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Abstract

Simulated patients (SPs), are widely used in communication skills teaching and testing
worldwide. However, little research has been undertaken regarding the linguistic structure of

the simulated consultation between students and SPs.

Mixed method analysis (Conversation Analysis, Discourse Analysis and statistical analysis)
of 100 transcribed assessed conversations between SPs and students were analysed for
linguistic markers of conversational control, namely: talking more, interrupting more, asking

questions, controlling the topic development, opening and closing the conversation.

Results showed that the SP rather than the student seems to have conversational control over
the conversation, except in the opening of the consultation. Qualitative analysis shows that
this dominance is functional, as students have little knowledge and experience. The SP directs

the conversation in order to give the student opportunities to show their skills.

The SP and student seem not only to follow the rules of the ‘language game of medicine’ but
also the rules of the ‘language game of education’, which suggests that the language of
simulated consultations should be seen as a different genre, rather than a mirror of reality.
These findings raise questions about role-play in medical education, devising scenarios,

communication skills assessments, and the training of SPs.
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1 INTRODUCTION

1.1 Communication skills teaching

Communication skills are considered to be very important in clinical practice;* the way health
care professionals communicate can influence the well-being of the patient. This has been
widely accepted since it was emphasised in the much-discussed Toronto statement?, dating
from 1991. This relatively new understanding, at least in medicine, about the importance of
communication has led to a change in the medical curricula in many countries. According to
the General Medical Council (GMC)® medical school graduates will be able to do the

following (among other things):

(b) Demonstrate awareness of the clinical responsibilities and
role of the doctor, making the care of the patient the first
concern. Recognise the principles of patient-centred care,
including self-care, and deal with patients' healthcare needs in
consultation with them and, where appropriate, their relatives or
carers.

(c) Be polite, considerate, trustworthy and honest, act with
integrity, maintain confidentiality, respect patients' dignity and
privacy, and understand the importance of appropriate consent.

These aspects are important for the teaching and testing of communication skills. In the last
few decades, medical schools in the UK have developed their curricula to include topics like
behavioural sciences, sociology, health psychology and - most importantly in this context -

communication skills.

Role-play is a widely accepted method of teaching communication skills.* This thesis
discusses several reasons for role-play to be used, after a definition and some basic ideas
around these skills are given. Students can role-play with one another, but often Simulated
Patients (SPs) are used; these are professional role-players, often with an educational or
drama background, who can portray a patient and give students feedback on their
communication skills. Not only are SPs used for students to practise and learn aspects of

communication such as listening, asking questions, breaking bad news and dealing with



emotional patients, SPs are also used to test communication skills. Communication skills
stations where candidates communicate with an SP are part of several assessments in medical
education, ranging from a third year OSCE to the recruitment process for GPs. All these
issues relating to role-play as a teaching tool, the use of simulated patients and
communication skills teaching will be further explored in section 2.1.

Despite the above mentioned use of SPs in many medical schools around the world, the
language of the role-played consultation has been relatively little analysed (as opposed to the
doctor-patient consultation, which has been much researched by linguists). The only study to
date that looks into the language of student-SP communication is a paper from 2003 by
Roberts et al.° They aimed to find out what type of linguistic behaviour characterised students
who performed well, averagely and poorly in a final year OSCE. Their study, which will be
discussed extensively in the Background chapter (Chapter 2), leads to a better understanding
of the simulated consultation and communication skills education. Qualitative information on
the language of role-played interaction, rather than quantitative information such as can be
derived from marking grids or checklists, could give medical educators the opportunity to find
out what type of behaviour they reward in assessments. It could also offer medical educators a
chance to evaluate and give feedback on the performance of SPs and to devise new training
material for examiners. By analysing the language used by both participants in role-play in
relation to the examiner’s judgment of the simulated consultations, we might be able to find
out what linguistic behaviour is rewarded in the assessments. To some extent, this could allow
us to understand the experience of role-play from the student point of view. It is not the aim
of this thesis to explore this in any detail, but | would like to draw attention to the need to
consider it. This could lead to a better understanding of the learning process and the so-called
‘hidden curriculum’;’ the message sent out to students without being formally identified in the

curriculum.

| find the lack of qualitative research into the simulated consultation fascinating. It might be
that people involved in communication skills teaching do not have the time or resources to

undertake the research. Another reason could be that medical educators might not know how
to analyse conversation or they might not see the point of doing this. Since the development

of communication skills in the medical curriculum, academics with a more qualitative



orientation have started working at medical schools. Among them are linguists, like the
authors of abovementioned paper, Roberts et al.® Hodges advocates “qualitative sociological
approach to OSCE research’ because he feels that ‘confining OSCE research to measurement
issues is like reducing Shakespeare’s poetry to iambic pentameter.”” This thesis aims to
demonstrate how linguistics and language-based analyses can help make sense of simulated

consultations and their educational purpose.

1.2 The year 3 communication skills assessment

The data for this project are conversations between third year medical students and Simulated
Patients (SPs) employed and trained by the Interactive Studies Unit (ISU). In total, there
were 317 videotapes (of 326 registered students) containing communication skills
assessments of third year medical students consulting with an SP in 2003/2004. They were
observed and graded by an examiner from the ISU. The assessments were taped for a number
of reasons: to have a record of the assessment, to give referred students personal and
evidenced feedback (the tapes were used in individual feedback sessions), to double mark, to
check consistency between role players/markers and for subsequent research such as this PhD
project. The procedure of videotaping was explained to the students in a lecture, and on the
day of assessing, and consent was taken formally before and after the assessment by signing a

consent form (see Appendix 1).

Box 1 below shows a typical set-up of the room, the furniture and the location of the people

present at the exam.



Box 1: Graphical representation of the set-up for a communication skills assessment

| Door <_|
m Table
Information sheet \\/
Student SP
Examiner __, Q
Camera

The assessments took place at nine different hospitals, which means this is not an exact
representation of all the different rooms at the different hospitals but gives an idea of how the
ISU typically sets up an assessment. The student and SP sit facing each other, with the
examiner sitting further away to observe the students, mark them and operate the camera.

There were descriptions of the scenarios (including patient’s name) on the table.

The third year assessments were devised as a screening process to identify students who
needed extra (remedial) support. The assessments were not a pass/fail hurdle, but poor
performance could be referred to the examination board. At this stage, the department of
Primary Care Clinical Science, through the ISU, which is part of this department, had
delivered 5 sessions on communication skills, when the students were in year 1. These
sessions were a mix of lecture, small group teaching and role-play demonstration. In year 2,
the students received a lecture and 2 extended workshops on communication skills.
Additionally, the students may had been exposed to other relevant experiences through their
Firm 1 Attachment in Primary Care," and probably also to further informal teaching in this

environment. Obviously, these elements are not always quantifiable.

! A Community-based Attachment on the MBChB programme in which students to to a general
practice for approximately 8-10 days at fortnightly intervals on each of their first four years. The aim of



The scenarios (see Appendix 2) for the assessments were devised by the ISU and were a joint
effort of clinical and non-clinical staff members. They were devised at that time to deal with
situations which would present an appropriate level of challenge in communication, within
the hospital context. They were developed for this assessment, in which examiners would be
looking for a medical student who would be empathic, show good listening skills and have a
non-judgmental consulting style — as well as a student who can deal appropriately with their
own lack of knowledge. The type of communicative behaviour examiners were looking for, is
stated in the marking schedule (see Appendix 3). A summary of the scenarios is presented in
Box 2:

Box 2: Scenarios used in the year 3 communication skills assessment in 2003/2004

Scenario 1 — Cancelled operation
The student is asked to tell a patient (who is an auxiliary nurse) that their operation
has been cancelled. This has happened to the patient once before.

Scenario 2 —Side room

A relative of a young girl who is recovering from an appendectomy wants to talk about
moving her to a side room to get away from the noise and disruption. A member of
staff came in later than the girl and was brought into the side room straight away. The
relative wants to talk about this.

Scenario 3 — Patient complaint about colleague

A patient is in hospital recovering from an appendectomy, having been rushed in the
night before. The patient wants to discuss the behaviour of the doctor the night before
as they feel mistreated and are considering filing a complaint.

Scenario 4 — HIV fears

A patient who is in the hospital to get specialist tests done for stomach pain is worried
that the underlying cause of his/her symptoms is HIV and wants to discuss this with a
student to avoid notes on their records.

Scenario 5 — An embarrassing lump

A patient who is in the hospital for treatment of an infected toe nail wants to talk about
a lump s/he found in her/his groin. The patient is anxious about being in hospital due
to the death of a parent of cancer.

Scenario 6 - Alcohol abuse
A patient who is in the hospital after having collapsed outside a nightclub due to
alcohol consumption wants to talk to a student about studying medicine.

Firm 1 is to offer students an opportunity to learn general medicine in a primary care setting. The
emphasis is on patient contact from the outset.



To organise the assessment, there were sign-up sheets for ISU examiners. SPs were recruited
from a pool of existing role-players who had both experience of role-playing in exams and
who had attended a training session in which the scenarios were practised and discussed. The
assessments took place at different hospitals in and around Birmingham. The role-player and
examiner were located in a private room where they welcomed the third year students. The
students then read the notes for the scenario allocated to them, which was present in the room
for the student to refer to during the consultation. The consultations were not to be longer than
10 minutes in time but as the data shows, some of them went over this time limit slightly.
After the role-play, the student would be asked a few questions about their performance. The

role-player and examiner then discussed the performance and talked about the grading.

1.3 The language game of role-play

A great deal of research has been undertaken in the area of doctor-patient communication,***
some of which will be reviewed in the Background chapter (Chapter 2). Certain
characteristics of doctor-patient talk reflect findings from other institutional domains, namely
that there is an innate asymmetry in the medical consultation that shapes the linguistic
behaviour of the conversational participants. These issues are all discussed later, and here |

merely summarise well-established findings.

The power dynamics between doctors and patients are an object of much current interest.
Patient-centredness, patients’ access to information and shared decision making™ are popular
topics in medical journals today and advocate patient empowerment. However, a lot of the
evidence | shall look at seems to suggest that doctors are the conversational participants in
control of the consultation.** This asymmetry in medicine is reflected in the language of the
consultation. Doctors are found to talk for a large part of the consultation; perhaps because
they are likely to have more knowledge than the patient. They tend to interrupt a lot, which
could be because they might judge the relevance of the patients’ utterances. They are more
likely to ask many questions, maybe due to the need for information in order to make an
appropriate assessment of the patients’ problem. They are found to initiate new topics,

possibly in order to find out information about a variety of topics within a certain time frame.



They are the ones to open the consultation, which could be to welcome the patient and make
sure both participants are aware of each other’s names and roles. They are also more in
control when it comes to closing the consultation, which is likely to be the case because they
have to manage their time effectively. Evidence for these claims on doctors’ specific
linguistic behaviour will be given in the Background Chapter (Chapter 2).

One could say that these aspects of the consultation form the ‘language game of medicine’, in
which doctors play by the rules of leading the consultation and patients play by the rules of
following the doctor. The term ‘language game of medicine’ was adapted by Skelton'? from
Bellack’s ‘language game of teaching’.*® In the language game of teaching, the teacher is the

one to have conversational control and the student is the participant who is following.

The simulated consultation is not necessarily a conversation that takes place in a medical
setting, as it is a an educational tool in which a medical scenario is simulated. What does this
mean to the nature of role-play and the language of role-play? Hanna and Fins suggest that the
role-played consultation is not a mirror of doctor-patient consultations and that the power
balance is reversed. * This could be because the SP has the knowledge and institutional
power and the student has not, even though the student is expected to play a health
professional and the SP is expected to play a lay-person. They argue that the dynamics
between medical students and SPs should mirror the power dynamics between doctor and
patients and that this is impossible, as the power dynamics of teacher-student overrules the
medical set of rules. Figure 1? shows the difference between reality and simulation taking into

account this reasoning:

Cartoon drawn by Philip Spiering.



Reality

Doctor has knowledge
Doctar has experience
Patient is under assessment
Medical setting

Figure 1: Power dynamics in doctor-patient and student-SP interactions

Simulation

SP has knowledge from briefing pack
8P has experience

Student is under assessment
Educational setting

Looking at the position of the student in a communication skills assessment, one can imagine
the student being nervous, feeling insecure and possibly being the one who is not in control of
this particular event. Regardless, the students are asked to play themselves as being part of an
institution (i.e. the hospital). The patient, however, is played by the SP, who is part of the
examination team and has more knowledge than the student about what is going to happen.
Despite this, the SP is playing a patient at a hospital who wants to talk to the student. How
does this influence the ‘language game of role-play’? Hanna and Fins’ argument was the
starting point of my analysis of the consultations; they argue that the institutional power lies
not with the medical student but with the SP. This assumed shift in institutional power is the

reason why markers of conversational dominance were chosen as the main focus for this

thesis.




1.4 Aims and goals

This thesis aims to describe and analyse simulated consultations, to focus on conversational
dominance in simulated conversations and to explore associations between different variables

in the set-up of the assessment. These three goals will be discussed below.

1.4.1 Gaining insight into the simulated consultation

As mentioned above, only one other study has been found that has looked at the interaction
between SPs and medical students. Therefore, a description of how these consultations are
structured and how each of the participants behaves linguistically is of interest. The main
goals are:
- Todiscover linguistic features of the simulated consultation. What are the linguistic
characteristics of the simulated consultation?
- To consider how the SP and the student construct their roles and how they relate to
each other in the simulated consultation. How does the SP-student dynamic work?
- To describe the language students use after having had holistic (i.e. no training of
specific, isolated skills) communication training. What do students do and say?
These questions can be answered by considering the consultations in a (socio)linguistic way,

as will be further elaborated on in the Methodology section (Chapter 3).

1.4.2 Gaining insight into role-play as an assessment tool

The assessment is set up to offer a cohort of students a similar level of challenge, using the
resources available to the teaching organisation (in this case, the ISU). When organising such
an assessment, choices are made, for example various scenarios are chosen, various SPs sign
up to role-play, different examiners are allocated to certain rooms and hospitals. It is of
importance to check that these elements do not have a direct effect on the mark awarded to the
student, as this would make the assessment invalid and unreliable. For example, an
assessment where a certain scenario leads to a higher grade than other scenarios is not a fair
and reliable (definition in Box 6, page 29) assessment. Finding out if these “set aspects’ of the

assessment (such as gender of participants and scenario) influence the way the conversational



participants communicate is also relevant, as it might mean that different students do not have
equal chances. If, for example, a certain scenario is associated with more questions asked by
the SP, this could influence what is expected of the student. Finally, if certain linguistic
elements are rewarded with a higher grade (for example: more questions means a higher
grade), this should be noted and taken into account in devising further communication skills
teaching and testing. Therefore, the three main goals in gaining insight into role-play as an
assessment tool are:
- Finding out if the assessment is reliable. Is there an association between set-up of the
assessment and the grade awarded to the student?
- Revealing elements that have an effect on communicative behaviour. Which elements
in the set-up of the assessment influence linguistic behaviour?
- Analysing which linguistic features are associated with high/low grades. Which
linguistic behaviours influence the grade awarded to the student?
Most of these questions find their roots in linguistic analysis, but will also be analysed

statistically to reveal significance in the tested associations.

1.4.3 Gaining insight into conversational dominance

In light of the tension between the educational setting and the medical consultation as just
described, it is a goal of this study to find out if it is the SP or the medical student who has
linguistic control over the consultation. This is done by answering the following questions:

- Who talks more?

- Who interrupts more?

- Who asks more questions?

- Who initiates more topics?

- Who opens the consultation?

- Who closes the consultation?
These linguistic features are traditionally linked with conversational dominance and may
indicate which participant takes control over the simulated consultation. This is of course a
limited way of looking at the consultation. A justification is offered in section 2.2.2. Besides
this, the analysis will focus on how the different participants use these listed features while

constantly remembering the social context of the conversation.
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15 Structure of the thesis

This thesis is structured following the traditional model of Literature Review (though named
Background chapter because no systematic review was undertaken), Methodology, Results,
Discussion and Conclusion. In this section, a brief overview will be given of what is

addressed in each chapter.

In Chapter 2, the background literature for this study is discussed. Some attention is given to
communication skills teaching and the use of role-play in the medical curriculum. The way
SPs are trained and their role in the simulated consultation is also considered. In the second
part of the literature review chapter, asymmetry in (institutional) conversations and the role of
power in the doctor-patient consultation is discussed. Linguistic theories on power, control
and dominance are looked at and different linguistic markers of dominance described.

In the Methodology chapter (Chapter 3), the linguistic and sociological approach to the data is
elaborated upon. The use of a mixed methods approach encompassing quantitative and
qualitative methods will be explained. Information on data collection, selection and
transcription is given, the linguistic features of interest are defined and the way the data are

analysed is detailed.

The Results chapters (Chapters 4-7) will report on the findings. Chapter 4 gives an overview
of the data to set the scene for the more detailed analysis of each potential linguistic marker of
conversational dominance. The results for the six aspects are then grouped in three chapters.
Firstly, a chapter (Chapter 5) on “floor’ deals with which of the participants talks, how much
they talk and how they obtain their speaking turns. The second chapter (Chapter 6) on ‘flow’
deals with how questions are asked and how topics are initiated. Finally, the chapter (Chapter
7) on “fringes’ looks at how the simulated consultations are opened and closed.

The Discussion (Chapter 8) explores and summarises findings and reflects on the nature of
role-play. Furthermore, strengths and weaknesses of this study are considered. | will argue
that the language of role-play should not be seen as a variety of medical communication or as
a variety of educational communication, but as a genre of its own. Recognising the language
game of role-play as a separate entity will have implications for both research and education

of communication skills teaching. This is debated in the Conclusion (Chapter 9).
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2 BACKGROUND

This chapter will give the background to the present study and will aim to discuss relevant
literature and research traditions. However, the research questions and the main focus of this
work are very interdisciplinary and touch on the fields of education, assessment,
communication skills teaching, medical communication, the use of SPs, role-play, linguistics,
sociology, conversational dominance and linguistic features potentially marking
conversational asymmetry. It would not be useful to undertake an exhaustive systematic
review as there is simply too much written on each of these topics and too little on the

combination of all of them.

Moreover, a recurrent theme in this work is the contrast between research conventions in
science and the humanities. This PhD was submitted through the School of Health and
Population Sciences because of the setting and data of the work (and because it was funded by
the ISU), but the methods and approach to the data are based in the humanities (linguistics).
This has repercussions in the selection, transcription and analysis of data, where a
combination or compromise of conventions was found, as well as in the way the literature was
searched for review. Similarly, systematic reviews of the literature are standard in medical
research, but not in the humanities. This difference is noticeable in the way the different
search engines are organised. The search engines for the medical sciences, such as PubMed
and Medline, require precise search strategies in order to find exactly what one is looking for.
Because the topic of this work is not about one anatomical or illness-related aspect, a lot of
the words that were used in a pilot search were either not recognised or had a different, more
‘medical’ meaning. For example: when the term “asymmetry’ was sought for in order to find
any papers on the power relationship between doctor and patient, a paper containing the
phrase ‘asymmetry between dyslectic subtypes’ came up, which dealt with the neurology of
dyslexia. It therefore made more sense to combine searches in more general databases with
hand-searches and searches through reference lists.

This literature review is therefore divided in three parts of which the first will deal with the

use of simulation in the communication skills education, the second with power dynamics and

its reflection in language, and the third with the nature of role-play. None of the three sections
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claim to be exhaustive reviews of all the literature available but will aim to give a clear idea

of:
a) what SPs are, how they are used and valued in medical education and their use in
communication skills teaching and testing
b) how language and social context are linked and how certain linguistic features might
mark conversational dominance in institutional settings
¢) what dynamics are at play in the simulated interaction and what the implications are
on the teaching and testing of communication skills
2.1 Simulated Patients (SPs) in clinical communication education

This part of the background chapter aims to define what SPs are and how they are used and
valued in the teaching and testing of communication in medical education. The starting point
was a Web of Knowledge search, after which other literature was hand-searched and found
through following up references in these and other works. The Web of Knowledge search
included the following citation databases:

e Science Citation Index Expanded (SCI-EXPANDED), 1900 — present

e Social Sciences Citation Index (SSCI), 1956-present

e Arts & Humanities Citation Index (A&HCI), 1975-present

e Conference Proceedings Citation Index — Science (CPCI-S), 1990-present

For the initial search in Web of Knowledge, a search strategy was developed that would yield
relevant articles. The research question of the present study deals with three main areas,
namely those of:

a) simulated patients

b) medical education

c) the teaching and testing of communication skills
The combination of these three aspects is most relevant here, which led to the search as set

out in Box 3:
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Box 3: Search terms for literature dealing with SPs in communication skills education

Topic = ("patient simulation" or "standardi?ed patient" or "simulated patient*" or "role play")
AND

Topic= ("medical education” or "medical school")

AND

Topic=(communication or "communication skills" or competence)

This search yielded 170 papers. A lot of the papers, however, dealt with simulation to teach

physical examination skills using mannequins, which is of no (or little) interest to this study.

They were excluded after scanning the abstracts. Many articles were excluded despite them
describing research using SPs. In these papers, SPs were used to test the way in which health
care professionals deal with certain issues (to assess content and extent of an HIV risk
assessment® for example), in which the issue at hand was the focus of the paper and the SP-
encounter was merely a tool through which aspects of this issue were measured or observed.
Even though these articles show how SPs are useful, they do not add anything to the
discussion about role-play and how role-play is (and should be) used. 67 papers from the Web

of Knowledge search were reviewed.

In addition to this search, colleagues at the ISU recommended valuable literature. References
from those works and from the Web of Knowledge papers were followed up. This section
aims to give a good overview of how SPs are used to teach and test communication in
medical education. In a later section, special attention will be paid to those works that discuss

the nature of role-play, as this is one of the main interests of the present study.

2.1.1 What is a Simulated Patient (SP)?

In this work, the term Simulated Patient and its abbreviation SP will be used. Chur-Hansen

and Burg™ give a good definition of how I will use the term:
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‘Standardised patients’, also referred to as ‘patient instructors’,

‘simulated patients’, or ‘programmed patients’, are individuals,

with or without ‘real’ symptoms, who are trained by medical

educators to act as patients. They can assist in teaching, and

are able to assess the clinical and interpersonal skills of

individuals such as medical students, resident medical officers

and foreign medical graduates.
This quote makes note of the different terms used in the literature — and in fact, Chur-Hansen
and Burg themselves use ‘standardised patient’ rather than Simulated Patient. | prefer the term
Simulated Patient over Standardised Patient, because | believe it is impossible to standardise
behaviour in a conversation completely. After all, the SP will respond to the student and every
student will behave differently. Barrows sees ‘the term standardized patient as a broader
umbrella term for both simulated patients and patients who have been carefully coached to
present their own illness in a standardized, unvarying way’. *° The type of role-players that
are used in this study are not patients and thus match Barrows’ interpretation of ‘simulated
patient’. The papers reviewed in this chapter use different terms, but I will talk about them
using the term “‘simulated patient (SP)’.
Finally, there is a different use of the term ‘standardised patient’, as used by Beullens et al.*’
They talk about research in general practice and the use of SPs in that context which they

describe as:

A standardized patient (SP) is a healthy subject or an actual

patient who has been trained to present accurately and

consistently a particular case and to report or judge the

behaviour of the physician based on fixed criteria.
A standardised patient in this sense is used to measure doctors’ behaviour without the doctors
realising that they are not dealing with a real patient. This is not the type of thing | am
interested in here and papers interpreting simulated or standardised patients in this manner,

were excluded.

The literature shows that not only patients are simulated. Lorin et al.*®

describe a teaching
intervention using a standardised family member, as do Clay et al.'® Allen and Rashiddiscuss
their positive experience of working with a simulated surgery.*® In a programme designed to

teach communication skills to pharmacists, Schneider et al. describe the use of SPs to play
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physicians. 2 Because SPs play colleagues and family members as well as patients, the term
‘role-player’ rather than Simulated Patient is normally used at the ISU. However, in this thesis
| am dealing with data in which role-players portray patients (except in scenario 2 which was
not represented in the final data set for this study), which was yet another reason to use the

term simulated patient and its abbreviation SP.
2.1.2 Teaching and testing clinical communication

A lot has been written about doctor-patient communication®® and its importance has been
stressed in for example the Toronto Statement® and in the recently reviewed document
“Tomorrow’s doctors’ by the General Medical Council,® stating:

The curriculum must stress the importance of
communication skills and the other essential skills of
medical practice

In the Netherlands, an important new document has been presented this year regarding the
structure of the medical curriculum,? in which communication skills feature heavily. This
Dutch policy document is based for a large part on the CanMEDS framework,? that sees
medical expertise as consisting of different competencies. The good doctor is, among other

things, a good communicator, as shown in the CanMEDS model in Figure 2:
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Figure 2: The CanMeds Roles Framework

ROLES FRAMEWORK

Furthermore, the Kalamazoo consensus statement (Duffy et al.) detailed which aspects of
clinical communication are essential to teach in medical education.? The following section
does not aim to discuss the need for teaching communication skills, but rather focuses on how

communication skills should be taught and tested.

Before talking about communication skills education, it is worth defining what
communication skills are in the medical setting. The second Kalamazoo report®® focuses on
the assessment of communication and interpersonal skills and sees communication with

patients as a core clinical skill:

It can be defined as specific tasks and observable behaviors that
include interviewing to obtain a medical history, explaining a
diagnosis and prognosis, giving therapeutic instructions and
information needed for informed consent to undergo diagnostic
and therapeutic procedures, and providing counselling to
motivate participation in therapy or to relieve symptoms.

This definition of what clinical communication skills are focuses on what is observable in the
assessment and focuses on activities of the doctor. It does not mention skills like ‘listening to

the patient’ or ‘showing empathy’, nor does it mention non-verbal communication.
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Additionally, it does not seem very logical to define a skill as a task. It is hard to define what

communication is, but a definition | prefer is one by Balzer-Riley:*®

Communication involves the reciprocal process in which
messages are sent and received between two or more people.

This definition is so general one can hardly take exception to it, but when applied to medical
encounters it is of relevance as it includes not just the behaviour of the doctor, but stresses the
reciprocal nature of communication and accounts for verbal and non-verbal communication. It
also allows for communication by different means (spoken, written, by telephone, etc).
Combining these two definitions makes up a definition (see Box 4) | will use in this work.

Box 4: A definition of ‘communication skills’ based on Duffy et al.”® and Balzer-Riley*®

The ability to perform specific tasks and (observable) behaviours involving the reciprocal
process in which messages are sent and received between health care professionals and
patients.

