient’s response (Park,
2011), or project a new topic. However, the Vietnamese doctors in this study tended
to repeat the patient’s response instead. Via partial or full repeats, doctors aimed to
perform seven functions: (i) eliciting information, (ii) initiating repair, (iii)
confirming the information, (iv) registering receipt of the prior turn, (v) displaying
the doctor’s stance, (vi) holding the conversational floor, and (vii) directing a
particular topical focus in conversation, in particular, checking or confirming the
patient’s response. In return, doctor repeats were able to trigger the patient’s further
elaboration (e.g., Extracts 6.12 and 6.16). Overall, my data suggested that this mode
of elicitation may be a distinctive feature of Vietnamese medical discourse.

Apart from questions and repeats, doctors also used fishing devices (e.g.,
Extract 6.9) or examples (e.g., Extracts 6.4 and 6.6) to elicit information. Both
practices were positioned in the middle of the sequence of several adjacent pairs, and
communicated the doctor’s strong epistemic stance towards the issue. Syntactically,
fishing devices and examples did not have an interrogative format; however, they
both occasioned the patient’s disclosure of some information that was critical to the
diagnosis and treatment recommendation. Notably, these strategies did not obtain
more information than the questions did. This was partly due to the doctors’
formulation of these information-seeking acts, which typically looked only for
confirmation or disconfirmation. However, by using this device, doctors could track
the correct version of the information, and elicit authoritative descriptions from

patients (Bergmann, 1992).
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A candidate phenomenon of information-seeking strategy adopted by doctors
was making assessments of the patients’ information. Like the strategy of partial or
full repeats, this also lay in the third turn, when the doctors received the patients’
information. Some assessments were interrogatively structured while others were in
the form of a statement (e.g., lines 40-41 in Extract 5.14), an exclamation, or a
positive comment (e.g., lines 175-176 in Extract 6.13). Although most of these
assessments did not seek information overtly, they triggered patients’ disclosure of a
large amount of information (see Extracts 5.14 and 6.13). In adopting this practice,
the doctor took on the role of a medical expert who offered guidance regarding the
patient’s problem(s). This candidate phenomenon may also be a potential strategy of
doctor elicitation in Vietnamese doctor-patient interaction.

Turning to the treatment phase (see Chapter 7), two patterns of elicitation were
identified: seeking the patient’s agreement with the recommended treatment plan and
offering multiple treatment options. The former pattern was pervasively used by
doctors in the ward while the latter by those in the consulting room. The doctor’s
adoption of each practice in each location was institutionally bound by the
examination procedure of, and their medical responsibilities designated by, the
research hospitals. In the former practice, some of the doctors tended to state the
treatment without explicitly seeking the patient’s agreement. This interactional action
may be partly shaped by the hierarchical structure of Vietnamese society. To begin
with, the doctor-patient relationship itself in this culture is basically asymmetrical.
While the doctor has more respect and more prestige than the patient in almost any
social situation (Wolinsky, 1980), doctors in Vietnamese society, together with
priests and teachers, are in professions which are even higher in status than others
(LaBorde, 1996). They occupy a privileged position and are treated with great
respect and admiration by patients and the whole society. This is reflected through
the fact that doctors pursue their own agenda without explicitly seeking input from
patients.

Even so, the fact that doctors were willing to put treatment decisions in the
hands of patients, whether through seeking the patients’ agreement or through
offering them several treatment options, raises questions about the pre-conceptions
of the Vietnamese doctor-patient relationship. Involving patients in treatment
decisions like this reflected the positive attitudes on the part of the Vietnamese

doctors, who are used to being the gate-keepers in medical consultations. By offering
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patients multiple options, doctors could also gain some more insight into the
patient’s inner world, and express sympathy for, and understanding of, the patient’s
health problems (e.g., Extract 7.3).

Having discussed the doctor elicitation throughout the consultation, let us look
back at the literature review in Chapter 3 to identify any similarities or differences
regarding the findings between previous studies and the current study. First of all,
there are several studies whose findings on the doctors’ initiations of problem
presentation in Vietnamese and other cultural contexts are quite similar to the
present study. For instance, the patterns of elicitation in first visits in the consulting
room are the same as those identified by N. T. H. Pham (2014) in her study of first
visits in a Vietnamese context. In addition, most of the patterns of eliciting new and
follow-up concerns are somewhat the same as those in Robinson (2006). Three out
of five question formats in Heritage and Robinson (2006b) were adopted by the
doctors in my data (i.e., general inquiry questions, gloss-for-confirmation questions,
and history-taking questions). This means that I did not present candidate
phenomena but true collections of cases (Hoey & Kendrick, 2018) which have been
verified in the key studies identified above.

However, probably due to the institutional differences between Vietnamese
hospitals and Western hospitals, some elicitors used in the first visits in the ward,
SDFs in the consulting room, and DDFs in both settings in my data, did not reflect
the visit types. Further, while the Western equivalents of patterns khde khong? or thé
nao roi? (either of which is translated as ‘how are you?” or ‘how are you doing?’)
are quite prevalent in Western medical discourse (Coupland, Robinson, & Coupland,
1994; Heritage & Robinson, 2006b; Robinson, 2006), this is not the case with my
data set. In Vietnam, the phrases khde khong? or thé nao réi? are common in
mundane interactions among intimate relationships (H. N. Luong & Lg, 2008). This
difference in their use across settings most likely accounts for the absence of these
formats in my data.

Another similarity between previous studies conducted in cultural settings
other than Vietnam and my study is the doctors’ elicitation strategies. In particular,
doctors in both settings used general elicitation, general-to-specific elicitation, and
fishing devices to pursue information (e.g., Bergmann, 1992; Goto & Takemura,
2016; Maguire et al., 1996; Takemura et al., 2007). One more feature is the doctors’

chaining of two questions in one turn (e.g., Extracts 5.1, 5.2, and 6.12). Similar to
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Cordella (2004) and West (1983, 1984a), I also found that the patients in my data
often addressed the last question.

The last similarity is concerned with the doctor’s delivery of the treatment
recommendation. First of all, similar to doctors in Western culture (e.g., Stivers,
2005b, 2006), the doctors in this study also offered their recommendation for or
against a particular treatment. In addition, although seeking the patient’s agreement
with the recommended treatment plan was sometimes implicit, which may be
considered as a form of imposition on the patient, some of the doctors also offered
multiple treatment choices for the patient to choose from. This means that, to some
extent, Vietnamese doctors seemed to share the same interactional strategies
observed in Western culture (e.g., Fisher, 1983; Koenig; 2008, 2011; Roberts, 1999).
However, while the asymmetry between doctor and patient is probably becoming
less pronounced in Western medicine (e.g., Stivers, 2002a, 2005b, 2005c, 2006,
2007), it is still evident in the Vietnamese doctor-patient relationship.

The findings have shown that doctor elicitation in this study was shaped by the
institutional context of Vietnamese public hospitals in many respects. First of all, the
follow-up visits in this study were of two kinds (i.e., SDF and DDF; see Section 4.3),
which resulted in different patterns of talk in the generally same type of visit.
Secondly, as all inpatients and outpatients were referred from the doctors in the
consulting room, the doctors in first visits to the wards sometimes formulated their
problem-presentation elicitors as if the visits were follow-ups (e.g., Extract 5.2). By
contrast, some doctors in DDFs to the ward were too busy to read the patient’s
medical records or referral letter prior to the consultation; consequently, they ran the
consultation as if it were a first visit. Lastly, while in Western medicine the patient’s
medical information can be transferred online between health centres, this is not the
case in Vietnamese medicine. This means that doctors had to elicit some information
that was already available in the patient’s medical records. These features of
consulting procedures at Vietnamese public hospitals may, in part, give rise to the
interaction patterns in Vietnamese medical consultations.

Culturally, the pervasive use of doctor questions in the corpus, to some extent,
reflected the Vietnamese cultural influences on institutional talk. As presented in
Section 2.2, the Vietnamese doctor-patient relationship is constrained by social
hierarchy and power distance. Under this cultural norm, higher social status is

typically afforded to doctors, while patients are often considered the less powerful
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group in medical consultations. Given that “as long as one is in the position of doing
the questions, then in part one has control of the conversation” (Sacks, 1995, p. 55),
doctors, by virtue of their higher social status, employed questions not only to pursue
information but also to monitor the consultations. In doing this, doctors oriented
patients to the doctors’ agendas and treatment plans (Drew & Heritage, 1992). This
helped the consultations to stay on track and conclude in a timely manner. From a
CA perspective, the doctor organisation of questions should be considered within
“locally constructed discourse statuses” rather than through the lens of a social
hierarchy (Drew & Heritage, 1992, p. 48). In other words, the pervasive use of their
questions could be traced to the asymmetry between doctors and patients regarding
their differential states of knowledge, and the relationship between status and role as
well as discursive rights and obligations. However, this asymmetry may be
augmented in the Vietnamese medical context given the great social distance
between doctors who are often credited with a higher status and patients with a lower
status. This probably accounts for the great number of doctor questions in this study.
H. T. T. Truong (personal communication, June 20th, 2016) told me that, without
questions and interruptions, patients often deviated from the consultation by
narrating unrelated details, which delayed the process of eliciting key information.
This demonstrated the doctors’ control over the whole consultation (Ainsworth-
Vaughn, 1994; West, 1984a).

Given the importance of the information-seeking activities to the consultation
as a whole (Bickley & Szilagyi, 2013; J. Silverman et al., 2013), the findings of this
study extend the knowledge about how doctors elicit information from their patients.
In each of the visits analysed in this thesis, we have seen that, regardless of the visit
type, the doctor’s elicitation of the patient’s health concern shaped how patients
disclosed this concern. It was also clear from my data that the doctor’s inappropriate
elicitors were commonplace in medical consultations in Vietnamese public hospitals.
The upshot is that there was potential for adverse effects on patient disclosure and,
by extension, the outcome of the visit itself within this medical context (Robinson &
Heritage, 2005) if doctors use an inappropriate format in their problem solicitation.
The inappropriate elicitors illustrated this effect because patients aligned their
response with the doctor’s question even though this question was incongruent with
the actual visit type (e.g., line 4 in Extract 5.3; lines 6, 8, and 10 in Extract 5.4). If

doctors’ elicitors are appropriate to the visit types, this may save their time and
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energy. The appropriate elicitors can trigger the patients’ disclosure of exact
information; thus, the patients’ main concern may be resolved more quickly and
effectively. Moreover, it would be easier to implement this recommendation if
patients were required to bring their medical records to consultations.

According to General Statistics Office of Vietnam (2017), the number of
patient beds per 10,000 inhabitants in 2016 was 26.8 beds, which is much lower than
numerous countries in the world (Eurostat Statistics Explained, 2017). This number
means that the public hospitals in Vietnam need more beds to meet the increasing
demand of patients, given the overloaded situation at public hospitals, where doctors
often face a heavy workload (Duong & Anh, 2018). However, while waiting for the
hospital facility to be upgraded, doctors themselves can help overcome this situation
to some extent through their medical consultations with patients. If consultations

have positive outcomes, it is likely that patients’ health will be improved.

8.1.2 Research question 2: How do patients disclose information to
their doctors in medical consultations?
Most of the patients disclosed information to their doctors by responding to the
doctors’ information-seeking elicitors. Their turn of talk sequentially lay at the
second-pair part of an adjacency pair where the doctors’ elicitation was the first-pair
part. Consequently, their disclosure was shaped by the doctors’ interactional action
and topical agenda. However, their responses were not simply intended to provide
information that had been requested of them. Rather, through responding to the
doctors’ questions, patients disclosed further information, such as their preference for
treatment (e.g., Extract 7.7), or making their voice of the life-world heard (e.g.,
Extract 7.9). These implications varied across different stages of the consultation.
During the initial stages of the consultation (see Chapter 5) patients disclosed
their major concerns to doctors. Their presentation was designed in the form of a
‘doctorable’ problem that was worthy of medical attention (Heritage & Robinson,
2006a). The most common format of disclosure was general-to-specific presentation
(e.g., Extracts 5.1, 5.4, and 5.9). In addition, depending on the visit types (i.e., first
visit, SDF, or DDF), pain quality (i.e., chronic or acute), and their relationship with
doctors, patients strategically formulated different practices in the course of
presenting their problems. Some disclosed one concern at a time (e.g., Extract 5.9)

while others chained multiple concerns together (e.g., Extract 5.14). Chronic-pain
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patients often gave a narrative integrating multiple chunks of information about the
development of the problem and their remedy as a means of describing, or
emphasising the severity of, the problem (e.g., Extract 5.14). By contrast, the
presentation of acute-pain patients was often simpler (e.g., Extract 5.9). In addition to
presenting their concerns, patients also tried to disclose extra details, such as
speculate about the causes of problem (e.g., Extract 5.12), make their assessments to
update the doctors on their health condition (e.g., Extract 5.11), put forward the
diagnosis confirmed by other health providers (e.g., Extracts 5.10 and 5.12), or state
the reason for choosing this hospital (e.g., Extract 5.13). Moreover, there were cases
when they fully grasped their own problem, hence pre-empting the doctor’s
elicitation (e.g., Extract 5.15). Notably, the practices of symptoms-only presentation
and presentation plus diagnosis are quite common in the wider literature (e.g., [jds-
Kallio et al., 2010; Pomerantz, 2002; Stivers, 2002b; see Section 3.3.2.3).

During history-taking and physical examination (see Chapter 6), patients
employed five different strategies to disclose information to doctors: (i) using
examples, (ii) producing a narrative, (iii) invoking the opinion of a third party, (iv)
elaborating on their response, and (v) making a list. Although these five strategies
occurred throughout the consultation, they are frequently employed to provide
information related to current problems or medical history (i.e., during history-taking
and physical examination). ‘Using examples’ is a common strategy to disclose the
information of symptoms, recovery assessment, or lifestyle issues. This example
practice is positioned as a response to the doctor’s elicitation, or as an expansion of
their responding turn. In particular, patients described their life difficulty (e.g., lines
20-22 in Extract 5.14), described an event they joined, or disclosed their daily routine
(e.g., lines 273 and 275 in Extract 6.12). Through these example-using practices,
patients justified their claims, gave doctors further insight into the problem, or voiced
their life-world concerns.

‘Producing a narrative’ is utilised to suggest the cause of the problem, present
the reason for today’s visit, or describe the patient’s basic activities. For instance,
some patients disclosed the probable cause of their problem by anchoring their
narrative to a past accident or to a recent physically-demanding task (e.g., Extract
5.12). Other patients produced a narrative of their medical history as problem
presentation (e.g., Extract 5.14), or a narrative of their basic activities (e.g., Extract

6.13). This practice was often composed of multi-unit turns, which led to long
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sequences of talk. Typically, this narrative strategy is employed by the chronic pain
patients, or by those whose pain occurred long time ago. As a narrative often
incorporated multiple types of information (e.g., diagnosis, symptoms, reason for the
visit, past diagnoses and treatments, or cause), it gave doctors a broad picture of the
problem, which may have saved their elicitation to some extent. As can be seen from
Extracts 5.12 and 5.14, via the narrative, the patient did not provide the requested
information directly, which reflected the indirect communication style of Vietnamese
(see also Section 2.2).

‘Invoking the opinion of a third party’ was the patients’ usual practice to
convince doctors of the patients’ claim on some issues. By invoking the opinion of a
third party, patients could reinforce their information on the one hand, and reduce
their own agency and accountability regarding the information on the other (Heritage
& Robinson, 2006a). This was a common strategy for patients to update their health
condition after one course of treatment, disclose past diagnoses (e.g., Extract 6.4), or
obtain a preferred form of treatment (e.g., Extracts 7.4 and 7.5). The third parties to
be invoked ranged from medical professionals (e.g., their previous doctors),
outsiders, and family members, to medical relatives.

‘Elaborating on their response’ means patients expanded their talk to disclose
further information that was not asked by doctors. This practice was often positioned
as an expansion of a turn that responded to the doctor’s elicitation, or occurred after a
doctor acknowledgement token (e.g., ‘yes’, ‘mmm’). This strategy was commonly
adopted in providing information about recovery assessment (e.g., Extracts 5.3, 5.8,
and 5.11), basic activities (e.g., Extract 6.12), past problems (e.g., Extract 6.17), or
past diagnoses and treatments, or in establishing the reason for the visit (e.g., Extract
5.13). By elaboration, patients pre-empted the doctor’s further questions by
providing some information that may be off the doctors’ agenda, thus offering
doctors further insight into their health problems. This, in turn, might have informed
the doctors’ diagnosis and treatment.

The last strategy that patients used to disclose information was ‘making a list’.
The list was often constructed with three parts, in which the last part served as a
generalised list completer. Patients often made a list of the current problems during
problem presentation stage (e.g., Extract 5.4), the past problems, or the causes of the

problem (e.g., Extract 6.5). While the list of current or past problems aimed to
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provide all concerns to doctors in an orderly manner, the list of causes opened up
possibilities for doctors to rule in or rule out the main cause of the problem.

Even at the final stage of the consultation, patients also disclosed information
about their treatment preference and the medically-related or medically-unrelated
information through the prolongation of the consultation (see Chapter 7). On receipt
of the doctors’ different treatment recommendations, some patients accepted them
passively without any queries or comments (e.g., Extracts 7.1 and 7.2), while others
actively resisted the doctors’ agenda (e.g., Extract 7.4), negotiated the treatment plan
(e.g., Extract 7.6), or kept requesting a particular type of treatment until this was
granted by doctors (e.g., Extract 7.5). Their active participation displayed their
strong epistemic stance towards the treatment plan, where this stance was probably
related to the types of conditions they had or the treatment plan being proposed.
Such active involvement expressed their responsibility and concern toward decisions
relating to their own health, and also reflected their own experience with the
problem. In doing this, they voiced their expectation of effective outcomes. Apart
from requested information, some patients also volunteered other information of the
symptoms or their life-world concerns (e.g., Extract 7.9).

Despite the fact that my data were gathered in the Vietnamese context, some of
the disclosure strategies used by the patients in this study were the same as those
reported in previous research in other cultural contexts. For instance, ‘patient
producing a narrative’ was found in Halkowski’s (2006) study in an English-
speaking context, while ‘invoking the opinion of a third party’ was employed by the
patients in the works of Gill and Maynard (2006) and Heritage and Robinson
(2006a). This supports the possibility that the strategies used by patients to disclose
information may be relatively invariant across cultures. However, the previous
studies just examined the patients’ disclosure practice in some specific stages of the
consultation, not the whole consultation; for example, Stivers and Heritage (2001)
focused on history-taking while Stivers (2002b) and Ijids-Kallio et al. (2010) looked
at problem presentations. Moreover, the research scope of these studies tended to be
restricted to a specific practice of disclosure (e.g., how patients expanded their talk to
volunteer more information).

With the aim of becoming well again as quickly as possible (Parsons, 1951), all
patients expect to receive a solution to their problem (Stivers, 2006), and thus

disclosure of information to their doctor is a necessary practice. The information
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could be either directly or indirectly relevant to their health problems, or even
medically-unrelated. The fact that some patients voiced their own expectation (e.g.,
Extract 7.7) or kept requesting a particular type of treatment until doctors granted it
(e.g., Extract 7.5), to some extent, raises questions about the preconceptions which
underlie the Vietnamese doctor-patient relationship. Under the influences of
collectivism and Confucian values, patients have long been regarded as passive
recipients in interactions with doctors — a highly respected figure (e.g., Fancher et al.,
2010; H. Hoang 2008; G. T. Nguyén et al., 2007; N. T. H. Pham, 2014; K. Trﬁn,

2009). However, some patients in the current study were not passive recipients at all.