This definition obviously focuses on communication with patients and does not include
communication with relatives or interprofessional communication. The word “skill” is used a
lot in papers dealing with communication in medical encounters. Kurtz et al.,* for example,
take a predominantly skills-based approach (rather than attitude-based approach) to

communication skills teaching and learning because they argue:

1. Skills acquisition is the one essential component of
communication teaching and learning.

2. Skills acquisition is important even when there are no
attitudinal blocks.

3. The skills approach is less threatening to the defensive
learner.

4. Skills acquisition can lead to changes in attitude.

They base their educational approach on these ideas and state that although ‘cognitive or
attitudinal works helps learners to understand the concepts of why to communicate in a
certain way, only the skills-based approach provides the skills that enable learners to put these

intentions and attitudes into practice.” They continue dividing skills into ‘content skills’ that
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deal with what is being communicated, “process skills’ that deal with how something is
communicated, and ‘perceptual skills’, that deal with the thoughts and feelings during the
communication. This approach to communication skills teaching is very popular and Kurtz et
al.’s guides and models are much used. There is a downside to focusing solely on skills,
according to Skelton:?’

(...) if the focus is exclusively on skills and not on what (very
broadly) we think of as the attitudes that underpin them — on the
“talking well”” rather than the ““good man” — then the
endeavour is hollow

For this reason, the students in the present study were assessed on three counts: knowledge,
skills and attitude, which will be further explained in the Methodology chapter (Chapter 3).

Aspegren reviewed 180 articles in his Best Evidence Medical Education (BEME) guide, a
systematic review of papers all dealing with communication skills education in medicine.?
One of his recommendations in the conclusion of his review was that “training should use
experiential methods and primarily address problem-defining skills’. It makes sense that
communication, which is something very practical, should be taught through practice rather
than through learning by studying literature or through lectures. Rollnick et al. even suggest
that communication skills are best taught in context starting with problems proposed by the
learning participants.® When role-play is the main teaching method communication can be
developed ‘in the background’ alongside clinical skills, according to Rollnick et al. This, they
say, has the advantage of being able to ‘start with what practitioners actually do in their
everyday work setting’. The importance of practising and learning by doing is also stressed by
Lelia et al., who found that, despite 88% of their students diagnosing an SP correctly in an
OSCE, only 35% asked questions about sleep and only 18% asked questions about depression
in a consultation with an SP portraying a patient with chronic pain; the students had enough
knowledge to make a correct diagnosis but did not demonstrate the skills that should be

practised alongside this knowledge.*

There seems to be agreement that communication skills can be formally taught and tested.
Aspegren and Lgnberg-Madsen come up with a hierarchical order of skills and claim that

teaching should start at ‘the bottom of the ladder’, namely with taking a history and then work
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its way up via information-giving, counselling, holding a complete consultation, breaking bad
news, handling difficult consultations to the final and most difficult level, that of having a
consultation with a patient dealing with issues around dying.®* This makes sense, but seems a
very simplified version of learning communication and might be much more linear than

reality.

There are different ways to teach and test medical knowledge and skills, best exemplified
using Miller’s pyramid of learning, which has “increasing professional authenticity, starting
with the leaner’s cognition and moving towards a focus on the learner’s behaviour’. 3> The

pyramid is shown in Figure 3:

Figure 3: Miller's pyramid®

Does

Shows how

Knows how

Knows

Wass et al. explain which types of assessment in medical education match the different levels
in the pyramid; factual tests belong at the bottom level of the pyramid, clinical context based
tests belong in the ‘know how’ level, OSCEs and SP-based tests match the *show how’ level,
whereas the highest level is a ‘performance assessment in vivo’.** The advantage of using SPs

in teaching and testing places this type of education quite high in the pyramid, as it focuses on
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the behaviour of the learner and has a higher level of professional authenticity than writing an

essay or doing an MCQ test.

Van der Vleuten feels that the value of any assessment, or “utility’, as he calls it, is made up
of five aspects: reliability, validity, educational impact, cost and acceptability.* It is the
educational impact | want to think about more closely for the moment.

There is a link between teaching and testing. Wass et al. believe that ‘assessment drives
learning’.** They claim that medical students are very busy and have so much learning to do,
that they tend to focus on those parts of the curriculum that are tested. This is why they feel
that assessments should be ‘educational and formative’, as is the case with the data here.

Duffy et al. agree and show how assessment and learning are linked in Figure 4:%

Figure 4: ‘Skill training and evaluation’ by Duffy et al.®

Learning objective Assessment (Checklist)

l / Performance \ l

Learning Observation

Feedback

In this figure, Duffy et al. show how a checklist (for example) can guide observation and
feedback, thereby influencing learning and the performance of the student or participant. This
is why the learning objectives and the assessment tool must match one another, as they both
have an influence on learning. Also, decisions on what should be tested will give students a
message about what the educational institution deems important, a point made by Humphris
and Kaney.* They mention some important reasons to assess communication skills, although
they feel it is hard to implement SP assessments and there is more work needed on validity:

(1) It provides an achievable criterion for students to develop skills
further into their training,
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(2) It gives feedback to students of their own performance, and
provides students a basis to identify their own learning needs,

(3) It integrates communication skills into the medical curriculum so
that students take this area of learning seriously.

Points (1) and (2) seem to support the aforementioned arguments stressing the importance of
assessment. Point (3) focuses on another important aspect of education, namely the hidden
curriculum;®” if communication skills is part of the curriculum, students might assume it is
important for the medical school they are attending and thus important for their future

profession.

2.1.3 Advantages and disadvantages of using SPs

The use of SPs has many advantages over the use of real patients. They are mentioned by
many of the papers reviewed here. In my view, Schéfer et al. succesfully list the six most
important reasons to use SPs in medical education (summarised and freely translated from

German into English by myself), as in Box 5:®

Box 5: Reasons to use SPs in medical education, adapted from Schafer et al.*®

1) SPs can improvise; the conversation can be interrupted and repeated

2) SPs can warrant a degree of standardisation in teaching and testing

3) By using SPs to portray a variety of illnesses, the curriculum can contain more
complex medical scenarios

4) Using SPs is ethically preferable over practising skills on patients

5) The use of SPs rather than patients creates more flexibility in where and when the
interactions take place

6) SPs can give constructive feedback

Point 4 is a hugely important argument for not using real patients in teaching and training

medical professionals, at least in communication. Ziv et al. stress this in an eloquent way: *

Medical training must at some point use live patients to hone
the skills of health professionals. At the same time, there is an
obligation to provide optimal treatment and to insure patients’
safety and well-being. These conflicting needs create a
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fundamental ethical tension in medical education, one that is
widely recognized although little discussed.

They therefore conclude that simulation ‘can be a valuable tool in mitigating these ethical
tensions and practical dilemmas.” Points 1 and 6 in Box 5 are important advantages of using
SPs over patients, as students are allowed to make mistakes and can learn from these mistakes
by rewinding the consultation and trying to do it better or by receiving insightful feedback.
Points 2, 3 and 5 are very practical issues in which it is preferable to work with SPs over real
patients; SPs can standardise the teaching and testing to a certain extent, SPs can portray a
range of problems matching the learning objectives, and it is relatively easy to time-table
classes using SPs. Van Zanten et al. add one more advantage to this list, namely that the SP

feeding back is ‘the one who has the most personal perspective, the patient’.*°

However, Mounsey et al. did not find a difference between a group of students that practised
motivational interviewing by role-playing with SPs and a group that practised by role-playing
with student colleagues.** 1 feel that role-playing with peers can be useful, but not for every
session in the curriculum as this approach does miss out on some relevant aspects of using an
SP as mentioned in Box 5, such as constructive feedback, good acting skills, and a higher
degree of sensitivity and safety for the student — after all, group dynamics can influence the

role-play with a peer.

SP feedback is a valuable side of role-play, but how to give feedback is a difficult subject.
Bokken et al. reviewed the literature about SP feedback and reported that most of the papers
cover 3 aspects, namely:*

e the training of SPs in providing feedback;

e the process by which feedback is provided by SPs;

e the domain(s) covered by feedback provided by SPs.
After reviewing the papers they found, they concluded that there are no standards for giving
feedback and training SPs. There was “substantial heterogeneity with regard to the ways in

which SPs were trained to provide feedback and there were no clear standards for training.’
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Some papers mention other disadvantages to using SPs in role-play. For example, Vessey et
al. mention that the SPs can only portray a limited range of illnesses and therefore only
represent a limited patient population.”® In addition to this, they suggest that accurate
evaluation of a simulated consultation is difficult and any intervention or assessment using
SPs is expensive. Role-playing a consultation with an SP is very different from learning

through a traditional lecture, which is something participants may have to get used to.

In Maastricht, role-play has been used extensively for a long time, but here too there is a
recognition of the difficulties. In a paper reflecting on twenty years of teaching

1.* point out:

communication skills, Van Dalen et a
e The instructional videotapes are quickly outdated
e Itis hard to choose which parts of the consultation to practice when students do not
have a lot of medical knowledge yet
e Itis hard to choose which behaviour is the topic of training
e The model is not truly generic
e It is hard maintaining momentum between sessions due to the longitudinal
organisation
e There are limitations in the use of simulated patients.
The paper offers potential solutions to these problems and does not see these problems as
reasons not to use SPs. Despite the problems with role-play as discussed in this section,
authors still advocate the use of SPs in teaching and testing. An exception are Vessey et al.,
who claim that simulated consultations should only be used in formative assessment because
the method is not reliable and valid enough.*® They claim it does not reflect students’
performances ‘on other clinical evaluation measures or their performance on national
certifying examinations.” The complex topics of reliability and validity will be further

discussed in section 2.1.5.

Some studies have looked at different aspects of the job of the SP. SPs change after having
done many role-played consultations, according to Boerjan et al. who based their findings on
semi-structured interviews with eight experienced SPs.*® Their medical knowledge improved,
they realise that being a doctor is difficult and are more critical of their own GP. Overall, they

found that SPs enjoy their work but do find it stressful at times and cope with issues such as
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sleeping problems and anxiety. Little work has been done to analyse and evaluate SPs
performances in medical education, but Wind et al. created a checklist to assess SPs in the
educational setting which they found to be valid and reliable.*® Their checklist focused

mainly on authenticity of the role-play and feedback given by the SP.

214 Different uses and evaluations of SPs

SPs are used in the teaching and testing of (communication) skills in many different
disciplines and with many different types of participants. For example, SPs are used to teach
the structure of consultations to outpatient teachers,*’ to train both physicians* and
gynaecologists,*® to communicate with adolescents, to teach communication in palliative and
end-of-life care,™ to teach smoking cessation skills to senior medical students,* to teach
death disclosure®® and much more, as will become apparent in this section. Not only are SPs
used in different disciplines, they are also used for different goals and in different ways. SPs
are not only used as a tool to teach communication skills, but also to test students’® or
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residents’” self-assessment skills, but also in combination with computer-based case

simulations> and to test links between communication skills and emotional intelligence.*®

Many teaching interventions using SPs described in the literature are successful (with success
measured in different ways, as will be discussed in 2.1.4). An exception is the study by Hanna
et al., in which SPs were used to coach non-competent physicians.”” Of the five doctors they
coached, one stayed on the same level, one improved, but three deteriorated. The study is a
very small-scale one (only 5 physicians) and the finding is atypical compared to the majority
of papers found. In the next few paragraphs, a variety of positive results from SP teaching-

interventions and the use of SPs in assessments will be discussed.

McLaughlin et al. propose a three year curriculum for emergency medicine residents using
SPs to teach communication skills, interpersonal skills and professionalism.*® The strength of
the programme, they feel, is that it “allows residents to make mistakes, learn, and be evaluated
without exposing a real patient to risk.” The use of SPs in teaching and testing professionalism
is also recognised by Van Zanten et al., who undertook a study using SPs to see if

professional attributes can be measured.>® They found out that it can indeed be measured and
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that younger, recently graduated and female participants score higher on professionalism.
Research by Stratton et al. established a link between emotional intelligence and
communication skills.* Third year medical students with more attention to feelings, empathic
concern and perspective taking did better in an SP encounter. This is a good reason to focus
on emotional intelligence in communication skills teaching, as is the case in the data of this

work (in which the scenarios deal with emotional issues such as fear, anxiety, frustration).

Some studies compare experiential teaching using SPs with more traditional, didactic teaching
such as a lecture. In the teaching of smoking cessation skills to senior medical students,

Roche et al. chose different approaches.” Audio role-play, live role-play and video role-play
were all found to be more successful than a lecture. According to Roche et al.: “The results of
this study indicate that the 5™-year medical students demonstrated significantly improved
skills in smoking cessation interventions after specific training in intervention techniques
when exposed to any of the educational approached other than traditional didactic teaching.’
However, Carter et al. found that surgical students enjoyed a lecture more than an SP
experience and that lectures make students enjoy the SP experience more and perform better

at the role-play after having a lecture.®*®!

There is some evidence to support the positive evaluation of both teachers and students. A
survey of 91 curriculum deans by Hauer et al. showed that two thirds of all interviewed deans
are positive about the new student assessment with use of SPs.®? According to a study by

Boyle et al.,®® .54

students enjoy their experiences of working with SPs and Windrich et a
even mentions that students had a higher interest in psychiatry after an SP-intervention,
compared to the control group. In this study, however, the students with SP-experience were
less secure of their own clinical knowledge compared to those who did not see a SP. Bokken
et al. held focus groups with 4™ and 5™ year students and found that even though students
enjoyed working with SPs, they found communicating with real patients more useful.®
However, the students recognised some advantages to working with an SP, as they felt it to be
good preparation for the real patient encounter (improving communication skills and
confidence), a powerful tool for teaching intimate physical examination skills and they felt it

was nice to get feedback on their performances. Sullivan et al. also found that SPs were well-
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I.,43

received, acceptable and evoke reflective learning.®® However, like Vessey et al.,*® they do

have some worries about reliability, which I will address in section 2.1.5.

Van Dulmen et al. looked at students’ stress levels during an SP-encounter where the
Student was expected to break bad news.®” They found that there was a link between stress
levels and performance and find ‘that in evaluating students” communication performance
there is a need to take their stress levels into account.” Hardoff and Schonmann also mention

the stress of having to role-play in front of a group:*®

However, the majority admitted their reluctance to be exposed
to a group of colleagues while playing the doctor’s role. Those
physicians who did role-play expressed their appreciation of the
learning impact of the exercise after overcoming the
embarrassment at the beginning of each simulation.

Obviously, using SPs for teaching and testing does mean that participants are observed while
they communicate, which can be uncomfortable for some people. This is a subject perhaps
worthy of more investigation, but it should be taken into account that many students are
nervous of any assessment or public performance and this is perhaps simply a requirement of

academic courses that students have to get used to.

Nestel et al. have studied the use of SPs as facilitators of a role-play session, or in their words,
have used an ‘actor-patient’ as a teacher.®® No differences were found between students that
were taught by an SP or those taught by a medical teacher. In either case, Nestel et al. argue
the value of using teachers with different backgrounds: ‘By using both actors and medical
teachers as facilitators, students were encouraged to think broadly about ‘experts’, sources of
information and learning opportunities.” Another study, by Nestel and Kidd, looked at peer
tutoring in SP-sessions in which patient-centred interviewing skills were practiced.®® Two
months after the teaching, they found no difference between the groups facilitated by peers
and medical teachers, although there were a few educational techniques favoured by students
in sessions with medical teacher. Eagles et al., however, found a significant difference in the
use of real patients, simulated patients and videotaped interview in teaching students

communication about alcohol abuse, in favour of SPs.”
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2.1.5 Validity, reliability and effect of the SP-based intervention

Shumway and Harden, like VVan der Vleuten who was mentioned on page 22, discuss four
important criteria in assessment processes, namely: validity, reliability, impact on learning
and practicality including cost.*® The following section will focus mainly on validity and
reliability of SP-based teaching and assessments, as well as the impact of SP-based
interventions. Shumway and Harden’s definitions for reliability and validity will be used in

this section, as outlined in Box 6:

Box 6: Definitions of validity and reliability by Shumway and Harden®

Validity:
‘The validity of an instrument is the degree to which an instrument measures what it is
supposed to measure.’

Reliability:
‘The reliability of a test is the consistency, generalizability or reproducibility of a test. It is the
extent to which examinees’ scores would be similar if they were retested.’

Both the reliability and validity of the use of SPs in medical education are topics of much

discussion, as will become apparent in this section. Howley states the following:"

We are moving away from limited test formats to more complex,
mixed methods of authentic assessment — from faculty
observation ratings supplemented with paper-and-pencil MCQ
tests to SP-based performance assessment supplemented with
clinical reasoning simulations. This move brings not only
several unique challenges but also great educational rewards
for the measurement and advancement of clinical competence.

The “unique challenges’ she mentions are demonstrating the reliability and validity of new
educational methods, such as the use of SPs. Vargas et al. looked at the different steps in
creating an SP-programme and the local issues that arose in their institute for each of these
steps.” The steps they identified were: finding out what domains are to be tested, and which
skills to measure, developing cases, recruiting and training SPs, developing a scoring system
for the tests, measuring the educational effects. This last point is a difficult one, for which
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Vargas et al. recommend that more research into ‘adequacy of the assessment scores and

associated competency decisions’ must be undertaken.

Buyck and Lang set up a study to find out which segments in a simulated consultation were
considered moments of interest for learning and teaching.”® For this study, 67 medical faculty
looked at a video of a doctor and an SP and their comments were subsequently compared to a

panel of experts. They found that:

... the poor consistency and uniformity of communications
teaching content demonstrated by faculty participating in this
study are striking. Results of this study suggest that future
research should investigate methods by which to identify and
overcome barriers to poor consistency and uniformity.
Evaluations of how clearly faculty define and identify
communication skills they choose to emphasize and how closely
those choices parallel the skills identified by the Toronto and
Kalamazoo Consensus statements could be useful.

Buyck and Lang’s research highlights the difficulties of measuring communication in an
objective way. They feel that the field of clinical communication has not yet ‘come of age’.
However, there has been research trying to find out whether communication skills training

actually works, whether assessment scores of SP-based exams are valid.

In the literature, there has been some research into the way SPs rate role-played encounters,
compared to the ratings of medical teachers or an objective measure. Price et al.”* looked at
SPs ratings of the consultation compared to the RIAS score® and found that the way SPs score
the consultation is indeed reliable. Scheffer et al. compared scores of SPs, experts and OSCE
examiners of a simulated interaction and found that they rated roughly the same in a global
rating system.”” Quest et al. found a high level of agreement between scores of SPs and
faculty, however the scores of the residents who role-played the interaction did not correlate

®* RIAS is short for Roter Interaction Analysis System’ and is a system for coding interactional
elements of the consultation (‘laughter’ and ‘questions’, for example) used by many interactional
researchers in the US and Europe. For this project, the RIAS model has not been used, partly
because it does not take interruptions into account and gives limited definitions for linguistic features
such as ‘question’’®.
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with SP and faculty scores which says more about self-assessment than it does about
reliability and validity of an SP assessment.> Finally, Ishikawa et al. measured non-verbal
behaviour in the simulated consultation and found that SPs value students’ headnods, eye-

contact and the mirroring of vocal volume and tone.”

Rifkin and Rifkin took a different approach to validity and reliability by investigating the
correlation between basic and clinical science knowledge and the scores of students in an SP

encounter and found that the correlation was ‘poor’.”® They felt that:

In conclusion, brief observations of patient assessments should
be tested against a measure of clinical competence that has
proven validity. That is, the medical education community needs
to develop and test an objective method of measuring important,
yet subjective skill-sets such as history-taking, physical
examination and interpersonal skills.

This statement makes sense, but the question is whether clinical knowledge and performance
in a communication skills examination should correlate; clearly these are two different sets of
abilities all together. Moreover, this approach seems to assume that measures of clinical
competence are easier to assess and more reliable. These tests say nothing about validity, as

SP-based assessments test different things from clinical competence alone.

Sanci et al. argued that ‘an ongoing challenge for the evaluation of medical education is to
show that learning has occurred through a change in practice, measured objectively’.®° Lane
and Rollnick reviewed the literature on the use of SPs and role-play in communication

training and concluded that;®*

There is a need for more well-designed studies that assess skill
acquisition following the use of simulated patients and/or role-
play in a number of different settings, both at undergraduate
level and with experienced clinicians.

A lot of the papers found through the Web of Knowledge search try to do this and attempt to
measure the effect of certain teaching interventions using SPs. Alexander et al., for example,

found that a short course involving role-play for residents improved their communication with
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patients at the end of life.%? This type of research is relevant to show that this type of teaching
(using role-play) works, yet it is to a high degree predictable and not always interesting as it
basically says that participants show behaviour A after being taught behaviour A. Moreover,
one could wonder if there was a change in behaviour simply because there was an
intervention, regardless of the content of this intervention. Despite these criticisms, more

papers aimed to measure the effect of SP-teaching will be discussed here.

Knowles et al. measured an improved performance by students who did role-play exercises
(video role-play and feedback) before an OSCE as opposed to a control-group who did not.®®
The results of this study are not surprising as the students who did role-play, got to experience
a similar set-up to the OSCE before the exam took place whereas the control group could not.
Feddock et al. looked at the effects of an intervention with role-play exercises in adolescent
medicine and found that students had better medical knowledge and clinical skills after an
intervention involving role-play.®* This is slightly more surprising, because if knowledge
increases through interactive teaching, this might suggest that more than just communication
skills can be taught and tested through role-play. Similar results were found in a paper by
Porter-Williamson et al., who suggest that ‘facts combined with their application in the “real
life” setting can strengthen learning.”® By comparing pre- and post-course assessment
instruments they saw that an intervention in palliative medicine involving role-play increased

competence by 56%, reduced concern by 29%, and improved knowledge by 23%.

Sanci et al. attempted to measure the effects of a training programme aimed to teach GPs
more about communicating with adolescents.*® The GPs were tested pre-training, 6 months
post-training and 12 months post-training. It was found that ratings of self-perceived
competency, independent faculty ratings of clinical competency were significantly impacted
by training. However, interestingly, the SPs’ subjective rating on rapport and satisfaction
were not significantly impacted. All in all, they felt that the intervention was successful in
‘achieving sustainable and large improvements in knowledge, skill and self-perceived

competency’.®

Linked to the reliability, validity and outcome of an assessment using SPs is what happens to

a student if they fail an exam. After all, there need to be consequences even if a student fails
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the ideal test with perfect reliability and validity. Hauer et al. show that 74% of the schools
they surveyed undertake remediation and 47% of the schools require a retest before
graduation.®” Deans were relatively satisfied with the remediation process, but their
satisfaction and confidence were correlated with remediation and retesting — so the more they
do about it, the more satisfied and confident they were. Hauer et al. make a fair point when
they say that ‘Despite the substantial resource investment in creating a robust SP examination,

only a minority of respondents restricted academic progress on the basis of exam results.’

Finally, some studies have looked at the way an assessment is set up and whether this
influences the scores of individual students. Gispert et al. found that it does not matter to
students ratings if the SP is male or female, or which case comes first in an clinical skills
assessment using SPs.?® Stimmel et al.®* and Yudkowsky™ et al. did not find a difference in
score between participants who had prior exposure to an SP and those who did not, although
Yudkowsky did find that ‘residents without standardized patient experiences in medical
school were almost five times more likely to be rejected by patients’. Moreover, Colliver et
al. describe worries about the ‘grapevine effect’, where students tell each other about a case
that is role-played in an exam.”* However, when testing this effect, they did not find any

evidence of lack of test security.

This first section of the background chapter has looked at the definition of clinical
communication skills and that of SP, before looking at different ways of using SPs,
evaluations of stakeholders and measuring success. The next section will focus on

conversational dynamics in institutional settings.
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2.2 Conversational asymmetry

The first part of this background chapter reviewed literature about the use of simulated
patients in teaching and assessing communication. Since this thesis focuses especially on
conversational control in the simulated consultation, the second part of the literature review
will include a discussion of the dynamics that play a role in the doctor-patient consultation

and the linguistic manifestation of dominance in (institutional) conversations.

2.2.1 Power and the medical consultation

2211 Power and its sources

This thesis explores conversational dominance, control and power dynamics in the simulated
consultation. Therefore, a deeper understanding of the term *power’ is desirable. Nietzsche

suggested that power is a strong motivator, saying:*

Every animal, including the philosophical animal, instinctively
strives for an optimum of favourable conditions under which it
can expend all its power and achieve its maximal feeling of
power ...

There are good reasons to want power: it enables people to get what they want, to do what
they want and to get other people to do what they want. The following section will consider
what power means and what qualities can make a person powerful. It will consider different

interpretations of power and clarify which definition will be used here.

When reviewing a selection of papers on power and distance in the field of pragmatics,
Spencer-Oatey found that power can be a confusing term with many different interpretations
and felt there needed to be “explicit discussion’ about the meaning of power.*® This is in

accordance with the dictionary definition of power, which also consists of different facets:**
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* noun 1 the ability to do something or act in a particular way.
2 the capacity to influence other people or the course of events.
3 a right or authority given or delegated to a person or body. 4
political authority or control. 5 physical strength or force. 6 a
country viewed in terms of its international influence and
military strength: a world power. 7 capacity or performance of
an engine or other device. 8 energy that is produced by
mechanical, electrical, or other means. 9 Physics the rate of
doing work, measured in watts or horse power. Mathematics the
product obtained when a number is multiplied by itself a certain
number of times.

This literature review will focus on the sense of power described in 1, 2, 3, 4 and 5 and will
try to avoid discussions in the politics literature (definition 6), and physics or mathematics (7,
8 and 9). According to the dictionary, then, power is used to mean the ability to act in a
certain way (1) and to influence people or events (2), both of which are behavioural outcomes
of power. It also means authority (3), control (4) and physical strength (5), and these are
attributes a person can possess. These two aspects, uses of power and types of power (what
power does and one can have power) are of some interest for this thesis and shall be discussed

below.

Where power comes from, is a question that has occupied many scientists. Mainly in the field
of sociology and political sciences, people have aimed to make a taxonomy of sources of
power. | have aimed to summarise some ideas on where power might come from in Table 1
below. In the right colomn, I offer my interpretation of terms, often using the authors’ words

in the description.
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Table 1: An overview of different categorisations of sources of power

Sources of power Description
Hobbes™ Natural power Strength
Intelligence
Instrumental power Wealth
Reputation
Influential friends
French & Reward power Being able to reward tasks
Raven® Coercive power Being able to punish others
Legitimate power Age, Social Class, Intelligence
Part of a social structure
Power through an institution
Referent power People wanting to be like you
Examples: wealth, fame
Expert power Specific knowledge
Specific skills
Toffler’” Violence Physical strength
Wealth Money
Possessions
Knowledge Specific knowledge
Specific skills
Russell™ Physical power Physical strength
Reward & punishment Money
Possessions
Influencing opinions Propaganda
Influential friends
Galbraith® [ Personality Physical strength/size
Eloguence
Charisma
Property Money
Possessions
Organisation Political source of power
Power through an institution
Bachrach & | Coercion Being able to threat with punishing
Baratz'® others if tasks are not completed
Influence Age
Social Class
Intelligence
Influential friends
Authority Part of a social structure
Power through an institution
Force (manipulation) Physical strength
Being able to punish others if tasks
are not completed
Goldhamer Legitimate power Sanctity of traditions in society
& Shils™ e Legal Personal qualities: heroism, etc

e Traditional
e Charismatic

Law

Coercion

Power is not acknowledged by
subordinated individuals
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Summarising all theories on the bases of power found that the features making a person
powerful are: physical strength, charisma, eloquence, intelligence, knowledge, skills, being
part of an institution, fame, money, possessions and influential friends. Even though these
features are grouped together in different ways, there is quite some similarity between the
different models in Table 1. Obviously, the different features work together as well; if one has
a powerful personality (intelligent, eloquent), chances are larger for that person to become
affiliated to an influential institution. And in turn Galbraith suggests, ‘property and
personality have effect only with the support of organization’.** Even though the reviewed
models range in date from the 17" century to the 20" century, they can still be applied to

modern society.

Looking at the different models as set out in Table 1, there are different aspects that point
towards the doctor being the more powerful person in the medical encounter; doctors
generally are socially respected, have a lot of specialised knowledge and skills, they have
power through an institution (hospital, GP surgery), are often wealthy, and children might like
to ‘play doctor’ and would like to be a doctor — although this is susceptible to change if
society changes (children might now prefer to be a celebrity!). Silverman,*®? inspired by
Foucault’s ideas about the history of medicine and the social dynamics of the clinic,'*
concludes that ‘the modern clinic, like the modern prison, is very much a laboratory of power’
and that there is “a certain inescapable asymmetry’ at the heart of the medical encounter.
Tuckett et al. acknowledge the importance of power in the doctor-patient consultation:'*

(...) medical consultations take place in the context of a power
struggle between patients and doctors who have mutually
contradictory interests. The control of information is part of this
conflict.

Tuckett et al. describe the central role of information in the power struggle. Patients are likely
to go to a doctor because the doctor has access to information that they themselves do not
have. This is in agreement with the ideas of Toffler mentioned in the previous section, who
also stresses the importance of knowledge; he reflects that physical violence was historically
the way of gaining power, whereas the industrial revolution changed this and money or

possessions became the way to gain power.®” Nowadays, Toffler suggests, knowledge is the
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key to power, and the power of knowledge will only continue to grow through media such as

the Internet.

Goodyear-Smith and Buetow, however, think that Toffler’s three sources of power are not
solely applicable to doctors, but to patients as well; they can decide whether or not to take
medication, they are experts on their own bodies and lives, and they have access to a wealth
of information through the internet.®> Goodyear-Smith and Buetow claim that both patients
and doctors need power and are both in the position to abuse their power. This is an
interesting angle to take and has previously been researched by Haug and Lavin, who asked
466 members of the public and 86 doctors questions about the power of the doctor.*® They
concluded that the traditional controlling role of the doctor might be changing. This is worth

keeping in mind when analysing data in the present study.

Maynard thinks that distribution of knowledge is a key element in the doctor-patient
dynamics: ‘Studies of the doctor-patient relationship uniformly describe an asymmetry of

knowledge (...)”."" Foucault, perhaps the most famous thinker in this area, also links

103;108;109 108

knowledge to power and is quoted by Gordon™" to have said: ‘The exercise of power
perpetually creates knowledge and, conversely, knowledge constantly induces effects of
power.” Foucault believed not in having or not having power, but rather thought that the
power dynamics are constructed and constantly developing; power can then be seen as a
process, and not a character trait. The next section will look more closely at the construction

of power in a more behavioural way.

2.2.1.2 The construction of power

Russell describes power as ‘the production of intended effects” which means that ‘A has more
power than B, if A achieves many intended effects and B only a few’.*® For Russell, power
seems to be intertwined with intent. Weber also describes power as ‘the probability that an
actor within a social relationship will be in a position to carry out his own will despite
resistance, regardless of the basis on which this probability rests’.%® Both Russell and Weber
stress the importance of carrying out one’s own will.

110

An important figure in the theoretical development of the term ‘power’ is Dahl.”™ According

to Clegg, Dahl’s work is ‘a landmark in the analysis of power’."** Dahl takes on a behavioural
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approach to power and therefore focuses on observable behaviour, in other words, Dahl
focuses on what power does and how people exert power. From this point of view, A has
power when A can successfully persuade B “‘to do something he would not otherwise do’.
Dahl’s behaviourist view of power can therefore be explained as the degree to which one can
influence others. In this project, when the term power is used, this behavioural definition of

power is meant.

Hobbes recognises, too, that power is relative — those around you will determine your social
position.**? For example, when members of the mafia surround you, you are a lot less
powerful than when surrounded by a group of 5-year olds. This is very much in accordance
with the abovementioned work of Russell, Weber and Dahl, who look at behavioural
outcomes to determine influence, control and power. Foucault agrees that power is a social
construct and “is a way in which certain actions modify others’ and even goes as far as to say
power on its own does not exist at all, not ‘in a concentrated or diffused form’.*** Basically,
Foucault thought that discourses (and thus knowledge of certain concepts) create reality and
the (power) dynamics that this entails. Sarangi and Roberts discuss the Foucauldian reading of
power and say that in his interpretation of power:'*

professional authority and credibility is equated with the
acquisition of a body of specialist knowledge through
rigorous training. Expert knowledge thus becomes
visible as professionals and clients position themselves
in an asymmetrical relation, which consequentially
amounts to a form of symbolic control.

This leads to a way of thinking about power that goes back to Dahl’s interpretation, which

was based on behavior and interaction. Maynard, too, suggests that ‘asymmetry is

achieved’.’” As Kendall and Wickhamsuccinctly put it:**®

Power, then, is not essentially repressive; it is not
possessed, but is practiced. Power is not the prerogative
of “‘masters’, but passes through every force. We should
think of power not as an attribute (and ask ‘What is it?’),
but as an exercise (and ask “‘How does it work?”).
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This way of thinking about power and how it is constructed or exercised, has parallels with
the conversation analytical approach, where language is seen as something that constructs
(and is in turn itself constructed by) reality and social relations (see section 3.1.1.2). As

Sarangi and Roberts say:***

Just as the sociolinguistic and conversation analytic literature
tends to engage with the interaction order rather than the
institutional order, the reverse is the case with mainstream
sociological literature.

The present study will start with some aspects of conversational dominance that may be seen

as ways of constructing an asymmetrical power relation.

2.2.2 Linguistic markers of asymmetry

The link between social setting and language is much researched, and Attewell explains how
setting and context was of importance according to Garfinkel, an ethnomethodologist whose

ideas helped shape conversation analysis:*'®

One of Garfinkel’s premises was that the practices of members
and particularly their accounts occur in a particular context of
biography, intention, setting, time, and so on. Further, any
accounts made in that setting gain their meaning for actors only
because actors understand the account as inextricably tied to
that occasion and no other.

The importance of context is clear, and one of Garfinkel’s main ideas, that of ‘indexicality’,

draws on that in more detail, as explained by Cuff et al.;**’

Garfinkel proposes that members’ actions and utterances are
features of the social organised settings of their use. Their sense
is therefore “indexical’ to the settings in which they are
produced and recognised.

Taking this idea further, it means that each setting has its own conventions and own social

rules, hence the term “local indexicality’. Another important sociologist whose ideas have
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impacted the study of language, was Goffman. Placing Goffman in a research tradition is
quite hard, as he critiqued ethnomethodology and conversation analysis, but belonged to a

similar school of thought regardless.'® Goffman introduced some important concepts to the

field of linguistics namely the concept of “face’**

that of “frame’,** with which Goffman differentiated different levels of social atmospheres in

(further explained in section 2.2.2.1) and

a conversation. In my view, this latter concept is not entirely different to Bourdieu’s way of
thinking regarding habitus and field; both field and frame deal with social constructions in
which certain rules and norms are in place.'?* These social atmospheres all have their own
power dynamics, which might be present in language. The next section reviews how power
and language are linked, it discusses different schools of thought dealing with conversational

asymmetry and finally it reviews possible markers of conversational dominance.

2.2.2.1 Power and language

Wang reasons that the Socratic concept of ‘ideal’ dialogue, in which both speakers have equal
rights and freedom to make their points, does not exist as ‘power is inherent in all verbal
interaction, which embodies the distribution of power among participants’.*** Wang continues

by arguing that asking questions is a linguistic tool to exercise power in a conversation.

However, it is worth noting that a powerful person does not necessarily dominate a

conversation. Linell et al. stress the following:**®

Power is not always expressed in dominant behaviour. For
example, in some situations and social relations, activity and
talkativeness on the part of a given actor may be a sign of
relative powerlessness. (...) Also, we must not forget that BOTH
parties in almost all interactions have SOME power, though the
power of the two often has different scopes and manifestations.
(...) In general, power is exercised reciprocally and
intercursively. Nonetheless, interactional dominance — as
discussed in this paper — IS one aspect of the manifestation of
power relations in dyadic communication (...)’

This seems reasonable. The point of the link between power and language is that the social

context of language can influence the way participants in a conversation interact with one
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124 and Grice® have explored this link in their studies of the meaning

another. Both Searle
and function of language, the context of language-use and how language influences
behaviour. This is why the terms ‘conversational control’, ‘interactional dominance’, or
‘conversational asymmetry’ are more apt than power. Dunbar and Burgoon'?® use the term
‘interactional dominance’ and describe this as ‘a dyadic variable in which control attempts by
one individual are accepted by the interactional partner’. | suggest that in institutional
settings, the layperson (the client or patient) will accept more control attempts from the expert

than the other way around. | agree with Fisher and Todd, who propose:'?’

We are suggesting that structure, organization, and culture are
features in our commonsense knowledge and as such form
aspects of context that are realized in language use. Language
use, in turn, helps to sustain these aspects of context — a
reflexive and complementary relationship.

In the case of dominance or power in the institutional setting, for example, a more powerful
participant could put restrictions on the language use of a less powerful participant.*?® Ng and
Bradac even say that ‘language reveals power, language creates power, language reflects

power”.*?® Linell talks about dynamics in the dialogue and states that:**

The power of dialogue dynamics, seen as the interplay of
participants’ initiatives and responses, quite apart from the
discourse itself, generates a web of social relations,
commitments and responsibilities, and possibly also shared
knowledge, attitudes and responsibilities.

He seems to say that power dynamics are separate from the discourse, but at the same time
constructed through dialogue. Maynard,**! who undertook a study of clinical discourse, and

1**% in that he thinks that ‘rather than simply being imposed, in other words,

agrees with Linel
asymmetry is interactively achieved’. This view is supported by Ten Have, who feels that
doctor-patient encounters are indeed asymmetrical but that this asymmetry is constructed by

both participants throughout the conversation.**?
Ainsworth-Vaughn mentions a ‘general, well-documented asymmetry of power between

physicians and patients’, which | will not review in detail here."* However, I will review

those works in which asymmetry in the language of the doctor-patient encounter is dealt with.
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2.2.2.2 Schools of thought dealing with power and language

Several schools of thought within linguistic theory have ideas on social power, dominance
and asymmetry in language. This section considers a few of these in order to give an idea of
the different approaches to power and language. Critical Discourse Analysis, institutional
linguistics, politeness theory (including the concept of ‘face’) and finally, gender linguistics

will be discussed.

The language of medical encounters is characterised by the institutional setting, which is the
case for many other types of discourses, such as courtroom talk, television and radio
interviews, classroom talk, business meetings. There is a considerable body of work on
‘institutional language’in which asymmetry is typical.*******3> According to Drew and

Heritage this might be reflected in language:**°

In many forms of institutional discourse (...) there is a direct
relationship between status and role, on the one hand, and
discursive rights and obligations, on the other. As we have
detailed, institutional interactions may by [sic] characterized by
role-structured, institutionalized, and omnirelevant asymmetries
between participants in terms of such matters as differential
distribution of knowledge, rights to knowledge, access to
conversational resources, and to participation in the
interaction.

The doctor-patient consultation might be structured in a way that is characteristic of
institutional talk; and this might have its repercussions on communication skills teaching and

testing.

Another linguistic school of thought particularly interested in power is Critical Discourse
Analysis (CDA) first developed by Fairclough.'?® It deals with ways of exerting power
through language and focuses especially on situations in which a particular group of people
might be dominated or oppressed. Fairclough takes the view that ‘language is a part of

society; linguistic phenomena are social phenomena of a special sort, and social phenomena
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are (in part) linguistic phenomena’. When Fairclough talks about the medical encounter, he
states that medical professionals exercise power over patients. Wodakis another CDA theorist
who focused on the doctor-patient interaction and who claims that there are two approaches to
studying doctor-patient interaction.**” The first is the ‘medical-sociological approach’ and the
second is the “linguistic approach’. She believes that these two approaches have rarely been
combined and that CDA is a good tool to do so. | agree and feel that a combination between a
sociological approach and a language-based approach makes sense when analysing

conversations.

One linguistic approach which touches on the issue of power is politeness theory, developed

15119

particularly by Brown and Levinson.'*® Their theory is based on Goffman concept of

“face” which Brown and Levinson describe as

(... ) something that is emotionally invested, and that can be
lost, maintained, or enhanced, and must be constantly attended
to in interaction. In general, people cooperate (and assume
each other’s cooperation) in maintaining face in interaction,
such cooperation being based on the mutual vulnerability of
face.

There are conversational acts that threaten one’s face, called Face Threatening Acts (FTAS),

in politeness theory. These can be divided into different categories, as illustrated in Figure 5:

Figure 5: Brown and Levinson's™*® overview of ‘circumstances determining choice of strategy’
concerning FTAs
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One could say that in uttering an FTA, a certain degree of power is necessary. Morandlinks

the concepts of power and face:****4°

Politeness, linguistic behaviors used to demonstrate regard and
consideration for others, is hypothesized to be sensitive to the
social distribution of power. Low power actors are most likely
to use linguistic politeness behaviors because such behaviors
minimize the possibility of conflict with superiors. Results of a
laboratory study confirm that politeness behaviors are sensitive
to the distribution of formal authority in organizations.

Not only is politeness linked to power, Mills links politeness theory to theories about gender —

as gender is another area of study within linguistics that traditionally deals with power.'*!

The final school of thought that concerns power is that of ‘gender linguistics’. The thought in
this branch of language analysis is that men and women have different communicative styles
and that men tend to dominate women in conversation.****** Many studies have been
undertaken where ideas about the language of men and women are combined with the
institutional setting of the medical encounter.*******° Fisher and Todd find that there is a
great deal of sexism in the world of medicine and suggest that women might be suppressed in
medical situations, as the world of medicine is typically male (this was twenty years ago).**’
West confirms this idea and found in her research into directive-response sequences in doctor-
patient interaction that male physicians use more ‘aggravated forms that emphasize
differences between their patients and themselves and proposed hierarchical physician-patient
relationships’ whereas female doctors ‘employed mitigated directives, which minimized

status differences between physician and patient’.*®

However, Leet-Pellegrini says that ‘gender alone does not make male speakers dominant but
it does in combination with expertise”.™* Woods also looked at gender combined with status
in a small-scale study, but found that effects of gender overrides occupational status,**?
whereas Okamoto and Smith-Lovinfound that power is more important than gender in topic
change and suggest that ‘status, power, institutional contexts and local conversational
dynamics are more important than social categories like gender in structuring conversational
behaviour.”**® James and Drakich use a theory of social power, namely Status Characteristics

Theory, to explain differences between men and women and differences in amount of talk but
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conclude that men and women are likely to have different goals in interactions, which causes

them to behave differently.™

Cameron is known for her studies into gendered talk,*> but, most recently, in The Myth of
Mars and Venus, she gives a more critical view of gender linguistics.™® She feels that in the
past decades, the differences in linguistic behaviour between men and women have been

exaggerated and the similarities have been down-played:

An anecdote illustrating the point that, say, men are competitive
and women cooperative conversationalists will prompt readers
to recall the many occasions on which they have observed men
competing and women cooperating — while not recalling the
occasions, perhaps equally numerous, on which they have
observed the opposite.

A lot of the research undertaken on communication between men and women is challenged in
Cameron’s work and it is an eloquent argument to be less biased in research and to stop

‘clinging to the myths about the way men and women communicate’.

2.2.3 Potential markers of conversational dominance

Before discussing the ones | have chosen to be analysed in this study and how I categorised
them, 1 will discuss a few different ways of grouping linguistic features potentially associated

with conversational power. Itakura mentions that:*>’

Research on conversational dominance has therefore
established a number of potentially quantifiable dimensions of
dominance among which the most significant are those
concerned with topic control within interactional structure,
violations of turn-taking rules in interruption and overlap and
the quantitative distribution of talk between speakers.

There are several potential markers of conversational dominance, and indeed most of them
centre around turn-taking, topic management and distribution of talk. Potential markers of
conversational dominance have been categorised in different ways, which is illustrated in
Table 2:
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Table 2: An overview of different categorisations of markers of conversational dominance
Marker of conversational dominance Description
ltakura™>® Sequential dominance topic control and the turn-taking system
Participatory dominance interruptions and overlapping speech
Quantitative dominance number of words and length of turns
Diamond™ | Turn-taking
Topic
Topic ratification and refusal Acceptance and refusal of topic
initiation and topic change
NG and Casting ‘one of several strategies for engaging
Bradac'® participants in their respective
conversational roles; the others are
mirroring and negotiation (...)’
Speakership turn taking and leader emergence
Topic control topic maintenance and topic change
Ainsworth Questions
Vaughn'®° Topic control
Rhetorical questions ‘part of the complex dance of power,
mitigation, and deference’
Story telling Story telling to ‘control talk and define
themselves’
Woods ™ Powerful participants are selected to
speak more often
Powerful participants self-select more
Powerful participants interrupt and
overlap others more frequently
Powerful participants will be interrupted
and overlapped less
Powerful participants will speak through
more transition relevance positions
Powerful participants will take up
speakership after a pause more often
Powerful participants will use assent
terms less frequently
Powerful participants will receive more
terms of assent than non-powerful
participants
Fairclough™® | Interruption
Enforcing explicitness ‘forcing participants to make their
meaning unambiguous’
Controlling topic
Formulation A rewording of what has been said or a
wording of ‘what may be assumed to
follow’
Linell et Purely quantitative dominance Who talks more
al.t Topical (or content) dominance Intorductaion of new ‘content words'’
Interactional dominance Directing and controlling the other
participants’ Iinguistic behaviour
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I, like most of the authors in Table 2, have also chosen to divide conversational dominance
into three categories, namely:

e Floor, which deals with the number of words spoken and interruptions

e Flow, which deals with topic control and questions

e Fringes, which deals with opening and closing the conversation
In the following sections, | will explain why these linguistic features were chosen as the topic

of investigation for this study and how they might signify asymmetry in the conversation.

2.2.3.1 Taking the floor

This section of the literature review will focus on linguistic markers of dominance related to
taking the conversational floor. In colloquial English, if someone “has the floor’ it means they
are the person talking. One can be given the right to speak by a conversational partner,
speakers can take the floor themselves and there may even be a struggle for the floor. When
Sacks, Schlegoff and Jefferson looked at transcripts of naturally occurring speech, they found
that in any conversation ‘overwhelmingly, one party talks at a time” and ‘occurrences of more
than one speaker at a time are common, but brief’.*** One could say the meaning of floor is, in
essence, speaking time. However, Jones and Thornborrow review some of the literature on
floor and conclude that “the term “floor” is problematic and has not been employed in one
single sense.”'®? They trace this problem back to Edelsky, who is often mentioned as the first
investigator of floor in linguistics and sees the concept of conversational floor as more than
just the right to speak.'** She claims that floor 'is variously and indirectly defined as a
speaker, a turn and control over a part of the conversation'. This means that Edelsky’s “floor”
is a complex concept that does not merely equate to a single speaker speaking for a particular
amount of time. Rather, it is closely linked to the turn-taking process, overlapping speech and

interruption.
Edelsky’s examination of floor remains the basis of most research on conversational

dominance and makes a strong case to explore larger parts of the conversation than isolated

turns alone. This is why, when speaking about floor in this thesis, it includes speaking time as
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well as the way in which speakers obtain the right to speak — thereby tapping into turn-taking

methodologies. The definition of floor used here is given in Box 7.

Box 7: A practical definition of ‘floor’

- ———————————————————————————————— |
Speaker A has the floor when:

e s/he is talking. Speaker B is quiet or uses response tokens (hmhm, yeah, etc)

Speaker A keeps the floor and speaker B fails to take the floor when:
e Speaker B starts speaking in speaker A’s turn but A keeps the turn.

Speaker A successfully takes the floor when:
e s/he starts talking after a silence.
o s/he starts talking when speaker B is talking and takes over the turn.

Two aspects of floor-management will be discussed in this part of the literature review,
namely number of words (related to having the floor) and interruptions (related to taking the
floor). For each of these topics, | will review the research that has been undertaken and
comment on how these linguistic features relate to conversational dominance. Finally, I will

report on what is known about number of words and interruptions in the medical consultation.

22311 Number of words

A good deal of research done on number of words is in the field of gender linguistics, such as
Edelsky’s study that showed men’s turns in academic meetings are longer than women’s.**®
Much of the literature on conversational dominance and floor finds its origin in the idea that
women and men are not equal conversational partners and that men tend to dominate
conversations. In this light, speaking more can therefore be seen as a marker of conversational
dominance. According to Swann: ‘The stereotype of the over-talkative woman stands out in
stark contrast to most research studies of interactions between women and men, which argue
that, by and large, it is men who tend to dominate the talk.”**® So even though the focus of
this thesis is not on gender but rather on general power asymmetry, the literature on gender
and floor is still useful and relevant as it suggests a link between social power and having,
getting or taking the floor. However, as mentioned in section 2.2.2.1, the literature on

gendered talk is dated and might not be the strongest kind of evidence.™®

48



In institutional settings, it is often the powerful participant who has the floor. As Linell et al.
put it: “he who dominates is the one who says the most words or talks most of the time”.** A
recent publication by Itakura reviews several studies on floor and concludes that ‘(...)
dominant speakers such as teachers and adults tend to speak more words and take longer turns
than less dominant speakers such as pupils and children.”**® She bases this conclusion on both
Edelsky and Linell’s studies. Ainsworth-Vaughn supports this and states that ‘control of the
floor is usually thought to embody the “up” position in conversational asymmetry’, by which
she means that the dominant conversational partner often controls the conversation by talking
more and managing the turn-taking.** Ng confirms this link between social power and amount
of talking time when combining reported influence rankings with analysis of conversations:
‘It was found that group members who had gained more speaking turns or spoke more were
accorded a higher influence ranking than others who had fewer turns or spoke less.”*?° This
leads him to conclude that *speakership’ is important when investigating social dominance
and leadership. All these studies suggest that looking at the amount of talk by different

conversational partners can be meaningful when trying to analyse interpersonal relationships.

There are a number of studies that have looked at the distribution of speech between doctors
and patients. Tuckett et al. make mention of ‘one-sided’ consultations in which doctors
‘usually spent a fair amount of the time in their consultations sharing what they thought with
patients’ and ‘very much less time trying to share what patients thought.”*** Skelton and
Hobbs also found that doctors ‘spoke significantly more words than patients’.*** This has
been quantified by Roter, who finds that doctor talk makes up 60 % of the consultation on
average.™® Sanden et al. mention roughly the same proportions: ‘Doctors produce two-thirds
of the words, and the ratio between doctor and patient as regards amount of talk is fairly
stable, despite the fact that the particular dialogues range in length from about 400 words to
3100 words.”*®® Butow et al. looked at 142 consultations between doctors and cancer patients
and found that doctors talk 2.3 times as much as patients (based on mean scores).'®” The

highest percentage of doctor-talk found in the literature was 71%, for dentists.*®®

Considering the substantial amount of gender linguistic studies on amount of talk,****** the

gender of the doctor might be worth taking into account when considering amount of speech.

Roter et al. focus on sex differences in medical consultations and find that female physicians
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generally have longer consultations with more talk.** In this case, it is not only the doctor
that talks more, but patients also contribute more to the conversation when the doctor is a
woman. A more recent study by Roter et al. again finds that consultations with female
physicians are on average 2 minutes longer than consultations with their male counterparts.*®
This raises the possibility that gender effects will be worth taking into account in the analysis

of data.

2.2.3.1.2 Interruptions

Keeping the floor can be an arduous task, as discussed by Stenstrém:*™

To hold the turn means to carry on talking (...) since it is difficult to plan what
to say and speak at the same time, s/he may have to stop talking and start
replanning half-way through the turn. Silence should of course be avoided,
unless it is strategically placed; the listener might mistake it for a signal for
them to take over. In other words, the speaker has to play for time.

If speakers have the floor and use linguistic techniques to keep that floor, how do other
conversational participants gain control over the floor? One can be given the floor — if another
conversational partner asks a question, for example, which will be dealt with in the next
section on “flow’ (2.2.3.2). But one can actively take the floor by talking over other
conversational partners — which is why there is a need to consider the floor-taking mechanism

of interruption.

The use of the verb “to interrupt’ can be disputed, as it has a negative connotation. Carroll
reviews the literature on interruptions and concludes there is a distinction between
‘interruptions that are dominance related (those in which the listener attempts to take the
floor) and those that are supportive or cooperative (in which the listener speaks
simultaneously but not intrusively with the person who has the floor)”.*"* | agree -
conversations are very complex and the nature of overlapping speech is heavily context-
dependent. As a researcher it is difficult to determine which overlapping speech is an
intrusive interruption and which is cooperative overlapping speech. However, Itakura argues
that:*’
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Interruptions do not necessarily indicate an intent to dominate.
(....) Nevertheless, interruptions have the effect of restricting the
speaker’s right to participate in conversation, irrespective of the
interrupter’s intent, to the extent that they violate the
interrupted speaker’s right to maintain and complete the turn.