8.1.3 Research question 3: What information is elicited and sought by
doctors and disclosed by patients in medical consultations?

The majority of the doctors in this study followed the structural framework identified
by Byrne and Long (1976; see Section 3.2). Particularly, doctors often elicited the
patients’ major concerns at the outset of the consultations, and used this to guide
their information-seeking activities (see Chapter 5). Doctors then proceeded with the
history-taking and physical examination stages, in which two categories of
information were sought: information related to the current problems, and
information about the medical history (see Chapter 6). Having gathered sufficient
information, doctors moved to the treatment phase and concluded the consultation
(see Chapter 7).

This study has found that information exchanges occurred at the very
beginning of some consultations and, in others, continued after the consultation had
terminated. The types of information elicited were specific to different phases of the
consultation. In particular, during the problem presentation stage, the participants
often talked about their major concerns (see Chapter 5). In their presentation of the
main concerns, patients also disclosed other types of information, such as causes or
symptoms of the problem. This information established the main reason for the visit
and influenced the trajectories of the interactions that followed.

Once the main concerns were established, the consultations explored these
concerns in detail by looking at the information related to both the current problem
and the patient’s medical history (see Chapter 6). The former type of information
was related to problem symptoms, causes, duration of the problem, and recovery

update (if applicable). The latter was concerned with past diagnoses and treatments,

246



lifestyle issues, and past problems. Some information was not elicited in all
consultations, depending on the visit types. For instance, ‘recovery assessment’ and
‘past diagnoses and treatments’ were skipped in the first visits in which patients had
not received any treatment before, while ‘duration’ plus ‘past diagnoses’ were
redundant in SDFs.

The information elicited and sought by doctors, and disclosed by patients, is

presented in Table 8.1.

Table 8.1
Information Elicited and Sought by Doctors and Disclosed by Patients

Doctor elicited Patient

Stages Information and sought disclosed
Problem Major concern v v
presentation
Recovery assessment v v
Symptoms v v
Causes:
- Accidents v v
- Daily routine v x
- Physically-demanding tasks v v
- Side-effects of medication x v
History- - Non-adherence to a prescribed < v
taking and treatment regime
physical Duration v v
examination  Past diagnoses and treatments:
- at other health centres v v
- at the current hospital v v
Lifestyle issues:
- Basic activities v v
- Medically-related activities v v
- Symptoms of other conditions v v
Past problems v v
Treatment Treatment options v v
Post- Medically-related information v v
consultation  Medically-unrelated information x v

Throughout the corpus, all doctor elicitation listed in Table 8.1 were responded
to by patients. Though the topic agendas were initiated by doctors, patients worked to
give account of their actions, or disclosed further related information. In launching
these strategies, patients expressed their concerns about the problem while also

looking for an effective treatment from the current hospital. This disclosed
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information is presented in the fourth column, ‘Patient disclosed’, in Table 8.1. One
type of information which was not disclosed by patients (marked by %), however,
was daily routine as causes of the problem. Even so, patients disclosed two other
causes of the problem: side-effects of medication, and non-adherence to a prescribed
treatment regime (marked by v'). In addition, they also disclosed medically-unrelated
information after the consultation. From the doctors’ elicitors during the whole
consultation in Table 8.1, patients expanded their response to provide further
information. In particular, they demonstrated their knowledge of the problem (e.g.,
Extract 5.10), disclosed other problems (e.g., Extract 5.5), established the reasons for
the visit (e.g., Extract 5.13), increased the perceived severity of the problem (e.g.,
Extract 5.13), or made an assessment of the problem (e.g., Extract 6.2). Moreover,
there were several cases in which the information was disclosed without this being
elicited (e.g., Extracts 5.13 and 6.17). Through this disclosure, patients created
different trajectories for the consultations, thereby providing as much information to
doctors as possible.

The types of information sought during problem presentation, history-taking
and physical examination informed the treatment recommendation. In recommending
treatments, doctors also obtained some information about the patient’s treatment
preference. In response to the doctor’s treatment recommendation, patients expressed
their concern about the problem as well as their expectation of effective treatment.

Even when the consultation had been closed, some doctors and patients
extended it to elicit and disclose more information, which was either medically-
related or medically-unrelated. Although this information emerged after the
consultation, it seemed useful for doctors to set an effective treatment
recommendation for patients. Remarkably, this information was initiated by both
doctors and patients. For instance, in Extract 7.8, the case of doctor initiation was
undertaken after the doctor and patient had reached a consensus over the treatment
recommendation, and the patient was waiting for the medication to be purchased by
her father. This means that the information may become irrelevant to the treatment,
and seemed to be social talk only. However, this chatting can offer some insight into
the patient’s health and strengthen the doctor-patient relationship.

The study also showed the doctors’ flexibility in the course of eliciting
information. This flexibility was reflected through their management of the types of

information to be elicited. In particular, there were doctors who skipped eliciting
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some information that was available on the last visit. Others elicited other types of
information that were not planned beforehand. Still others prolonged the consultation
in order to seek further information that had been skipped during the consultation.

Looking back at the literature review in Chapter 3, most of the contemporary
studies tended to restrict their focus to certain aspects of the consultation rather than
considering the consultation as a whole. More particularly, in each of these studies,
only a relatively small subset of the information from the consultation was examined.
This included sensitive information (e.g., Wissow et al., 1994), medical information
(e.g., Roter & Hall, 1987), and information related to anxiety or depression (e.g.,
Goto & Takemura, 2016). The present study focused on all types of information.

In short, this study provided a broader account of what types of information
were elicited in a medical consultation, and also how this was done, than the majority

of earlier studies.

8.2 Contributions

Theoretically, this study has extended the work of previous researchers by
examining all types of information elicited by doctors and disclosed by patients
during the whole medical consultation. It has added to the empirical knowledge of
doctor-patient interactions in developing countries like Vietnam. The findings have
shed light on various claims that have been made in previous studies on Vietnamese
doctor-patient interaction, especially the pre-conception of the Vietnamese doctor-
patient relationship.

This study has identified both doctors’ elicitation and patients’ disclosure
practices during the whole consultation. It highlighted how the participants organised
their talk-in-interaction to elicit and disclose various types of information across
different stages of the consultation. Despite the significant importance of looking at
both participants’ interactions in identifying the content, context, and the
interactional management (Gill & Roberts, 2012), little research has been done on
this. In addition, while previous research restricted itself to only a relatively small
subset of the information (e.g., Goto & Takemura, 2016; Roter & Hall, 1987;
Wissow et al., 1994), this study covered all types of information, from medically-
related to medically-unrelated, and psychological, social, and even personal.

Moreover, the application of CA in this study has illustrated how the information-
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seeking activities have been interactionally achieved by doctors and patients that
previous studies on Vietnamese medical communication have not done. The findings
of this study, therefore, extend the extant literature on the information-seeking
activities in doctor-patient interactions generally and the doctor-patient interactions
in Vietnamese setting particularly.

In addition to the theoretical contributions, the empirical findings of the
present study can help to improve the medical consultations in Vietnamese public
hospitals in some respects. First of all, a summary of the results will be sent to the
participants and the hospital administrators in Vietnam. The interactional practices
summarised in this study will hopefully raise the doctors’ awareness of the
importance of using appropriate elicitors in seeking information from their patients
during the consultation. Once they are aware of these issues, they may try to adopt
elicitors that are more appropriate; consequently, the consultation may run more
quickly and more effectively. Moreover, appropriate elicitors are very likely to get
appropriate responses, which help build a more comprehensive picture of the
problem. In addition, the findings may also raise the doctors’ awareness of the
doctor-patient relationship, in which doctors sometimes silence the patients’ voices
through their interruptions or through not giving patients opportunity to respond. As
a result of this study, doctors may put themselves in the position of patients to adjust
their interactional behaviour in a way that encourages more patient participation in
the consultation. Thereby, it is hoped that the consultations will be improved to some
extent towards true patient-centredness. This improvement in consultations is, in
turn, expected to enhance the quality of medical care as a result.

There has been an increasing turn to focus on how doctors talk to patients in
the medical training of doctors. Yet we know that this is based on a reflective rather
than dialogical understanding of communication. Therefore, the findings of this
empirical study could be used as a resource for the training of medical students in
how to interact with patients. The recorded medical consultations in this study could
be good reflections of real conduct of both doctors and patients in actual interactions,
which significantly contribute to improving students’ medical communication skills.
Hence, this study helps enhance the quality of medical care, especially in the cultural
context of Vietnam.

As discussed in Section 8.1, some of the findings of this study are similar to

those of previous research. This means that the results of this study may be used as a
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reference source for the investigation of information-seeking activities in doctor-
patient interaction in other cultures. Moreover, living in an environment of
globalisation and intercultural cooperation in which more and more Vietnamese
people have recently migrated overseas for study and family reunion (Vietnamese
Bureau of Consular Affairs, 2011), and increasing numbers of foreigners have come
to Vietnam (General Statistics Office of Vietnam, 2018), the findings of this study
may help the non-Vietnamese doctors and patients understand how the Vietnamese
patients and doctors interact during medical consultations. This may limit any
misinterpretation during consultations and enhance medical outcomes to some

extent.

8.3. Limitations and suggestions for further research

The study has a number of limitations in terms of data collection. First, as audio
recording is unable to capture the participants’ non-verbal behaviour, some forms of
elicitation and disclosure (e.g., a nod or headshake; see Hutchby & Wooffitt, 1998;
Williams et al., 2013) were not captured in this study. Therefore, future studies could
consider using video recording as the main data collection instrument, as it may be
that there are cultural differences in non-verbal behaviour that were missed in this
study. Second, as H. T. T. Truong (personal communication, June 20th, 2016)
revealed, the doctors in the consulting rooms often conducted a more thorough
examination on consulting patients than on the other two types (i.e., inpatients and
outpatients). Future studies should compare the doctors’ consultations with these
groups of patients to identify the differences. Third, this study only examined
hospitals at a provincial level. The interactional patterns of doctor-patient
communication in this study may not hold true at lower or higher levels of the
medical system in Vietnam, given that the information-seeking practices may vary
depending on the institutional context. Hence, future studies should focus on doctor-

patient interactions in hospitals at communal, district, and national levels.

251



References

Aarons, D. (2005). Doctor-patient communication in government hospitals in
Jamaica: Empiric and ethical dimensions of a socio-cultural phenomenon
(Unpublished doctoral dissertation). McGill University, Montreal, Canada.

Adolphs, S., Brown, B., Carter, R., Crawford, P., & Sahota, O. (2004). Applying
corpus linguistics in a health care context. Journal of Applied Linguistics &
Professional Practice, 1(1), 9-28. doi:10.1558/japl.v1il.9

Agius, M. (2014). The medical consultation and the human person. Psychiatria
Danubina, 26 (Suppl. 1), 15-18. Retrieved from http://www.hdbp.org
/psychiatria_danubina/pdf/dnb_vol26_sup1/dnb_vol26_supl_15.pdf

Ainsworth-Vaughn, N. (1992). Topic transitions in physician-patient interviews:
Power, gender, and discourse change. Language in Society, 21(3), 409-426.
doi:10.1017/S0047404500015505

Ainsworth-Vaughn, N. (1994). Negotiating genre and power: Questions in medical
discourse. In G. Britt-Louise, L. Per & N. Bengt (Eds.), Text and talk in
professional contexts (pp. 149-166). Uppsala, Sweden: Association Suedoise
de Linguistique Applique€.

Appel, S. J. (2013). Vietnamese Americans. In J. Giger (Ed.), Transcultural nursing:
Assessment and intervention (6th ed., pp. 426-461). St. Louis, MI: Elsevier.

Arminen, 1. (2005). Institutional interaction: Studies of talk at work. Aldershot,
England: Ashgate.

Athanasiadou, A. (1991). The discourse functions of questions. Pragmatics:
Quarterly Publication of the International Pragmatics Association, 1(1), 107-
122. doi:10.1075/prag.1.1.02ath

Atkinson, J. M., & Drew, P. (1979). Order in court: The organisation of verbal
interaction in judicial settings. London, England: Macmillan.

Atkinson, P., & Heath, C. (1981). Medical work: Realities and routines.
Farnborough, England: Gower.

Bao Pat. (2001). The cultural aspects of communication reluctance in the EFL
classroom: The case of Vietnamese students. English Teacher: An
International Journal, 4(3), 232. Retrieved from http://www.aulibrary.au.edu
/multim1/ABAC_Pub/The-English-Teacher-An-International-Journal/v4-n3-
5.pdf

252



Barley, R., & Bath, C. (2014). The importance of familiarisation when doing
research with young children. Ethnography & Education, 9(2), 182-
195. doi:10.1080/17457823.2013.841552

Barry, C. A., Stevenson, F. A., Britten, N., Barber, N., & Bradley, C. P. (2001).
Giving voice to the lifeworld. More humane, more effective medical care? A
qualitative study of doctor-patient communication in general practice. Social
Science & Medicine, 53(4), 487-505. doi:10.1016/s0277-9536(00)00351-8

Beach, W. A. (1993). Transitional regularities for ‘casual’ “Okay” usages. Journal of
Pragmatics, 19(4), 325-352. doi:10.1016/0378-2166(93)90092-4

Beatty, J. E., & Joffe, R. (2006). An overlooked dimension of diversity: The career
effects of chronic illness. Organizational Dynamics, 35(2), 182-195. doi:
10-1016/j.0rgdyn.2006.03.006

Beckman, H. B., & Frankel, R. M. (1984). The effect of physician behaviour on the
collection of data. Annals of Internal Medicine, 101(5), 692-696. doi:10.7326
/0003-4819-101-5-692

Beran, D., Ta, B. V., Nguyén, K. T., Hoang, U. K., L&, T. Q., Nguyén, P. B, &
Armstrong, K. (2009). Report on the rapid assessment protocol for insulin
access in Vietnam 2009. Retrieved from http://www.access2insulin.org/uploads
/4/9/1/0/4910107 /final_report_rapia_vietnam_with_action_plans.pdf

Bergmann, J. (1992). Veiled morality: Notes on discretion in psychiatry. In P. Drew
& J. Heritage (Eds.), Talk at work: Interaction in institutional settings (Vol. 8.,
pp- 137-162). Cambridge, England: Cambridge University Press.

Bickford, A. (2005). Using ELAN: A getting-started guide for use with sign
languages.  Retrieved  from  http://www.und.nodak.edu/dept/linguistics
/textbooks/UsingELAN.pdf

Bickley, L. S., & Szilagyi, P. G. (2013). Bates’ guide to physical examination and
history taking (11th ed.). Philadelphia, PA: Lippincott Williams & Wilkins.

Bloor, M., & Wood, F. (2006). Keywords in qualitative methods. London, England:
Sage Publications.

Borjars, K., & Burridge, K. (2010). Introducing English grammar. London, England:
Hodder Education.

Boyd, E., & Heritage, J. (2006). Taking the history: Questioning during
comprehensive history-taking. In J. Heritage & D. Maynard (Eds.),

253



Communication in medical care: Interaction between primary care physicians
and patients (pp. 151-184). Cambridge, England: Cambridge University Press.

Brédart, A., Bouleuc, C., & Dolbeault, S. (2005). Doctor-patient communication and
satisfaction with care in oncology. Current Opinion in Oncology, 17(4), 351-
354. doi:10.1097/01.cc0.0000167734.26454.30

Brody, D. S., Miller, S. M., Lerman, C. E., Smith, D. G., & Caputo, G. C. (1989).
Patient perception of involvement in medical care: Relationship to illness
attitudes and outcomes. Journal of General Internal Medicine, 4(6), 506-511.
doi:10.1007/BF02599549

Buller, M. K., & Buller, D. B. (1987). Physicians’ communication style and patient
satisfaction. Journal of Health & Social Behaviour, 28(4), 375-388. Retrieved
from https://ttu-ir.tdl.org/ttu-ir/bitstream/handle/2346/14965/31295004 773486
.pdf?sequence=1

Burgoon, M., Birk, T. S., & Hall, J. R. (1991). Compliance and satisfaction with
physician-patient communication: An expectancy theory interpretation of
gender differences. Human Communication Research, 18(2), 177-208.
doi:10.1111/5.1468-2958.1991.tb00543.x

Butler, C. C., Rollnick, S., Pill, R., Maggs-Rapport, F., & Stott, N. (1998).
Understanding the culture of prescribing: Qualitative study of general
practitioners’ and patients’ perceptions of antibiotics for sore throats. British
Medical Journal, 317(7159), 637-642. doi:10.1136/bmj.317.7159.637.

Button, G. (1990). On varieties of closings. In G. Psathas (Ed.), Interaction
competence (pp. 93-148). Washington, D.C.: International Institute of
Ethnomethodology and Conversation Analysis & University Press of America.

Biru Khai. (1994). How to say ‘you’ in Vietnamese. In T. X. Nguyén (Ed.),
Vietnamese studies in a multicultural world (pp. 81-86). Melbourne, Australia:
Vietnamese Language & Culture Publications.

Byrne, P. S., & Long, B. E. L. (1976). Doctors talking to patients: A study of the
verbal behaviour of general practitioners consulting in their surgeries.
London, England: Her Majesty’s Stationery Office.

Callahan, E. J., Bertakis, K. D., Azari, R., Robbins, J. A., Helms, L. J., & Chang, D.

W. (2000). The influence of patient age on primary care resident

254



physician-patient interaction. Journal of the American Geriatrics Society,

48(1), 30-35. doi:10.1111/5.1532-5415.2000.tb03025.x

Campbell, L. M., Sullivan, F., & Murray, T. S. (1995). Videotaping of general
practice consultations: Effect on patient satisfaction. British Medical Journal,
311(6999), 236-236. doi:10.1136/bm;j.311.6999.236

Cegala, D. J., & Post, D. M. (2009). The impact of patients’ participation on
physicians’ patient-centered communication. Patient Education & Counseling,
77(2), 202-208. doi:10.1016/j.pec.2009.03.025

Centres for Disease Control and Prevention. (2008). Promoting cultural sensitivity: A
practical guide for tuberculosis programs that provide services to persons from
Vietnam. Atlanta, GA: U.S. Department of Health and Human Services.
Retrieved from https://www.cdc.gov/tb/publications/guidestoolkits/
ethnographic guides/vietnam.pdf

Cerny, M. (2010a). Interruptions and overlaps in doctor—patient communication
revisited. Linguistics Online 11 (Miscellanea I1I), 1-20. Retrieved from http:
//www.phil.muni.cz/linguistica/art/cerny/cer-002.pdf

Cerny, M. (2010b). Questioning and responding practices in medical interviews
revisited (Part I: Doctors). Ostrava Journal of English Philology, 2(1), 67-83.
Retrieved from http://files.cernymiroslav.cz/200001826-84f9185f31/Part%20I
..pdf

Cerny, M. (2010c). Questioning and responding practices in medical interviews
revisited (Part II: Patients). Ostrava Journal of English Philology, 2(2), 31-42.
Retrieved  from  http://files.cernymiroslav.cz/200001827-8513786360/Part
%?2011..pdf

Charles, C., Gafni, A., & Whelan, T. (1997). Shared decision-making in the medical
encounter: What does it mean? (or it takes at least two to tango). Social Science
& Medicine, 44(5), 681-692. doi:10.1016/S0277-9536(96)00221-3

Chatwin, J. (2004). Conversation analysis. Complementary Therapies in Medicine,
12(2-3), 131-135. doi:10.1016/j.ctim.2004.07.042

Ciubotarasu-Pricop, L. (2013). Interrogative strategies of doctor-patient
communication. International Journal of Communication Research, 3(4), 310-
316. Retrieved from http://www.ijcr.eu/articole/152_18_pdfsam_IJCR%204-
2013%20tipo.pdf

255



Claramita, M. (2012). Doctor-patient communication in a culturally hierarchical
context of Southeast Asia: A partnership approach (Unpublished doctoral
dissertation). Maastricht University, The Netherlands.