Even though interrupting can be seen as a positive feature — as an expression of enthusiasm
and ‘togetherness’,*"? it has routinely been linked to social dominance.'*® Ng, for example,
saw a positive correlation between social influence and interruption.**® West and Zimmerman
define an interruption as “violations of speakers’ turns at talk’.*”® 1 agree and despite the
possible negative connotations the term might have, this project will use the term

‘interruptions’. The definition of interruption as used in this study is given in Box 8 :

Box 8: A definition of ‘interruption’
- ————————— |

A interrupts B successfully if:

A starts talking while B is talking or breathing to talk
A keeps on talking
B finishes talking (immediately or after some overlapping speech)

[ ]
[ ]
[ ]
e A keeps on talking and has taken over the turn

The reasons for using this definition will be given in the methodology chapter (Chapter 3).
There are other interpretations of the term “interruption’; Ferguson reviews literature on types
of interruptions and differentiates four types of interruptions:'"*

e asimple interruption (A talks in B’s turn, B stops, A takes over turn)

e overlap (A talks in B’s turn, B stops, A takes over turn but continues B’s topic)

e abutting-in interruption (A talks in B’s turn, B keeps talking, A stops)

e asilent interruption (A talks in B’s turn, when B is not talking — no overlap)
My definition of interruption would recognise Ferguson’s simple interruption, overlap and
silent interruption as interruptions. However, in this project, Ferguson’s butting-in
interruption would be classified as a failed interruption, because the turn has not been taken

over by the participant interrupting.
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When it comes to interrupting as a marker of dominance, again, most of the work done is in
the field of gender linguistics. Zimmerman and West for example, found that 98 % of
interruptions in mixed conversations (one man, one woman) is by men and all of the
overlapping speech is by men too.'”® James and Clarke review the literature on interruptions
and gender between 1965 and 1991 and find mixed results — some studies find men
interrupting more, some find women interrupting more and some do not find a significant
difference.'”® They dispute the idea that interruptions and dominance are closely linked in
casual conversation, however they do think that ‘the proportion of interruptions which are
dominance-related may be higher in contexts involving formal tasks, and highest in
interactions involving competition and conflict.” Considering this study looks at conversations
in an assessment setting, where a formal task is being performed and the role-played scenarios
can provoke some degree of conflict, interruptions in this study will be seen as a sign of
conversational dominance. This way of looking at the issue is supported by Okamoto and
Smith-Lovin who report that a lot of research by conversation analysts in the nineties argued
that ‘deviation from turn-taking norms (e.g. interruptions) would be determined by the status
structures within a group.”**® Sacks et al., too, feel that interruptions and overlaps can be
markers of conversational control, “although the intent of the interrupter may need to be taken

into account of in subsequent qualitative analysis of data.”*®*

Interruptions in medical consultations have been researched in a number of different ways.
Frankel and Beckman analysed the opening phase of doctor-patient consultations and found
that 69 % of the time physicians interrupt patients in their opening statement, after a mean of
18 seconds.*’” West looked at 21 dyadic medical encounters and found that 67 % of the
interruptions in the consultation were initiated by doctors, and only 33 % were initiated by
patients.'*® These findings seem to reinforce Tuckett et al.”s above-mentioned ideas on the
‘one-sided consultation’ in which the doctor is in control. Interestingly though, Irish and Hall
did not see any significant difference in the number of interruptions by patients and

doctors.'’®

Interruptions in the medical setting have also received a lot of attention within gender

linguistics; it is often believed that men interrupt more than women and that women are
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interrupted more often than men.'” Indeed, West found that male physicians interrupt twice
as much as their female counterparts (bearing in mind though, that only 4 of the 21 doctors in
West’s sample were female).*® The finding that women are more frequently interrupted than
men is corroborated by Rhodes et al. in their study into interruptions in the primary care
visit.}"® Stratford found that 2 male therapists interrupted three times as much as 2 female
therapists in her small-scale study.'® However, Werner-Wilson et al. concluded it is not the
gender of the therapist, but the gender of the client that is relevant when looking at
interruptions — females were interrupted more than males.*®" In all-female groups, Coates
noted that women among themselves interrupt far more than men among themselves. In these

cases, interruptions are seen as a marker of involvement, enthusiasm and ‘togetherness.*"

2.2.3.2 Controlling the flow

Not only can more dominant conversational partners hold or take the floor, they can also
control what is being talked about. Speakers can initiate new topics and can ask questions,
thus determining the course of the conversation. I refer to this type of conversational control
by using the term “flow’, following Robinson. ¥ The person managing the “flow’ of the
conversation is the person who controls the direction of the conversation and is likely to be
the more dominant conversational partner. The person who directs the “flow’ consequently
manages part of the turn-taking process, which has much to do with obtaining the first turn in
so called “‘adjacency pairs’ which can be done by asking question or starting a new
conversational topic.'® This implies that ‘conversational flow’ is obtained when
conversational partners stimulate each other to talk and keep revising the topic of
conversation. Based on this interpretation, this section will look at literature on two

controlling devices that help a consultation “flow’, namely questions and topic initiations.

2.2.3.2.1 Questions
Questions are one way of keeping the “flow’ in the conversation — they generally elicit
information from the other conversational partner, which could give the questioner

ammunition to ask a new question or pick up on cues. Questions are very important in
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medical communication. Maguire and Pitceathly have made the following list of key tasks in

communication with patients:*®*

Box 9: Ke¥ tasks in communication with patients, according to Maguire and
Pitceathly

- — — |

e Eliciting (a) the patient's main problems; (b) the patient's perceptions of these;
and (c) the physical, emotional, and social impact of the patient's problems on
the patient and family

e Tailoring information to what the patient wants to know; checking his or her
understanding

e Eliciting the patient's reactions to the information given and his or her main
concerns

e Determining how much the patient wants to participate in decision making
(when treatment options are available)

e Discussing treatment options so that the patient understands the implications

e Maximising the chance that the patient will follow agreed decisions about
treatment and advice about changes in lifestyle

Many of the tasks in Box 9 can comfortably be fulfilled by asking questions. The question is a
powerful tool in different parts of the consultation: when checking understanding of the
patient, when finding out the patient’s preference for treatment, and so on. Questions posed

by a GP are a major resource for finding out information about the patient.

A review study by Ong et al. differentiated two main tasks for the physician in a consultation,
namely instrumental and affective tasks.? They described the difference as: ‘task focused
behavior (cure oriented) on one hand and affective or socio-emotional behavior (care
oriented) on the other’. Although one could dispute the existence of this difference, for both
tasks questions are an important resource for the doctor. Just how important the questioning
style of a primary care professional is, was shown by Robinson and Heritage: patient
satisfaction in their study was significantly higher when the doctor opened with an open
question rather than with a closed one.*® From a linguistic point of view, however, the

division of question types into open and closed seems limited.
Before saying anything about questions, it is important to reflect on what a question is exactly

and what needs to be taken into account when defining ‘a question’. Tsui devoted a chapter in

her book to questions; she starts by saying that the term * is sometimes used as a syntactic

54



theory and sometimes as a discourse category; as a result, the term remains vague and ill-
defined’.®® This is the case because each utterance, and thus each question, has a grammatical
shape, is uttered with a certain intention by the speaker, and can be interpreted by a second

speaker and get a certain reaction.

Austin recognised three aspects of each utterance: locution, illocution and perlocution.*®’
Locution is the physical utterance of the language act, which means (in spoken discourse) that
something has been said in a way that is recognisable by other conversational partners.
Illocution is the meaning or intention of the speaker; when posing a question, the speaker is
very likely to want to extract information from his/her speech partner. Finally, perlocution is
the effect or result of the utterance; in the case of a question, one result is typically an answer.
When reviewing the literature about questions, it quickly becomes clear that different
researchers look at different combinations of above mentioned aspects. Searle built on these
ideas and redefined them.*?* He named the locution the “utterance act’, he added a
‘propositional act’ which is the real-world event that is represented by the language, he names
the grammatical form of an utterance (for example a declarative, interrogative, or an
imperative) the ‘illocutionary force’ and finally keeps Austin’s ‘perlocutionary acts’. | agree
with both Austin and Searle, but to keep things simple, I will not adopt their terms, but I will
use the following terms:

a) Form (grammatical shape) of the utterance;

b) Intention (of the speaker) of the utterance, and;

c) Effect (reaction, interpretation) of the utterance.
Every utterance has a form, an intention and an effect, which is the basis to my definition of a
question, as set out in Box 10. This point has also been made by Ainsworth-Vaughn, who
warns against a definition that is too narrow and urges the researcher to take context into

account.*®
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Box 10: A definition of question

Possible characteristics of a question:

a) The utterance is interrogative
b) The utterance is aimed at finding out information
c) The utterance is responded to with information

A question is an utterance that takes one of the following forms:
e a,bandc
e aandc
e bandc

How 1 got to this definition is described and explained in the methodology chapter (Chapter
3), and differs slightly from some of the definitions of ‘question’ that | found in the literature.
The taxonomy of questions made by Quirck et al. illustrates this.'®® They identify three major

classes of questions (the examples are mine):

a) Yes/no question Does it hurt when you exercise?
This question type has inversion of subject and verb (SV inversion). Note: a
special type of yes/no question is the tag question: it hurts, doesn’t it?

b) WH-question Where does it hurt?
This type starts with a question word and also has SV inversion

C) Choice question Is it a stinging pain or a burning pain?
SV inversion. Characteristic for the choice question is the word ‘or’.

Quirck et al. seem to identify these three classes of questions on the basis of their effect; the
writers announce that they are divided “according to the type of reply they expect’. Moreover,
all three categories also have SV inversion. Their form, therefore, is that of an interrogative.
This distinction looks to be the starting point for Quirck et al. They also focus on the
speaker’s intent when it comes to questions and define a question as a tool to seek information
— ‘guestions primarily have the illocutionary force of inquiries. But they are often used as
directives conveying requests, offers, invitations, and advice (...)’. This shows that Quirck et
al. include questions that do not necessarily have the intent of inquiring. Moreover, they do
not discuss utterances without a WH-element or SV-inversion as possible questions, which

shows their approach is driven by syntax.
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They also discuss so-called tag questions (nice weather, isn’t it?), exclamatory questions
(isn’t that strange!), and rhetorical questions (who cares?). These three types of utterance are
interrogatives. Pragmatically, they do evoke an answer of sorts, albeit just a nod of the head
or a shrug of the shoulder. However, these types of utterances do not have the intent of
extracting information, as they seek confirmation only. Despite this, Quirck et al. still count
these types of utterance as questions, due to the expectation of an answer and the grammatical
shape. One could say that Quirck et al. mainly base their definition of ‘a question’ on the
utterance being an interrogative and to a lesser extent, on the utterance’s expectation of an
answer. This is very much in accordance with the older dictionaries referenced by West,
whose definition of what a question is, starts with their grammatical shape: an

interrogative.'®

On the other hand, Byrne and Long mention a question type they call ‘hidden questions’ (That
holiday must have done you a lot of good. We must talk about it some time).**® They indicate
that this type of question sounds like a statement but ‘the response they often produce is the
same as the answer to an open-ended question’. This way of thinking about questions is
based on what the conversational participants do, rather than the way an utterance is
syntactically shaped. Kearsley reviews different definitions of questions and comes to a
similar conclusion.’ He thinks that phrases like ‘I wonder where your house is’ and ‘It isn’t
obvious what you mean’ are also questions, because he claims that ‘although these are not
“true” questions in the syntactic sense as they are not interrogatives, they still serve the
essential purpose of a question, which is to elicit a verbal response from the addressee’. This
distinction is made by Lyons, who was interested in the meaning of utterances, and leads to a
definition that is based on intent (seeks information) and effect (expects a response), but does
not require a specific grammatical form.'*” This is a more functional approach, centring
around the use of language and the interaction between the conversational partners. This
comes closer to the approach taken in this thesis. In the following paragraphs, studies on

questions in institutional discourse will be discussed.
Thornborrow highlights the fact that “In many institutional contexts for talk (e.g. courtrooms,

classrooms, political interviews) the role of questioner has been found to be a more powerful

interactional position than the role of answerer.”*** Some work has been undertaken to
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investigate the use of questions in institutional settings. Graesser and Person, for example,
have focused on question asking in educational settings.*** They found that students ask only
few questions which seems to be a universal characteristic of classroom talk. Teachers
however, ask 96% of the questions. This makes sense, since according to Thornborrow,
asking a question helps the questioner to be “in a much stronger position to control the
direction, progression and outcomes of the talk.” In addition to this, the teacher obviously asks
students questions to test their knowledge. Questions can be a marker of conversational
dominance, since ‘a person who asks a question has a right to talk again afterwards’ and * as
long as one is in the position of doing the questions, then in part one has control of the
conversation.”, according to Sacks et al.*®* They mentioned so called adjacency pairs, and the

theory around this is of relevance when discussing questions.

Adjacency pairs are two utterances by two different speakers in which the first turn invites the

second turn. A few examples of adjacency pairs are:

Speaker 1: Hello
Speaker 2: Hi there

Or:
Speaker 1: Have you been taking your medication?
Speaker 2: Most of the time, yes

Or:
Speaker 1: ((sneezes))
Speaker 2: bless you

This adjacency pair construction is relevant when taking question-answer pairs into account.
Many researchers agree that the first part of an adjacency pair is a powerful turn in the
conversation, as it enables one to steer the conversation and to get the floor back after the
second part of the adjacency pair. This means there is a degree of control over the flow by
asking questions. Thornborrow refers to Sacks as well and adds that: ‘Conversely, being in
the role of answerer can limit the possibilities available to speakers’.*** Ainsworth-Vaughn
agrees with these ways of looking at questions: ‘to ask a question is to claim power over
emerging talk’.** She mentions three reasons why this is the case. First of all, a question

addressed to the other conversational partner means the questioner has allocated a turn, which
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is a sign of having control over a conversation. Secondly, a question restricts possible topics
of response. And finally, asking a question entails that the floor will be returned to the
questioner after an answer has been given. These same three aspects are mentioned by Wang,
who adds that “questions as a means to exercise power are apt to be prominent in institutional
dialogue and latent in casual conversation’.*?* This makes sense, since one of the participants
in institutional interactions will have to manage the information-exchange within certain time
boundaries. It is therefore not surprising that according to Robinson, who reviewed literature
on asymmetry in the consultation, ‘doctors turns are primarily first-pair parts (e.g. questions)

whereas patients’ turns are primarily second-pair parts (e.g. answers).”*

There are several studies looking at the difference between number of patient-questions and

doctor-questions. The results of these studies differ and are outlined in Table 3:

Table 3: Percentages of questions asked by patients and doctors

Doctor’s questions | Patient’s questions
Wang 94 % 6 %
Ainsworth-Vaughn *® 61.3 % 38.7 %
Frankel ©° 99 % 1%
Roter > 23 % (of total visit) 6 % (of total visit)

The results of different studies are difficult to compare, as we discussed above, and this table
IS not meant to compare studies, but to give an overview of their main findings. It would not
be relevant to go into fine detail about how the definitions of ‘question’ differ. The
comparable definitions used by West and Ainsworth-Vaughn are based on detailed definitions
including “lexical, grammatical and discourse (contextual) criteria’.*®® Roter’s percentages are
the result of a meta-analysis using 9 studies of a total of 80 articles she reviewed dating from
1962 to 1986. It is of relevance, however, to note that in all these studies doctors ask more
questions in the consultation than the patient does. This has been suggested by many more

academics describing doctor-patient interactions, such as Ten Have, who finds that there is a
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‘() quite “natural” interactional dominance by the physician, enacted through questioning,
investigating an decision-making behaviour (.)”.** Ten Have, however, comments on how
difficult it is to define what a question is because patients use different tools to express their
‘informational needs’. Some studies do not mention exact numbers, but do mention how
doctors ask more questions than patients, for example Tuckett et al., who complain about the
lack of patient questions in the consultation.’® They feel that patients should ask questions,
air concerns and talk about their doubt. Tuckett et al. even go as far as to include a patient
guide to asking questions in their book. In recent years, emancipating patients has become an
important area of interest in medical communication, and is part of the patient-centred

approach in medicine.™

Wang analysed both casual and a variety of institutional conversations, finding courtroom
examinations, news interviews and medical consultations having the *greatest difference of
question percentages between two participants’, with doctors asking 94% of the questions and
patients 6%.%2 Within these questions, Wang investigates the number of WH-questions and
the number of Yes/No questions in medical encounters, finding the ratio to be respectively
27.5% versus 72.5%. She suggests this might be because Yes/No questions are a way of
‘maintaining control over the content of conversation’. Drew and Heritage support the idea of

doctors controlling the consultation through questions:***

Doctor’s [sic] use of questioning and other resources to control
the initiative are also a means by which doctors maintain
control over what topics are deemed medically relevant, over
what is talked about, and at what length.

This asymmetry seems to be characteristic of doctor-patient interactions.

Questions are, like interruptions and number of words, linked to interactional dominance and
have thus been of interest to gender linguists. There is some literature focusing on gender
differences in medical consultations. Ainsworth-Vaughn found that female patients ask more

questions, and that patients ask more questions when consulting with a female doctor.'®
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2.2.3.2.2 Topic management

This section deals with ways of managing the flow of a conversation and will focus on topic
management as a tool to exert influence over the conversation. | will interpret topic in the way
that Brown and Yule do, who see it as ‘what is being talked about’ in a conversation.'*® Topic
on its own is interesting, but topic initiations and topic shifts tell us even more about the
conversational dynamics, as Okamoto and Smith-Lovin clarify: “Topics develop as speakers
pursue, elaborate, and shape them.**® Topic loss occurs when a speaker’s topic is ended with a
topic transition.” Topic shifts, initiations and also topic following behaviour are all potentially
related to conversational dominance. A participant can be seen as interactionally powerful
when s/he starts new topics and when s/he does not follow topics initiated by others. For a

rough definition of topic initiation, | will follow Tracey:**’

A topic initiation occurred if the first topic in a speaking turn
was different from the last topic in the previous speaking turn in
one or more of the following ways: (a) different content, (b)
different person as subject, (c) different time reference, (d)
different level of specificity, and (e) interruption.

| agree with this definition, but feel that topic-initiating interruptions (aspect (e) in Tracey’s
definition) do not have to be defined as a separate category within topic initiation. This led to

a definition of topic initiation as described in Box 11:

Box 11: A practical definition of ‘topic initiation’

Speaker A initiates a new topic if A’s utterance:

Involves a different content or;

Refers to a different person or;

Refers to a different time or;

Deals with a different level of specificity.

This definition deals with the initiation of topics, but of equal importance is the reaction to
this initiation by the conversational partner. Participant A could initiate a topic which

participant B does not acknowledge — the initiation of a topic takes place, but is not
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acknowledged by speaker B. This is of interest for the dynamics of the interaction which is

why topic following behaviour will therefore also be taken into consideration.

Topic transitions are especially interesting as they mark the end of one topic and the start of a
new one. West and Garcia talk about two different types of topic shifts, namely collaborative
ones, in which both participants participate in the closing down of a topic, and unilateral ones,
in which one speaker changes the topic in a non-collaborative manner.**® Ainsworth-Vaughn
builds on West and Garcia’s work by distinguishing ‘reciprocal’ and “unilateral’ topic
transitions.*® Within the unilateral (non-collaborative) topic shifts, Ainsworth-Vaughn
differentiates between “sudden changes”, “minimally linked” and “linked topic transitions”.

This is clarified in Figure 6:

Figure 6: ‘Continuum of topic-transition activities’, by Ainsworth-Vaughn'*®

Reciprocal Unilateral

Reciprocal activities Links Minimal links ~ Sudden topic changes

Reciprocal activities are topic transitions in which both participants close a topic and start a
new one. Unilateral topic transitions are transitions in which one speaker initiates a shift of
topic and the three sub-types show different degrees of acknowledging the previous topic. A
linked unilateral transition implies that a speaker responds to the ‘running topic’ before
changing the topic in the same turn. Minimally linked shifts are turns in which the speaker
changes the topic, preceded by markers such as “all right’, ‘okay’ or ‘M-hm’ , whereas in the
case of sudden topic changes the speaker does not acknowledge the previous topic at all and

starts a new topic.

Garcia and Joanette also give a detailed and clear overview of topic shift categories and the

reason and context of topic transitions, which is summarised in Table 4:*°
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Table 4: Garcia and Joannette’s definitions regarding topic shi

39
ft

Place of shift Within Turn By one speaker
Across Turns By one or more speakers
Type of shift Topic Initiation At start of conversation, after a silence or after

non-topical talk

Topic shading

Establishing a connection to previous topic

Renewal Referring back to a previous topic

Insert Within a turn, shift that is not followed by
other(s)

Unexpected Abrupt shift that is followed by other(s)

Undetermined Difficult to determine what new topic is

Reason for shift | End of topic Speakers have no more to say about previous

topic

Deceased Misunderstanding about topic leads to topic

comprehension

change

Failure to Continue

One speaker cannot continue a topic and
changes it

Outside Event

Something happens and triggers topic change

Repetition of an Idea

A need to repeat a previous idea

Anecdotal

A desire to share an anecdote

Undetermined

Any reason not fitting into a different category

Relation to
context

Text

Relation to something that was said previously

Environment

Relation to something in immediate
environment

Specific Knowledge

Related to speakers’ specific (shared)
knowledge

General Knowledge

Related to general knowledge

Unknown

Not sure what topic shift relates to

Garcia and Joanette base their “‘operational definitions’ as laid out in Table 4 mainly on the
work of Crow,”®® who studied topic shifts in couples’ conversations and on Keenan and
Schieffelin,®* who looked at topic developments in interactions between parents and children.
Whereas Crow used the terms ‘coherent’ and ‘non-coherent’, Keenan and Schiffelin used
‘continuous’ and ‘discontinuous’. These terms are comparable to Ainsworth-Vaughn’s
‘reciprocal’ and “unilateral’ mentioned before. Garcia and Joanette regard topic initiations and
topic shading as reciprocal topic shift types, whereas they see topic renewal and unexpected

topic shifts as unilateral moves.
Drew and Holt also found that the start of a new topic is often marked by words such as

‘Anyway” ‘Alright’ “Well’ ‘Okay’, as well as by figurative expressions.?® Ainsworth-Vaughn

added that in the case of reciprocal topic shifts, summaries and proposals for future action are
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also regular linguistic features.™®® The literature suggests other linguistic features to look out
for when analysing topic initiations. Diamond warns that topic shifts * (.) are often signaled
[sic] through certain discourse markers such as “but”, “and”, “oh yeah”, “by the way”,
“anyway”, “that reminds me”, “something else | wanted to say””.™*® Okamoto and Smith-
Levin also notice that a topic change is often preceded by short turns and pauses.**® Drew and
Holt explain this as follows: “(....) the speakers in such cases signal that what they are about
to say will be unconnected with what they have previously been discussing, and hence that
they are about to introduce a new topic.” Wilson found that in casual conversation between
peers, only 3.1 % of the total topic initiations use an explicit strategy, whereas in a school
context this number is 96.3 %.%% He thinks this is due to the asymmetrical nature of
institutional talk: ‘Overt and direct forms of topic initiation, which specify explicitly what the
topic of talk should be, are predicted in situations where speaker rights are asymmetrically
distributed (...)’. Hung and Bradac add that the change of a topic is a potential face-
threatening act and is thus characterised by transition markers such as ‘one more thing’,
‘incidentally’, and “ you know what’ or by topic-shading devices, even if there is no clear link
between the previous topic and the new topic.*?® Hung and Bradac also mention the
importance of topic-following behaviour; other speakers show respect for the topic-initiator
by following a certain topic. However, participant A could initiate a topic which participant B

does not acknowledge. Itakura mentions the following about topic-following behaviour:*’

In sum, initiations followed by positive responses are identified
as instances of successful control with respect to the sequencing
of utterances and topic control, while those followed by negative
or null responses are not.

Topic initiation is only a possible marker of conversational dominance if other conversational
partners accept the topic. If this is not the case, and topic initiation is not followed-up by
acknowledgement of the topic, the initiation does not mark control over the flow of the

conversation.

As mentioned before, directing the ‘flow’ of topics and determining what topics will be
addressed in the dialogue is a way to exercise control over a conversation. Zimmerman and
West see a clear link between social power and topic-development: “men deny equal status to

women as conversational partners with respect to the rights of the full utilization of their turns
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and support for the development of topics”.*” In other words: taking control of topic
development can exert conversational dominance and power, which is especially clear in
institutional settings. Davis stresses this by saying that ‘control over topicality is one of the
primary ways that power is exercised by professionals in institutional encounters.”**’ This
makes sense, considering that “an institutional dialogue is goal-oriented, topics in institutional
dialogue are developed to center around the goals and to achieve specific aims,” according to
Wang.*? Sinclair and Coulthard count “initiation’ as an important part of classroom
interaction.?® Their model of discourse in the classroom evolves around the so called ‘IRF’
structures, which stands for Initiation — Response — Feedback, in which the teacher (the
institutionally more powerful participant) initiates. Okamoto and Smith-Lovin, who looked at
the effect of gender and status when it comes to topic change in both task groups and dyads,

found that:**3

Determining who directs the flow of the conversation —
indicating procedures that the group should follow, moving the
group from one part of the process to the next, and suggesting
potential solutions to the task — is structured in ways similar to
other power and prestige behaviours.

As mentioned earlier, medical consultations are characterised by their institutional nature
which implies there is an asymmetry between speakers which also applies to topic
maintenance. ‘One important asymmetry is that of initiative: doctors primarily initiate actions
and solicit responses, whereas patients primarily respond to doctors’ initiatives ...’, according
to Robinson.*® The literature suggests that doctors, rather than patients, are the ones in
control of the topic flow. Witt et al. analysed school-based consultations and found that
‘consultants had a greater degree of control than consultees with consultants successfully
executing a topic change 78% of the time whereas consultees were successful only 58% of the
time.”?® Tracey and Ray studied six dyads between counsellors and clients and found that
counsellors initiated more new topics and that clients generally follow topics.?%® When clients

did initiate a topic, the counsellor was less likely to follow it.
Ainsworth-Vaughn has studied topic development in 12 doctor-patient encounters and found

a difference between male and female physicians in the use of sudden topic changes; male

doctors showed eight sudden topic changes, whereas patients consulting with them showed
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none.'®® The interviews with female physicians showed as many sudden topic changes by
doctor as patient (two). Keeping in mind the limited sample size of her study, she found that
‘the overall ratios of reciprocal to unilateral activities are quite different for physicians (2.5 to
1) compared to patients (13.5 to 1)’, confirming the idea that doctors, rather than patients, are

the ones showing conversationally dominant behaviour.

2.2.3.3 Managing the fringes

As mentioned before (2.2.1 and 2.2.2.), institutional conversation is marked by conditions that
are different from casual conversation. One of the differences is that some institutional
interactions have to take place within a certain time frame, which counts for the medical
consultation as well as for a communication skills assessment. Because of this time limitation,
opening and closing the consultation become markers of “starting time” and “finishing time’.
In the data, the opening and closing of the consultation frame the simulated patient-student
encounter, as well as the beginning and ending of the communication skills assessment. The
following section will review what is known about the language of opening and closing

conversations.

2.2.3.3.1 Openings

Most of the work undertaken on conversational openings seem to deal with telephone
conversations,'*¥29"#1% hased on the pioneering work done by Schegloff.?!* The studies of
openings in telephone calls led Schegloff to identify four ‘core sequences’ that are
characteristic of a telephone conversation opening that could be applied to different

settings.?*? The four sequences are given in Box 12:

Box 12: Schegloff's core sequences in the opening phase of a telephone consultation®?

The summons and answer sequence
The identification/recognition sequence
The greetings sequence

The initial inquiries sequence
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The summons and answer sequence would in a telephone conversation consist of the ringing
of the telephone and the answering of the telephone. In face-to-face conversations, this
sequence might consist of person A tapping person B on the shoulder or by person A uttering
something similar to ‘excuse me’. The next sequence is the identification/recognition
sequence, in which the identities of the conversational participants are stated. In the greeting
sequence, there might be an “how are you?” sequence or a different greeting. Finally, the
initial inquiries sequence will reveal the main reason for the conversation. As

Levinsonremarks, opening sequences ‘are constructed largely from adjacency pairs’.**3

Heath studied opening sequences in doctor-patient consultations and defines them as

follows:

Opening sequences in doctor-patient interaction consist of a set
of standardised interactional moves. They precede and are part
of the generation of first topic in the consultation. (...) Opening
sequences are an initiation vehicle by and through which the
doctor particularises the initiation of first topic for the patient
with whom he is faced.

In this definition, an opening sequence is seen as something the doctor uses and initiates.
Heath found that the opening phase ends by the ‘production of a topic initiating utterance, a
turn typically produced by the professional’. The doctor was also found to be the one to
initiate the ‘greeting sequence’ and the ‘identity check sequence’, both of which are parts of
the opening sequence. Gafaranga and Britten also looked at 62 openings of GP-consultations
and found that a “first concern elicitor’, which is likely to correspond to Shegloff’s initial
inquiries sequence, is ‘necessarily produced by the doctor’.?**> Gafaranga and Britten do not
evidence the need for the doctor to initiate this first elicitor. They mention a rule that states
‘how are you?’ should be used in a follow-up consultation and ‘what can | do for you?’ in a
new consultation, yet it is unclear whether Gafaranga and Britten have made this rule, adapted
it from Heath, or if they identified it through analysis of interviews.

Walter et al. focus on how the opening of a clinical interview should be taught based on what

doctors do in medical practice.?® They base their findings on 17 doctor-patient interviews and
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only mention 6 references in their paper (they did not, for example, include Schegloff’s
research into opening conversations). Their steps to opening a consultation are listed in Box
13:

Box 13: Doctors’ activities in opening a medical interview, by Walter et al. **°

Doctors:

1 — called the patient to the consultation;
2- greeted them;

3 — introduced themselves;

4 — made a transition to clinical talk;

5 — framed the consultation.

The first four steps reported here correspond quite well to the four sequences of Schegloff
listed in Box 12. However, activity 5 is an element that is not mentioned in any of the before
mentioned literature. Walter et al. seem to interpret (they do not give a definition) ‘framing
the consultation’ as a way for the medical professional to tell the patient what is going to
happen and why the patient is seeing them . An example that is given by Walter et al. is a

doctor saying the following:

‘(....) Dr Graham has asked us to see you today about er:: (1)
.hh various complaints you’ve been having (.6) in your
shoulders neck and knee. Could you tell me about those?’

The analysed consultations took place in hospitals, rather than in GP practices, which means
that patients might have been referred to see this particular health professional, in which case
it makes sense for the physician to summarise how they got the file of the patient and what

they know about this patient and his/her illness.

There is not much written about the link between openings and institutional power or
conversational asymmetry. However, because so little is known about the opening of
conversations that do not take place through the telephone, I felt it was worth analysing the

opening sequence of my data.
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2.2.3.3.2 Closings

According to Levinson, closing sequences are ‘a delicate matter both technically, in the sense
that they must be so placed that no party is forced to exit while still having compelling things
to say, and socially in the sense that both over-hasty and over-slow terminations can carry
unwelcome inferences about the social relationships between the participants’. ?** Research
into closing sequences shows that closing sequences, like opening sequences, are made up of
adjacency pairs. Schegloff and Sacks identified a so called ‘terminal sequence’, which is the
final adjacency pair, which could be a final greeting, for example, in which one speaker
proposes termination by saying something like ‘bye bye’, and the other speaker acknowledges
closing by reciprocating the greeting and saying ‘goodbye’ or something similar.?*” However,
they found that this terminal sequence is preceded by a “preclosing sequence’, which often
consists of tokens like ‘right” or ‘ok’. This can be seen as a way to negotiate closure and to
make sure both parties have nothing further to add. A model for a closing phase according to

Schegloff and Sacks is given (with an example made up by me) in Box 14:

Box 14: A model for the closing phase in a conversation, adapted from Schegloff and Sacks?"’

Speaker A — Preclosing: Okay
Speaker B — Preclosing: Okay
Speaker A — Terminal utterance: See you
Speaker B — Terminal utterance Bye bye

In the example in Box 14, speaker A initiates the closing phase by preclosing. If speaker B
would have something to say, s/he could have brought it up at this stage, but instead, s/he
acknowledges the pre-closing, completing the adjacency pair. Speaker A then initiates the
terminal sequence which ends the conversation. Jefferson found that in casual conversation,

people use more address terms in the closing phases of the consultation.?®
Button continued Schegloff and Sacks” work on closings and differentiates a number of

‘sequence types’ in the closing phase that can be used to move out of the closing phase:**®

e Arrangements

69



e Back-references, where a previous topic is referred to

e Topic initial elicitors, where a ‘what else?’ question is asked

e ‘In-Conversation” Objects, where someone brings up a new topic

e Solicitudes, like ‘give my love to John’ or ‘call me later’

e Reason-for-calls

e Appreciations
The place for these moves could be after the preclosing phase, which means the preclosing
phase is then no longer followed by a terminal sequence and a new preclosing phase will
follow later in the conversation. At times, Button observes these sequences after the terminal

exchange.

A much-cited paper by White et al. is the earliest reference | found that focuses on closings in
the medical encounter.® White et al. analysed 88 consultations between GPs and patients and
found that in 86% of the conversations, doctors initiate the closing. In 21 % of the cases, the
patient raised new problems in the closing phase of the consultation. Three years after this
publication, White et al. did a qualitative investigation into the closing phase and found that
‘among the tapes studied, doctors initiated closure in all but two cases.?”* Doctors directed

the flow of closure, or attempted to, in every case.” Their definition of closure is:

(...) the phase of the medical encounter after the education and
information exchange in which the doctor and patient finalize
plans and say good-bye. Notably, closure contains a shift in the
medical interview from a present to a future orientation.

White et al. distinguished two types of closings: one where the doctor summarises, plans are
finalised and greetings are exchanged, and one where different concerns are addressed and
there are several summaries and finalising of plans before the terminal exchange. Moreover,
White et al. found that roughly one in three closing phases was interrupted, which means that
a new topic came up. They therefore recommend that the question “anything else?’ should

not be asked in the closing phase as it is too late and it will interrupt the closure.

The “anything else?’ question, however, is used a lot. Robinson found that in 48 analysed

consultations, there are two ways in which doctors initiate the closing of a consultation.?*?
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One of them is the “final concern-related’ preclosing sequence, in which the doctor indeed
asks if there is ‘anything else’ the patient wants to discuss. The other type of closing is the
‘arrangement-related’ preclosing sequence, in which plans are made and finalised. Robinson
suggests that ‘patients are more likely to topicalize additional concerns when doctors use the
final-concern sequence’. However, he adds that this sequence is often initiated in such a way
that physicians “interactionally manipulate patients toward responses that do not raise

additional concerns’.

West acknowledges how little work there has been done on closing the medical encounter and
refers to Heath and Robinson.?”® According to her, it is typical for institutional encounters to
have a time limit and thus typical to have a quite structured closing sequence. Like Heath and
Robinson, West also uses Schegloff and Sacks’ model of the closing phase of a conversation
and distinguishes different topic closing techniques before the preclosing and the terminal
sequence. She applied Schegloff and Sacks model to doctor-patient consultations and found
that in the majority of cases, closing starts by the making of future arrangements, then the
doctor initiates the preclosing sequence and the terminal sequence. The terminal sequence in

the medical encounter, West found, is most frequently an exchange of ‘thank yous’.
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2.3 The simulated consultation

The first section of this chapter aimed to give an overview of what SPs are and how they are
used in teaching and assessing communication skills. The second section of this chapter
focused on the power dynamics in institutional settings and how this dynamic might manifest
itself in language. The focus of the present study, however, is to find out more about what
actually happens in the conversation between an SP and a student (or a different learner) and

how role-play works as an educational tool.

A study by Roberts et al. comes close to what the present study aims to achieve; they
undertook a language-based analysis of the conversations between students and SPs in an
OSCE.® Their goal was to identify ‘the grounds for assessing students as ‘good’ or ‘poor’
communicators’. In their view, and | agree, insight into what types of linguistic behaviours
make a good or bad communicator would make the communications assessment more valid.
They found, for example, that students who did better in the OSCE had an empathic rather
than a retractive style of questioning and answering. Furthermore, good students *staged’ the
‘themes’ of the conversation differently and found a balance between presenting a ‘personal
authority and conviction” and ‘one that relied on the authority of medical evidence and
procedures’.

In addition to a paper co-authored by myself,?** I found only two papers®?*°

that analyse the
language, structure and content of the simulated consultation, and a handful more that discuss
the nature of role-play in medical education. This section reviews some literature that

discusses the dynamics of the simulated consultation.
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2.3.1 The role of the SP

Roberts et al. pay some attention to the role of the SP and note the following:

The interactions are further complicated by the fact that the
‘patients’ are also assessors and often voice feelings and
attitudes that are either kept hidden or managed in more
indirect ways in real consultations. Those vocal actor-patients
tend to trigger more formulaic responses from weaker
candidates, who have been trained in rapport words but cannot
achieve rapport work. This is an example of how the
institutional constraints of the OSCE can magnify differences
between weak and poor candidates.

This dual role of the SP (assessor and actor) is the main focus of the paper by Hanna and

Finns, who argued that it is important to teach and test communication but challenge the idea

that simulation is the only way to do so.* They felt that teaching and testing communication

using SPs should be complemented by humanist learning and patient-contact, and reasoned

that the student-SP encounter is so unrealistic that it only teaches and tests ‘many partial

communicative skills’. The simulated encounter might just be a measure of performance and

might not be in any way a measure of the way in which students relate to patients. This

argument of Hanna and Fins is of great importance for the present study and was built up in

two main steps, both dealing with power dynamics in institutional settings. Hanna and Fins

say the following about the power dynamics in the simulated consultation:

The simulation patient is not really sick; and, moreover, knows
already which illness and other issues he or she *“has”. The
simulation patient does not come to the encounter in an inner
state of worry and dependence on the physician, and she or he
has the leeway to deliberately steer the course of the
improvisation. On the other side, the medical student is not yet a
physician and is not yet recognized by society as competent and
responsible for taking care of patients. He or she may feel
unsure what to ask the patient and uncertain what the replies
mean. (....) The power relation is inverted, because knowledge
and judgment rest with the simulation patient rather than with
the physician student.’
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The power dynamics that are so typical for a doctor-patient encounter are not in place in the
simulated consultation, because the student does not possess the characteristics that are
known to give doctors power, and the SP does not possess those characteristics that make a
patient vulnerable. In addition to this, Hanna and Fins discuss a different power dynamic they
think is at play in the simulated consultation, namely that of ‘the silent, visual, surveillance

power of the teacher/student relationship’.

2.3.2 A good student or a good communicator?

The dynamic between SP and student just discussed could influence the way a student
behaves, because they will say and do things to impress the examiners or teachers. A student
quoted in the study undertaken by Bokken et al. corroborates this worry:

In an SP encounter you want to do well and you don’t want to
tell the patient you’ve lost it or don’t know what to say, unlike in
clinical practice when | see a patient and | don’t know | just say
| don’t know.

This reveals a certain element of performing with the students regarding their peers, teacher or
examiner and perhaps even the SP as their audience. Van Zanten et al. also warn that some
communication skills can effectively be acting skills and that ‘a doctor may appear to be
altruistic yet have motives that are essentially selfish’.*> Wear and Varley, too, support this
view.”® They worry that the simulated consultations ‘do not provide a shred of evidence that
authenticity or sincerity surrounds such behaviors’. Hodges feels that ‘how students modify
their performances in order to convery the impressions they believe their audience desires.”’
However, according to the experience of Benbassat and Baumal teaching medical students

patient counselling skills, this does not need to be a problem:**’

During the simulation, it is assumed that the instructor has the
real patient’s disease. However, he is obviously different from
the real patient since he has a medical background, a good
rapport with the students and is respected by them. The fact that
the instructor assumes the patient’s role motivates the students
to do their best in order to meet the simulated patient’s
expectations for information.
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They seem to think that it enforces the learning because the students want to do better for the
sake of the facilitator. Makoul partly agrees and feels it is not likely that students simply
perform to satisfy the expectations of the teacher or examiner, and rather suggests that

students learn certain aspects of communication that could not be taught otherwise.??®

Roberts and Sarangi do not talk about SPs but they do discuss the *hybrid modes of talk of
oral examinations for the Royal College of General Practitioners (RCGP) in the UK’, which is
a type of talk that might overlap with the data discussed in the present study.??® Rather than
the studies referred to so far, they focus on the different types of talk that are produced by
candidates. The candidates in this exam are asked questions about general practice and are
presented with situations and asked about their thoughts and feelings about certain issues.

But, as Roberts and Sarangi say:

In the oral examinations, the professional and the personal
experience modes of talk are laminated over with a third and
more powerful one — the institutional mode. Whereas it is fairly
straightforward to distinguish the professional mode from the
personal experience mode, a distinction between the
institutional and the professional is rather problematic. But
such a distinction, as we see it, is an important one here and it
is central to the notion of hybrid modes of talk already
mentioned.

If we take this argument and we apply it to the simulated consultation, one could say it is hard
to decide whether students are behaving in a professional manner (doing their best in order to
become a good doctor) or in an institutional one (doing their best in order to get a high mark).
This raises all sorts of questions regarding validity (see definition in 2.1.5), as it means that
perhaps SP-encounters as assessments measure acting skills or performance ability, rather

than communication with a patient.
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2.3.3 Realism in the SP-encounter

Another study which discusses the nature of the simulated consultation is by Seale et al., who
analysed consultations between doctors and SPs.??® Their main interest was so called ‘frame

230 on simulated encounters

negotiation’, building on the work done by Linell and Thungvist
and on the notion of ‘frame’ by Goffman.'? Seale et al. see ‘simulations as hybrid forms’,
based on Roberts and Sarangi.'* In their study — as in the present study - the two
institutional discourses creating this hybrid form are those of the educational setting and the
medical setting: ‘simulated encounters place particular demands to manage a communicative
form that hybridized educational or skills training discourse with personalized and clinical
discourse’. Seale et al. continue to analyse frame negotiation in conversations between
doctors and SPs and find that one particular doctor uses humour to ‘exploit the ambiguous
realism in the role-playing frame’. It was also this doctor who ‘was to show the most capacity
for learning the new skills of elicitation, empathy, and so forth’. This suggests an awareness
of the hybridity of a simulated consultation can increase the learning potential of a role-play
exercise. Moreover, Seale et al. suggest that mimicry and realism are not the only important
factor in using simulation to teach and test communication skills. This idea of realism and
mimicry in simulation is interesting. Several papers already reviewed in the precious section
of this chapter (section 2.1) talk about SPs being realistic in their portrayal of a patient. For
example, Wind et al. focus on authenticity and feedback in the assessment of SPs
performance.* Rees et al. reports some criticism from students, who feel that role-play is
artificial, with one student saying that ‘(...) one of the main problems I felt with it [role-
playing], that it’s been quite a poor substitute for actually talking to patients’.** But the study
by Seale et al. suggests that there is more to the use of SPs than authenticity and sustaining
the idea that a medical consultation is being undertaken. Skelton also stresses that reality is

not the goal of simulation-based learning:*?

The role of the simulator (role-player, course designer) is not to be the same
as the world. In a sense, that is what the world is for. Rather it is to offer
opportunities to practise the relevant skills, to apply the relevant knowledge,
and to reflect on the relevant attitudes, in as effective a manner as possible.
The point about role-players, if they are sufficiently skilled, is that they are not
patients, but something else, a point which is only now beginning to be
understood.
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Teherani et al. support Skelton’s point by stressing the importance of the way SPs react to
students’ utterances and feel that SPs should be trained to ‘respond consistently in character to
different types of learner inquiries.”®** This means that there is an educational aspect to the
SP’s role, as the SP has to be trained to respond differently to different types of language, for
example rewarding compassionate language by divulging more information. Teherani et al.
partly base their thinking on the work of Wallace, who wrote a manual about the coaching of
SPs to prepare them for work in assessments of clinical skills and notes that SPs should be
able to observe the students’ behaviour at the same time as they are acting the role of the

patient.”*

Goffman’s idea about the frontstage and backstage of conversations might be useful in this
context.?** He describes frontstage as ‘the place where the performance is given’ and
backstage as ‘a place, relative to the given performance, where the impression fostered by the
performance is knowingly contradicted as a matter of course’. In the case of this data, the
simulated consultation is the frontstage, whereas the backstage is the educational setting.
Sarangi and Roberts also use these concepts in their work and feel that frontstage is much
researched, but that ‘the lack of backstage research biases our view of institutional
discourse’.*** In this study, | hope to take the backstage (the educational setting) into account

sufficiently when analysing the frontstage (the simulated consultation).

Reviewing the existing literature about the simulated consultation has shed light on the nature
of role-play and suggests that any assessed conversation is a hybrid situation. Students might
be nervous because they are being assessed, might try to be professional, might behave in a
certain way to get a high mark, and might also be aware that the patient is not real. SPs, on the
other hand, are expected to portray a patient while at the same time are expected to remember
what happens in the consultation and might have more institutional power than a patient
normally would have. The present study will aim to find out if (and how) these aspects have
an influence on the structure of the consultation by trying to find out how each participant

behaves linguistically.
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3 METHODOLOGY

In section 1.2, | have explained the setting and context of the interviews of which the
transcripts form the data of this study. This chapter will elaborate on the data and the
methodological approach taken. I will firstly place the present work in existing research
traditions such as discourse analysis and conversation analysis. The balance between
quantitative and qualitative approaches is then discussed. The collection, selection and
transcription of data is described in the second part of this chapter. Finally, definitions of

terms are given and the methods of analysing data are explained.

3.1 Approach to the data

3.1.1 Research methodologies

This study seeks to draw on a number of different research traditions. In this section, two
schools of analysis are discussed, namely discourse analysis and conversation analysis. In the
text, I will refer to the present analysis as sociolinguistic analysis, because both Conversation
Analysis (CA) and Discourse Analysis (DA) stress the importance of the social context of
talk. CA developed from ethnomethodology, a branch in sociology taking on the idea that ‘we
can only make sense of what is said in conversation by means of knowledge of the social
context that does not appear in the words themselves’.?*> Whereas DA and CA are both
linguistic methodologies (though with an interest in the social context of talk),
ethnomethodology (EM) is a discipline in sociology started by Garfinkel.*® The main goal of
ethnomethodology is to describe how people construct and produce the world around them.
EM is ‘engaged in the search for an understanding of social order’ and the main goal of EM is

‘the discovery of social order production in its own right’.2*’

Both CA and DA have been influenced by ethnomethodology,**® which is reflected in the
goal to link language with the world surrounding the users of language. In particular,
Conversation Analysis is closely linked to EM - many ethnomethodologists use CA as a

research tool. According to Warfield Rawls:**’
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... there has been a tendency, probably because the technical
aspects of CA can be mastered without an understanding of its
Ethnomethodological underpinnings, to treat CA as a separate
and highly technical enterprise.

| do want to draw attention to the ethnomethodological underpinning of CA (and DA),
especially since simulated consultations have not previously been researched in a similar way.
This study aims to study the nature of role-play and thus will focus closely on the context of
the simulated consultation, before looking at how this shapes - or is shaped by - the language
used. The social setting of a conversation is of great importance to the way that conversation

is structured.

3111 Discourse analysis

Discourse Analysis (DA) is the name for a wide variety of methods and ways of looking at

language data, and could be seen as somewhat of an umbrella term. Indeed, much of the

literature about DA starts with a comment about the difficulty of describing it, with Stubbs®*
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calling it a “very ambiguous term’ and Slembrouck™™ calling it a “hybrid field of enquiry’.

Brown and Yule®® describe this confusion as follows:

The term “discourse analysis’ has come to be used in a wide
range of meanings which cover a wide range of activities. It is
used to describe activities at the intersection of disciplines as
diverse as sociolinguistics, psycholinguistics, philosophical
linguistics and computational linguistics. (....) It must be
obvious that, at this relatively early stage in the evolution of
discourse analysis, there is often rather little in common
between the various approaches except the discipline they all, to
various degrees, call upon: linguistics. (pp viii-ix)

Brown and Yule suggest that an analysis of discourse is an analysis of ‘language in use’. They
go on to describe the different aspects of DA, such as the role of context, the structure of
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utterances and coherence in discourse. For a more formal definition of DA, Stubbs“>” offers

this:
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The term discourse analysis is very ambiguous. I will use it in
this book to refer mainly to the linguistic analysis of naturally
occurring connected speech or written discourse. Roughly
speaking, it refers to attempts to study the organisation of
language above the sentence or above the clause, and therefore
to study larger linguistic units, such as conversational
exchanges or written texts. It follows that discourse analysis is
also concerned with language use in social contexts, and in
particular with interaction or dialogue between speakers.

This definition highlights what are probably generally agreed to be the two key elements of
DA. It deals with language above sentence level, and it deals with language in social context.

Richards et al.?** divide discourse analytical activities into three aspects:

a how the choice of articles, pronouns, and tenses affects
the structure of the discourse (....)
b the relationship between utterances in a discourse (...)
c the moves made by speakers to introduce a new topic, change the topic,

or assert a higher role relationship to the other participants (...)

In other words, DA deals with linguistic features and tries to link these to the conversational
structure, it tries to investigate utterances within the discourse with each other, and it links the
way the conversation is structured to the relationship between participants in a conversation.
Additionally, discourse analysis ‘operates from the beginning with the familiar concepts and
terms of general linguistics and attempts to examine the role of these concepts in discourse,
including conversations’.?**This means that certain linguistic features are selected for

investigation before the analysis starts, which is the case in this present study.

An approach like DA is useful and attractive in the study of medical communication.
Selecting linguistic features for analysis gives opportunity to choose elements of
communication to be looked at, without ignoring the context and the way two participants
construct a consultation. Sometimes conversation analysis (CA) is mentioned as part of
discourse analysis.**® Because CA has a different history and a particular way of viewing
language and analysing data, | would like to discuss it separately in the next section.
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3.1.12 Conversation analysis

Like the description of DA, CA can be characterised by its focus on language-in-interaction.
Rather than using a variety of data types (as in DA), however, CA focuses on spoken
language that has been recorded and transcribed. The aim of CA has been succinctly written
down by Hutchby and Wooffitt: >+

(...) the objective of CA is to uncover the tacit reasoning
procedures and sociolinguistic competencies underlying the
production and interpretation of talk in organized sequences of
interaction.

A few aspects of this quotation by Hutchby and Wooffitt deserve more attention. First of all,
the authors stress that CA should partly focus on why people say what they say. Conversation
Analysis involves a degree of sociological investigation of the context and the potential
intentions of conversational participants and meanings of their utterances. This could be
problematic, given that terms such as ‘meaning’ and ‘intention’ are ambiguous. In CA,
however, utterances are interpreted in the light of sequences, or as Hutchby and Wooffitt say:
‘speakers display in their sequentially “next” turns an understanding of what the “prior” turn
was about’. Secondly, CA is interested in how people say what they say, and the quote
implies that sequences of interaction are perhaps organised in particular ways. The work done
in CA on adjacency pairs, repair and closings of a conversation'®® are good examples of this

focus on the sequences of interaction.

The “founding father’ of CA is Harvey Sacks, who applied ethnomethodological ideas to
language by discussing a variety of aspects of everyday interaction.'®® His collaboration with
Schegloff and Jefferson which resulted in an extensive work on turn-taking in
conversations.'®* The Longman Dictionary of Language Teaching & Applied Linguistics***

identifies three main areas of investigation of CA:

a how speakers decide when to speak during a

conversation (...)
b how the sentences of two or more speakers are related (...)
c the different functions that conversation is used for (...)
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As with DA, both the language used, the connection between the utterances of different
speakers, and the context of the conversation are taken into account. Unlike DA, CA does not
mention any specific grammatical features of interest, as CA rather uses ‘a minimum of
theorizing and a strong emphasis upon raw data and on the patterns that emerge from the

data’.?*?

This study can very well be seen as a conversation analysis of simulated conversations, as it is
a study of spoken language that has been transcribed. Even though some of the traditional
transcription conventions have been changed, the idea of transcribing talk in a detailed
manner comes from CA. Furthermore, the way the data is analysed is very similar to the way
in which conversation analysts look at language in that | will assume, like CA does, that
meaning is constructed by both participants. Moreover, | assume that each utterance can give
information about how the previous utterance has been interpreted, and thus I will analyse
what utterances might mean in their context. The topics that are addressed in this project are
topics that have been analysed by conversational analysts before.*6%21%21244 \wjthin these
topics, sequences in interaction could yield a better insight in the way in which both

conversational partners position themselves.

An obvious difference between the present study and the kind of enquiry with which CA
routinely concerns itself is that the texts studies here are not “authentic” in the usual sense.
That is to say, they are simulations of authentic data. A second difference is that linguistic
features for analysis have already been selected, rather than the researcher immersing in the
data and letting patterns emerge. Because | have chosen a relatively large number of

interviews for qualitative analysis, this enabled analysis to be more focused.
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3.1.2 Qualitative and quantitative research

As mentioned in the introduction, this study tries to find a balance between research traditions
from the humanities/sociology and the sciences. Traditionally, (socio)linguistic studies are
detailed ventures dealing with a limited number of interviews, to ensure immersion in the data
and close analysis. In the sciences, focus is traditionally on the generalisability of results. It
was therefore thought appropriate to find some kind of balance between quantitative and

qualitative methods. Bunniss and Kelly**®

give a clear overview of different research
paradigms, recognising the different types of questions each paradigm asks of data. I will use

their paper as a means to explain why different approaches to the data were used in this thesis.

In this work, I aim to answer several questions. One of my questions is: which of the two
participants uses this linguistic feature more than the other and how does this correlate with
other variables? This type of question, which is looking for a certain ‘objective truth’, is best
answered by statistical methods, using the following variables for testing:

e the number of words spoken

e the number of interruptions that were made

e the number of questions posed
And correlating these to grade awarded to the students. This is a post-positivist way of
approaching the data, as the aim is to look for ‘causality and fundamental laws’. In this
approach, there is hardly room for ‘complex, unstable, non-linear’ data, which is why another

method was used.

Another question | aim to answer is: how do the SP and student relate to one another and how
do they define their roles? This is a different, more interpretative question, as ‘there are
multiple, diverse interpretations of reality’ possible. Hodges’ is very much in favour of a
qualitative, more interpretative approach to conversations (especially dialogues within the
OSCE), because the more ‘psychometric’ method cannot answer questions like these. This is
why all the potential linguistic markers of conversational dominance (except number of
words) have been looked at from a different angle, a more qualitative (socio)linguistic

approach. Some of the variables are too complex to define, code and count and qualitative
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analysis gives a good insight in what goes on in the consultation, and how the conversational

partners relate to one another. In the words of ltakura:*’

... Quantitative data in regard to conversational dominance
needs to be interpreted in the light of qualitative analysis
concerned with the speakers’ conversational styles, goals and
strategies, and the social and cultural aspects of the mutual
construction of meanings in everyday conversation.