Claramita, M., & Susilo, A. P. (2014). Improving communication skills in the
Southeast Asian health care context. Perspectives on Medical Education, 3(6),
474-479. doi:10.1007/s40037-014-0121-4

Clark, S., & Petraki, E. (2016). Introduction: Language use in institutional settings.
Australian Journal of Linguistics, 36(2), 167-171. doi:10.1080/07268602.2015
1121528

Clayman, S. E. (1988). Displaying neutrality in television news interviews. Social
Problems, 35(4), 474-492. doi:10.1525/sp.1988.35.4.03200100

Clayman, S. E. (2012). Turn-constructional units and the transition-relevance place.
In J. Sidnell & T. Stivers (Eds.), The handbook of conversation analysis (pp.
150-166). Chichester, England: Wiley-Blackwell.

Clayman, S. E., & Gill, V. T. (2004). Conversation analysis. In A. Byman & M.
Hardy (Eds.), Handbook of data analysis (pp. 589-606). Beverly Hills, CA:
SAGE Publications.

Cohen-Cole, S. A. (1991). The medical interview: The three-function approach. St.
Louis, MO: Mosby Year Book.

Cooke, J. R. (1968). Pronominal reference in Thai, Burmese, and Vietnamese.
Berkeley, CA: University of California Press.

Cordella, M. (2001). The dynamic consultation: A discourse-analytical study of
doctor-patient communication in Chilean Spanish (Unpublished doctoral
dissertation). Monash University, Melbourne, Australia.

Cordella, M. (2004). The dynamic consultation: A discourse analytical study of
doctor-patient communication (Vol. 128.). Amsterdam, The Netherlands: John
Benjamins.

Coulthard, M., & Ashby, M. (1975). Talking with the doctor, 1. The Journal of
Communication, 25(3), 140-147. doi:10.1111/j.1460-2466.1975.tb00616.x
Coulthard, M., & Ashby, M. (1976). A linguistic description of doctor-patient
interviews. In M. Wadsworth & D. Robinson (Eds.), Studies in everyday

medical life (pp. 69-88). London, England: Martin Robertson.

256



Coupland, J., Robinson, J. D., & Coupland, N. (1994). Frame negotiation in doctor-
elderly patient consultations. Discourse & Society, 5(1), 89-124. doi:10
.1177/0957926594005001005

Cox, C. L., Turner, R., & Blackwood, R. (2004). History taking. In C. L. Cox & R.
Turner (Eds.), Physical assessment for nurses (pp. 6-21). Oxford, England:
Blackwell.

biang, T. (2014). Giam tai bénh vién [Limiting overloading situation in hospitals].
Thira Thién Hué Online [Thua Thien Hue Online]. Retrieved from http://www
.baothuathienhue.vn/?gd=1&cn=367&newsid=1-13-41438

Davidson, J. (1984). Subsequent versions of invitations, offers, requests, and
proposals dealing with potential or actual rejection. In J. M. Atkinson & J.
Heritage (Eds.), Structures of social action: Studies in conversation analysis
(Vol. 7, pp. 102-128). Paris, France: Cambridge University Press.

De Laender, N. (2011). Socio-economic status of the patient and doctor-patient
communication: Does it make a difference? (Unpublished master’s thesis).
Ghent University, Belgium.

DeBonis, S. (1995). Children of the enemy: Oral histories of Vietnamese Amerasians
and their mothers. Jefferson, NC: McFarland.

Dent, E., Brown, R., Dowsett, S., Tattersall, M., & Butow, P. (2005). The Cancode
interaction analysis system in the oncological setting: Reliability and validity of
video and audio tape coding. Patient Education & Counseling, 56(1), 35-44.
doi:10.1016/j.pec.2003.11.010

Deppermann, A., & Spranz-Fogasy, T. (2011). Doctors’ questions as displays of
understanding. Communication & Medicine, 8(2), 111-122. doi:10.1558/cam
v8i2.111

Di¢p, B. Q. (2003). Ngit phdp tiéng Viét [Vietnamese grammar] (7th ed. Vol. 1).
Hanoi, Vietnam: Nha Xuit Ban Gido Duc Viét Nam [Vietnamese Education
Publisher].

Do, T. T. (2009). Ngit diéu tiéng Viét [Vietnamese intonation]. Hanoi, Vietnam: Nha
xuét ban bai hoc Quéc gia Ha N6i [Hanoi National University Publisher].
Domingo, C. B. (2010). Doctor-patient communication in the medical interaction:

Context, implications, and practice (Unpublished doctoral dissertation).

University of Texas, Austin, TX.

257



Drew, P. (1991). Asymmetries of knowledge in conversational interactions. In I.
Markova & F. Foppa (Eds.), Asymmetries in dialogue (pp. 29-48). Hemel
Hempstead, England: Harvester Wheatsheaf.

Drew, P. (1992). Contested evidence in courtroom cross-examination: The case of a
trial for rape. In P. Drew & J. Heritage (Eds.), Talk at work: Interaction in
institutional ~ settings (pp. 470-520). Cambridge, England: Cambridge
University Press.

Drew, P. (1997). ‘Open’ class repair initiators in response to sequential sources of
troubles in conversation. Journal of Pragmatics, 28(1), 69-101. doi:10.1016
/S0378-2166(97)89759-7

Drew, P., & Heritage, J. (1992). Analysing talk at work: An introduction. In P. Drew
& J. Heritage (Eds.), Talk at work: Interaction in institutional settings (Vol. 8.,
pp- 3-65). Cambridge, England: Cambridge University Press.

Drew, P., & Heritage, J. (2006a). Conversation analysis. London, England: Sage
Publications.

Drew, P., & Heritage, J. (2006b). Editors’ introduction. In P. Drew & J. Heritage
(Eds.), Conversation analysis (pp. xxi-xxxvii). London, England: Sage
Publications.

Drew, P., Chatwin, J., & Collins, S. (2006). Conversation analysis: A method for
research into interactions between patients and health-care professionals. In P.
Drew & J. Heritage (Eds.), Conversation analysis (Vol. IV, pp. 27-47).
Thousand Oaks, CA: Sage Publications.

Duiker, W. J. (1983). Vietnam: Nation in revolution. Boulder, CO: Westview Press.

Duong, T., & Anh, L. (2018). Nhiéu bénh vién qua tai lo ling [Concerns of many
overloaded hospitals]. Tuéi Tré Online [Tuoi Tre Online]. Retrieved from
https://tuoitre.vn/nhieu-benh-vien-qua-tai-lo-lang-20180110095444751.htm

Dyche, L., & Swiderski, D. (2005). The effect of physician solicitation approaches
on ability to identify patient concerns. Journal of General Internal Medicine,
20(3), 267-270. doi:10.1111/j.1525-1497.2005.40266.x

Edwards, D. (1995). Sacks and psychology. Theory & Psychology, 5(4), 579-596.
doi:10.1177/0959354395054006

Edwards, V., & Phan, A. (2013). Managers and management in Vietnam: 25 years of

economic renovation (Doi moi). New York, NY: Routledge.

258



Emanuel, E. J., & Emanuel, L. L. (1992). Four models of the physician-patient
relationship. JAMA: The Journal of the American Medical Association,
267(16), 2221-2226. doi:10.1001/jama.1992.03480160079038

Enfield, N. J. (2012). Reference in conversation. In J. Sidnell & T. Stivers (Eds.),
The handbook of conversation analysis (Vol. 121, pp. 433-454). Chichester,
England: John Wiley & Sons.

Eurostat Statistics Explained. (2017). Healthcare resource statistics - beds. Retrieved
from http://ec.europa.eu/eurostat/statistics-explained/index.php/Healthcare_
resource_statistics_-_beds#Further_Eurostat_information

Fancher, T. L., Ton, H., Meyer, L. O., HO, T., & Paterniti, D. A. (2010). Discussing
depression with Vietnamese American patients. Journal of Immigrant and
Minority Health, 12(2), 263-266. doi:10.1007/s10903-009-9234-y

Farris, M. (2012). Lexical and grammatical properties of personal pronouns in
Vietnamese: Deicticity and relationships. Rocznik Orientalistyczny, 65(1), 41-
50. Retrieved from http://cejsh.icm.edu.pl/cejsh/element/bwmetal.element

Fink, R. (2000). Pain assessment: The cornerstone to optimal pain management.
Proceedings of Baylor University Medical Center, 13(3), 236-239.
Retrieved from https://www.ncbi.nlm.nih.gov/pubmed/16389388

Finset, A. (2014). 50 years of research on the effect of physician communication
behaviour on health outcomes. Patient Education & Counselling, 96(1),
1-2. doi:10.1016/j.pec.2014.05.018.

Fisher, S. (1983). Doctor talk/patient talk: How treatment decisions are negotiated in
doctor-patient communication. In A. D. Todd & S. Fisher (Eds.), The social
organization of doctor-patient communication (pp. 135-158). Washington,
D.C.: Centre for Applied Linguistics.

Fisher, S., & Groce, S. B. (1990). Accounting practices in medical interviews.
Language in Society, 19(2), 225-250. doi:10.1017/S004740450001438X

Fisher, S., & Todd, A. D. (1986). Discourse and institutional authority: Medicine,
education, and law (Vol. 19.). Norwood, NJ: Ablex.

Ford, C. E., & Thompson, S. A. (1996). Interactional units in conversations:
Syntactic, intonational, and pragmatic resources for the management of turns.
In E. Ochs, E. A. Schegloff & S. A. Thompson (Eds.), Interaction and

grammar. Cambridge, England: Cambridge University Press.

259



Franke, K. E. (2011). Between institutional talk and everyday conversation: The
language use of television (Unpublished doctoral dissertation). Braunschweig
University of Technology, Germany.

Frankel, R., & Beckman, H. (1982). Impact: An interaction-based method for
preserving and analyzing clinical transactions. In L. Pettegrew (Ed.),
Explorations in provider and patient interaction (pp. 71-85). Louisville, KY:
Humana Press.

Gafaranga, J., & Britten, N. (2007). Patient participation in formulating and opening
sequences. In S. Collins, N. Britten, J. Ruusuvuori, & A. Thompson (Eds.),
Patient participation in health care consultations: Qualitative perspectives (pp.
104-120). Maidenhead, England: Open University Press.

Garcez, A., Duarte, R., & FEisenberg, Z. (2011). Production and analysis of video
recordings in qualitative research. Educagdo e Pesquisa, 37(2), 249-261.
doi:10.1590/S1517-97022011000200003

Gardner, R. (2001). When listeners talk: Response tokens and listener stance.
Philadelphia, PA: John Benjamins.

Gardner, R. (2007). The “right” connections: Acknowledging epistemic progression
in talk. Language in Society, 36(3), 319-341. doi:10.1017/S0047404507070
169

Gardner, R., & Mushin, L. (2007). Post-start-up overlap and disattentiveness in talk in
a Garrwa community. Australian Review of Applied Linguistics, 30(3), 35.1-
35.14. doi:10.1075/aral.30.3.06gar

General Statistics Office of Vietnam. (2017). Statistical handbook of Vietnam 2016.
Hanoi, Vietnam: Statistical Publishing House.

General Statistics Office of Vietnam. (2018). Khdch quoc té dén Viét Nam thdng 12
va cd nam 2017 [Foreign visitors to Vietnam in December and in the year of
2017]. Retrieved from http://vietnamtourism.gov.vn/index.php/items/25583

Gill, V. T., & Maynard, D. W. (2006). Explaining illness: Patients’ proposals and
physicians’ responses. In J. Heritage & D. Maynard (Eds.), Communication in
medical care: Interaction between primary care physicians and patients (pp.
115-150). Cambridge, England: Cambridge University Press.

Gill, V. T., & Roberts, F. (2012). Conversation analysis in medicine. In J. Sidnell &
T. Stivers (Eds.), The handbook of conversation analysis (pp. 575-592).
Chichester, England: Wiley-Blackwell.

260



Goffman, E. (1967). Interaction ritual: Essays on face-to-face behaviour. Garden
City, NY: Anchor Books.

Goffman, E. (1983). The interaction order. American Sociological Review, 48(1), 1-
17. Retrieved from https://www jstor.org/stable/2095141

Goodwin, C. (1979). The interactive construction of a sentence in natural
conversation. In G. Psathas (Ed.), Everyday language: Studies in
ethnomethodology (pp. 97-121). New York, NY: Irvington Publishers.

Goodwin, C., & Goodwin, M. H. (1987). Concurrent operations on talk: Notes on the
interactive organization of assessments. IPRA Papers in Pragmatics, 1(1), 1-
54. doi:10.1075/iprapip.1.1.01goo

Goodwin, C., & Heritage, J. (1990). Conversation analysis. Annual Review of
Anthropology, 19(1), 283-307. doi:10.1146/annurev.an.19.100190.001435

Gordon, S., Evans, D., Shapiro, N. B., & Pang, L. (2009). Vietnamese culture:
Influences and implications for health care. Molina Health Care, 1-9. Retrieved
from http://www.molinahealthcare.com/providers/nm/medicaid/resource/PDF
/health_nm_vietnameseculture-influencesandimplicationsforhealthcare
_materialandtest.pdf

Goto, M., & Takemura, Y. C. (2016). Which medical interview skills are associated
with patients’ verbal indications of undisclosed feelings of anxiety and
depressive feelings? Asia Pacific Family Medicine, 15(2), 2-6. doi:10.1186
/s12930-016-0027-x

Greatbatch, D. (1988). A turn-taking system for British news interviews. Language
in Society, 17(3), 401-430. doi:10.1017/S0047404500012963

Greene, M. G., Adelman, R. D., Charon, R., & Hoffman, S. (1986). Ageism in the
medical encounter: An exploratory study of the doctor-elderly patient
relationship. Language & Communication, 6(1), 113-124. doi:10.1016/0271-
5309(86)90010-8

Gudykunst, W. B., & Matsumoto, Y. (1996). Cross-cultural variability of
communication in personal relationships. In W. B. Gudykunst, S. Ting-
Toomey, & T. Nishida (Eds.), Communication in personal relationships across
cultures (pp. 19-56). Thousand Oaks, CA: Sage Publications.

Ha Linh. (2017). Pé mé réng doi nwong tham gia bdo hiém y té [On increasing the

number of medical-insurance participants]. Retrieved from http://www

261



.nhandan.com.vn/chinhtri/item/33426202-de-mo-rong-doi-tuong-tham-gia-bao-
hiem-y-te.html

Ha, J. F., & Longnecker, N. (2010). Doctor-patient communication: A review. The
Ochsner Journal, 10(1), 38-43. Retrieved from https://www.ncbi.nlm.nih
.gov/pmc/articles/PMC3096184/

Haines, D. W. (2006). The limits of kinship: South Vietnamese households, 1954-
1975. DeKalb, IL: Southeast Asia Publications.

Halkowski, T. (2006). Realizing the illness: Patients’ narratives of symptom
discovery. In J. Heritage & D. W. Maynard (Eds.), Communication in medical
care: Interaction between primary care physicians and patients (pp. 86-114).
Cambridge, England: Cambridge University Press.

Hall, J. A., & Roter, D. (2006). Doctors talking with patients/patients talking with
doctors: Improving communication in medical visits. Westport, CT: Praeger.

Hall, J. A., Gulbrandsen, P., & Dahl, F. A. (2014). Physician gender, physician
patient-centred behaviour, and patient satisfaction: A study in three practice
settings within a hospital. Patient Education & Counselling, 95(3), 313-318.
doi:10.1016/j.pec.2014.03.015

Han, C.-H. (2002). Interpreting interrogatives as rhetorical questions. Lingua, 112(3),
201-229. doi: 10.1016/S0024-3841(01)00044-4

Harres, A. (1998). ‘But basically you’re feeling well, are you?’: Tag questions in
medical consultations. Health Communication, 10(2), 111-123. doi:10.1207
/s15327027hc1002_1

Haussamen, B., Benjamin, A., Kolln, M., & Wheeler, R. S. (2003). Grammar alive!
A guide for teachers. Urbana, IL: The National Council of Teachers of English.

Hayano, K. (2012). Question design in conversation. In J. Sidnell & T. Stivers (Eds.),
The handbook of conversation analysis (pp. 395-414). Chichester, England:
Wiley-Blackwell.

Hayashi, M. (2012). Turn allocation and turn sharing. In J. Sidnell & T. Stivers
(Eds.), The handbook of conversation analysis (Vol. 121, pp. 167-190).
Chichester, England: Wiley-Blackwell.

Heath, C. (1982). The display of recipiency: An instance of a sequential relationship
in speech and body movement. Semiotica, 42(2-4), 147-168. doi:10.1515/semi
.1982.42.2-4.147

262



Heath, C. (1992). The delivery and reception of diagnosis and assessment in the
general practice consultation. In P. Drew & J. Heritage (Eds.), Talk at work
(pp- 235-267). Cambridge, England: Cambridge University Press.

Heath, C. (2006). Body work: The collaborative production of the clinical object. In
J. Heritage & D. W. Maynard (Eds.), Communication in medical care:
Interaction between primary care physicians and patients (Vol. 20., pp. 185-
213). Cambridge, England: Cambridge University Press.

Hein, N., & Wodak, R. (1987). Medical interviews in internal medicine: Some
results of an empirical investigation. Text-Interdisciplinary Journal for the
Study of Discourse, 7(1), 37-66. doi:10.1515/text.1.1987.7.1.37

Hepburn, A., & Bolden, G. B. (2012). The conversation analytic approach to
transcription. In J. Sidnell & T. Stivers (Eds.), The handbook of conversation
analysis (pp. 57-76). Chichester, England: Wiley-Blackwell.

Hepburn, A., & Bolden, G. (2017). Transcribing for social research. London,
England: Sage Publications.

Heritage, J. (1984a). A change-of-state token and aspects of its sequential placement.
In J. M. Atkinson & J. Heritage (Eds.), Structures of social action: Studies in
conversation analysis (pp. 299-345). Cambridge, England: Cambridge
University Press.

Heritage, J. (1984b). Garfinkel and ethnomethodology. New York, NY: Polity Press.

Heritage, J. (1984c). Preference, pre-sequence and the timing of social solidarity. In
J. Heritage (Ed.), Garfinkel and ethnomethodology (pp. 265-280). Cambridge,
England: Polity Press.

Heritage, J. (1997). Conversation analysis and institutional talk: Analyzing data. In
D. Silverman (Ed.), Qualitative research: Theory, method and practice (pp.
161-182). London, England: Sage Publications.

Heritage, J. (1998). Conversation analysis and institutional talk: Analyzing
distinctive turn-taking systems. In S. Cmejrkovd, J. Hoffmannovd, & O.
Miillerova (Eds.), Dialoganalyse VI (Volume 2): Proceedings of the 6th
International Congress of IADA - International Association for Dialog
Analysis (pp. 3-17). Tiibingen, Germany: Niemeyer.

Heritage, J. (2005). Conversation analysis and institutional talk. In R. E. Sanders &
K. L. Fitch (Eds.), Handbook of language and social interaction (pp. 103-147).

London, England: Lawrence Erlbaum Associates.