In short: two different paradigms co-exist in this thesis, where multiple methods are used to
answer multiple types of questions. Table 5 gives an overview of which elements were looked

at and how:

Table 5: An overview of linguistic features and how they are analysed in this project

Heading | Linguistic feature Quantitative Qualitative
Statistical analysis (Socio)linguistic
analysis
General overview of data | X X
Floor Number of words X
Interruptions X X
Flow Questions X X
Topic maintenance X
Fringes | Openings X
Closings X

The sociolinguistic analysis of the interviews as a whole, the ‘general overview of data’,
(Chapter 4) will focus on the context of the simulated consultations and could provide a

framework for the microanalyses in further results sections (Chapters 5, 6, and 7).

3.2 Data

When this PhD project started, the videotapes for analysis were immediately available. I was
not present when data were collected. Ethical approval was not sought by external institutions

as the subjects of study were students and the filming was an observation of existing
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education practice rather than an intervention. The Medical School Education Unit at the

University of Birmingham gave formal approval for this study (see Appendix 4).

3.2.1 Selection

3211 Why sample?

When performing qualitative analyses, it is difficult to use large amounts of data, as
qualitative research can be time-consuming - especially in this PhD project, as six different
linguistic features were scrutinised in the data. As | am a linguist working on a project in the
arena of medical education, a balance needs to be found between quality of analysis and
quantity of interviews. The problem is balancing requirements for a large enough sample to
give precise estimates of variables, and the cost and effort of collecting and analysing those
data. Rather than a power calculation to decide on sample size, this balance has been the
main reason to select 100 tapes (roughly one third of the total population) for transcription
and analysis. The tapes were selected by stratified sampling, using grade, scenario and gender
as the three criteria for selection. Stratified sampling was done so that conclusions drawn
from the 100 tapes are representative of the total population of 316 tapes. This number
seemed to be the largest possible number in order to answer the research questions in the time

available.

In order to reach a sample of 100 interviews that are representative of the entire population,
choices needed to be made on how to select. Because | wanted the results of this study to be
representative for the whole population, random selection would not be appropriate here but
rather stratified sampling was used. Any aspects that might influence (or be influenced by)
students’ performance needed to be considered as a stratum in the sampling procedure. The
following section will briefly discuss the main factors that might influence the findings in the
consultations, such as grade, scenario and gender. These factors need to represent the entire
population and are thus used as strata in the sampling process. In other words: the sample
used for the present study will have the same proportion of students with higher and lower

marks, the same proportion of different scenarios role-played and the same proportion of male

85



and female students as in the entire population. In the next three paragraphs, I will explain

why these strata were chosen.

1) Grade*: The examiners of the ISU use a holistic grading system with which they are

familiar and which has proven to be consistent.?*

The students with low grades have shown
poorer communication skills than the students with higher grades (see the marking schedule
in Appendix 3). It is therefore useful to see if grade and linguistic structure of the
conversation do indeed correlate, as suggested by Roberts and Wass.® In order to investigate
the correlation between grade and linguistic structure of the simulated consultation, the final
100 interviews need to have the same proportions of ‘good’ and ‘bad’ students as the entire

population.

2) Scenario: The scenarios have been devised to offer the students the same level of
challenge, but they are not of an identical type: the range of tasks is quite varied. In scenario
1, the student has to break the bad news of an operation being cancelled, which has an
influence on the structure of the conversation as it’s likely that the student does more talking
in the start of the conversation, and the patient might ask more questions later in the scenario.
In scenario 4, the patient is nervous about possibly having contracted HIV, in which case the
SP will be acting and talking differently than with the patient in scenario 1, who is likely to be
angry or frustrated. This means that scenario should be taken into account in analysis and the
distribution of scenarios in the sample population is desired to be similar to the distribution of

scenarios in the total population.

3) Gender: As already discussed in the literature review, a great deal has been written on
gender and language. In the last decades of the 20™ century, gender linguistics gained ground
and has helped form linguistic theory as we know it today. The literature discusses differences
in the way men and women behave in different types of interactions. A great deal of the
gender linguistic literature is based on ideas of oppression and power and suggests men and
women communicate and take control in a different way, as reviewed previously (see section
2.2.2.1). As this project will be looking at conversational dominance, it would be interesting

to take gender into account and compare results to literature from gender linguistics. This

* The terms ‘mark’, ‘grade’, and ‘score’ will be used interchangeably in this work.
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needs to be taken into account when choosing a sample and therefore the chosen 100
interviews would ideally have the same proportion of male — female students as the entire

population.

Ethnicity and socio-economic background are other aspects that might have been worth
looking at when selecting data.*” However, this information was not collected at the time,

and the third year students in the data sample have now moved on.

3.2.1.2 The stratified sampling process

The strata for the sampling procedure are grade, scenario and gender, which are used to select
100 tapes out of the total population of 316 tapes. These 100 tapes were then transcribed. In

the next few paragraphs, the process of stratified sampling will be explained.

The first stratum | looked at was grade. Each assessment was marked on three aspects of the
consultation: knowledge, skills and attitude. For each of these three aspects the student could
score an A, B, C, D or E. No E was given in this particular data set. It would be easier to work
with only one variable for grade, which is why these three marks for knowledge, attitude and
skills were given numbers and were added up in order to obtain one single numerical value
for the variable grade, rather than three letters, which is necessary for statistical analyses. To

start the selection of data the four marks were awarded points, as illustrated in Table 6:

Table 6: Points for
awarded marks

O[O |® |>
e LS [ ES
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It means that if a student scored an A for knowledge, a B for skills and a B for attitude, the
student would have 4+3+3 = 10 points. This resulted in a distribution of students over 10

different points (3-12), as illustrated in Table 7 below:

Table 7: Number of points followed by
amount of students awarded that number
of points
Points No of students
3 10
4 13
5 18
6 55
7 44
8 30
9 44
10 35
11 29
12 38
316

Considering there are three different attributes (grade, gender and scenario) involved in the
stratified sampling, it would be simpler to group some of these marks together in order to
create only 5 variables for grade rather than 12. After all, the difference between an AAB (11)
student and an AAA (12) student is present, but that difference not likely to be very visible in
the structure of the consultation. This is why the groups of points have been amalgamated in

bands consisting of two grade-groups, as seen in Table 8 below:

Table 8: The five bands of grades
and the number of students in

each band

points No of students
3,4 23

5,6 73

7,8 74

9,10 79

11,12 67

316

As stated before, this project aims to analyse 100 interviews. This means each number of
students in Table 8 above needs to be multiplied by 100 and divided by 316 (the total
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population) in order to arrive at the right number of students for this project in that particular

grade band. This was done as illustrated in Table 9:

Table 9: Formula for stratified sampling of the variable ‘grade’
No of students (N) | (N*100)/316= Sample for PhD
3,4 23 7.278481 7
5,6 73 23.10127 23
7,8 74 23.41772 23
9,10 |79 25 25
11,12 | 67 21.20253 22
316 100 100

Table 9 shows the number of tapes that should be in the sample in order to represent the entire
population. Numbers were rounded up to the nearest integer. The next step was to make sure
that within the grade-bands, scenarios and gender were appropriately represented. Within the
grade-bands in the sample, we are looking for the same proportions of male/female students
and scenario numbers as in the entire population. Again, this was done by analysing the total
population and calculating the amount of students for the sampled population, by multiplying
the total population by 100, dividing by 316 and then rounding it off to the nearest whole

number. The process is illustrated in Table 10 below:
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Table 10: Formula for stratified sampling for the variables scenario and gender
- — |
Total population Sample
3,4 points 3,4 points
scenario F M scenario F M
1 4 5 1 1 2
3 1 0 3 0 0
4 4 2 4 2 0
5 3 4 5 1 1
total 12 11 |23 total 4 3 7
5,6 points 5,6 points
scenario F M scenario F M
1 19 |14 1 6 4
3 9 11 3 3 4
4 8 9 4 2 3
5 2 0 5 1 0
6 0 1 6 0 0
38 35 |73 12 |11 |23
7,8 points 7,8 points
scenario F M scenario F M
1 21 |9 1 7 3
2 1 0 2 0 0
3 12 |8 3 4 2
4 11 |6 4 3 2
5 3 0 5 1 0
6 3 0 6 1 0
51 |23 |74 16 |7 23
9,10 points 9,10 points
scenario F M scenario F M
1 16 |6 1 5 2
2 0 1 2 0 0
3 23 |9 3 7 3
4 10 5 4 3 2
5 2 0 5 1 0
6 5 2 6 2 0
56 |23 |79 18 |7 25
11,12 points 11,12 points
scenario F M scenario F M
1 5 8 1 2 3
2 1 1 2 0 0
3 13 |10 3 4 3
4 13 |10 4 4 3
5 1 1 5 1 0
6 6 1 1
35 |32 |67 12 |10 |22
Total: Total
316 100
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At this stage, tapes were selected by making lists of contenders (see Appendix 5). Each tape
in a set of contenders was numbered. The numbers were entered in statistical software
package MiniTab Version 15, thus randomly selecting the tapes by the random generator
function. Three tapes were selected to be part of the sample for research but had to be
rejected because the tapes were faulty. New tapes were selected from the list of contenders to

replace them.

3.2.2 Transcription

3221 Transcription choices

Paradoxically, researching spoken language often starts with writing down speech. The
richness of spoken language intrigues researchers, yet the constraints of the written word
consequently take some of this depth away. It is impossible to transcribe all aspects of

248 therefore describes a

speakers voice(s), body language, surroundings, and so on. Ten Have
transcript as being ‘a translation (.) of the actually produced speech into a version of the
standardized language of that particular community (...)’. Research into transcribed, spoken
language therefore starts with a compromise, as the researcher has to choose which parts of
speech should be included in the transcripts and which should not. The benchmark in

transcription conventions is the work of Jefferson,®%24

whose transcription symbols are
widely accepted and used by conversation analysts and others. Most conversation analysts use
her system of transcription symbols which facilitate ‘communication and understanding of
research studies.’®° In this project, many of the transcription symbols are based on

Jefferson’s work. Some of Jefferson’s conventions, however, were discarded.

Jefferson states that detailed transcription conventions can make transcripts ‘a nightmare’ to
read, but finds this level of detail necessary to transcribe because ‘it’s there, plus I think it’s
interesting.”?*® There is something to be said for detailed and complete transcripts, but
transcripts should not be more detailed than necessary - which made me opt for less delicate
transcripts that are fit for the purpose of this study. Furthermore, the transcripts should be
easily readable to non-linguists, because this study is aimed at those working in medical
education, which is an argument to simplify transcripts slightly in order to make them clear to

a broader audience. When determining the level of delicacy of transcription, I also considered
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the research aims of this project. This PhD focuses on discourse features such as interruptions,
questions, turn taking, opening and closing sequences, which means that a very detailed
transcription method is not necessary. It was therefore decided the interviews did not require
phonetic transcription and pauses of shorter than one second did not need to be represented.
Stress on syllables in multi-syllabic words has not been transcribed either.

Below, a section of interview 46 has been transcribed using Jefferson’s transcription

conventions for overlapping speech and backchannels:

1 |[MS46: Well I I could speak to the doctor if that's what you'd like me
2 to do

3 |SP8/46: right

4 (MS46: andthen[wecould take it] from there

5 |SP8/46: [yeah | would actually]

6 |SP8/46: yeah thank you | mean | don’t want anyone else to be treated
7 in this way || | don't see [why that — why there is a]

8 provision for you know a little bit more privacy

9 [MS46: [yeah | understand that |

10 appreciate]

The bracket system used by Jefferson has not been adopted for several reasons. Firstly, the
brackets indicating overlapping speech can be lost or cause a crash when transferring
transcripts into the software package QSR NVivo 7, which will be used for analysis.
Secondly, | wanted the transcripts to clearly reflect what was going on in the transcript in the
area of floor-holding and conversational dominance. During a pilot session of transcribing the

data, it became clear that (unlike the findings of Edelsky**®

) most of the time, only one person
holds the floor, yet this is not reflected by a transcript when using Jeffersonian conventions.
For example: line 2 and 4 were actually part of one utterance — MS46 did not breathe or pause
in between these lines, and RP8 did not seem to want to say more than ‘right’ in line 3. This
made me consider the transcription of backchannels such as ‘right’, ‘yeah’, ‘ok’, and *hmhm’.
Backchannels, or minimal encouragers, are used to encourage the speaker to talk but do not
interrupt the floor-holders turn. Therefore, | feel it should not look like an interruption in the
transcripts either. This is why the following mode of transcribing overlapping speech and

backchannels was chosen:
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MS46

Well I | could speak to the doctor if that's what you'd like me to do
/and then / we could take it from there

RP8/46

[right /yeah | would actually

RP8/46

yeah thank you | mean | don’t want anyone else to be treated in this
way | | | don’t see / why that — why there is a provision for you

10 know a little bit more privacy

11 MS46

12 /yeah | understand that | appreciate

O©CO~NOOTHS WN P

These conventions were developed for papers by Skelton et al.***** The empty line, line 6,
indicates a switch of turns. Utterances starting with / are either backchannels or overlapping
utterances that do not take over the turn, and the same symbol is used in the speech of the
floor-holder, to indicate where the backchannel is inserted or the overlap occurs. If
overlapping speech does result in a switch of turn to the person who was overlapping, it

would be indicated as follows:

MS83

I | do apologise but we do get emergency cases from time to time
which do take precedence in some cases erm you can have our
deepest apologies erm what | can do is | can put you in touch with
the patient advice and liaison service and hopefully we’ll be able to
come to some sort of // resolution

RP4/83
/I it's just been cancelled? [1] this is the second time- this is the
0 second time it's been cancelled I've had to take a day off work

POoOO~NOoO U WNE

The /I symbol indicates overlapping speech that takes over the floor. Empty line 7 indicates

that the turn has been taken over.

When thinking of transcription conventions at the start of transcription, it became clear that
analysis does play a part in the way one transcribes. Transcripts are not objective
representations of spoken data, but “selective, ‘theory-laden’ renderings’.2*® Or in the words
of Edelsky:'*
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(...) data analysis begins well before the traditional “data
analysis stage’ in research; that is, that transcribing data is at
once problematic, intuition-producing, and fraught with often
unreported yet important decisions.

There are many issues that arise when capturing speech on paper. Transcription ‘is an

2253

extremely difficult and imperfect art’=>* and all that the researcher can do is to be clear and

consistent in transcription conventions. | created a final list of transcription symbols based on
both the transcription conventions used by Skelton et al.****?and Jefferson'®*%

Appendix 6).

(see

3.2.2.2 The transcribing process

The selected tapes were transcribed in an arbitrary order and renumbered 1-100, making the
identity of students difficult to recognise, as this disrupted the alphabetical order in which the
tapes were so far stored. Since the participants in the conversation are not doctors but medical
students, they are labelled MS, followed by the number of the interview. The Simulated
Patients, or SPs, were also given a number. In each transcript they are labelled SPx/y, where x

is the role-player number and y the interview number.

No software tools were used for transcription — the tapes were played on a video-recorder,
which was attached to a large television screen for better audio quality and visibility. The

transcripts were created using Word on a computer screen next to the television screen.

Non-verbal data has been transcribed to a certain extent. Head-nods and handshakes were all
transcribed, because they often serve as a means to facilitate the consultation and seemed to
support the construction of roles (the role of “listener’ and ‘respectful professional’
respectively). Coughing, laughing and shift in body language has also been noted, to facilitate
interpretation in the analysis. More complex and continuous features such as gaze have not

been transcribed, but “looking down’or ‘looking away’ have.
After having transcribed the first 50 tapes, | went through all of them to ensure consistency.

After this, the remaining 50 tapes were transcribed. Having transcribed all 100 tapes, | went

back to the first tape and the first transcript in order to establish if transcription style had
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changed. There were some minor differences. Firstly, in transcript 1 some small linguistic
data were not transcribed - such as stutters and repetition of short words like ‘the’. Secondly,
some verbs were not abbreviated in transcript 1 — even though the MS or RP would
pronounce [aim] or [aiv] , the spelling would be I have and | am rather than I’m and I’ve. The
difference between | have and I’ve might not seem to be of relevance for analysis, but it
actually does have an effect on word count - which is part of the analysis. For this reason, all
100 tapes and transcripts were respectively listened to and looked at again to maximise

consistency and repair mistakes and inconsistencies.

.2.2.3 Consistency

To check consistency in transcription as well as the quality of my English, three native
speakers of English (who are also trained linguists working in the field of medical education)
were asked to check the transcripts. It was agreed that if the degree of difference between
them and myself exceeded 5% (calculated by counting the number of words corrected), |
would have the remaining 70 tapes double-checked as well. Therefore, 30 transcripts were
randomly selected (again, by the random number generator in MiniTab 15) and allocated to
the linguists, who looked at 10 transcripts each. The native speakers disagreed with me at
times and proposed to either replace some words, add some words, change the form of words
(for example: ‘thought’ in stead of “think’) or correct the spelling of words. All three of them,
however, agreed with the quality of transcription; none of them proposed changes in the
transcription symbols, nor did they comment on consistency of transcription. The degree of
difference and the percentage of difference per linguist/native speaker can be seen in Table
11, Table 12 and Table 13 below:

Table 11: Native speaker/linguist 1 (tapes

13, 18, 29, 42, 46, 58, 66, 74, 76 and 87)
- |

words replaced 37

words added 37

form of word changed 6

words deleted 4

corrected spelling 8

total 92

total words transcripts 14,915

percentage changed words 0.62 %
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Table 12: Native speaker/linguist 2 (tapes

6, 14, 31, 38, 39, 43, 56, 61, 72 and 94)
- ———————————————————|

words replaced 108

words added 127

form of word changed 17

words deleted 16

corrected spelling 6

total 274

total words transcripts 14,129

percentage changed words 1.94 %

Table 13: Native speaker/linguist 3 (tapes

1,12, 20, 45, 48, 51, 52, 81, 84 and 91)
- ———————————————————|

words replaced 126

words added 69

form of word changed 13

words deleted 34

corrected spelling 21

total 263

total words transcripts 12,700

percentage changed words 2.07 %

As may be seen from these tables, the linguists/native speakers proposed changing a certain

percentage of the total amount of words, ranging from 0.62% to 2.07%. | therefore decided

not to take action on the other 70 transcripts, as the total percentage of proposed changes in

words (see Table 14 below) is well under the 5% cut-off point decided in advance and thus an

acceptable degree of difference.
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Table 14: Tables 10-12 added up
- ————————|

words replaced 271

words added 233

form of word changed 36

words deleted 54

corrected spelling 35

total 629

total words transcripts 41,744

percentage changed words 1.51 %

| listened to the tapes again, considering the differences highlighted by the native speakers.
All the changes proposed were altered in the transcripts, bar 5 cases in which | disagreed with
the linguist checking the transcript. In these cases, | decided to discard the proposed change
after a discussion with the linguist proposing the change. This process marked the end of the
transcription process — a process that is never really finished, but must end at some stage in

order to start the analysis. The final transcripts can be found in Appendix 10.
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3.3 Analysis

This sub-chapter will describe how the data will be analysed. The first part focuses on the
statistical tests that will be used and which variables are of importance in the quantitative

analysis, whereas the second part will set out how each linguistic feature was analysed.
3.3.1 Statistics

As mentioned, certain aspects in this thesis will be described and analysed quantitatively,
using statistical methods. The goal of this analysis is to give a clear overview of how certain
variables are distributed across the interviews and to see if certain variables influence each

other. The variables that will be discussed in this way in are:

e A general overview of the data
e The number of words in total and per participant
e The number of interruptions in total and per participant

e The number of questions in total and per participant

The next section will describe which statistical tests were undertaken in this study and why.

3311 The importance of testing associations between variables

The next section will explain how variables were grouped and why there is a need to test
certain associations. Then the statistical tools to investigate these associations will be
described.

The variables identified by me before any analysis was undertaken, were divided into three
categories, namely:

a) categorical variables with two categories only,

b) categorical variables with more than two categories

C) quantitative variables

An overview of these variables is given in Table 15:
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Type of variable

Table 15: An overview of variables

Variable

Description

Categorical variables
(2 categories)

Gender SP

Was the SP male or female

Gender medical student

Was the student male or female

Categorical variables Gender mix Code for the possible gender
(more than 2 categories) combinations of SP and student
SP Code for the SP that role-played the
consultation
Examiner Code for the examiner for the
assessment
Scenario Code for the scenario played out in
the consultation
Quantitative variable Grade The mark awarded to the student,

calculated as described in (3.2.1.2)

The focus of this study is the simulated consultation, but there are some variables that precede

and supersede the interview. First of all, there are aspects of the assessment that were decided

before the consultations started, for example: the gender of the SP, the gender of the student

and the scenario that was played. Before the SP and student have even uttered a word, these

variables were decided. These aspects will be called covariates. Then there is the variable

‘grade’, which can be seen as the result or the outcome of whatever happened in the

interviews. Finally, there are the aspects that this study wants to measure and analyse, namely

the measured variables: number of words, interruptions and questions. Figure 7 summarises

the different variables just mentioned. In this figure, the lines represent the associations that

should be tested.
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Figure 7: A graphic overview of relevant variables in the data

Covariates Measured variables
e Scenario 2
e SP - > e Words
e Gender SP e Interruptions
e Gender student e Questions
e Gender mix

1 13

Outcome variable

e Grade awarded to
student

Line 1 is the association between the covariates and the outcome variable. If the assessment is
valid, there should not be a significant association between any of the covariates and the
outcome variable, because that would mean that certain students are advantaged or

disadvantaged purely by the way the assessment is set up.

Line 2 is the association between covariates and measured variables. This measures if certain
aspects in the set-up of the assessment influence the structure of the conversation, and can
indicate, for example, if female students ask more questions or if the role-played scenario
influences the number of words. Knowledge of this type of association is relevant for both
teaching and assessing communication skills because it highlights how certain aspects

influence the structure of the consultation.
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Line 3 is the association between the measured variables and grade. Questions that can be
answered by testing this association, are:

e Does the number of words spoken influence the grade?

e Does the number of interruptions made influence the grade?

e Does the number of questions asked influence the grade?
This is important information to find out, as it shows us what type of linguistic behaviour gets

rewarded by the examiners.

Correlation tests will help find out if the set-up of the communication skills assessment is of
influence on the measured variables and to determine if certain linguistic behaviour is

rewarded with a higher grade (or penalised with a lower grade).

3.3.1.2 Statistical tools to test associations

To test associations, there are a variety of tests that can be undertaken. In this paragraph, an
overview will be given of these tests and when they will be used. All of these tests try to
establish an association between one variable and another. The type of test used depends on

the nature of the variable.

When a correlation is tested between quantitative variables, the test undertaken depends on
the normal distribution of these variables. If both variables are normally distributed,
MiniTab’s simple correlation test suffices, whereas Spearman’s rank correlation test needs to
be chosen when one (or both) of the variables does not follow the normal curve. The Pearson
correlation coefficient test is appropriate for testing an association between two quantitative

variables.
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Table 16: The appropriate tools for testing an association between a
guantitative and a categorical variable

Categorical variable | Categorical variable
(2 categories) (more categories)
Quantitative variable 2 sample T-test ANOVA test
(normally distributed)
Quantitative variable
(not normally distributed) | Mann Whitney test Kruskal-Wallis test

When testing a correlation or association between a quantitative variable and a categorical
variable, both normality of the quantitative variable and the number of categories (2 or more)
of the categorical variable influence the choice of test. In Table 16, the possible combinations
of variables are shown with the appropriate statistical test to undertake. With the sample size
being 100, the power of correlation tests is quite high, namely 86% for detecting a correlation

of 0.300, using a 5% significance test.”>*

The Kruskal-Wallis test was used to test associations between scenario or SP on one side and
number of words, interruptions and questions on the other. After finding a significant
association (p<.05) or no significant association (p>.05), a table of Z- scores can give a better
insight into the data. Z-scores are a way of standardising scores to give a context-free idea of
how data is distributed. A Z-score represents the score of a particular covariate in relation to
the mean of all the covariates in the group. For example, it can show the distribution of words
per scenario in relation to the mean distribution of words in all scenarios. In an overview of Z
scores, any score between 1.98 and —1.98 means that distribution of that particular item is in
the 95 % percentile of the normal curve. Any score between 2.58 and —2.58 sits within the 99
% percentile of the normal curve. Scores outside these boundaries are significantly different

from other scores.
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3.3.1.3 Descriptive statistical tests

To give an overview of the data, as well as an overview of the measured linguistic features,
descriptive statistic tools as available in software packages MiniTab 15 and SPSS 14. In this

section, | will set out which tests and tools were used and why to describe data.

It is important to know if, for example, certain scenarios or SPs are used more than others in
the data. In order to see how certain variables were distributed through the data, frequency
tables were used. To chart how many words, interruptions and questions occurred in the
speech of either participants, pie charts were used as a tool to visualise which participant does

these things more.

To test normality of the distribution of a variable, the Anderson-Darling normality test was
used. When testing normality for a certain variable in Minitab, the P value given states if that
variable is normally distributed (p>.05) or not (p<.05). A histogram with a superimposed
normal curve can show how the distribution of a variable deviates from the normal
distribution. If a variable is normally distributed, the mean and standard deviation will be used
when describing the variable. If a variable is not normally distributed, the median and the

inter quartile range will be given.

To compare how similar or different distributions of words, interruptions and questions of
either participant are, the Wilcoxon signed rank test can be undertaken. This test will show
whether the number of SP words, interruptions or questions are significantly different (p<.05)
or not (p>.05) from the number of the medical students’ words, interruptions or questions.
These tools were used to describe findings generally, before any correlation tests or General

Linear Model testing was undertaken.

3314 General Linear Model testing

The correlation tests described above test associations between two selected elements, which

is so called univariable testing. However, sometimes this type of testing cannot capture other
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important correlations and can miss out on the overlap between certain covariates. In order to
test associations while taking more than one variable into account, GLM analysis will be
undertaken. GLM tests analyse whether a combination of covariates can explain the
distribution of a particular variable and can measure to which extent they do. Only GLM
models with an R-square of over 30 % were considered. This means that this thesis discussed
only those GLM findings that explain at least 30 % of the distribution of a certain variable.

Residuals were tested for normality.

3.3.2 Methods of analysis

So far, an overview has been given of the approach to the data and the way the data will be
analysed. Also, relevant statistical tools that are of use here were listed. The following
paragraphs will give a detailed account of how each aspect will be analysed.

Before analysing the linguistic features that were chosen as potential markers of

conversational dominance, a more general overview of the data will be given.