263



Heritage, J. (2010). Conversation analysis: Practices and methods. In D. Silverman
(Ed.), Qualitative sociology (pp. 208-230). London, England: Sage
Publications.

Heritage, J. (2012). Epistemics in action: Action formation and territories of
knowledge. Research on Language and Social Interaction, 45(1), 1-29. doi:
10.1080/08351813.2012.646684

Heritage, J. (2018a). The ubiquity of epistemics: A rebuttal to the ‘epistemics of
epistemics’  group. Discourse  Studies, 20(1), 14-56. doi:10.1177
/1461445617734342

Heritage, J. (2018b). Turn-initial particles in English: The cases of oh and well. In J.
Heritage & M.-L. Sorjonen (Eds.), Between turn and sequence: Turn-initial
particles across languages (pp. 149-184). Philadelphia, PA: John Benjamins.

Heritage, J., & Atkinson, J. M. (1984). Introduction. In J. M. Atkinson & J. Heritage
(Eds.), Structures of social action: Studies in conversation analysis (pp. 1-15).
Cambridge, England: Cambridge University Press.

Heritage, J., & Clayman, S. (2010). Talk in action: Interactions, identities, and
institutions (Vol. 38.). Malden, MA: Wiley-Blackwell.

Heritage, J., & Greatbatch, D. (1986). Generating applause: A study of rhetoric and
response at party political conferences. American Journal of Sociology, 92,
110-157. doi:10.1086/228465

Heritage, J., & Greatbatch, D. (1989). On the institutional character of institutional
talk: The case of news interviews. Paper presented at Discourse in Professional
and Everyday Culture, Linkoping, Sweden.

Heritage, J., & Maynard, D. W. (2006a). Introduction: Analysing interaction between
doctors and patients in primary care encounters. In J. Heritage & D. W.
Maynard (Eds.), Communication in medical care: Interaction between primary
care physicians and patients (Vol. 1, pp. 1-21). New York, NY: Cambridge
University Press.

Heritage, J., & Maynard, D. W. (2006b). Problems and prospects in the study of
physician-patient interaction: 30 years of research. Annual Review of
Sociology, 32(1), 351-374. doi:10.1146/annurev.soc.32.082905.093959

Heritage, J., & Robinson, J. D. (2006a). Accounting for the visit: Giving reasons for

seeking medical care. In J. Heritage & D. Maynard (Eds.), Communication in

264



medical care: Interaction between primary care physicians and patients (pp.
48-85). Cambridge, England: Cambridge University Press.

Heritage, J., & Robinson, J. D. (2006b). The structure of patients’ presenting
concerns: Physicians’ opening questions. Health Communication, 19(2), 89-
102. do0i:10.1207/s15327027hc1902_1

Heritage, J., & Robinson, J. D. (2011). ‘Some’ vs. ‘any’ medical issues: Encouraging
patients to reveal their unmet concerns. In C. Antaki (Ed.), Applied
conversation analysis: Intervention and change in institutional talk (pp. 15-31).
Basingstoke, England: Palgrave Macmillan.

Heritage, J., & Sefi, S. (1992). Dilemmas of advice: Aspects of the delivery and
reception of advice in interactions between health visitors and first-time
mothers. In P. Drew & J. Heritage (Eds.), Talk at work: Interaction in
institutional ~ settings (pp. 359-417). Cambridge, England: Cambridge
University Press.

Heritage, J., Robinson, J. D., Elliott, M. N., Beckett, M., & Wilkes, M. (2007).
Reducing patients’ unmet concerns in primary care: The difference one word
can make. Journal of General Internal Medicine, 22(10), 1429-1433. doi:10
.1007/s11606-007-0279-0

Heron, J. (1976). A six-category intervention analysis. British Journal of Guidance
& Counselling, 4(2), 143-155. Retrieved from http://www.tandfonline
.com/doi/abs/10.1080/03069887608256308

Hesdorffer, D. C., Hauser, W. A., Annegers, J. F., & Rocca, W. A. (1996). Severe,
uncontrolled hypertension and adult-onset seizures: A case-control study in
Rochester, Minnesota. Epilepsia, 37(8), 736. doi:10.1111/j.1528-1157.1996
.tb00644.x

Himmelmann, N. P. (1996). Demonstratives in narrative discourse: A taxonomy of
universal uses. In B. A. Fox (Ed.), Studies in anaphora (pp. 205-254).
Amsterdam, The Netherlands: John Benjamins.

Hindmarsh, J. & Heath, C. (2000). Embodied reference: A study of deixis in
workplace interaction. Journal of Pragmatics, 32(12), 1855-1878.
doi:10.1016/S0378-2166(99)00122-8

Ho, T. B. (1997). Vietnamese-English bilinguals in Melbourne: Social relationships

in code-switching of personal pronouns. Monash University Linguistics Papers,

265



1(1), 41-51. Retrieved from http://search.informit.com.au/documentSummary
;dn=322250958933600;res=IELHSS

Hoang, C. T. (1989). Tiéng Viét trén cdc mién ddt nwée: Phwong ngit hoc
[Vietnamese in different regions: Dialectology]. Hanoi, Vietnam: Nha Xuét
Ban Khoa Hoc X3 Hoi [Social Science Publisher].

Hoang, H. (2008). Language and cultural barriers of Asian migrants in accessing
maternal care in Australia. The International Journal of Language, Society &
Culture, 26, 55-61. doi:10.1.1.597.5235

Hoey, E. M., & Kendrick, K. H. (2018). Conversation analysis. In A. M. de Groot &
P. Hagoort (Eds.), Research methods in psycholinguistics and the neurobiology
of language: A practical guide (Vol. 9, pp. 151-173). Oxford, England: Wiley-
Blackwell.

Hofstede, G. (2001). Culture’s consequences: Comparing values, behaviours,
institutions, and organizations across nations. Thousand Oaks, CA: Sage
Publications.

Holst, M. A. (2010). Japanese doctor-patient discourse: An investigation into
cultural and institutional influences on patient-centred communication
(Unpublished doctoral dissertation). University of Edinburgh, Scotland.

Holstein, J. A., & Gubrium, J. F. (2004). The active interview. In D. Silverman (Ed.),
Qualitative research: Theory, method and practice (2nd ed., pp. 140-161).
London, England: Sage Publications.

Hort, K., Khuong, T. A., Tran, O. T. M., Trinh, T. N., Nguyén, P. H., & Nguyén, H.
T. M. (2011). The growth of non-state hospitals in Vietnam: Implications for
policy and regulatory options. Retrieved from http://ni.unimelb.edu.au/__data
/assets/pdf_file/0005/530564/non-state-hospitals-vietnam.pdf

Howe, A. (1997). Refusal of videorecording: What factors may influence patient
consent? Family Practice, 14(3), 233-237. doi:10.1093/fampra/14.3.233

Hutchby, 1., & Wooffitt, R. (1998). Conversation analysis. Cambridge, England:
Polity Press.

Huynh, S. P. (2016). Ngudi Viét va théi quen tu dau doc chinh minh [Vietnamese
people and their self-poisoning habits]. Bdo Xdy Dung
[Construction Newspaper]. Retrieved from http://www.baoxaydung
.com.vn/news/vn/suc-khoe/nguoi-viet-va-thoi-quen-tu-dau-doc-chinh-

minh.html

266



Huynh, T. D. (1989). Introduction to Vietnamese culture. San Diego, CA: San Diego
State University.

[jas-Kallio, T., Ruusuvuori, J., & Peridkyld, A. (2010). Patient involvement in
problem presentation and diagnosis delivery in primary care. Communication
& Medicine, 7(2), 131-141. doi:10.1558/cam.v7i2.131

Iragiliati, E. (2012). Doctor-patient communication and preferred terms of address:
Respect and kinship system (a pragmatic study). Makara Seri Sosial
Humaniora, 16, 9-18. doi:10.7454/mssh.v16i1.1124

Irish, J. T., & Hall, J. A. (1995). Interruptive patterns in medical visits: The effects of
role, status and gender. Social Science & Medicine (1982), 41(6), 873-881.
doi:10.1016/0277-9536(94)00399-E

Ishikawa, H., & Yamazaki, Y. (2005). How applicable are Western models of
patient-physician relationship in Asia?: Changing patient-physician relationship
in contemporary Japan. International Journal of Japanese Sociology, 14, 84-
93. doi:10.1111/5.1475-6781.2005.00070.x

Jefferson, G. (1981). The abominable ‘ne?’: A working paper exploring the
phenomenon of post-response pursuit of response. Manchester, England:
Department of Sociology, University of Manchester.

Jefferson, G. (1984). Notes on some orderlinesses of overlap onset. In V. D’Urso &
P. Leonardi (Eds.), Discourse analysis and natural rhetoric (pp. 11-38). Padua,
Italy: Cleup Editore.

Jefferson, G. (1988). On the sequential organization of troubles-talk in ordinary
conversation. Social Problems, 35(4), 418-441. doi:10.1525/sp.1988.35.4.03a
00070

Jefferson, G. (1989). Preliminary notes on a possible metric which provides for a
‘standard maximum’ silence of approximately one second in conversation. In
D. Roger & P. Bull (Eds.), Conversation: An interdisciplinary perspective (pp.
166-196). Clevedon, England: Multilingual Matters.

Jefferson, G. (1990). List construction as a task and resource. In G. Psathas (Ed.),
Interaction competence (pp. 63-92). Washington, D.C.: University Press of
America.

Jefferson, G. (2004a). A sketch of some orderly aspects of overlap in natural
conversation. In G. H. Lerner (Ed.), Conversation analysis: Studies from the

first generation (pp. 43-59). Philadelphia, PA: John Benjamins.

267



Jefferson, G. (2004b). Glossary of transcript symbols with an introduction. In G.
Lerner (Ed.), Conversation analysis: Studies from the first generation (pp. 13-
31). Philadelphia, PA: John Benjamins.

Jenkins, L., Cosgrove, J., Ekberg, K., Kheder, A., Sokhi, D., & Reuber, M. (2015). A
brief conversation analytic communication intervention can change history-
taking in the seizure clinic. Epilepsy & Behaviour, 52, 62-67. doi:10.1016/]
.yebeh.2015.08.022

John, M. (2013). From Osler to the cone technique. HSR Proc Intensive Care
Cardiovasc Anesth, 5(1), 57-58. Retrieved from https://www.ncbi. nlm.nih
.gov/pubmed/23734290

Kadar, D. Z., & Mills, S. (2011). Politeness in East Asia. Cambridge, England:
Cambridge University Press.

Kaplan, S. H., Greenfield, S., & Ware, J. E. (1989). Assessing the effects of
physician-patient interactions on the outcomes of chronic disease. Medical
Care, 27(3), 110-127. doi:10.1097/00005650-198903001-00010

Kearney, T., Robinson, J. D., & Venetis, M. K. (2015). Breast-cancer patients’
participation behavior and coping during pre-surgical consultations: A pilot
study. Health Communication, 30(1), 19-25. doi:10.1080/10410236.2014.943
633

Kendall, P. S. (2004). Expertise and patient-centeredness: Examining the doctor-
patient interaction (Unpublished doctoral dissertation). University of
Minnesota, Minneapolis, MN.

Kidwell, M. (2012). Interaction among children. In J. Sidnell & T. Stivers (Eds.), The
handbook of conversation analysis (pp. 511-532). Chichester, England: Wiley-
Blackwell.

Kitzinger, C. (2012). Repair. In J. Sidnell & T. Stivers (Eds.), The handbook of
conversation analysis (Vol. 121, pp. 229-256). Chichester, England: Wiley-
Blackwell.

Kirby, J. (2010). Dialect experience in Vietnamese tone perception. The Journal of
the Acoustical Society of America, 127(6), 3749-3757. doi: 10.1121/1.3327793

Kobayashi, F. (2004). Job stress and stroke and coronary heart disease. Japan
Medical Association  Journal, 47(5), 222-226. Retrieved from
http://www.med.or.jp/english/pdf/2004_05/222_226.pdf

268



Koenig, C. J. (2008). The interactional dynamics of treatment counseling in primary
care (Unpublished doctoral dissertation). University of California, Los
Angeles, CA.

Koenig, C. J. (2011). Patient resistance as agency in treatment decisions. Social
Science & Medicine, 72(7), 1105-1114. doi:10.1016/j.socscimed.2011.02.010

Korsch, B. M., Gozzi, E. K., & Francis, V. (1968). Gaps in doctor-patient
communication. [. Doctor-patient interaction and patient satisfaction.
Paediatrics, 42, 855-871. Retrieved from http://pediatrics.aappublications.org
/content/42/5/855

LaBorde, P. (1996). Ethnomed: Vietnamese cultural profile. Retrieved from https:
/lethnomed.org/culture/vietnamese/vietnamese-cultural-profile

Labov, W., & Fanshel, D. (1977). Therapeutic discourse: Psychotherapy as
conversation. New York, NY: Academic Press.

Labov, W., & Waletzky, J. (1997). Narrative analysis: Oral versions of personal
experience. Journal of Narrative & Life History, 7, 3-38. doi:10.1075/jnlh
.7.1-4.02nar

Laidsaar-Powell, R. C., Butow, P. N., Bu, S., Charles, C., Gafni, A., Lam, W. W. T.,
. . . Juraskova, 1. (2013). Physician-patient-companion communication and
decision-making: A systematic review of triadic medical consultations. Patient
Education & Counseling, 91(1), 3-13. doi:10.1016/j.pec.2012.11.007

LASAHIL. (2014). Retrieved from http://moj.gov.vn/vbpg/lists/vn%20bn%?20php
%20lut/view_detail.aspx?itemid=29011

Lg, D. T. H. (2011). Some issues in using third person singular pronouns He/She in
English and Vietnamese languages. VNU Journal of Science, Foreign
Languages, 27, 30-36. Retrieved from https://js.vnu.edu.vn/FS/article/view
/1461

LE, T. P. (2011). Transnational variation in linguistic politeness in Vietnamese:
Australia and Vietnam (Unpublished doctoral dissertation). Victoria
University, Melbourne, Australia.

L&, T. Q. (2004). Nghién ciru doi chiéu cdc ngoén ngit [A study on contrasting
languages]. Hanoi, Vietnam: Nha Xuét Ban Dai Hoc Qudc Gia Ha Noi [Hanoi

National University Publisher].

269



Lee, S.-H. (2012). Response design in conversation. In J. Sidnell & T. Stivers (Eds.),
The handbook of conversation analysis (pp. 415-432). Chichester, England:
Wiley-Blackwell.

Lerner, G. H. (2006). On the syntax of sentences-in-progress. In P. Drew & J.
Heritage (Eds.), Conversation analysis (Vol. 1, pp. 49-69). London, England:
Sage Publications.

Levinson, S. C. (1983). Pragmatics. Cambridge, England: Cambridge University
Press.

Levis, J. M. (1999). The intonation and meaning of normal yes/no questions. World
Englishes, 18(3), 373-380. doi:10.1111/1467-971X.00150

Ley, P. (1988). Communicating with patients: Improving communication,
satisfaction, and compliance. London, England: Croom Helm.

Li, H. Z., Koehn, C., Desroches, N. G., Yum, Y.-O., & Deagle, G. (2007).
Asymmetrical talk between physicians and patients: A quantitative discourse
analysis. Canadian Journal of Communication, 32, 419-433. doi:10.22230
/cjc.2007v32n3a1959

Lichstein, P. R. (1990). The medical interview. In W. D. Hall, J. W. Hurst, & H. K.
Walker (Eds.), Clinical methods: The history, physical, and laboratory
examinations (pp. 29-36). Boston, MA: Butterworths.

Liddicoat, A. J. (2007). An introduction to conversation analysis. New York, NY:
Continuum.

Luong, H. N., & L&, D. V. (2008). Nghién cutu loi chao cua nguwoi Viét va so sdanh
voi loi chao cua nguoi Phdp [A study on Vietnamese greetings in comparison
with French]. Paper presented at a conference for research students, Da Nang
University, Vietnam.

Luong, H. V. (1987). Plural markers and personal pronouns in Vietnamese person
reference: An analysis of pragmatic ambiguity and native models.
Anthropological Linguistics, 29(1), 49-70. Retrieved from https://www.jstor
.org/stable/30028089

Luong, H. V. (1990). Discursive practices and linguistic meanings: The Vietnamese
system of person reference. Amsterdam, The Netherlands: John Benjamins.

Luu, N. T. K. (2010). A brief comparison of Vietnamese intonation and English

intonation and its implications for teaching English intonation to Vietnamese

270



EFL learners. VNU Journal of Science, Foreign Languages, 26, 171-180.
Retrieved from https://js.vnu.edu.vn/FS/article/view/2554

Maguire, P., Faulkner, A., Booth, K., Elliott, C., & Hillier, V. (1996). Helping cancer
patients disclose their concerns. European Journal of Cancer, 32(1), 78-81.
doi:10.1016/0959-8049(95)00527-7

Markee, N. (2000). Conversation analysis. Mahwah, NJ: Lawrence Erlbaum.

Markle, D. T., West, R. E., & Rich, P. J. (2011). Beyond transcription: Technology,
change, and refinement of method. Forum Qualitative Sozialforschung, 12(3),
Art. 21. Retrieved from http://nbn-.resolving.de/urn:nbn:de:0114-fqs1103216

Marks-Haack, L. A. (1992). The organization of conversation between dental
students and patients: A conversation analysis perspective (Unpublished
master’s thesis). Marquette University, Milwaukee, WI.

Marr, D. G. (1981). Vietnamese tradition on trial, 1920-1945. Berkeley, CA:
University of California Press.

Marvel, M. K., Epstein, R. M., Flowers, K., & Beckman, H. B. (1999). Soliciting the
patient’s agenda: Have we improved? Journal of the American Medical
Association, 281(3), 283-287. doi:10.1001/jama.281.3.283

Matsuda, S. (1997). An introduction to the health system in Vietnam. Environmental
Health & Preventive Medicine, 2(3), 99-104. doi:10.1007/BF02931974

Maynard, D. W. (1992). On clinicians co-implicating recipients’ perspective in the
delivery of diagnostic news. In P. Drew & J. Heritage (Eds.), Talk at work:
Interaction in institutional settings (Vol. 8., pp. 331-358). Cambridge, England:
Cambridge University Press.

Maynard, D. W. (1997). The news delivery sequence: Bad news and good news in
conversational interaction. Research on Language & Social Interaction, 30(2),
93-130. doi:10.1207/s1532797311s13002_1

Maynard, D. W. (2003). Bad news, good news: Conversational order in everyday
talk and clinical settings. Chicago, IL: University of Chicago Press.

Maynard, D. W. (2012). Everyone and no one to turn to: Intellectual roots and
contexts for conversation analysis. In J. Sidnell & T. Stivers (Eds.), The
handbook of conversation analysis (pp. 11-31). Chichester, England: Wiley-
Blackwell.

271



Maynard, D., & Clayman, S. (2003). Ethnomethodology and conversation analysis.
In L. Reynolds & N. Herman-Kinney (Eds.), Handbook of symbolic
interactionism (pp. 173-202). Walnut Creek, CA: Altamira Press.

Maynard, D. W., & Heritage, J. (2005). Conversation analysis, doctor-patient
interaction and medical communication. Medical Education, 39(4), 428-435.
doi:10.1111/j.1365-2929.2005.02111.x

McDaniel, S. H., Campbell, T. L., & Seaburn, D. B. (1990). Family-oriented primary
care: A manual for medical providers. New York, NY: Springer.

McHoul, A. (1978). The organization of turns at formal talk in the classroom.
Language in Society, 7(2), 183-213. doi:10.1017/S0047404500005522

McLeod, M. W., & Nguyén, D. T. (2001). Culture and customs of Vietnam.
Westport, CT: Greenwood Press.

McWhinney, 1. (1989). The need for a transformed clinical method. In M. Stewart &
D. Roter (Eds.), Communicating with medical patients (pp. 25-40). London,
England: Sage Publications.

Mehan, H. (1979). Learning lessons: Social organization in the classroom.
Cambridge, MA: Harvard University Press.

Ministry of Health. (2014). Théng tw quy dinh vé quy tdc vmg xir ciia cong chirc, vién
chike, nguoi lao dong lam viéc tai cdc co so'y té (07/2014/TT-BYT) [Circular on
communication behaviours of medical staff at health centres]. Retrieved from
http://moh.gov.vn/province/Pages/CheDoChinhSachYTe.aspx?ItemID=18

Ministry of Health. (2015). Huwéng dan thiwec hién giao tiép, tmg xir ciia cdn bj y té
[Instruction on communication for medical staff]. Retrieved from http://moh
.gov.vn/news/Pages/DoiMoiY Te.aspx?ItemID=4

Mishler, E. G. (1984). The discourse of medicine: Dialectics of medical interviews
(Vol. 3). Norwood, MA: Greenwood Publishing Group.

Mondada, L. (2003). Working with video: How surgeons produce video records of
their actions. Visual Studies, 18(1), 58-73. doi:10.1080/1472586032000100083

Mondada, L. (2012). The conversation analytic approach to data collection. In J.
Sidnell & T. Stivers (Eds.), The handbook of conversation analysis (pp. 32-56).
Chichester, England: Wiley-Blackwell.

Mondada, L. (2018). Multiple temporalities of language and body in interaction:
Challenges for transcribing multimodality. Research on Language and Social

Interaction, 51(1), 85-106. doi: 10.1080/08351813.2018.1413878

272



National Institute on Aging. (2011). Talking with your older patient: A clinician’s
handbook. Retrieved from https://www.nia.nih.gov/health/publication/talking-
your-older-patient/effective-communication-effective-care

Negron, R. (2012). Audio recording everyday talk. Field Methods, 24(3), 292-309.
doi:10.1177/1525822X11432082

Ngd, B. N. (1999). Elementary Vietnamese. Boston, MA: Tuttle Publishing.

Ngo, B. N., & Tran, H. B. (2001). The Vietnamese language learning framework.
Journal of Southeast Asian Language Teaching, 10, 1-24. doi:10.1.1.383.1935

Nguyén, B. T. (2012). A compare-contrast study on the types and grammatical and
move structures of the English and Vietnamese questions in natural and
classroom communication. Tgp Chi Khoa Hoc Pai Hoc Hué [Journal of
Sciences of Hue University], 70(1), 5-18. Retrieved from http://hueuni.edu.vn
/portal/data/doc/tapchi/1.pdf

Nguyén, C (1994). Barriers to communication between Vietnamese and non-
Vietnamese. In T. X. Nguyén (Ed.), Vietnamese studies in a multicultural
world (pp. 65-72). Melbourne, Australia: Vietnamese Language & Culture
Publications.

Nguyén, G. T. (2006). Chinh sich ngon ngir & Viét Nam qua céc thoi ki lich sir
[Language policy in Vietnam across historical periods]. Tap Chi Ngon ngie
[Journal of Linguistics], 1-10. Retrieved from http://ngonngu.net/index.php?m
=print&p=172

Nguyén, G. T, Barg, F. K., Armstrong, K., Holmes, J. H., & Hornik, R. C. (2007).
Cancer and communication in the health care setting: Experiences of older
Vietnamese immigrants, a qualitative study. Journal of General Internal
Medicine, 23(1), 45-50. doi:10.1007/s11606-007-0455-2

Nguyén, H. B. (2009). Vietnamese. In Comrie, B. (Ed). The world’s major
languages (2nd ed., pp. 677-692). London, England: Routledge.

Nguyén, H. Q. (2014). Bénh vién Trung wong Hué: Pang trong tinh trang qué tai
[Hue Central Hospital: Overloaded conditions]. Stzc Khoé va Poi So’hg [Health
& Life]. Retrieved from http://suckhoedoisong.vn/thoi-su/benh-vien-trung
-uong-hue-ang-trong-tinh-trang-qua-tai-2014061223122431.htm

Nguyén, H. T. (2002). Vietnam: Cultural background for ESL/EFL teachers. The

Review of Vietnamese Studies, 2(1), 1-6. Retrieved from http://www

273



.vietnamesestudies.org/uploads/4/5/8/7/4587788/vietnamforesolteachersvs2002
.pdf

Nguyén, H. T. (2006). Cic phuong tién tu tir va cdc bién phdp tu tir ciia tiéng Viét
[Stylistics devices and systems in Vietnamese]. In T. L. Pinh (Ed.), Phong
cdch hoc tiéng Viét [Vietnamese stylistics] (pp. 142-146). Hanoi, Vietnam: Nha
Xuét Ban Gido Duc Viét Nam [Vietnamese Education Publisher].

Nguyén, H. T. L., & Austin, G. (2018a). Follow-up visits in doctor-patient
communication: The Vietnamese case. International Journal of Society,
Culture & Language, 6(1), 18-30. Available at http://www.ijscl.net/volume
_4936.html

Nguyén, H. T. L., & Austin, G. (2018b). On invoking third parties in Vietnamese
medical communication. Theory and Practice in Language Studies, 8(7), 713-
725. doi:10.17507/tpls.0807.01

Nguyén, H. T. L., Austin, G., & Chau, D. B. (2018). Treatment recommendation in
Vietnamese medical consultations. PEOPLE: International Journal of Social
Sciences, 3(3), 1010-1027. doi:10.20319/pijss.2018.33

Nguyén, H. T. L., Austin, G., Chau, D. B., Nguyén, H. Q., Nguyén, K. H. B, &
Duong, M. T. (2018). Eliciting patients’ health concerns in consulting rooms
and wards in Vietnamese public hospitals. International Journal of Applied
Linguistics & English Literature, 7(2), 121-133. doi:10.7575/aiac.ijalel.v.7n.2p
121

Nguyén, K. T. L. (2010). Gido trinh Tiéng Viét Il [A coursebook on Vietnamese II].
Hanoi, Vietnam: Nha Xuat Ban Pai Hoc Su Pham [Pedagogy University
Publisher].

Nguyén, L. D. (1994). Indochinese cross-cultural communication and adjustment. In
T. X. Nguyén (Ed.), Vietnamese studies in a multicultural world (pp. 44-64).
Melbourne, Australia: Vietnamese Language & Culture Publications.

Nguyén, Q. (2015). Thay thudc nhu me hién [The doctor is regarded as the patient’s
mother], Bdo Pién Tw Pdng Cong San Viét Nam [Online Newspaper of
Vietnamese Communist Party]. Retrieved from http://dangcongsan.vn/tu-lieu-
van-kien/tu-lieu-ve-dang/lich-su-dang/doc-01012201510581046.html

Nguyén, Q. H. (2001). Ngir phdp tiéng Viét [Vietnamese grammar]. Hanoi, Vietnam:
Nha Xuét Ban Tir Dién Bach Khoa [Encyclopedia Publisher].

274



Nguyén, S. D. (2012). Vi trf va vai trd ctia Nho gido trong xa hdi Viét Nam [Position
and role of Confucianism in Vietnamese society]. Triét hoc [Philosophy],
12(10), 16-20. Retrieved from https://www.vanhoanghean.com.vn/chuyen-
muc-goc-nhin-van-hoa/nhung-goc-nhin-van-hoa/vi-tri-va-vai-tro-cua-nho-
giao-trong-xa-hoi-viet-nam

Nguyén, T. C., Nguyén, P. B, Nguyén, H. K., & Tran, B. X. (2015). Cross-learning
experiences of Vietnamese students at Australian universities. International
Journal of Modern Education Research, 2(1), 1-7. Retrieved from http://article
.aascit.org/file/pdf/9400825.pdf

Nguyén, T. B. (2012). Mot s6 ddc diém giao tiép giita bdc si va bénh nhan trong qud
trinh khdm va diéu tri bénh tai Trung tam Y hoc hat nhan va Ung buou va cdc
khoa lam sang tai Bénh vién Bach Mai [Some characteristics of communication
between doctors and patients during consultations and treatment at The Nuclear
Medicine and Oncology Centre and Clinic wards in Bach Mai Hospital]
(Unpublished master’s thesis). University of Social Sciences and Humanities,
Hanoi, Vietnam.

Nishizaka, A. (2011). Response expansion as a practice for raising a concern during
regular prenatal check-ups. Communication & Medicine, 8(3), 247-259. doi:10
.1558/cam.v8i3.247

Nofsinger, R. E. (1990). The conduct of everyday conversation (Vol. 1). Newbury
Park, CA: Sage Publications.

Norman, G., Eva, K., Brooks, L., & Hamstra, S. (2006). Expertise in medicine and
surgery. In K. A. Ericsson, N. Charness, P. J. Feltovich & R. R. Hoffman
(Eds.), The Cambridge handbook of expertise and expert performance (pp.
339-354). New York, NY: Cambridge University Press.

O’Keeffe, A. (2006). Investigating media discourse. London, England: Routledge.

Ohtaki, S., Ohtaki, T., & Fetters, M. D. (2003). Doctor-patient communication: A
comparison of the USA and Japan. Family Practice, 20(3), 276-282. doi:10
.1093/fampra/cmg308

Ong, L. M., de Haes, J. C., Hoos, A. M., & Lammes, F. B. (1995). Doctor-patient
communication: A review of the literature. Social Science & Medicine (1982),

40(7), 903-918. doi:10.1016/0277-9536(94)00155-M

275



Park, Y. (2011). The use of reversed polarity repetitional questions during history
taking. Journal of Pragmatics, 43(7), 1929-1945. doi:10.1016/j.pragma.2011
.01.004

Parsons, T. (1951). The social system. London, England: Routledge & Kegan Paul.

Paul, J., Metcalfe, S., Stirling, L., Wilson, B., & Hodgson, J. (2014). Analyzing
communication in genetic consultations: A systematic review. Patient
Education & Counseling, 98, 15-33. doi:10.1016/j.pec.2014.09.017

Pauwels, A. (1995). Cross-cultural communication in the health sciences:
Communicating with migrant patients. Melbourne, Australia: Macmillan
Education Australia.

Perikyld, A. (1995). AIDS counselling: Institutional interaction and clinical practice
(Vol. 11.). Cambridge, England: Cambridge University Press.

Perikyld, A. (2002). Agency and authority: Extended responses to diagnostic
statements in primary care encounters. Research on Language & Social
Interaction, 35(2), 219-247. doi:10.1207/S15327973RLSI3502_5

Perikyld, A. (2006a). Authority and accountability: The delivery of diagnosis in
primary health care. In P. Drew & J. Heritage (Eds.), Conversation analysis
(Vol. IV, pp. 85-113). Thousand Oaks, CA: Sage Publications.

Perikyld, A. (2006b). Communicating and responding to diagnosis. In J. Heritage &
D. W. Maynard (Eds.), Communication in medical care: Interaction between
primary care physicians and patients (Vol. 20., pp. 214-247). Cambridge,
England: Cambridge University Press.

Pham, H. (2001). Gender in addressing and self-reference in Vietnamese: Variation
and change. In M. Hellinger & H. Bussmann (Eds.), Gender across languages:
The linguistic representation of women and men (Vol. 2, pp. 281-312).
Amsterdam, The Netherlands: John Benjamins.

Pham, N. T. H. (2011). Communicating with Vietnamese in intercultural contexts:
Insights into Vietnamese values. Hue, Vietnam: Nha Xuét Ban Gido Duc Viét
Nam [Vietnamese Education Publisher].

Pham, N. T. H. (2014). Linguistic and cultural constraints in Vietnamese general
practitioners’ act of initiating clinical information-seeking process in first
encounters with outpatients. Theory & Practice in Language Studies, 4(6),
1125-1131. Retrieved from http://www.academypublication.com/issues/past
/tpls/vol04/06/04.pdf

276



Pomerantz, A. (1980). Telling my side: “Limited access” as a “fishing” device.
Sociological Inquiry, 50(3-4), 186-198. doi:10.1111/j.1475-682X.1980
.tb00020.x

Pomerantz, A. (1984a). Agreeing and disagreeing with assessments: Some features
of preferred/dispreferred turn shaped. In J. M. Atkinson & J. Heritage (Eds.),
Structures of social action: Studies in conversation analysis (pp. 57-101).
Cambridge, England: Cambridge University Press.

Pomerantz, A. (1984b). Giving a source or basis: The practice in conversation of
telling ‘how I know’. Journal of Pragmatics, 8(5-6), 607-625. doi:10.1016
/0378-2166(84)90002-X

Pomerantz, A. (1984c¢). Pursuing a response. In J. M. Atkinson & J. Heritage (Eds.),
Structures of social action: Studies in conversation analysis (pp. 152-163).
Cambridge, England: Cambridge University Press.

Pomerantz, A. (2002). How patients handle lay diagnoses during medical
consultations. Paper presented at the Tenth Annual Symposium about
Language and Society Texas Linguistic Forum, Austin, TX.

Pomerantz, A., & Fehr, B. (2011). Conversation analysis: An approach to the
analysis of social interaction. In T. A. Van Dijk (Ed.) Discourse studies: A
multidisciplinary introduction (pp. 165-190). doi:10.4135/9781446289068.n9

Priwitzer, K. (2012). The Vietnamese health care system in change: A policy network
analysis of a Southeast Asian welfare regime. Singapore: Institute of Southeast
Asian Studies.

Psathas, G. (1990). The ‘practices’ of transcription in conversation analysis.
Semiotica, 78, 75-99. doi:10.1515/semi.1990.78.1-2.75

Psathas, G. (1995). Conversation analysis: The study of talk-in-interaction (Vol.
35.). Thousand Oaks, CA: Sage Publications.

Rabab'ah, G., & Abuseileek, A. F. (2012). The pragmatic functions of repetition in
TV discourse. Research in Language, 10(4), 445-460. doi:10.2478/v10015-
012-0004-x

Raymond, G. (2003). Grammar and social organization: Yes/no interrogatives and
the structure of responding. American Sociological Review, 68(6), 939-967.
doi:10.2307/1519752

Roberts, F. D. (1999). Talking about treatment: Recommendations for breast cancer

adjuvant therapy. New York, NY: Oxford University Press.

277



Robinson, J. D. (2003). An interactional structure of medical activities during acute
visits and its implications for patients’ participation. Health Communication,
15(1), 27-57. doi:10.1207/S15327027HC1501_2

Robinson, J. D. (2006). Soliciting patients’ presenting concerns. In J. Heritage & D.
W. Maynard (Eds.), Communication in medical care: Interaction between
primary care physicians and patients (Vol. 20., pp. 22-47). Cambridge,
England: Cambridge University Press.

Robinson, J. D. (2013). Epistemics, action formation, and other-initiation of repair:
The case of partial questioning repeats. In M. Hayashi, G. Raymond, & J.
Sidnell (Eds.), Conversational repair and human understanding (Vol. 30).
Cambridge, England: Cambridge University Press.

Robinson, J. D., & Heritage, J. (2005). The structure of patients’ presenting
concerns: The completion relevance of current symptoms. Social Science &
Medicine, 61(2), 481-493. doi:10.1016/j.socscimed.2004.12.004

Robinson, J. D., & Heritage, J. (2006). Physicians’ opening questions and patients’
satisfaction. Patient Education & Counselling, 60(3), 279-285. doi:10.1016/j
.pec.2005.11.009

Robinson, J. D., & Kevoe-Feldman, H. (2010). Using full repeats to initiate repair on
others’ questions. Research on Language & Social Interaction, 43(3), 232-259.
doi:10.1080/08351813.2010.497990

Robinson, J. D., Tate, A., & Heritage, J. (2015). Agenda-setting revisited: When and
how do primary-care physicians elicit patients’ additional concerns? Patient
Education & Counselling, 99(5), 718-723. doi:10.1016/j.pec.2015.12.009

Rohde, H. (2006). Rhetorical questions as redundant interrogatives. San Diego
Linguistic Papers 7(2), 134-168. Retrieved from http://www.lel.ed.ac.uk
/~hrohde/papers/Rohde.sdlp.paper.2006.pdf

Roter, D. L., & Hall, J. A. (1987). Physician’s interviewing styles and medical
information obtained from patients. Journal of General Internal Medicine:
Official Journal of the Society for Research and Education in Primary Care
Internal Medicine, 2(5), 325-329. doi:10.1007/BF02596168

Roter, D. L., & Hall, J. A. (1992). Doctors talking with patients/patients talking with
doctors: Improving communication in medical visits. Westport, CT: Auburn

House.

278



Roter, D. L., & Hall, J. A. (2004). Physician gender and patient-centred
communication: A critical review of empirical research. Annual Review of
Public Health, 25(1), 497-519. doi:10.1146/annurev.publhealth.25.101802
123134

Roter, D. L., & Hall, J. A. (2006). Doctors talking with patients/patients talking with
doctors: Improving communication in medical visits. Westport, CT: Praeger.

Roter, D. L., & Larson, S. (2002). The Roter interaction analysis system (RIAS):
Utility and flexibility for analysis of medical interactions. Patient Education &
Counselling, 46(4), 243-251. doi:10.1016/S0738-3991(02)00012-5

Roter, D. L., Erby, L. H., Adams, A., Buckingham, C. D., Vail, L., Realpe, A., . . .
Hall, J. A. (2014). Talking about depression: An analogue study of physician
gender and communication style on patient disclosures. Patient Education &
Counseling, 96(3), 339-345. doi:10.1016/j.pec.2014.05.006

Rutkowski, M. (2013). Asymmetry of institutional talk in post-communist Poland: A
linguistic approach. Academic Journal of Interdisciplinary Studies, 2(3), 409-
412. doi:10.5901/ajis.2013.v2n3p409

Sacks, H. (1984). Notes on methodology (edited by Gail Jefferson from various
lectures). In J. M. Atkinson & J. Heritage (Eds.), Structures of social action:
Studies in conversation analysis (pp. 21-27). Cambridge, England: Cambridge
University Press.

Sacks, H. (1987). On the preferences for agreement and contiguity in sequences in
conversation. In G. Button & J. Lee (Eds.), Talk and social organisation (pp.
54-69). Clevedon, England: Multilingual Matters.

Sacks, H. (1995). Lectures on conversation. Oxford, England: Wiley-Blackwell.

Sacks, H., Schegloff, E. A., & Jefferson, G. (1974). A simplest systematics for the
organization of turn-taking for conversation. Language, 50(4), 696-735. doi
:10.17323/1728-192X-2015-1-142-202.

Sarangi, S. (2001). Editorial: On demarcating the space between ‘lay expertise’ and
‘expert laity’. Text - Interdisciplinary Journal for the Study of Discourse, 21(1-
2), 3-11. doi:10.1515/text.1.21.1-2.3

Schegloff, E. A. (1968). Sequencing in conversational openings. American

Anthropologist, 70(6), 1075-1095. doi:10.1525/aa.1968.70.6.02a00030

279



Schegloff, E. A. (1979). The relevance of repair to syntax-for-conversation in
discourse and syntax. In T. Givén (Ed.), Syntax and semantics (Vol. 12, pp.
261-286). New York, NY: Academic Press.

Schegloff, E. A. (1982). Discourse as an interactional achievement: Some uses of
‘uh-huh’ and other things that come between sentences. In D. Tannen (Ed.),
Analyzing discourse: Text and talk (pp. 71-93). Washington, D.C.: Georgetown
University Press.