To avoid confusion, this section will also give definitions of the linguistic features that are
looked at in the analysis. Some of the definitions (interruption, question) are reliable, as these
aspects needed to be coded and counted for a quantitative analysis. Other aspects have a less
detailed definition (topic, opening, closing), because the analysis will be an exploration into

how these aspects are constructed by the conversational participants.

3.3.21 General overview of the data

The statistical tests as described in the previous sections will be used for the quantitative part
of the overview. The focus of this quantitative overview is to gain awareness of distribution of
variables that might influence or enhance understanding the analysis of each feature on its

own. Findings about linguistic features can be interpreted by keeping in mind which scenarios
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were played, which SPs played them, the gender of participants and the mark awarded to the

student.

The qualitative overview aims to “set the scene’ and to gain understanding of the nature and
the context of the interviews. A sociolinguistic approach is taken and by analysing the roles of
the participants and looking at how this might influence language, a framework will be
created for the analysis of the language of these consultations. A general overview of the data
and its context is also an attempt to avoid an analysis where the focus is solely on linguistic
features. It is of importance for the context and greater meaning not to get lost in

microanalysis.

3.3.2.2 Taking the floor

This part of the analysis will focus on which participant dominates the floor and how the
participants take the floor. In the definition of ‘floor’ in 2.2.3.1, both having the floor and
taking the floor are mentioned. These two are measurable by counting number of words
spoken and interruptions made by each of the participants. In this section, I will explain how

number of words and interruptions were and measured.

33221 Analysing number of words

h'®* reviewed the literature on amount of talk in conversation and found that

James and Drakic
most studies measure speaking time by counting words, length of turns, seconds spent talking
or the number of turns. Following Itakura'®® — who in turn follows many researchers before
her - the first way to measure floor in this project will be by counting words. The amount of
words uttered by each conversational partner will give a rough idea of who is the more
dominant conversational partner. The data is approached from a numerical angle when it

157,158,255

comes to these measurements of floor, which inspires Itakura to name these markers

of power quantitative dominance.

If one wants to count words per speaker, the speech of medical students and that of the role-

players must be separated and then counted. Separating speech in dialogues can be done with
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computer package NVivo 7 and Microsoft Word by following the steps set out in Box 15

below.

Box 15:

How to separate speech of participants in a dialogue

Upload transcripts to NVivo
Replace heading levels on MS and RP identity codes
o Edit — replace
0 Make MS heading level 1
o0 Make RP heading level 2
Autocode
0 code — auto-code
0 Choose to autocode all heading levels
o Copy separated speech from the node menu
Miscosoft word
o0 Paste the separated speech in a document
O extra — word count

After this, the transcripts were filtered of any non-verbal behaviour. Consequently the amount

of words per speaker was established. Possible associations with other variables (grade

awarded to student, scenario, SP, gender) can be tested using statistical tests described in

section 3.3.1.

33222 A definition of “interruption’

As mentioned in the Background chapter (Chapter 2), there are different interpretations of the

term ‘interruption’. Because interruptions are coded and counted, it was important to have a

clear definition of the term for this project. The definition used in this thesis is displayed in
Box 16 below:
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Box 16 : A definition of ‘interruption’

A interrupts B successfully if:

A starts talking while B is talking or breathing to talk

A keeps on talking

B finishes talking (immediately or after some overlapping speech)
A keeps on talking and has taken over the turn

This definition was chosen because in the light of ‘taking the floor’, it is of interest to see how
turns switch by one participant talking over the other. This does not mean that other
interpretations of ‘interruptions’ are rejected, but that this interpretation is reliable enough to
be analysed in 100 transcripts and is fit for the purpose of this study. Interruptions are linked
to overlapping speech, but not all overlapping speech is an interruption, which I will illustrate

and clarify using examples from the data.

First of all, there are some occurrences of overlapping speech that are not identified as
interruptions according to the present definition. One example is given below:

MS78

Unfortunately I've got some ((leans forward)) very bad news for you / eh SHO'’s had to go
away to an emergency situation / so he won’t be available to see you today

SP15/78

[right /right

In this example, the SP talks over the medical student, yet | have not counted this as an
interruption. The reason for this is that | have counted ‘right’ as a so called minimal
encourager or backchannel. These short utterances can be interpreted as a sign of
encouragement to the speaker to keep on talking, which is the opposite from what an
interruption does (interruptions stop the speaker’s talk). This is why minimal encouragers,
though they might overlap with the speaker’s talk, are not counted as interruptions. The items
I counted as minimal encouragers are: OK, right, all right, yeah, hmm, hmhm and head-

nodding.

A second occurrence of overlapping speech which has not been coded as an interruption, is

illustrated in the following example:
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MS13

Erm [1] basi[cally] basically that patient is has had a a complication with their aorta and it’s it's
a major blood vessel and if he doesn't repair that straight away erm it — basically she could
die / or he could die so unfortunately he has not been made available to do your your
operation today

SP10/13

/Oh dear

In this example, the SP utters *oh dear’, which overlaps with the speech of medical student
13. One could call this an interruption, as the SP speaks over the student who is in the middle
of a story. However, | feel that the SP does not want to take over the turn and rather than
disturbing the student’s talk, the SP responds to it. In a way, this is very much like the
minimal encouragers, as it is a token that sends off the message that the listener is still
listening and understanding the speaker’s talk. This is why short utterances like these have

been called ‘response tokens’ and will not be seen as an interruption.

A third example of overlapping speech that is not seen as an interruption in this project, is the

simultaneous start:

(2]

MS34
// basically

SP9/34
/I oh you're kidding me

There is simultaneous speech in this fragment, however it is not clear whose turn it was to
start with. Because there was a silence, the floor is open for a both conversational participants
to start a new turn and thus this type of simultaneous talk will not be seen as an interruption —
after all, it is unclear who would be interrupting who here. Despite the fact that there is no
interruption here, this type of overlapping speech will be looked at more closely, considering
that these occurrences are interesting in the light of conversational dominance (who stops
talking, who gets the floor when both participants want to take the floor).
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A fourth type of overlapping speech is the type that is very much like the definition of
interruption used here, except for the fact that the speaker does not stop speaking and does not

let the floor be taken by the other conversational partner:

SP3/15

Well | think they’re all helpful / they’re all helpful yeah eh eh [2] | mean there’s that big thing it
sounds rea::lly silly and really materialistic | am applying for a mortgage / wit[hin] within that
there they've got you've got the life insurance and they ask to see your medical record don’t
they / and they ask you if you've had an HIV test and that's it - even if it was negative /they
ask it and [1] | don’t want that to go against me this is my first house | | found somewhere |
want to live I've got money behind me and

MS15

Ivery nice you see they're all here to /((nods)) /yeah /[HMM

In this example, MS15 tries to say something (“very nice to see they’re all here to’) but does
not finish the utterance, perhaps because SP3 keeps the floor. This has not been classified as
an interruption, because MS15 did not take the floor — it is still SP3’s turn. However, these
occurrences are of interest for the present analysis of floor, as this can be seen as an attempt to
take over the floor but SP3 does not give away the floor. This is why these occurrences,
which | call “overtalk’, will be discussed in section 3.4 of the results in Chapter 5.

Finally, an example of an interruption according to the definition in Box 8:

MS46

Yeah | mean like as far as the question erm the questions go that's just to establish the
history and you know to get to the root of the problem erm and so those things had to be
done but // if if you're unhappy with the way

SP8/46
llyeah but why in such a such a a vocal way why why so loudlyt

3.3.2.2.3 Analysing interruptions

To facilitate analysis of successful interruptions, turns started by overlapping speech have
been transcribed (see 3.2.1.1) by using the // sign and could therefore be easily counted
transcripts. These utterances will be coded in computer package NVivo 7. Interruptions made

by the medical student and those made by the SP will separately be counted and can then be
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tested for associations with other variables (grade, scenario, SP, gender, number of words)

using the tests as described earlier in this chapter.
Interruptions are not just looked at from a quantitative perspective. According to Itakura:**®

(...) quantitative data in regard to conversational dominance
need to be interpreted in the light of qualitative analysis
concerned with the speakers’ conversational styles, goals and
strategies, and the social and cultural aspects of the mutual
construction of meanings in everyday conversation.

Taking into account the roles of each speaker in the conversation as discussed in the overview
of the data, different types of interruptions that are present in the data will be described. The
main focus of the linguistic analysis is to find out how student-initiated interruptions differ

from SP-initiated interruptions.

In addition to the analysis of interruptions, | would like to give a qualitative impression of
linguistic markers that are related to “the floor’. Due to time constraints, these aspects cannot
be analysed in detail, but I do want to give an overview of how these linguistics features occur
in the data and how they might interact with other findings. Aspects that will receive some
attention are:
e Overlapping speech
Sometimes, participant A can talk over participant B without taking over the turn. In
our definition (see Box 16), this is not an interruption. However, it is worth
investigating what types of other overlapping speech occur in the data.
e Simultaneous starts
After silences in the consultations, there are occurrences in which both participants
start talking at the same time. | am interested in how this simultaneous turn taking is

resolved by the conversational partners.
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3.3.2.3 Controlling the flow

This part of the analysis aims to find out who takes charge of the conversational ‘flow’, by
asking questions and initiating a topic of conversation. In this section, | will describe how

these aspects will be analysed.

3.3.23.1 A definition of ‘question’

In the literature review, the difference between form, the speaker’s intent, and the discourse
function of a question were discussed. These three features are all included in the definition
used here, and | argue that any of these aspects alone does not constitute a question. Box 17

shows a working definition of question:

Box 17: A working definition of ‘question’

An utterance is a question when it possesses at least two of the following three
features:

a) The utterance is interrogative
b) The utterance is aimed at finding out information
c) The utterance is responded to with information

This definition takes account of the form of the utterance, but also of the speaker’s intent and
of the response of the speaker, which means we will be interpreting a question as a first part
of an adjacency pair. This definition asks for the context to be closely examined in order to
define a question. | argue that an utterance needs to comply with at least two of above features
in order to be a question, which leads to a limited set of possible questions. Theoretically,
there are four possible combinations of features a, b and ¢ as mentioned in Box 17. Data were

examined closely to test how viable this definition was.

First of all, an utterance is a question if a, b and c are fulfilled. This is what one could also call

a “direct question’. An example from the data would be:
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MS46
So how are you feeling about that now thent

SP8/46
I'm feeling [2] pissed off about that | feel like my privacy was you know compromised and |
was put in an embarrassing situation where | didn’t think there was any need for it

This type of question is quite straightforward: it is clear that the medical student wants to
know something, s/he does it by uttering an interrogative and the SP responds by giving the

information the student wanted.

Secondly, based on this definition, I would also call an utterance a question if only a and b are
fulfilled. However, we could not find an example of an interrogative that sets out to find
information but finds no response in the data.

Thirdly, if a and c are fulfilled, the question is an interrogative that gets a response by the
other conversational partner but was not meant to find out new information. An example of

this is the following question:

MS1
you just want to have it done // don’t you

This type of question is also called a tag-question. The intention of the conversational partner
asking a tag-question is not necessarily to find out information. After all, the questions often
repeat something that has been said before or a topic that has transpired clearly from earlier
conversation. MS1, for example, knows perfectly well that the patient *wants to have it done’;
after all, the SP has talked about it at length. The speaker’s intention with these types of
questions is to get their conversational partner to agree with them or to keep on talking — tag
guestions have expected answers. In the data, these questions do elicit a response and the
form of the question is interrogative.
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And finally, if b and c are both fulfilled, a question is a non-interrogative that sets out to find

information and receives a response, such as in the following extract:

SP17/66
| bet that if | were a doctor my appointment] my operation wouldn’t have been cancelled

MS66
| don'’t think that's the erm case the NHS is there for everyone to use | don’t think there is
preferential treatment

There are many utterances like this one in the data, in which the requests for information are
not presented as interrogatives. However, the medical student understands that the SP requires

an answer and fills the second part of the adjacency pair.

This investigation led to a more detailed definition of questions, as set out in Box 18:

Box 18: A definition of question

Possible characteristics of a question:

a) The utterance is interrogative
b) The utterance is aimed at finding out information
C) The utterance is responded to with information

A question is an utterance that takes one of the following forms:
e abandc
e aandc
e bandc

Coding and counting of data took place after this definition was accepted. As mentioned
before in the Background Chapter (Chapter 2.2), defining a question is difficult. Despite the
satisfactory coding of all questions in the data, some utterances were difficult to judge and

will be discussed in the Results Chapter (Chapter 6).
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3.3.2.3.2 Analysing questions

Questions will be analysed very similarly to the way interruptions are; questions will be coded
and counted per participant. The number of questions will then be tested for any possible

associations using standard statistical tests.

For a qualitative or linguistic approach to questions, the main question is: what types of
questions do the two participants ask? Differences and similarities between styles of question-
asking will be discussed and analysed. Finally, any sections from interviews that stand out in

respect to question-asking, will be selected and presented for discussion.

3.3.2.3.3 Analysing topic

As discussed at the start of the methodology chapter (Chapter 3), topic initiation will not be
analysed quantitatively. A sociolinguistic approach will be taken, as | feel it is too difficult to
give a reliable definition of topic for quantitative analysis. Data will be discussed in detail,
using examples to illustrate how topics are initiated and acknowledged. The language of the
medical student and the SP will be considered separately, in order to detect differences and
similarities in the way they take part in maintaining topics.

Sinclair and Coulthard®®*

include a concept called “initiation” in their model of discourse
analysis. | have chosen not to use their method, as the concept of initiation is part of the
complex structure of their discourse analytical model which | feel would have restricted the
present analysis. Other previous analyses of topic have been extensively reviewed in the

196 «

background chapter (section 2.2.3.2.2). However, according to Brown and Yule™ “formal

attempts to identify topics are doomed to failure...” and Ainsworth-Vaughn'*

agrees because
the components one can analyse are ‘either too large or too small’. She feels that it is difficult
to determine what an ‘overarching abstract’ topic of conversation is and that it is also difficult
to draw boundaries for micro-topics in a conversation. After a brief and quickly abandoned
pilot study on topic on the data in this project, | agree with these statements. The analysis of
topic development either became overly detailed with each utterance being coded with
additional comments on how the utterance was linked to a previous utterance. Another, more

abstract approach yielded meaningless results. This is the reason the approach to topic
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initiation, topic shift and topic following behaviour will be more an exploration of the data

and a highlighting of moments in which a participant takes control over topic maintenance.

Because topic development is difficult to code, to label or to talk about in any way more than
in ordinary language, topic will be taken to mean simply a subject that is being talked about
but won’t be analysed into detail per utterance. However, it is easier to code, label or talk
about abrupt changes in topic, partly because they are accompanied by linguistic markers like
summaries, short utterances and silences. For the analysis of topic, initiations will form the
main point of interest. This includes initiations of topics after a silence and a change in topic
whereby a previous topic is abandoned. The literature suggests other linguistic features to
look out for when analysing topic initiations, such as pauses and short turns that tend to mark
topic-change. In order to get an idea of who controls the ‘“flow’ of the simulated consultations,
they will be analysed for:

e clear topic initiations

e topic shifts

e topic following behaviour.

“Topic’ requires a less precise definition, as the aim of the analysis is to describe how topic
initiation is conducted in the simulated consultation. For a rough definition of topic initiation,

however, I will follow Tracey:*’

A topic initiation occurred if the first topic in a speaking turn was
different from the last topic in the previous speaking turn in one or
more of the following ways: (a) different content, (b) different person as
subject, (c) different time reference, (d) different level of specificity, and
(e) interruption.

| agree with this definition, but feel that topic-initiating interruptions do not have to be
defined as a separate category within topic initiation. This led to a definition of topic initiation

as described in Box 19:
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Box 19: A practical definition of ‘topic initiation’

Speaker A initiates a new topic if A’s utterance:

Involves a different content or;

Refers to a different person or;

Refers to a different time or;

Deals with a different level of specificity.

This definition deals with the initiation of topics, but of equal importance is the reaction to
this initiation by the conversational partner. Participant A could initiate a topic which
participant B does not acknowledge — the initiation of a topic takes place, but is not
acknowledged by speaker B. This is of interest for the dynamics of the interaction which is

why topic following behaviour will therefore also be taken into consideration.

3.3.2.4 Managing the fringes

For this analysis, again, no precise definition is necessary as these linguistic features will not
be coded and counted meticulously as interruptions and questions. A rough definition of
opening and closing phases has not been found in the literature, but I will attempt to narrow
down those parts of the interviews that are of interest. This section will clarify how openings

and closings will be looked at.

33241 Definition of ‘opening phase’

The opening of a simulated consultation is relatively easy to define, often because the
examiner tells the SP and the student to start. When they do, this is also the start of the
opening phase. Defining where the opening phase ends is a bit more difficult, but after going

through the interviews, the definition as set out in Box 20 was decided upon.
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Box 20: A definition of ‘opening phase’

The opening phase starts:
e after the starting announcement of the examiner

The opening phase ends:
e after the introduction which might consist of the exchanging of
names and a greeting
e after a topic of conversation is introduced

The analysis of the opening phase will be used to find out what an opening entails in the

simulated consultations.

3.3.24.2 Definition of “closing phase’

The end of the consultation is easy to find in the simulated consultations: it’s when the
examiner starts talking again which signifies the end of the simulation. Whereas the start of
the opening phase is easy to establish, the start of the closing phase is much more difficult to
define. As with “topic’ and ‘opening’, ‘closing’ is analysed purely in a sociolinguistic way
and thus does not need to be (and in my opinion, cannot be) defined as precisely as
‘interruption’ or *question’. However, a practical definition of what a ‘closing phase’ is, is

necessary. In Box 21, a rough idea is given of what a closing phase is:

Box 21: A definition of ‘closing phase’

The closing phase starts:
e When no new content is introduced in the conversation, and;
e Often after a pre-closing (like ‘ok’), or;
e Often after a long silence

The closing phase ends:
e When at least one of the participants looks at and/or talks to the
examiner
e When the examiner starts talking
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The analysis should be a tool to find out what a closing phase consists of in a simulated

consultation.

3.3.243 Analysing openings and closings

When researching the opening and closing phases of the interviews, no quantitative analysis
was undertaken. Rather, | immersed myself in the data to get an idea of how the

conversational participants behave in the opening and closing phases of the consultation.

When looking at opening and closing sequences of the consultation, it is of interest to see how
the two conversational participants contribute to this stage the interaction. The aim was to set
out different elements of an opening and closing sequence and to find out which of the
participants takes the lead in this particular phase. Aspects that have been analysed before,
such as questions, interruptions and topic initiation, might be of interest in this analysis. Non-
verbal behaviour like shaking hands might also be a marker of taking control over the
simulated consultation. By means of this analysis, | aimed to get an idea what openings and
closings of the simulated consultation consist of. Firstly, around 15-20 random interviews
were to be analysed and elements of openings/closings noted. This resulted in a list of features
that occur in a ‘typical’ opening/closing. After that, all interviews were analysed to see if
these features are present in all interviews and note will be made of any other features
occurring around the fringes of the consultation. Through this iterative process, both elements
that stand out and elements that are frequently part of an opening/closing should be detected
and described. This can be compared to findings in the literature regarding the constituents of

the opening or closing of a conversation.
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4 RESULTS - OVERVIEW OF THE DATA

This section of the results chapter is designed to give an overview of the data in order to get a
better insight into what happens in the conversations as a whole. The first section will take a
closer look at how different variables are distributed, to confirm such basic data as gender of
SPs and students, which scenarios are used more than others, etc. For an assessment, it is
important that the set-up of the exam does not influence the students’ final mark. Section 4.1
therefore explores whether there are correlations between any of the set variables (SP, gender,
scenario, etc) and the outcome variable (grade awarded to student) will be tested. The second
part of this chapter will be more qualitative in nature and will focus on the nature of the data
and how the social context might influence the structure of the interviews.

4.1 Quantitative overview of the data

This section will give an overview of the distribution of all variables that are of relevance for
the analysis. Additionally, correlations will be tested between the covariates and the outcome

variable, in order to test if the communication skills exam is reliable and robust.

411 Overview of variables

First of all the categorical variables with 2 categories are discussed. There were many more
female students (62) than male students (38). The sample is representative of the entire
population, as the gender of the medical student was one of the 3 strata in the sampling
procedure (see section 3.2.2). Even though the gender of the SP was not a stratum in the
sampling process, coincidentally there are roughly as many consultations with male (49) as

with female simulated patients (51) in the sample.

Secondly, there are categorical variables with more than 2 categories. For example, there are

four possible gender combinations in each consultation. The combinations are:
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e male student, male SP =0

e male student, female SP =1
e female student, male SP =2
e female student, female SP =3

The frequencies of these combinations are shown in Table 17:

Table 17: Frequency table for different combinations of gender

Gender combination Freguency
MMS/MSP 0 21
MMS/FSP 1 17
FMS/MSP 2 28
FMS/FSP 3 34

Total 100

Table 17 shows that there are more consultations with a female student (2 and 3), which
makes sense as we have seen there are more female students than male students. The most
frequently occurring combination is that of two female conversational participants. The least

frequently occurring combination is that of a male student and a female SP.

The next categorical variable with more than 2 categories is the SP. In total, there are 17

different SPs. The frequency of each SP role-playing is shown in Table 18:
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Table 18: Frequency table for different SPs
- — |

SP Frequency

1 3

2 3

3 9

4 8

5 3

6 4

7 4

8 5

9 16

10 2

11 2

12 3

13 12

14 5

15 8

16 5

17 8

Total 100

SPs 9, 13 and 3 role-play in the most consultations, followed by 4, 15 and 17; together these

six SPs account for 61 % of the consultations, leaving eleven SPs for the remaining 39% of

the interviews (as the sample population is 100, the frequencies are identical to percentages).

There is a risk that the 11 SPs who are not well represented (or those that are very well

presented) in the data have an idiosyncratic style possibly skewing the data.

In addition to SPs, there are also different examiners who marked the students in their

communication skills assessment. In total, there were 6 examiners, as illustrated in Table 19:
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Table 19: Frequency table for different scenarios
- |

Scenario Frequency

1 4

2 26

3 12

4 33

5 23

6 2

Total 100

Examiners 4, 2, and 5 are the ones who have examined most consultations; together they
account for 82% of the interviews. Examiners 6, 4, and 3 only examine a few interviews each.
Within the 1SU, all examiners work with the same criteria for marking. Wiskin’s research®*®
showed that the number of consultations preceding a particular consultation does not
influence the marking of examiners; this is evidence that it does not matter in the grading if an
examiner has scored 2 or 20 students. It should be noted, however, that Wiskin’s research

involved a different Birmingham examination.

Finally, scenario is a categorical variable with more than two categories. Scenario, like
gender of the student, was a stratum in the stratified sampling procedure, ensuring that the
number of times each scenario is played in the sample is representative of the total population.

In Table 20, an overview is given of the frequency in which the different scenarios were

played:

Table 20: Frequency table for scenario role-played
- ———————|

Scenario Frequency

1 35

3 32

4 24

5 4

6 5

Total 100
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This immediately shows that scenarios 5 and 6 are used much less frequently than 1, 3 and 4,

which together account for 91% of all interviews.

In order to undertake appropriate statistical tests, normality of the only quantitative variable
was tested. The grades of the consultation were not distributed normally, as can be seen in

Figure 8:

Figure 8: A histogram of grade
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Mean =8.22
Std. Dev. =2.561
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To get a better idea of the distribution of the grades, frequencies have been calculated and are

shown in Table 21:
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Table 21: Frequencies of different
grades awarded to students

- |
Grade Freguency

3 4

4 3

3 4

6 19

7 15

8 8

9 15

10 10

11 4

12 18

Total 100

This table shows that grades 6, 12, 7 and 9 are the grades that were awarded the most (in that
order); together, these grades account for 67% of the interviews. Grade 6 is the lowest grade
to ensure a clear pass mark for the assessment, whereas grade 12 is the highest grade a student
can possibly receive; grade 9 is a midway between these two. In section 3.2.2, it was
explained how the grades are calculated. It should be noted that grades 6, 9 and 12 are all
grades that are likely to be made up of the same mark for skills, knowledge and attitude.
Grade 6 always equals CCC, grade 9 often (42 out of 44 times) equals BBB and grade 12
always equals AAA. The high prevalence of these grade bands suggests that examiners might
struggle to give different marks for skills, knowledge and attitude respectively and find it
easier to give one mark for all three categories. In total, 11% of the students received a grade

below 6, which means they were referred for remedial support.

4.1.2 Correlation between set variables and grade

When examining a certain set of skills, the mark awarded to students must be representative
of what that student has demonstrated, and not of any other factors. That is why it is relevant
to check if any of the covariates have an association with grade; if they do, the assessment is
not reliable. In the next section, all set variables will be tested to establish if there is a

correlation with grade awarded to the student.
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For the gender of the SP and the gender of the student, the Mann Whitney test was used. The

gender of the medical student, first of all, is not significantly associated with grade, with

P=0.698. Furthermore, the gender of the SP is not significantly associated with grade either,

with P=0.285.

For the categorical variables with more than 2 categories, the Kruskal-Wallis test was used. In

Table 22, GenderMix, SP, examiner and scenario are tested for associations with grade:

Table 22: Kruskal-Wallis tests for associations with grade

GenderMix | SP Examiner | Scenario
Chi-Square 7.751 8.496 8.101 10.873
df 9 9 9 9
P value .559 485 524 .284

None of the P-values is significant, implying that grade is not influenced by gender of student

or SP, the examiner marking the interaction or the scenario played.

This section has explored the set up of the assessment. The distribution of set variables, the
distribution of the outcome variable and the relation between these variables have been
explored. The set variables do not influence the grade awarded to the student, which means
that the set up of the assessment is reliable. It was also found that some variables are not
equally distributed; there are more female students, some SPs role-play more than others,
certain scenarios are used more often than others and three of the examiners have graded far
more assessments than others. These aspects should be taken into account when analysing the

language of the simulated consultations, as they might have an effect on further findings.
These correlation tests considered associations between two variables. There could also be an

association between a cluster of variables with another variable, which can be detected by

multivariable tests. However, multivariate GLM testing did not change any of these findings.
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4.2 Sociolinguistic overview of the data

Discourse and Conversation Analysis aim to describe language in context and are interested
in how people construct the world around them. Before analysing the linguistic features of the
interviews, this section will analyse the interviews as a whole and will discuss the roles of
each participant. This will enable the creation of a vocabulary which can help the micro-

analyses in later chapters.
4.2.1 Reality and simulation

The time, space and perspective® of the reality and that of the simulation are very different.
The difference between the fiction and the reality is illustrated in Table 23:

Table 23: An overview of space, time and perspective in reality and simulation

Reality Simulation
Teaching centre, exam Hospital, location where student
Space station. Location of examiner | does placement and might work in

and SP for the day, students | future. Patients come and go.
walk in and out.
Examiner in charge of
examination time; many Student is in control of time
Time students are to be screened
in one day. Student has
some control over length of
consultation.