Schegloff, E. A. (1984). On some questions and ambiguities in conversation. In J. M.
Atkinson & J. Heritage (Eds.), Structures of social action (pp. 28-52).
Cambridge, England: Cambridge University Press.

Schegloff, E. A. (1996). Confirming allusions: Toward an empirical account of
action. American Journal of Sociology, 102(1), 161-216. doi: 10.1086/230911

Schegloff, E. A. (1997). Practices and actions: Boundary cases of other-initiated
repair. Discourse Processes, 23(3), 499-545. doi:10.1080/01638539709545001

Schegloff, E. A. (2003). On conversation analysis: An interview with Emanuel A.
Schegloff. In S. Cmejrkovd & C. L. Prevignano (Eds.), Discussing
conversation analysis: The work of Emanuel A. Schegloff. (pp. 11-55).
Amsterdam, The Netherlands: John Benjamins.

Schegloff, E. A. (2005). On integrity in inquiry of the investigated, not the
investigator. Discourse Studies, 7(4/5), 455-480. doi:10.1177
/1461445605054402

Schegloff, E. A. (2007). Sequence organization in interaction: A primer in
conversation analysis I. Cambridge, England: Cambridge University Press.

Schegloff, E. A., & Sacks, H. (1973). Opening up closings. Semiotica, 8(4), 289-327.
doi:10.1515/semi.1973.8.4.289

Schegloff, E. A., Jefferson, G., & Sacks, H. (1977). The preference for self-
correction in the organization of repair in conversation. Language, 53(2), 361-
382. doi:10.1353/1an.1977.0041

Schensul, S. L., Schensul, J. J., & LeCompte, M. D. (1999). Essential ethnographic
methods: Observations, interviews, and questionnaires (Vol. 2.). Walnut
Creek, CA: Altamira Press.

Schouten, B. C., & Meeuwesen, L. (2006). Cultural differences in medical
communication: A review of the literature. Patient Education & Counselling,

64(1), 21-34. doi:10.1016/j.pec.2005.11.014

280



Sidnell, J. (2010). Conversation analysis: An introduction (Vol. 37). Chichester,
England: Wiley-Blackwell.

Sidnell, J. (2012a). Basic conversation analytic methods. In J. Sidnell & T. Stivers
(Eds.), The handbook of conversation analysis (pp. 77-100). Chichester,
England: Wiley-Blackwell.

Sidnell, J. (2012b). “Who knows best?”: Evidentiality and epistemic asymmetry in
conversation. Pragmatics & Society, 3(2), 294-320. doi:10.1075/ps.3.2.08sid

Sidnell, J., & Shohet, M. (2013). The problem of peers in Vietnamese interaction.
Journal of the Royal Anthropological Institute, 19(3), 618-638. doi:10.1111
/1467-9655.12053

Silverman, D. (1998). Harvey Sacks: Social science and conversation analysis. New
York, NY: Oxford University Press.

Silverman, D. (2001). Interpreting qualitative data: Methods for analyzing talk, text,
and interaction (2nd ed.). London, England: Sage Publications.

Silverman, J., Kurtz, S. M., & Draper, J. (2013). Skills for communicating with
patients (3rd ed.). London, England: Radcliffe Publishing.

Sorenson, E., Malakouti, M., Brown, G., & Koo, J. (2015). Enhancing patient
satisfaction in dermatology. American Journal of Clinical Dermatology, 16(1),
1-4. doi:10.1007/s40257-014-0111-7

Srichampa, S. (2003). Politeness strategies in Hanoi Vietnamese speech. Mon-Khmer
Studies, 34, 137-155. Retrieved from http://sealang.net/sala/archives/pdf4
/sophana2004politeness.pdf

Stivers, T. (2002a). Participating in decisions about treatment: Overt parent pressure
for antibiotic medication in paediatric encounters. Social Science & Medicine,
54(7), 1111-1130. doi:10.1016/S0277-9536(01)00085-5

Stivers, T. (2002b). Presenting the problem in paediatric encounters: “Symptoms
only” versus “candidate diagnosis” presentations. Health Communication,
14(3), 299-338. doi:10.1207/S15327027HC1403_2

Stivers, T. (2005a). Modified repeats: One method for asserting primary rights from
second position. Research on Language & Social Interaction, 38(2), 131-158.
doi:10.1207/s1532797311s13802_1

Stivers, T. (2005b). Non-antibiotic treatment recommendations: Delivery formats
and implications for parent resistance. Social Science & Medicine, 60(5), 949-

964. doi:10.1016/j.socscimed.2004.06.040

281



Stivers, T. (2005c). Parent resistance to physicians’ treatment recommendations: One
resource for initiating a negotiation of the treatment decision. Health
Communication, 18(1), 41-74. doi:10.1207/s15327027hc1801_3

Stivers, T. (2006). Treatment decisions: Negotiations between doctors and parents in
acute care encounters. In J. Heritage & D. Maynard (Eds.), Communication in
medical care: Interaction between primary care physicians and patients (pp.
279-312). Cambridge, England: Cambridge University Press.

Stivers, T. (2007). Prescribing under pressure: Parent-physician conversations and
antibiotics. New York, NY: Oxford University Press.

Stivers, T. (2011). Morality and question design: ‘Of course’ as contesting a
presupposition of ask ability. In T. Stivers, L. Mondada, & J. Steensig (Eds.),
The morality of knowledge in conversation (pp. 82-106). Cambridge, England:
Cambridge University Press.

Stivers, T. (2012). Sequence organization. In J. Sidnell & T. Stivers (Eds.), The
handbook of conversation analysis (pp. 191-209). Chichester, England: Wiley-
Blackwell.

Stivers, T., & Barnes, R. K. (2017). Treatment recommendation actions,
contingencies, and responses: An introduction. Health Communication, 1-4. doi
:10.1080/10410236.2017.1350914

Stivers, T., & Heritage, J. (2001). Breaking the sequential mold: Answering ‘more
than the question’ during comprehensive history taking. Text - Interdisciplinary
Journal for the Study of Discourse, 21(1-2), 151-185. doi:10.1515/text.1.21.1-
2.151

Stivers, T., & Sidnell, J. (2012). Introduction. In J. Sidnell & T. Stivers (Eds.), The
handbook of conversation analysis (Vol. 121, pp. 1-8). Chichester, England:
Wiley-Blackwell.

Stivers, T., Heritage, J., Barnes, R. K., McCabe, R., Thompson, L., & Toerien, M.
(2017). Treatment recommendations as actions. Health Communication, 1-10.
doi:10.1080/10410236.2017.1350913

Street, J. R. L. (2003). Communication in medical encounters: An ecological
perspective. In T. L. Thompson, A. M. Dorsey, K. I. Miller & R. Parrot (Eds.),
Handbook of health communication (pp. 63-89). Mahwah, NJ: Lawrence

Erlbaum.

282



Street, J. R. L., Cox, V., Kallen, M. A., & Suarez-Almazor, M. E. (2012). Exploring
communication pathways to better health: Clinician communication of
expectations for acupuncture effectiveness. Patient Education & Counseling,
89(2), 245-251. doi:10.1016/j.pec.2012.06.032

Suzuki, K., Miyamoto, M., & Hirata, K. (2017). Sleep disorders in the elderly:
Diagnosis and management. Journal of General & Family Medicine, 18(2), 61-
71. doi:10.1002/jgf2.27

Swartz, M. H. (2014). Textbook of physical diagnosis: History and examination (7th
ed.). Philadelphia, PA: Elsevier Health Sciences.

Tagney, J. (2008). History taking. In J. W. Albarran & J. Tagney (Eds.), Chest pain:
Advanced assessment and management skills (pp. 23-32). Chichester, England:
John Wiley & Sons.

Takemura, Y., Atsumi, R., & Tsuda, T. (2007). Identifying medical interview
behaviours that best elicit information from patients in clinical practice. The
Tohoku Journal of Experimental Medicine, 213(2), 121-127. doi:10.1620/tjem
213.121

Talen, M. R., Muller-Held, C. F., Eshleman, K. G., & Stephens, L. (2011). Patients’
communication with doctors: A randomized control study of a brief patient
communication intervention. Families, Systems & Health, 29(3), 171. doi:10
.1037/a0024399

Ten Have, P. (1980). Openingssequenties [Opening sequences]. In A. Foolen (Ed.),
Conversatieanalyse [Conversation analysis] (pp. 63-84). Groningen, The
Netherlands: Xenos.

Ten Have, P. (1991). Talk and institution: A reconsideration of the ‘asymmetry’ of
doctor-patient interaction. In D. Boden & D. H. Zimmerman (Eds.), Talk and
social structure: Studies in ethnomethodology and conversation analysis (pp.
138-163). Cambridge, England: Polity Press.

Ten Have, P. (2007). Doing conversation analysis (2nd ed.). Los Angeles, CA: Sage
Publications.

Terasaki, A. K. (2004). Pre-announcement sequences in conversation. In G. Lerner
(Ed.), Conversation analysis: Studies from the first generation (pp. 171-223).
Amsterdam, The Netherlands: John Benjamins.

Thompson, L. (1965). A Vietnamese grammar. Seattle, WA: University of

Washington Press.

283



Thorslund, M., Wirneryd, B., & Ostlin, P. (1992). The work-relatedness of disease:
Workers” own assessment. Sociology of Health & lllness, 14(1), 57-72. doi
:10.1111/1467-9566.ep11007160

Thu Ha. (2015). 5 théi quen xau cua ngudi Viét khi chita bénh [Five bad treatment
habits of the Vietnamese]. Bdo Swwc Khoé Gia Pinh [Newspaper of
Family Health]. Retrieved from http://www.suckhoegiadinh.com.vn
/khoe-+/5-thoi-quen-xau-cua-nguoi-viet-khi-chua-benh-19960/

Todd, A. D. (1984). The prescription of contraception: Negotiations between doctors
and patients. Discourse Processes: A Multidisciplinary Journal, 7(2), 171-200.
doi:10.1080/01638538409544588

Tracy, K., & Robles, J. (2009). Questions, questioning, and institutional practices:
An introduction. Discourse Studies, 11, 131-152. doi:10.1177/146144560810
0941

Tran, K. (2009). Examining conversational constraints in Vietnamese patient-doctor
communication: A case study. Xulanexus: Xavier University of Louisiana’s
Undergraduate Research Journal, 6(1), 3-20. Retrieved from http://xulanexus
.xula.edu/textpattern/index.php?s=file_download&id=20

Tran, P. X. (2013). Khdm sirc khée dinh ky la mét trong nhitng bién phdp dé du
phong bénh tdt [Regular health checks are one method of preventing disease].
Retrieved from http://www.ninhthuan.gov.vn/chinhquyen/soyt/Pages
/KHAM-SUC-KHOE-DINH-KY-LA-MOT-TRONG-NHUNG-BIEN-
PHAP-DE-DU-PHONG-BENH-TAT.aspx

Tran, T. N. (1999). Co sé van héa Viét Nam [Vietnam’s cultural basis] (2nd ed.).
Hochiminh, Vietnam: Nha Xuit Ban Gido Duc Viét Nam [Vietnamese
Education Publisher].

Tran, T. N. (2006). Tim vé ban sdc van héa Viét Nam [Tracing Vietnamese cultural
identity] (5th ed.). Hochiminh, Vietnam: Nha Xuat Ban Tong Hop Thanh Phé
Ho6 Chi Minh [Ho Chi Minh City General Publishing House].

Tran, T. Q. N. (2013). Refusal face-work strategies in intercultural communication:
Refusals reported by Vietnamese speakers of EFL in intercultural workplaces
(Unpublished doctoral dissertation). University of Queensland, Brisbane,

Australia.

284



Tran, V. Q., T6, N., Nguyén, B. C., Lim, D. T. M., & Tran, A. T. (1998). Co 56 vin
hoa Viét Nam [Vietnam’s cultural basis] (8th ed.). Hanoi, Vietnam: Nha Xuét
Ban Gido Duc Viét Nam [Vietnamese Education Publisher].

Tran, Y. V. M. (2010). Vietnamese expressions of politeness. Griffith Working
Papers in Pragmatics and Intercultural Communication, 3(1), 12-21. Retrieved
from https://www.griffith.edu.au/__data/assets/pdf_file/0015/244410
/2.-Tran-Vietnamese-expressions-of-politeness.pdf

Tse, S., Tang, J., & Kan, A. (2015). Patient involvement in mental health care:
Culture, communication and caution. Health Expectations, 18(1), 3-7.
doi:10.1111/hex.12014

Tsui, A. B. M. (1994). English conversation. Oxford, England: Oxford University
Press.

Van Dijk, T. A. (2002). Principles of critical discourse analysis. In M. J. Toolan
(Ed.), Critical discourse analysis: Critical concepts in linguistics (pp. 104-
141). New York, NY: Routledge.

Van Ryn, M., & Burke, J. (2000). The effect of patient race and socio-economic
status on physicians’ perceptions of patients. Social Science & Medicine, 50(6),
813-828. doi:10.1016/S0277-9536(99)00338-X

Vietnamese Bureau of Consular Affairs. (2011). Bdo cdo tong quan vé tinh hinh di
cw cua cong ddn Viét nam ra nuwoc ngoai [Review of Vietnamese migration
abroad]. Retrieved from https://vietnam.iom.int/sites/default/files/IOM
_Files/Projects/MigrationPolicyManagement/Review_Vietnamese_Migration
_Abroad_2012_VN.pdf

Wang, V. L., Terry, P., Flynn, B. S., Williamson, J. W., Green, L. W., & Faden, R.
(1979). Evaluations of continuing medical education for chronic obstructive
pulmonary diseases. Academic Medicine, 54(10), 803-811. Retrieved from
https://www .ncbi.nlm.nih.gov/pubmed/490596

Wareing, M. (2003). Physical examination and history-taking skills in a prostate
clinic. British Journal of Nursing, 12(3), 169-175. doi:10.12968/bjon.2003
.12.3.169

Weingarten, M. A., Yaphe, J., Blumenthal, D., Oren, M., & Margalit, A. (2001). A
comparison of videotape and audiotape assessment of patient-centredness in
family physicians’ consultations. Patient Education & Counseling, 45(2), 107-
110. doi:10.1016/S0738-3991(00)00199-3

285



West, C. (1983). Ask me no questions ... In A. D. Todd & S. Fisher (Eds.), The
social organization of doctor-patient communication (pp. 75-1006).
Washington, D.C.: Centre for Applied Linguistics.

West, C. (1984a). Routine complications: Troubles with talk between doctors and
patients. Bloomington, IN: Indiana University Press.

West, C. (1984b). When the doctor is a “lady”: Power, status and gender in
physician-patient encounters. Symbolic Interaction, 7(1), 87-106. doi:10.1525
/51.1984.7.1.87

West, C. (2006). Coordinating closings in primary care visits: Producing continuity
of care. In J. Heritage & D. W. Maynard (Eds.), Communication in medical
care: Interaction between primary care physicians and patients (pp. 379-415).
Cambridge, England: Cambridge University Press.

White, S. J. (2011). A structural analysis of surgeon-patient consultations in clinic
settings in New Zealand (Unpublished doctoral dissertation). University of
Otago, Wellington, New Zealand.

Whiteley, A. M., & Whiteley, J. (2006). The familiarization study in qualitative
research: From theory to practice. Qualitative Research Journal, 6(1), 69-85.
doi:10.1108/14439883200600005

Williams, K., Herman, R., & Bontempo, D. (2013). Comparing audio and video data
for rating communication. Western Journal of Nursing Research, 35(8), 1060-
1073. doi:10.1177/0193945913484813

Wissow, L. S, Roter, D. L., & Wilson, M. E. H. (1994). Paediatrician interview style
and mothers’ disclosure of psychosocial issues. Paediatrics, 93(2), 289-295.
Retrieved from http://pediatrics.aappublications.org/content/93/2/289

Wodak, R. (2002). Critical discourse analysis and the study of doctor-patient
interaction. In M. J. Toolan (Ed.), Critical discourse analysis: Critical concepts
in linguistics (pp. 340-364). New York, NY: Routledge.

Wodak, R. (2006). Medical discourse: Doctor-patient communication. Encyclo-
paedia of Language and Linguistics (pp. 681-687). doi:10.1016/B0-08-044854-
2/02346-4

Woerdenbag, H. J., Nguyén, T. M., Vii, D. V., Tran, H., Nguyén, D. T., Tran, T. V., .
. . Brouwers, J. R. B. J. (2012). Vietnamese traditional medicine from a
pharmacist’s perspective. Expert Review of Clinical Pharmacology, 5(4), 459-
477. doi:10.1586/ecp.12.34

286



Wolinsky, F. D. (1980). The sociology of health: Principles, professions, and issues.
Boston, MA: Little, Brown and Company.

Wong, J. (2000). Repetition in conversation: A look at "first and second sayings".
Research on Language & Social Interaction, 33(4), 407-424. doi:
10.1207/S15327973RLSI3304_03

Wynn, R. (1999). Provider-patient interaction: A corpus-based study of doctor-
patient  and  student-patient  interaction.  Kristiansand, = Norway:
Hgyskoleforlaget.

Xuan Tinh. (2014). Hop tic “cong - tu” dé chong qué tai bénh vién [Cooperation
between state and private hospitals in reducing overcrowding at hospitals].
Cong an Thanh phé Hé Chi Minh [Ho Chi Minh Police]. Retrieved from
http://www.congan.com.vn/?mod=detnews&catid=942&id=524327

Yang, X. (2009). Conversation strategies in institutional dialogue. Asian Social

Science, 5(7), 108-112. doi:10.5539/ass.v5n7p108

287



Thesis-related publications

Nguyén, H. T. L. (November, 2017). Seeking information in a medical consultation:
Problem presentation. Paper presented at The Applied Linguistics Conference
(ALANZ/ALAA/ALTAANZ): Applied Linguistics in the New Millennium:

Multiple Theories, Pathways, and Practices, Auckland, New Zealand.

Nguyén, H. T. L., & Austin, G. (2018a). Follow-up visits in doctor-patient
communication: The Vietnamese case. International Journal of Society,
Culture & Language, 6(1), 18-30. Available at http://www.ijscl.net/volume
_4936.html

Nguyén, H. T. L., & Austin, G. (2018b). On invoking third parties in Vietnamese
medical communication. Theory and Practice in Language Studies, 8(7), 713-

725. doi:10.17507/tpls.0807.01

Nguyén, H. T. L., Austin, G., & Chau, D. . (2018). Treatment recommendation in
Vietnamese medical consultations. PEOPLE: International Journal of Social

Sciences, 3(3), 1010-1027. doi:10.20319/pijss.2018.33

Nguyén, H. T. L., Austin, G., Chau, D. B., Nguyén, H. Q., Nguyén, K. H. B, &
Duong, M. T. (2018). Eliciting patients’ health concerns in consulting rooms
and wards in Vietnamese public hospitals. International Journal of Applied
Linguistics & English Literature, 7(2), 121-133. doi:10.7575/aiac.ijalel.v.7n.2p
121

288



Appendices

Appendix A: Inventory of participating doctors

Table A.1

Details of Participating Doctors at Hospital A

Ace Work experience
No Code Gender &

Place of medical

. (until June 2016) trainin
gory Years Months &
1. A-BS-01 M 51-55 25 8 Vietnam
2. A-BS-02 M 56 - 60 3 3 Vietnam

Table A.2

Details of Participating Doctors at Hospital B

Work experience

No Code  Gender  Age (until July 2016) ~ Place of medical
category Years Months training

1. B-BS-01 F 51-55 25 10 Vietnam

2. B-BS-02 M 51-55 23 5 Vietnam

3. B-BS-03 M 46 — 50 11 7 Vietnam

4. B-BS-04 M 51-55 29 5 Vietnam & France

5. B-BS-05 M 31-35 8 10 Vietnam

6. B-BS-06 M 41 -45 16 0 Vietnam

7. B-BS-07 M 36 -40 13 8 Vietnam

8. B-BS-08 M 36 —40 14 9 Vietnam

9. B-BS-09 M 36 -40 13 8 Vietnam

10. B-BS-10 M 36 —40 14 0 Vietnam

11. B-BS-11 F 46 — 50 20 7 Vietnam

12. B-BS-12 M 46 — 50 13 8 Vietnam

13. B-BS-13 F 26 — 30 0 3 Vietnam
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Appendix B: Inventory of participating patients

Table B.1

Details of Participating Patients

Hospital ~ Hospital
Patients’ demographics A B Number Percentage
(N=16) (N=50)
Gender male 9 17 26 394
female 7 33 40 60.6
20-30 0 3 3 4.6
31-40 0 3 3 4.6
41 -50 3 8 11 16.7
Age 51-60 1 8 9 13.6
category 61 -70 4 12 16 242
71 -80 6 9 15 22.7
81-90 2 7 9 13.6
illiterate 0 2 2 3.0
mass 0 1 1 1.5
primary 8 18 26 394
secondary 1 8 9 13.6
Education  high school 6 8 14 212
vocational / technical 0 o) ) 3.0
training
university 1 1 12 18.2
Place of  city 7 19 26 394
town 5 21 26 394
residence iy oo 4 10 14 21.2
Occupation white-collar worker 5 17 22 333
blue-collar worker 11 33 44 66.7
Visit type  first visit 3 32 35 53.0
SDF 3 6 9 13.6
DDF 10 12 22 334
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Appendix C: Participant information form for doctors
(English version)

Participant Information for USQ Research Project

Doctor

) ) Vietnamese doctor-patient
Title of the project:
communication

Human Research Ethics Approval
H16REAL115
Number:

Principal Investigator Details Supervisor Details

Ms. Huong Thi Linh Nguyen 1. Associate Professor Shirley O’Neill
Email: huong.nguyen@usq.edu.au Email: Shirley.ONeill @usqg.edu.au
Telephone: +61 74631 1618 Telephone: +61 7 34704513

Mobile: +61 414 864205 (Australia) 2. Dr Gavin Austin
+84 935 399 383 (Vietnam) Email: Gavin.Austin@usq.edu.au
Telephone: +61 7 4631 1934

This project is being undertaken as part of Huong Thi Linh Nguyen’s PhD project. It
aims to understand how doctors and patients communicate during medical
consultations. The doctors to be recruited are about 30 general practitioners working
at the Consultation and General Practice Units.

The research team requests your assistance because this project cannot be
completed without audio-recorded data from, and demographic information about,
Vietnamese doctors. The recordings of the consultations will contribute to our
understanding of how information is exchanged in these consultations, while the
demographic information will be used to examine how this information influences

each participant’s communication.

Your participation will involve: (1) completion of a questionnaire that will take
approximately five minutes of your time (items in the questionnaire will include only

demographic information), and (2) audio-recordings of your medical visits with
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different patients. Each consultation will involve only you and one patient, and no-
one else (e.g., the patient’s family members). Before each consultation takes place, a
member of the research team will go into the room to put the audio-recorder in a
convenient place, and she will leave before you and the patient enter the room. The
researcher will not be present in the consulting room at the time of recording in order
to minimise any distraction or discomfort to you or the patient. Once the patient
enters the room, you will ask them if they have given consent to participate in the
project prior to the recording. You will operate the audio-recorder.

Your participation in this project is entirely voluntary. If you do not wish to
take part, you are not obliged to. You are free to switch off the audio-recorder at any
time during the recording session. If you decide to take part and later change your
mind, you are free to withdraw from the project at any stage. You may also request
that any data collected about you be destroyed. If you do wish to withdraw from this
project or withdraw data collected about you, please contact the Research Team (for
their contact details, please see the top of this form).

Before you consent to participate, you may discuss with others the details of
this project or your decision. Whether or not you take part, or take part and then
withdraw, will in no way impact your current or future relationship with the hospital

or the University of Southern Queensland.

Expected Benefits

The research findings can be used by you or the hospital to improve the quality of the

therapeutic service that you offer to clients.

Risks

You may be so busy that you do not have time to fill in the questionnaire. We will
ensure that the questionnaire only takes 5 minutes to complete, with only closed-
ended items related to your demographic information. You can complete the
questionnaire after your working hours or when convenient, and at any place of your
choice. If you feel anxious at any time during the recording, you may switch off the

recorder without explanation or adverse consequences.

Other information

The project will be carried out in accordance with the National Statement on Ethical

Conduct in Human Research. All comments and responses will be treated
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confidentially unless required by law. As questionnaires and audio-recordings will be
used in this project, please note the following:

- You will not have the opportunity to listen to the recordings of any of your
consultations prior to their final inclusion in the project.

- Your data may be used in the future for other research in the area of medical
communication. You may participate in the current project and decline to have your
data used in any future ones.

- A copy of the ‘results’ sections of any publications based on the findings of this
project (in future academic publications and in a doctoral dissertation) can be sent to
you upon request.

- Only the research team will have access to the data. Any translators outside the
investigative team will sign a confidentiality agreement before the translation is
made.

- It is not possible to participate in the project without filling out the questionnaires
and being recorded.

Any data collected as part of this project will be stored securely as per University of

Southern Queensland’s Research Data Management policy.

Consent to Participate

We would like to ask you to sign a written consent form (enclosed) to confirm your
agreement to participate in this project. Please return your signed consent form to
Huong Thi Linh Nguyen prior to filling in the questionnaire and participating in the

recordings.

Questions or Further Information about the Project

If you have any questions or if you would like further information about this project,

please refer to the Research Team Contact Details at the top of the form.

Concerns or Complaints Regarding the Conduct of the Project

If you have any concerns or complaints about the ethical conduct of the project, you
may contact the University of Southern Queensland Ethics Coordinator on (07) 4631

2690 or email ethics@usqg.edu.au. The Ethics Coordinator is not connected with the

research project, and can facilitate a resolution to your concern in an unbiased

manner.

Thank you for taking the time to help with this research project. Please keep
this sheet for your information.
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Appendix D: Participant information form for doctors
(Viethamese version)

Thong tin danh cho ngwoi tham gia nghién ciru ciia Pai hoc USQ

Bac si

Thong tin du an

Giao tiep giira bac si va bénh nhan

Tén du an:
Viét Nam
S6 quyét dinh: H16REA115
Thong tin nhém nghién ciru
Ngwoi nghién ctru chinh Gi4o vién hwéng din
Nguyén Thi Linh Huong 1. PGS.TS. Shirley O’Neill
Email: huong.nguyen@usq.edu.au Email: Shirley.ONeill@usq.edu.au
Dién thoai: +61 74631 1618 Dién thoai: +61 7 3470 4513
Di dong:  +61 414 864 205 (Uc) 2. TS. Gavin Austin

+84 935 399 383 (Viét nam) Email: Gavin.Austin@usg.edu.au
bién thoai: +61 7 4631 1934

Mo ta du an

Pay la dy 4n nghién ciru bac Tién si ciia Nguyén Thi Linh Huong. Dy 4n nghién ciru
giao tiép giita bac si va bénh nhén trong qué trinh khdm chita bénh. Céc bac si tham
gia vao du 4n gdm khoang 30 béc si dang cong téc tai cac khoa, phong.

Nhém nghién ciru can sy trg gitp cia Quy vi vi dy 4n nay khong thé hoan
thanh néu khéng thu 4m ca kham bénh va thong tin ¢4 nhan ctia Béc si. Thu 4m nham
tim hiéu giao tiép dién ra nhu thé nio trong qué trinh khiam bénh, va thong tin cd
nhin gitp ddnh gid anh hudng cia tudi tic va gidi tinh cia bac s dbi voi giao tiép

cua ho.

Chi tiét qua trinh tham gia

Quy vi s& hoan thanh ban khdo sit khoang 5 phiit. Noi dung ban khao sit chu yéu vé
thong tin cd nhan. Sau d6 chung tdi s€ thu am cac ca khdm bénh cua Quy vi voi cic
bénh nhan khic nhau. Mdi ca kham bénh chi c6 mot bac si va mot bénh nhéan, khong
¢6 nguoi tht ba (vi dy, ngudi than cua bénh nhan). Trudc khi thu am, thanh vién

nhom nghién ctru s€ vao phong kham dé may thu am ¢ vi tri ¢ dinh, sau d6 s€ ra
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ngoai trudc khi Quy vi va bénh nhan vao. Nhém nghién ctru s€ khdng c6 mat trong
phong kham tai thoi diém thu 4m nhidm tranh gy xao lang cho nguoi tham gia. Khi
bénh nhan vao phong kham, Quy vi s& héi xem ho c6 dong ¥ tham gia nghién ciru
trude khi tién hanh thu 4m. Quy vi s& diéu khién mdy thu am.

Tham gia khao st nay 14 hoan toan tu nguyén. Quy vi khong bi bit budc néu
khong muén tham gia. Quy vi c6 thé dimg thu am bét ky liic nio trong qué trinh
kham bénh. Néu Quy vi da dong y tham gia nhung sau d6 thay doi y dinh, Quy vi c6
thé ngirg tham gia bat ky Iiic nao. Quy vi c6 thé yéu cau huy bo dir liéu ciia Quy vi
da dugc thu thap. Néu Quy vi mudn rit khoi dy 4n xin thong bdo véi nhém nghién
ciru (theo thong tin cung cap & trén).

Quy vi c6 thé thao luan ndi dung du dn hodc quyét dinh cua Quy vi véi bat ky
ai trudc khi déng ¥ tham gia. Quyét dinh tham gia, khong tham gia, hodc tham gia
sau d6 rdt khoi dy 4n, s& khong anh huong dén quan hé hién tai hay tuong lai ctia

Quy vi véi bénh vién hay vdi truong Pai hoc Southern Queensland.

Loi ich

Quy vi va bénh vién c6 thé tham khao két qua nghién ctru dé nang cao chat luong

dich vu y té cung cap cho bénh nhan.

Bit loi

Quy vi c6 thé khong c6 thoi gian dé dién khao sit. Tuy nhién khao st chi mat 5
phiit, v6i cdc ciu hoi chon lwa vé thong tin ¢4 nhan ciia Quy vi. Quy vi ¢6 thé hoan
thanh khao sét & bat ky noi nao, sau gio 1am viéc, hodc khi nao ranh. Néu cam thiy
cing thang trong qud trinh thu 4m, Quy vi c6 thé dung thu 4m bat ky lic nao khong

can phai giai thich 1y do.

Thong tin khac

Dy 4n s& duoc tién hanh theo Quy dinh qudc gia vé chuan muc dao dirc trong nghién
ctru khoa hoc lién quan dén con ngudi. Moi dit liéu cia nguoi tham gia s& dugc bao
mat theo quy dinh. Vi du 4n nay s€ sir dung ndi dung thu am va ban khdo sit cua
Quy vi, xin Quy vi luu ¥ nhimng diém sau:

- Quy vi s& khong dugc nghe lai ndi dung phan thu 4m ciia bat ky ca kham bénh nao
trudce khi chiing dugc chon lam dit li¢u chinh thic cua dy an;

- Dit liéu ctia Quy vi ¢6 thé duoc diing trong céc nghién ctru vé giao tiép y té trong
tuong lai. Quy vi ¢6 thé tham gia vao nghién ciru nay va tir chdi sir dung dit lidu cho

céc nghién ctru sau nay.

295



- Ban sao két qua nghién ctru dugc xuét ban (cdc xuat ban trong tuong lai hodc ludn
4n tién si) s& duoc giri cho Quy vi theo yéu cau.

- Chi thanh vién nhém nghién ctiru méi duge tiép can dir liéu. Bat ky thong dich vién
nao khong thudc nhém nghién ctru s& phai ky bién ban thoa thuin bado mat thdng tin
trude khi tién hanh théng dich; va

- Khong thé tham gia vao dy 4n néu khong thu 4m va dién ban khao st.

Dt liéu dung cho du an s€ dugc luu trit bdo mat theo quy dinh vé quan ly di li¢u

nghién cuu cua truong dai hoc Southern Queensland.

Néu dong y tham gia xin Quy vi ky vao ban cam két (dinh kém) dé xac nhan va
chuyén t& cam két lai cho Nguyén Thi Linh Hwong trudc khi tién hanh thu am

va/hoac khao sat.

Néu Quy vi cé bat ky thac mac nao li€n quan dén dy an xin lién hé¢ véi nhém nghién

cuu theo thong tin & trén.

Néu Quy vi c6 khi€u nai gi lién quan dén van dé dao duc cua du an c6 thé liéc lac voi
Diéu phdi vién ban xét duyét ndi quy dao dirc nghién ctru khoa hoc cua truong Dai
hoc Southern Queensland qua s6 dién thoai (07) 4631 2690 hodc email

ethics@usq.edu.au. Piéu phdi vién nay khong phai 1a thanh vién cta nhém nghién

clru nén c6 thé giai dap thic mic cua Quy vi mot cach khich quan.
Cam on Quy vi da danh thoi gian cho dy an. Quy vi ¢6 thé giir lai ban thong tin

nay
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Appendix E: Consent form for doctors (English version)

Consent Form for USQ Research Project

Doctor

Project Details

) ] Vietnamese doctor-patient
Title of the project:

communication
Human Research Ethics Approval
Number: H16REA115
Research Team Contact Details
Principal Investigator Details Supervisor Details
Ms Huong Thi Linh Nguyen 1. Associate Professor Shirley O’Neill
Email: huong.nguyen@usqg.edu.au Email: Shirley.ONeill @usqg.edu.au
Telephone: +61 74631 1618 Telephone: +61 7 3470 4513

Mobile: +61 414 864205 (Australia) 2. Dr Gavin Austin
+84 935 399 383 (Vietnam) Email: Gavin.Austin@usg.edu.au
Telephone: +61 7 4631 1934

Statement of Consent

By signing below, I am indicating that I:

- Have read and understood the information document regarding this project.

- Have had any questions answered to my satisfaction.

- Understand that if [ have any additional questions, I can contact the research team.

- Understand that the consultations will be audio-recorded.

- Understand that I will not be provided with a copy of the transcript of the
communication for my perusal and endorsement prior to inclusion of this data in the
project.

- Understand that I am free to cease the audio-recording at any time while recording.
- Understand that I am free to withdraw at any time, without comment or penalty.

- Understand that I can contact the University of Southern Queensland Ethics

Coordinator on (07) 4631 2690 or email ethics @usg.edu.au if I do have any concerns

or complaints about the ethical conduct of this project.

- Am over 18 years of age.
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- Consent to my recordings and questionnaire being used for future research projects
in the area of medical communication.

If you do not want your recordings and questionnaire used for future research
projects, please initial here .............ooiiiiii i

- Agree to participate in:

Questionnaire: ] Yes ] No

Audio-recording: [J Yes L] No

Participant Name

Participant Signature

Date

If you wish to receive a summary of the results, please provide your

email/mailing address:

Please return this sheet to a Research Team member before the study takes

place.
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Appendix F: Consent form for doctors (Viethamese version)

Cam két tham gia nghién ctru ciia dai hoc USQ

Bac si
Thong tin du an
Tén dy 4n: Giao tiép giira bac si va bénh nhan Viét Nam
S6 quyét dinh: HI6REA115
Thong tin nhém nghién ciru
Nguoi nghién ciru chinh C4n b) huéng din
Nguyén Thi Linh Huong 1. PGS.TS. Shirley O’Neill
Email: huong.nguyen@usq.edu.au Email: Shirley.ONeill@usq.edu.au
bién thoai: +61 7 4631 1618 bién thoai: +61 734704513
Di dong:  +61 414 864 205 (Uc) 2. TS. Gavin Austin

+84 935 399 383 (Viét nam) Email: Gavin.Austin@usq.edu.au
bién thoai: +61 7 4631 1934

DPiéu khoin cam két

Bang viéc ky tén dwéi diy, téi xac nhin ring toi:

- i doc va hiéu céc thong tin vé du 4n.

- Pi dugc tra 10i céc cau hoi day du.

- Hiéu rang tbi c6 thé hoi nhém nghién ctru bat ky cau hoi nao lién quan dén dy 4n.

- Hiéu rang ca khdm bénh s& dugc thu 4m.

- Hiéu rang toi s& khong duoc cung cip ban phién 4m cta ca kham bénh trude khi né
duoc chon lam dir liéu chinh thirc cua dy an.

- Hiéu rang t6i c6 thé dimg thu 4m bat ky lic nio trong qud trinh thu 4m.

- Hiéu ring t6i ¢ thé ngimg tham gia bat ky lic nao khong can gii thich 1y do va
cling khong bi anh hudng gi.

- Hiéu rﬁng néu toi théy thac mic hodc khiéu nai vé hanh vi dao duc cta dyu 4n nay,
t6i ¢6 thé lién lac véi diéu phdi vién ban xét duyét ndi quy dao dirc nghién ciru khoa
hoc cua truong Pai hoc Southern Queensland qua s6 dién thoai (07) 4631 2690 hodc

email ethics @usg.edu.au.

- Hon 18 tudi.
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- Pdng ¥ dir lidu ciia tbi c6 thé duge ding cho céc duy 4n vé giao tiép y té trong tuong
lai
Néu Quy vi khong mudn dir liéu coa minh dugc dung cho cdc dy an nghién ctu

trong tuong lai, xin ky nhdy ¢ day .........coooiiiiii

- Pong y tham gia:
Khao sat: L1 Co ] Khong
Thu am: L Cé [J Khong

Tén ngudi tham gia

Chir ky nguoi tham gia

Ngay thdng nam

Néu Quy vi muon nhén ban tém tat két qua nghién ciru, xin cung cap dia chi

lién lac (hoéc email):

Xin vui 1ong chuyén gidy cam két nay cho thanh vién nh6m nghién ctru truéce

khi tham gia
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Appendix G: Questionnaire for doctors (English version)
DOCTOR QUESTIONNAIRE

(Please leave this section blank)
Title of the project: Vietnamese doctor-patient communication
Please put a tick M where appropriate

1. Your gender:

[ ]Male [ ] Female
2. Which age category do you belong to?

[ ]120-25 [146-50
[126-30 []51-55
[]31-35 [156-60
[136-40 []61-65
[]41-45 []66-70

Other: (please specify)

3. When did you start working in medicine?

4. Where did you train in medicine?
[ ] Vietnam
[ ] Overseas (please specify the country):

Thank you for taking the time to complete this questionnaire!
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Appendix H: Questionnaire for doctors (Viethamese version)
BAN KHAO SAT BAC St

(Xin dé tréng phan nay)
Tén du 4n: Giao tiép giira bac si va bénh nhan Viét Nam
Xin danh diu M vao 6 phi hop

1. Gioi tinh ctia Quy vi:

[ IN@

[ ]Nam

2. Quy vi nam trong nhém tudi nao?

[ 120-25 [146-50
[126-30 []51-55
[]31-35 [156-60
[136-40 []61-65
[ 14145 [ ]66-70

Khéc: (xin néu ro)

3. Quy vi vao nganh y ngay thang ndm nao?:

4. Quy vi dugc dao tao chuyén moén y khoa ¢ dau?
[ ] Viét nam

[[] Nudc ngoai (xin néu rd qudc gia):

Cam on quy vi da danh thoi gian hoan thanh ban khao sat nay!
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Appendix I: Participant information form for patients
(English version)

Participant Information for USQ Research Project

Patient

) ) Vietnamese doctor-patient
Title of the project:
communication

Human Research Ethics Approval
H16REAL115
Number:

Principal Investigator Details Supervisor Details

Ms Huong Thi Linh Nguyen 1. Associate Professor Shirley O’Neill
Email: huong.nguyen@usq.edu.au Email: Shirley.ONeill @usq.edu.au
Telephone: +61 74631 1618 Telephone: +61 7 3470 4513

Mobile: +61 414 864205 (Australia) 2. Dr Gavin Austin
+84 935 399 383 (Vietnam) Email: Gavin.Austin@usq.edu.au
Telephone: +61 7 4631 1934

This project is being undertaken as part of Huong Thi Linh Nguyen’s PhD project. It
aims to understand how doctors and patients communicate during medical
consultations. The patients to be recruited are about 120 adult patients (from 20 to 90
years of age) that intend to see the doctor alone (i.e., without any relatives) at the
Consultation and General Practice Units.

The research team requests your assistance because this project cannot be
completed without audio-recorded data from, and demographic information about,
Vietnamese patients. The recordings of the consultations will contribute to our
understanding of how information is exchanged in these consultations, while the
demographic information will be used to examine how this information influences

each participant’s communication.

Your participation will involve: (1) completion of a questionnaire that will take
approximately five minutes of your time (items in the questionnaire will include only

demographic information), and (2) your communication with the doctor during the
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consultation to be recorded. The consultation will involve only you and your doctor,
and no-one else (e.g., your family members). Before each consultation takes place, a
member of the research team will go into the room to put the audio-recorder in a
convenient place, and she will leave before the doctor and you enter the room. The
doctor will operate the audio-recorder. The researcher will not be present in the room
at the time of recording, in order to minimise any distraction or discomfort to you or
the doctor.

Your participation in this project is entirely voluntary. If you do not wish to
take part, you are not obliged to. You are free to ask the doctor to switch off the
audio-recorder at any time during the recording session. If you decide to take part
and later change your mind, you are free to withdraw from the project at any stage.
You may also request that any data collected about you be destroyed. If you do wish
to withdraw from this project or withdraw data collected about you, please contact
the Research Team (for their contact details, please see the top of this form).

Before you consent to participate, you may discuss with others the details of
this project or your decision to participate. Whether or not you take part, or take part
and then withdraw, will in no way impact your current or future relationship with the
hospital or the University of Southern Queensland, the doctors, or any other services

at this hospital.

Expected Benefits

It is possible that the research findings will be of immediate benefit to you as they
can be used to improve the quality of the therapeutic service that you receive at the

current hospital.

Risks

You may have little time to fill in the questionnaire. We will ensure that the
questionnaire only takes 5 minutes to complete, with only closed-ended items related
to demographic information. You can complete the questionnaire while you are in
the waiting room or at any place of your choice. If you feel anxious at any time
during the recording, you may ask the doctor to switch off the audio-recorder without

explanation or adverse consequences.

Other information

The project will be carried out in accordance with the National Statement on Ethical

Conduct in Human Research. All comments and responses will be treated
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confidentially unless required by law. As questionnaires and audio recordings will be
used in this project, please note the following:

- You will not have the opportunity to listen to the recording prior to its final
inclusion in the project.

- Your data may be used in the future for other research in the area of medical
communication. You may participate in the current project, and decline to have your
data used in any future ones.

- A copy of the ‘results’ section of any publications based on the findings of this
project (in future academic publications and in a doctoral dissertation) can be sent to
you upon request.

- Only the research team will have access to the data. Any translators outside the
investigative team will sign a confidentiality agreement before the translation is
made.

- It is not possible to participate in the project without filling out the questionnaires
and being recorded.

Any data collected as a part of this project will be stored securely as per University

of Southern Queensland’s Research Data Management policy.

Consent to Participate

We would like to ask you to sign a written consent form (enclosed) to confirm your
agreement to participate in this project. Please return your signed consent form to a
member of the Research Team prior to filling in the questionnaire and participating

in the recording.

Questions or Further Information about the Project

If you have any questions or if you would like further information about this project,

please refer to the Research Team Contact Details at the top of the form.

Concerns or Complaints Regarding the Conduct of the Project

If you have any concerns or complaints about the ethical conduct of the project, you
may contact the University of Southern Queensland Ethics Coordinator on (07) 4631

2690 or email ethics@usqg.edu.au. The Ethics Coordinator is not connected with the

research project, and can facilitate a resolution to your concern in an unbiased
manner.
Thank you for taking the time to help with this research project. Please keep

this sheet for your information.
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Appendix J: Participant information form for patients
(Viethamese version)

Thong tin danh cho ngwoi tham gia nghién ciru ciia Pai hoc USQ

Bénh nhan

>
N
.
.
)
.
¢
N
1]
’
>
>
.
>

Tén du 4n: Giao tiep giira bac si va bénh nhan Viét Nam

S6 quyét dinh: HI6REAI15

>
N
.
N
.
>
DY

Ngwoi nghién ctru chinh Giao vién huwong dan

Nguyén Thi Linh Huong 1. PGS.TS. Shirley O’Neill

Email: huong.nguyen@usqg.edu.au Email: Shirley.ONeill @usq.edu.au
bién thoai: +61 7 4631 1618 bién thoai: +61 734704513

Di dong: +61 414 864 205 (Uc) 2. TS. Gavin Austin

+84 935 399 383 (Viét nam) Email: Gavin.Austin@usq.edu.au
bién thoai: +61 7 4631 1934

Pay Ia dy 4n nghién ctru bac Tién si ciia Nguyén Thi Linh Huong. Dy 4n nghién ciru
giao tiép giita bac si va bénh nhén trong qué trinh kham chita bénh. Dy 4n s& moi
khoang 120 bénh nhan (tir 20 dén 90 tudi) toi khdm bénh mot minh (khong c6 nguoi
nha) tai cic khoa, phong.

Nhém nghién ctru can su trg gidp cia Quy vi vi du 4n nay khéng thé hoan
thanh néu khong thu 4m ca khdm bénh va thong tin c4 nhin cua bénh nhan. Thu am
nham tim hiéu giao tiép dién ra nhu thé nao trong qua trinh khdm bénh, va thong tin
cd nhan gitp d4nh gid anh huong cua tudi tic, gisi tinh, va dia vi xa hoi cta bénh

nhan d6i vdi giao tiép cia ho.

\
13
’
’
N
<
N
<
\
>
<
5
N
N
>

Quy vi s€ hoan thanh ban khao sat khoang 05 phiit. Noi dung ban khéao st chu yéu
vé thong tin cd nhan. Sau d6 ching tdi s& thu am ca khdm bénh ctia Quy vi véi bic si.
Ca kham bénh chi c6 mot bac s va mot bénh nhan, khong c6 ngudi tha ba (vi duy,

nguoi nha cua Quy vi). Trudce khi thu &m, thanh vién nhém nghién ctru s€ vao phong
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kham dé mdy thu 4m & vi tri ¢d dinh, sau d6 s& ra ngoai trude khi bac si va Quy vi
vao. Béc si s& didu khién mdy thu 4m. Nhém nghién ciru s& khong c6 mit trong
phong kham tai thdi diém thu 4m nham trdnh giy xao lang cho Quy vi va bac si.

Tham gia khao sdt nay 12 hoan toan tw nguyén. Quy vi khong bi bit budc néu
khong mudn tham gia. Quy vi c¢6 thé yéu cau bac si dimg thu 4m bat ky lic nao trong
qud trinh kham bénh. Néu Quy vi da dong y tham gia nhung sau d6 thay dbi y dinh,
Quy vi c6 thé ngimg tham gia bat ky liic nao. Quy vi c6 thé yéu cau huy bo dit lidu
cua Quy vi da dugc thu thap. Néu Quy vi mudn rit khéi dy 4n xin thdong bdo voi
nhém nghién ctru (theo thong tin cung cap & trén).

Quy vi co thé thao luan ndi dung du 4n hodc quyét dinh cua Quy vi v&i nguoi
nha hodc bét ky ai trudc khi dong y tham gia. Quyét dinh tham gia, khong tham gia,
hodc tham gia sau d6 rit khoi dy 4n, s& khéng anh huong dén quan hé hién tai hay
twong lai cia Quy vi véi truong Pai hoc Southern Queensland, bac si, cac khoa

phong, hay vdi cdc dich vy khac cua bénh vién.

Loi ich

Nghién ctru nay c6 thé mang loi truc tiep cho Quy vi vi két qua nghién ctru s€ dugc
ap dung nhim nang cao chét Iugng dich vu y té cung cép cho Quy vi tai bénh vién

nay.

Bit loi

Quy vi c6 thé khong ¢ thoi gian de dién vao ban khao sat. Tuy nhién khao sat chi
mat 5 phiit, véi cdc cAu hoi chon lya vé thong tin c4 nhan ciia Quy vi. Quy vi c¢6 thé
hoan thanh ban khao sit & phong doi hodc bat ky noi nao. Néu cam thay cing thang
trong qué trinh thu 4m, Quy vi c6 thé yéu cau béc si dimg thu 4am bat ky lic nao

khong can phai giai thich 1y do.

Thong tin khac

Duy 4n s& duoc tién hanh theo Quy dinh qudc gia vé chuan muyc dao dic trong nghién
ctru khoa hoc lién quan dén con nguoi. Moi dit lidu ctia ngudi tham gia s& dugc bao
mat theo quy dinh. Vi du 4n nay s€ sir dung ndi dung thu am va ban khdo sat cua
Quy vi, xin Quy vi luu ¥ nhitng diém sau:

- Quy vi s& khong duoc nghe lai ndi dung phan thu 4m cua bat ky ca kham bénh nao

trude khi chiing dugc chon lam dit li¢u chinh thic cua du an;
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- Dit liéu ctia Quy vi c6 thé duoc ding trong céc nghién ciru vé giao tiép y té trong
tuong lai. Quy vi c¢6 thé tham gia vio nghién ciru niy va tir chdi sir dung dit liéu cho
céc nghién ctru sau nay.

- Ban sao két qua nghién ciru dugc xudt ban (cdc xuit ban trong tuong lai hodc luan
4n tién si) s& duoc giri cho Quy vi theo yéu cau.

- Chi thanh vién nhém nghién ctru méi dugce tiép can dir liéu. Bat ky thong dich vién
nao khong thudc nhom nghién ctru s€ phai ky bién ban théa thuin bao mat thdng tin
trude khi tién hanh thong dich; va

- Khéng thé tham gia vao dy dn néu khong thu 4m va dién ban khao sat.

Dt liéu dung cho du an s€ dugc luu trit bdo mat theo quy dinh vé quéan ly dir liéu

nghién ctru cua truong dai hoc Southern Queensland.

Cam két tham gia

Néu dong y tham gia xin Quy vi ky vao ban cam két (dinh kem) dé xdc nhan va
chuyén ban cam két lai cho Nguyén Thi Linh Huong truéc khi tién hanh thu 4m

va/hoac khao sat.

Giai dap thic mic

Néu Quy vi cé bat ky thac mac nao li€n quan dén dy an xin lién hé¢ v6i nhém nghién

cuu theo thong tin & trén.

s A e A _ X A , S 2
Khiéu nai vé van deé dao dirc ciia du an

Néu Quy vico khiéu nai gi lién quan dén van dé dao dirc cua du 4n cé thé liéc lac voi
Diéu phdi vién ban xét duyét ndi quy dao dirc nghién ctru khoa hoc cta truong Dai
hoc Southern Queensland qua s6 dién thoai (07) 4631 2690 hodc email

ethics@usq.edu.au. Piéu phéi vién nay khong phai 1a thanh vién cia nhém nghién

cuu nén c6 thé giai dap thac mac cua Quy vi mot cach khich quan.

Cim on Quy vi da danh thoi gian cho du 4n. Quy vi cé thé giir lai ban thong tin
nay
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Appendix K: Consent form for patients (English version)

Consent Form for USQ Research Project
Patient

Project Details

_ ] Vietnamese doctor-patient
Title of the project:

communication
Human Research Ethics Approval
Number: H16REA115
Research Team Contact Details
Principal Investigator Details Supervisor Details
Ms Huong Thi Linh Nguyen 1. Associate Professor Shirley O’Neill
Email: huong.nguyen@usq.edu.au Email: Shirley.ONeill @usqg.edu.au
Telephone: +61 74631 1618 Telephone: +61 7 3470 4513

Mobile: +61 414 864205 (Australia) 2. Dr Gavin Austin
+84 935 399 383 (Vietnam) Email: Gavin.Austin@usqg.edu.au
Telephone: +61 7 4631 1934

Statement of Consent

By signing below, I am indicating that I:

- Have read and understood the information document regarding this project.

- Have had any questions answered to my satisfaction.

- Understand that if [ have any additional questions, I can contact the research team.

- Understand that the consultation will be audio-recorded.

- Understand that I will not be provided with a copy of the transcript of the
communication for my perusal and endorsement prior to inclusion of this data in the
project.

- Understand that I am free to ask the doctor to cease the audio-recording at any time
while recording.

- Understand that I am free to withdraw at any time, without comment or penalty.
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- Understand that I can contact the University of Southern Queensland Ethics

Coordinator on (07) 4631 2690 or email ethics @usqg.edu.au if I do have any concern

or complaint about the ethical conduct of this project.

- Am over 18 years of age.

- Consent to my recording and questionnaire being used for future research projects
in the area of medical communication.

If you do not want your recording and questionnaire used for future research
projects, please initial here: ......... ..o
- Agree to participate in:

Questionnaire: O Yes ] No

Audio-recording: L] Yes LI No

Participant Name

Participant Signature

Date

If you wish to receive a summary of the results, please provide your

email/mailing address:

Please return this sheet to a Research Team member before the study takes

place.
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Appendix L: Consent form for patients (Viethamese version)
Cam két tham gia nghién ctru ciia dai hoc USQ

Bénh nhan

Thong tin dy an

Tén dy an: Giao tiép giira bac si va bénh nhan Viét Nam

S6 quyét dinh: H16REA115

Thong tin nhém nghién ciru

Nguoi nghién ciru chinh C4n bd huéng dian

Nguyén Thi Linh Huong 1. PGS.TS. Shirley O’Neill

Email: huong.nguyen@usq.edu.au Email: Shirley.ONeill @usg.edu.au
bién thoai: +61 7 4631 1618 bién thoai: +61 734704513

Di dong: +61 414 864 205 (Uc) 2. TS. Gavin Austin

+84 935 399 383 (Viét nam) Email: Gavin.Austin@usq.edu.au
Dién thoai: +61 7 4631 1934

DPicu khoan cam ket

Bang viéc ky tén dwéi diy, téi xac nhin ring toi:

- Pa doc va hiéu cdc thong tin vé du 4n.

- Pi dugc tra 10i cac cau hoi day du.

- Hiéu rang t6i c6 thé hoi nhém nghién ciru bat ky cau hoi nao lién quan dén dy an.

- Hiéu rang ca khdm bénh s& dugc thu 4m.

- Hiéu rang t6i s& khong dugc cung cdp ban phién 4m ciia ca kham bénh trudc khi né
duoc chon lam dir liéu chinh thirc cua dy an.

- Hiéu rang tdi c6 thé yéu cau béc si dimg thu 4m bat ky liic nao trong qua trinh thu
am.

- Hiéu rang t6i ¢ thé ngimg tham gia bat ky lic nao khong can gii thich Iy do va
cling khong bi anh hudng gi.

- Hiéu rr?lng néu toi théy thic mic hodc khiéu nai vé hanh vi dao dirc cua du 4n nay,
t6i ¢6 thé lién lac véi diéu phdi vién ban xét duyét ndi quy dao dirc nghién ciru khoa
hoc cua truong Pai hoc Southern Queensland qua s6 dién thoai (07) 4631 2690 hodc

email ethics @usg.edu.au.

- Hon 18 tudi.
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- Pdng ¥ dir liéu cua ti ¢6 thé duoc ding cho cdc dy 4n vé giao tiép y té trong twong
lai
Néu Quy vi khong mudn dir liéu coa minh dugc dung cho cdc dy an nghién ctu

trong tuong lai, xin ky nhdy & day: ...t

- Pong y tham gia:
Khao sat: LI Céo L] Khong
Thu 4m: LJCé [ Khéng

Tén ngudi tham gia

Chtr ky nguoi tham gia

Ngay thidng ndm

Neu Quy vi muon nhéin ban tém tat ket qua nghién ciru, xin cung cap dia chi

lién lac (hoic email):

Xin vui 1ong chuyén gidy cam két nay cho thanh vién nh6m nghién ctru truéce

khi tham gia
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Appendix M: Questionnaire for patients (English version)
PATIENT QUESTIONNAIRE

(Please leave this section blank)
Title of the project: Vietnamese doctor-patient communication

Please put a tick ¥ where appropriate

1. Your gender:

[ ] Female [ |Male
[ ] Undisclosed

2. Which age category do you belong to?

[120-25 [156-60
[ ]26-30 []61-65
[131-35 []166-70
[ 136 -40 []71-75
[141-45 [ ]76 -80
[ 146 -50 [ ]181-85
[]51-55 [186-90

Other: (please specify)

3. What is your highest level of formal education?
[ ] Primary

[ ] Secondary

[ ] High school

[] Vocational / technical training

[ ] University (Bachelor, Master, Doctor)

Other: (please specify)

4. The place you are living in is a:
[ ] City

[ ] Town

[ ] Village

Other: (please specify)

5. What is your occupation?
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6. The first visit is the first time you meet a doctor for a new concern, and a follow-
up visit is when you meet a doctor for an existing concern. This is a visit.

L] first
L] follow-up

Thank you for taking the time to complete this questionnaire!
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Appendix N: Questionnaire for patients (Viethamese version)
BAN KHAO SAT BENH NHAN

(Xin dé tréng phan nay)

Tén du 4n: Giao tiép giira bac si va bénh nhan Viét Nam
Xin danh diu M vao 6 phi hop

1. Giéi tinh cua Quy vi:

[N [ ]Nam
[ ] Khong tiét 16

2. Quy vi nam trong nhém tudi nao?

[]20-25 []56-60
[]26-30 []61-65
[]131-35 []66-70
[ ]36-40 []71-75
[]41-45 []76-80
[]46-50 []81-85
[]51-55 [186-90

Khéc: (xin néu rd)

3. Trinh dd hoc van cao nhét cua Quy vi?
[] Tiéu hoc

[ ] Trung hoc co s&

[] Trung hoc pho théng

[]Pao tao nghé hodc k¥ thuat

[[] Pai hoc (Cir nhan, thac si, tién si)

Khéc: (xin néu ro)

4. Noi Quy vi dang song la:
[] Thi d6 hogc thanh phd
[] Thi tran

[ ]Lang qué

Khac: (xin néu ro)

5. Nghé nghiép ctia Quy vi?
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6. Ca kham bénh 1an dau 12 1an dau tién Quy vi dugc bac si kham vé cin bénh méi
(Quy vi c6 thé duge bac si nay khdm trudc day nhung vé bénh khac), va ca tdi kham
1a khi Quy vi dén theo doi bénh da duoc kham trudc day.

Ho6m nay Quy vi dén dé:

O kham lan dau

[ tai kham

Cam on quy vi da danh thoi gian hoan thanh ban khao sat nay!
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