‘I am being examined on ‘I am a medical student working in
communication skills as part | a hospital and | am responsible for
Perspective | Student of my course at university this patient’s experience of being

and this patient is not real’ in this hospital’
‘My job is to present all ‘I am a patient seeing a medical
students with a similar level student at a hospital’

SP of challenge and to portray a
patient realistically’
‘My job is to be in charge of ‘I am not here’
the examination process and

Examiner | have to grade the students’
performance.’

> These three aspects of social context were chosen on the basis of a presentation by Sarah

Collins at the workshop ‘Health communication: new methods for old problems’ on Friday 23™ January
2009 in London. She chose these three aspects in her PhD**°, and they seemed appropriate for this
section in the present study. Dr Collins has given her permission for me to use these categories in this
work.
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As set out in Table 23, the reality is that the interaction takes place in a teaching situation in
which examiner and SP are in charge. However the simulated consultation is a medical one in
which the medical student is in charge (although practically, third year students are not really
‘in charge’ in their hospital placement). The examination of communication skills by using
role-play means that student, SP and examiner all have to commit themselves to a certain
extent to the fiction of the simulation. All participants are aware of their actual roles, but in
the simulation they commit to different roles. There is a shared “willing suspension of
disbelief’®"; people can put aside their disbelief and accept the scenario or story as being real

for a certain amount of time.

In the data, however, it becomes apparent that all participants are aware of the reality of the
educational setting, even when they are in the fiction of the medical setting. Goffman’s ideas

1234

about “frontstage’ and ‘backstage’=™ are of relevance here, as the backstage (the educational

setting) is important when analysing the frontstage (the simulated consultation).

Examples of “the reality’ of the participants’ roles appearing through the simulated interaction
will now be discussed. First of all, the interactions all start after the examiner has given

permission to start, as illustrated in this example:

MS1 sits left, SP3 sits right. MS1 looks at examiner who says ‘if you just want to make a
start’. MS1 quickly turns to SP3 and starts.

MS1
Good morning/ Ms Mitchell how are you

SP3/1
/hi

The examiner’s permission to begin signals the start of the fiction, in which the roles of the
simulation are assumed. The examiner, who is in charge of the examination process, states
that the SP and the student are allowed to start the simulation and thereby gives the student
permission to take control over the interaction. Students all seem to understand this and often
immediately take control by asking the SP a question.

127



Another moment where participants seem to be aware of both reality and simulation, is
around closings. Students seem to know when they want to end the consultation, but are
reluctant to do so (perhaps because they do not know how?) and often seek permission before

closing:

MS3
is there some[thing else] any other concerns that

SP4/3
no its just that really

MS3
Ok [2] right

SP4 and MS3 look at each other. MS3 looks questioningly at SP4. After 5 seconds of silence,
examiner closes the conversation.

Here, the medical student looks at the SP as if to check if the examination is over now. The
SP, however, stays in role and as a result nothing happens until the examiner says that the
consultation is over. A lot of role-played consultations in the data end in a similar manner,
namely by waiting until the examiner states the end of the fiction, which means that the
reality of the assessment setting takes over again. A very obvious occurrence in which the
teaching setting overrules the simulated medical setting is when the examiner ends the
consultation because of time reasons, while the SP and student are still talking. This happens

in interview 73:

MS73
Yeah | know it’s a bit difficult to understand but of course you're free to ask any of the others
and they may take a different view but | think that it would be better ((  ))

Examiner knocks on table — nearing the 10 minute mark.

if we kept this as professional as possible

SP7/73
Ok [3] all right thanks anyway for the chat

The beginnings and endings of consultations will be further analysed in the section on ‘the
fringes’ in Chapter 7. However, there are other places in the consultation where the

participants refer to the ‘real context’ during role-play. In the simulated interaction, the
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examiner does not have a role except that of the “invisible observer’. In interaction 68,

however, the student is the one who ‘breaks the fiction’ by looking straight at the examiner:

MS68
So you - You're not entirely sure how he contracted it

SP7/68
no

(5]

MS68
((looks around — looks at examiner))

SP7/68
Ok erm so this goes no further this has just been a conversation between you and me only

The student does not seem to know how to continue the consultation and, after a long silence,
looks at the examiner for help. This shows that the student is aware of the presence of the
examiner during the role-played consultation with the SP. The examiner does not say
anything and the SP steps in by initiating a new topic of conversation, which gets the
interaction going again. This extract shows that the SP has an educational role as well and is
not just there to portray a patient in the most realistic way. This educational aspect will be
further highlighted when looking at the linguistic features (numbers of words, interruption,

guestions, topic management, openings and closings) in later chapters.

The examples from the data discussed above have taken the context of the consultation into
consideration and have looked at occurrences where simulation and reality meet in an obvious
way and in which the educational setting and the “clinical’ setting are clearly divided. A lot of
the time, however, the line between fiction and reality is harder to distinguish. When
analysing the language of the participants, for example, it is harder to interpret why both SPs
and students say what they say, and why they say it in a certain way. For example, if a student
asks ‘Is there anything else I can help you with?” s/he could ask this because s/he wants to
ensure that the patient has no further worries. But if the student was very aware of the actual
examination setting during the interaction, s/he might have asked this in order to make sure

s/he has not missed any aspects of the case, thereby trying to get a higher grade. As with any
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and every test or observed experiment, it is hard to determine whether a participant has an
attitude that results in appropriate behaviour or if the participant is merely behaving in a
socially desirable way and giving answers that the examiner wants to hear. Moreover, the
student might have both the well-being of the fictional patient and their own performance in
the examination in mind when asking questions. The same can be said about the language of
the SP. When the SP asks ‘What do you think | should do?’, this might be because s/he is
portraying a patient who wants to know what the student, as a future health professional,
thinks. On the other hand, the question functions as an exam question which presents the
student with the challenge of answering it. Again, no clear line can be drawn between the
reality of the exam and the fiction of a medical consultation when analysing the SPs’

language.

4.2.2 Language games

In the next three chapters, certain linguistic aspects will be analysed. The previous paragraphs
suggest that in order to make sense of the language of both SPs and students, the educational
setting of the conversations might need to be taken into account. This will be made easier by
adopting a term for language use that can be explained by this setting, following Bellack et
al."* and their idea of the ‘language game of teaching’:

The object of the game in classrooms observed is to carry on a
discourse about subject matter, and the ostensible payoff if the
game is measured in terms of the amount of learning displayed
by the pupils after a given period of play.

The rules of this language game of teaching require the teacher to ‘play most of the game
structuring [the conversation]’ and to keep the pupil’s learning in mind at all times. The rules
for the teacher are centred around initiating activity and conversation, whereas the rules for
the pupil revolve around responding appropriately. In the context of my data, ‘the language
game of education” might be more appropriate as | am dealing with an assessment setting.
Bellack draws upon Wittgenstein®°, who famously used the word ‘game’” when talking about

language :
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The understanding of language, as of a game, seems like a
background against which a particular sentence acquires
meaning. — But this understanding, the knowledge of language,
isn’t a conscious state that accompanies the sentences of the
language. Not even if one of its consequences is such a state.
It’s much more like the understanding or mastery of a calculus,
something like the ability to multiply.

The comparison between using language and playing a game is very apt, as they are both
“activities, things we do, and both involve the use of rules’.>® In a way, the doctor-patient
consultation is a language game of its own, as this type of discourse also knows a specific set

of rules. Skelton'? applies the language game analogy to that of clinical communication:

The rules of the game of teaching are one set of conventions,
which I shall explore in some detail. The rules of the game of
consulting with patients present us with another set which, as |
shall try to argue, closely resemble those of teaching. The rules
of clinical role play are poorly understood, but straddle these
two worlds.

This final point made by Skelton, is of relevance to this thesis. The consultations between
third year medical students and SPs takes place in both the world of education (an assessment
by the University of Birmingham) and the world of medicine (they simulate a medical
consultation). If there is indeed a ‘language game of medicine’ that deals with doctor-patient
consultations, and a ‘language game of teaching’, that deals with educational discourse, then
it is of interest to find out what are the rules of the language game of the simulated
consultation.

This section has shown that the context of the simulated consultation influences the way
language should be interpreted. There are (at least) two levels of reality at play: the reality of
the communication skills exam in which the student is assessed by the examiner by means of
a role-play with an SP, and the fiction of the simulated consultation in which the student is in
charge of a consultation with a “patient’ in a hospital setting. Earlier in this chapter it was
shown that the reality of the exam can shine through the fiction of the simulated consultation
at times. Furthermore, these two levels of reality make it hard to analyse the utterances of

both participants. In order to scrutinise the language of both participants appropriately, a
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distinction has been made between the language game of education and the language game of
medicine. In the following chapters, results of language-based analysis will be discussed in

order to find out what are the rules of the language game of assessed, simulated consultations.

4.3 Summary of findings

The first part of this chapter summarised distributions of several variables that are of
relevance for the analysis. After that the setting of the interviews and the way this might

influence the language of the simulated consultations was looked at.

Quantitatively, the most important finding was that the covariates did not have a significant
association with the outcome variable grade. This means that the communication skills exam
is robust, as the grade is dependent on the performance and not on other factors such as

gender of the participants, scenario, examiner or SP.

Because stratified sampling was used to represent all interviews from year 3, the variables are
distributed as they are in the total population. This means that the sample contains more
female students than male students, that certain SPs (9,13, 3, 4, 15, 17) role-play in most of
the consultations, that certain examiners (4,2,5) examine most of the interviews and that a few
scenarios (1, 3, 4) make up most of the assessments. Some grades were awarded more (6, 12,
7 and 9) than others and grade was not distributed normally. This study aims to analyse the
assessment as it was actually given yet needs to take these slight imbalanced distributions into
account when interpreting findings from statistical tests.

The sociolinguistic analysis of the data revealed that the educational setting of the simulated
consultation is relevant when analysing the language of the consultations. This is especially
obvious by looking at examples from the starts and the ends of the simulated consultations
and at moments where the conversation grinds to a halt; in these situations, the role of the
examiner and of the educational setting becomes obvious. Furthermore, data can be explained
in at least two ways. Firstly, analysis can take into account the ‘language game of education’,

in which the student behaves in a way that makes them more likely to pass the assessment.
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The SP can direct the student and can offer each student an equal level of challenge and an
equal opportunity to show their skills. On the other hand, the language of the interviews can
be approached in the light of ‘the language game of medicine’. In this case, the SP aims to
play a realistic patient and the medical student aims to help the patient, behaving in a way one
would expect from a medical professional. These two language games might aid further

analysis and might help find out what the rules of the ‘language game of role-play’ are.
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3) RESULTS - TAKING THE FLOOR

In this part of the results chapter, the results of the analysis on floor will be explored. Floor, as
discussed in both the background chapter (Chapter 2) and the methodology chapter (Chapter
3), is concerned with how much participants talk and how they obtain a turn to speak in the
conversation. The number of words will be discussed first, and then interruptions (successful
and unsuccessful) will be looked at. After these quantitative analyses, some qualitative

observations about interruptions and overlapping speech will be discussed.

51 Number of words

This section will focus on the results of the analysis regarding the amount of words in the
consultation. Both descriptive statistics and associations between different variables and

number of words will be explored.

51.1 Descriptive statistics for number of words

As described in the Chapter 3, the number of words in each consultation was counted by
using the “word count’ option in Microsoft Word, after removing all non-verbal behaviours
from the transcripts and separating the medical students’ speech from the SPs’ speech. The
number of words in each interview and for each participant are attached as Appendix 7.

Below, in Table 24, the descriptive statistics are displayed.

Table 24 : Descriptive statistics for number of words in total and per participant

N Minimum Maximum Mean Std. Deviation
Words 100 481 2498 1312.20 441.300
Words by student | 100 179 1256 596.82 224.160
Words by SP 100 193 1532 715.38 277.589
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As can be seen from Table 24, both the minimum and the maximum number of words as well
as the mean number of words is higher for SPs than it is for the students. Of the total 131,220
words, the medical student spoke 59.682 and the SP spoke 71,538. This amounts to 45.48 %
student speech and 54.52 % SP speech.

Moreover, a Wilcoxon test confirms that the number of words spoken by the SP and the
medical student are significantly different (P<0.001). It can thus be said that SPs talk
significantly more than medical students.

The Spearman correlation test shows there is a strong correlation between number of words
spoken by the SP and number of words by the student (p=0.000), with p=0.542. This means
that if the student speaks more, the SP speaks more and vice versa.

Simple normality tests show that the amount of talk per participant is distributed in a different
way. The number of words uttered by the SP is distributed normally (P = 0.273). This is not
the case for the total number of words or the words uttered by the students, neither of which is

normally distributed. This will influence the choice of statistical tests throughout this chapter.

5.1.2 Correlations

In this section, I will discuss the results of a range of correlation tests to establish if there are
any significant associations between variables in the data and amount of talk. Each variable
has been tested for associations with the total number of words, as well as the number of

words by the separate participants.

5121 Scenario and number of words

The Kruskal-Wallis test was used to see if the scenario influences the number of words
uttered per consultation. Results show that the scenario does in fact influence the number of
words that are spoken in total and per participant, as can be seen in Table 25. Again, a one-

way ANOVA confirms the results for words uttered by SP (normal distribution).
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Table 25 : Kruskal-Wallis test for association between
scenario and number of words

Words Words by MS | Words by SP

Chi-Square | 31.193 12.502 42.377
df 4 4 4
P value .000 .014 .000

Table 25 shows that the level of significance is less high for the number of words spoken by
the students. This means that the scenario is a better predictor of number of SP-words and the
total number of words than it is of number of student-words. To get a better idea of the effect
of the different scenarios and amount of talk, Table 26 displays the Z-scores, in which the
highlighted cells mark significant Z-scores (explained in 3.3.1.2).

Table 26: Z-scores for amount of talk per scenario

Total number  |[Number of words| Number of words
of words by student by SP

Scenario N median |Z median |Z median [Z
35 [997.0 [5.34 |473.0 [2.90 467.0 -6.01
32 1381.0 [2.65 [587.0 [-0.02 879.5 4.29
24 |1410.0 [1.95 [|677.0 [2.61 702.5 0.87
4 1231.0 [0.09 [510.5 [0.13 721.0 -0.21
5 1689.0 [2.29 [795.0 [1.40 904.0 2.46
overall [100

OO~ |W]|F

The highlighted cells mark a significantly greater (+) or significantly lower (-) number of
words for that scenario compared to the mean number of words per scenario. Scenario 1 is
associated with a lower number of words uttered by both participants, which results in a
significantly lower number of total words. Scenario 3 and scenario 6 are predictors for a
higher number of SP words, which increases the total number of words in the consultation.
Scenario 4 has the opposite effect on the distribution of words; in scenario 4, the student
utters significantly more words than in other scenarios. This is a complex result, which will be

discussed in more detail in the discussion (Chapter 8).
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5.1.2.2 SP and number of words

To see if the SP role-playing the consultation influences how many words were uttered, the
Kruskal-Wallis test was used as a measure of association. According to this test (results in
Table 27), the SP significantly influences the number of words that are spoken in total and per
participant. Obviously, this is based on a univariate analysis which means this result could be
as a result of something else (for example: SPs playing different roles); this will be tested by
GLM tests (section 5.1.3). As can be seen from Table 27, the SP role-playing the consultation
is a predictor for amount of talk. The results are highly significant for both total number of
words and the number of words per participant. An additional one-way ANOVA test for

number of SP-words (normally distributed) confirms these findings.

Table 27 : Kruskal-Wallis test for association between SP
and number of words

Words Words by MS | Words by SP

Chi-Square | 48.894 36.777 43.983
Df 16 16 16
P value .000 .002 .000

Z-scores can give a better idea of which SPs are predictors of a consultation with more or less
words. These are displayed in Table 28:
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Table 28: Z-scores for amount of talk per SP
- —————————————————— |
Total number off Number of words|Number of words
words in total by student by SP
SP N median |Z median |Z median |[Z
1 3 1502 1.12 621 0.82 881 1.32
2 3 1295 -0.25 586 -0.63 709 0.41
3 9 1371 0.95 585 0.22 787 1.15
4 8 964 -2.44 463.5 -1.93 530.5 -2.24
5 3 1369 0.07 494 -0.77 875 0.64
6 A 2105 2.8 942.5 2.35 1042.5 2.76
7 A 1681.5 |[1.64 809 1.76 872.5 1.21
8 5 898 -2.55 447 -1.96 476 -2.32
9 16 1478.5 [1.25 630.5 0.88 794.5 0.93
10 2 1266.5 [-0.1 649 0.57 617.5 -0.62
11 2 2118 2.14 1029.5 2.19 1088.5 2.07
12 3 1693 1.95 1018 2.31 975 0.9
13 12 1294 -0.45 560.5 -0.75 721 0.02
14 5 1422 0.89 639 0.66 687 0.72
15 3 10315 1.7 437 -2.38 613.5 -0.9
16 5 1399 0.91 588 0.97 649 0.31
17 3 834.5 -3.48 462.5 -1.43 313.5 -3.99
overall 100

The shaded cells highlight statistically significant Z-scores, meaning that these SPs are
associated with significantly more (+) or significantly fewer (-) words compared to the mean
number of words per SP. Roughly two types of SP emerge: those who have a positive Z-score
(SP is associated with significantly more words) and those who have a negative Z-score (SP is
associated with significantly fewer words). SPs belonging to the first category are SP6 and
SP11, who both talk significantly more, and with whom the students utter significantly more
words and thus significantly increase the total number of words. Medical students utter more
words in consultation with SP12.

The SPs who are significantly associated with smaller numbers of words are SP4 and SP8.
They utter significantly fewer words and medical students in a consultation with these SPs
also talk significantly less, which results in a lower number of total words. SP17 also utters
significantly fewer words (thus making the total number of words significantly lower) but

SP17 is not significantly associated with a lower number of words uttered by the medical
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student. SP15 achieves the opposite of SP17; medical students utter fewer words in

consultation with SP15.

5.1.2.3 Gender and number of words

To see if gender has any effect on the distribution of words in the consultations, different
statistical tests have been used. SP gender and student gender have been considered, as well

as the combination of the two. The results are displayed in Table 29:

Table 29: Tests of gender effects on distribution of number of words.
- ———————— ——————————————————————|
Student gender SP gender Gender mix (SP/student)
Total M: median 1211.0 M:median 1288.0 | M/M:median 1327.0 (IQR=565.5)
number (IQR=569.5) (IQR=518.0) M/F: median 1186.0 (IQR=653.5)
of words F: median 1321.5 F: median 1382.0 | F/M: median 1210.5 (IQR=490.8)
(IQR=627.5) (IQR=518.0) F/F: median 1393.5 (IQR=489.392)
P =0.233 P =0.156 P =0.133
Mann Whitney Mann Whitney Kruskal-Wallis
Number of M: median 528.5 M: median 539.0 M/M:median 588.0 (IQR=305.0)
words (IQR=245.0) (IQR=219.0) M/F: median 493.0 (IQR=220.5)
student F: median 568.0 F: median 588.0 F/M: median 490.5 (IQR=197.0)
(IQR=349.5) (IQR=341.0) F/F: median 652.5 (IQR=336.3)
P=0.194 P =0.096 P =0.077
Mann Whitney Mann Whitney Kruskal-Wallis
Number of M: median 681.0 M: median 685.0 M/M:mean 670.95 (SD=207.435)
words SP (IQrR=318.3) (IQR=363.0) M/F: mean 642.65 (SD=231.365)
F: median 699.5 F: median 687.0 F/M: mean 697.46 (SD=285.381)
(IQR=394.8) (IQR=392.0) F/F: mean 793.94 (SD=319.200)
P =0.081 P =0.304 P =0.209
2 sample t-test 2 sample t-test ANOVA

In Table 29, each grid shows the p-value of the association between two variables, and

indicates which test was used. The mean or median number of words is given for each gender

or gender combination, with the standard deviation or the inter quartile range in brackets. The

table shows that none of the associations tested is significant. This means there is no

association between gender and number of words.




5.1.2.4 Grade and number of words

Students in the data set utter anywhere between 179 and 1256 words SPs utter an amount
between 193 and 1532. It is important to see if the number of words uttered influences the
grade. Spearman’s rank correlation test can help establish a possible correlation between

number of words and grade.

Correlations between number of words and the students’ grade are summarised in Table 30:

Table 30: Spearman correlations between number of words and grade given to the student

Number of words Number of words Number of words
by the medical by the SP
student

Grade p=0.269 p=0.207 p=0.269

(P=0.007)** (P=0.039)* (P=0.007)**

These results show that more words spoken by either participant (and thus in total) mean a
higher grade for the student. The level of significance is higher (0.01 level) for words spoken
by the SP than for words spoken by the student (0.05 level).

51.3 Adjusting for other variables

All of the above tests have tried to detect and measure univariable associations; associations
between one single variable and another single variable. To find out if other variables
influence these associations, General Linear Model (GLM) analyses have been undertaken.
Although GLM analysis confirms most of the reported findings, one finding needed to be

adjusted when other variables are taken into account.

The association between the SP gender and number of words spoken, was found to be
significant in the multivariable tests. GLM testing shows that when scenario and SP are taken
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into account, SP gender is indeed significantly associated with the number of words spoken
by the SP (p=0.001), words spoken by the student (0.004) and total number of words
(p=0.000). The results of the GLM tests are shown below in Table 31:

Number of words

Number of words

Number of words

Table 31: Significant variables in GLM analysis of variance for WordsTotal, WordsSP, and Words MS, using
adjusted SS for Tests

by the SP by the medical student
Variable  [DFJAd|SS  |Ad]MS |F P AdiSS  [AdjMS _[F P AdiISS  |AdIMS [F [P
SP 16 |7904048 1494003 [7.05 ]0.000 |[2727841 |170490 |8.05 |0.000 |1745317 [109082 [3.29 |0.000
Scenario |4 4426815 1106704 [15.79 |0.000 [2620376 655094 [30.94 |0.000 |356203 89051 |2.68 [0.037
GenderSP |1 1128710 (1128710 [16.10 |0.000 |265067 |265067 |12.52 |0.001 [299823 299823 |9.03 [0.004
Error 78 |5466621 |70085 1651504 21173 2588870 [33191
Total 99

R-Sq (adj) = 64.01%

R-Sq (adj) = 72.52%

R-Sq (adj) = 33.95%

In this table, one can read from the R-Sq value in the lowest grids, how much of the

distribution of the words can be explained by the variables on the left (SP, scenario,

GenderSP). This table shows that the P-value for associations with GenderSP is significant for
total number of words (p=0.000), for student-words (p=0.001), and for SP-words (p=0.004).

Taking scenario and the SP into consideration, the gender of the SP is an independent factor

of the number of words spoken by each of the participants. The GLM model is strongest

(where most of the distribution is explained by these variables) when explaining the

distribution of words spoken by the SP (R-Sq 72.52%), and least strong when explaining the
distribution of students” words (R-Sq 33.95%).

GLM testing is more sophisticated than univariable correlation testing and this result suggests

that the gender of the SP does, after all, influence (taking into account SP and scenario) the

number of words spoken.
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5.2 Number of interruptions

Whereas the last section looked at how many words each participant utters in the consultation,
this section focuses on how participants actively take the turn to speak. As described in the
Background chapter and the Methodology chapter, my definition of interruption is an
occurrence of overlapping speech, in which the person who overlaps takes over the turn.
These occurrences have been coded and counted. Descriptive statistics will be presented, as
well as possible associations with other variables.

5.2.1 Descriptive statistics for interruptions

The number of interruptions in each consultation in total and for each participant is reported
in Appendix 8. As in the previous section on number of words, both the total number of
interruptions, as well as the number of interruptions per participant have been analysed and

the distributions of these interruptions are displayed in Table 32:

Table 32: Descriptive statistics for number of interruptions in total and per participant

N Minimum | Maximum Mean Std. Deviation
Total Interruptions 100 0 20 5,51 4.275
MS Interruptions 100 0 7 1.44 1.623
SP Interruptions 100 0 18 4.07 3.388

Whereas the SPs interrupt anywhere between 0 and 18 times per consultation, medical
students never interrupt more than 7 times per consultation. Of the total 551 interruptions, the
SP made 407, and the medical student made 144. This amounts to 73.9 % SP interruptions
and 26.1% student interruptions. These numbers mean that the SP interrupts once for every
147 words spoken by the medical student. The medical student interrupts once for every 497
words spoken by the SP.

There is a strong significant correlation (p=0.000) between SP interruptions and student

interruptions, with Spearman’s p=0.378. This means that the more the SP interrupts, the more
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the student interrupts and vice versa. Furthermore, a Wilcoxon test confirms that the number
of interruptions made by the SP and the medical student are significantly different (P=0.000).

It can thus be said that SPs interrupt significantly more than medical students.

5.2.2 Correlations

Some variables might cause more or fewer interruptions to occur, such as the scenario, the SP
role-playing, or the gender of the participants, or the examiner. Conversely, the number of
interruptions might influence the grade given to the student. The length of the consultation
and the number of words uttered might correlate with the number of interruptions. In this

section, all these associations will be tested.

5221 Scenario and interruptions

The Kruskal-Wallis test was used to see if the scenario influences the number of interruptions
occurring per consultation. As can be seen in Table 33, the scenarios do affect the amount of
SP interruptions and thus the total number of interruptions, but do not significantly influence

the number of interruptions by the medical student.

Table 33 : Kruskal-Wallis test for association between scenario and number
of interruptions

Total

Interruptions MS Interruptions | SP Interruptions
Chi-Square | 12.779 9.066 13.37
df 4 4 4
P value .012 0.059 0.01

It is important to know which scenario leads to more interruptions in total and by the SP. For
this, the z-scores are shown in Table 34. Because the number of interruptions made by the
medical student is nearly significantly associated with scenario (p=0.059), we will also

explore the z-scores for that association.
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Table 34: Z-scores for amount of interruptions per scenario
- ———— |
Total number of |Number of SP- [Number of MS-
interruptions interruptions interruptions
Scenario N | median |Z median [Z median |Z
1 35 4.0 0.53] 4.0 1.24 1.0 1.79
3] 32 4.0 -0.92 3.0 -0.97 1.0 0.22
4 24 4.0 -0.29 3.0 -0.83 1.0 0.79
5 4 1.5 -1.83 1.0 -1.99 0.5 -0.55
6| 5 11.0 3.01 8.0 2.76) 3.0 2.40

The highlighted cells mark a significantly higher or lower number of interruption (compared
to the mean number of interruptions per scenario) for that particular scenario. The distribution
of interruptions by the SP and the number of interruptions in total, is highly significantly
different in scenario 6 than in the other scenarios. SPs interrupt significantly more in scenario
6 which adds up to a significantly higher number of total interruptions in that scenario.
Conversely, scenario 5 has a significantly lower number of SP interruptions.

5222 SP and interruptions

To see if the SP role-playing the consultation influences the number of interruptions that
occurred, the Kruskal-Wallis test was used as a measure of association. The SP role-playing
the consultation is not a predictor of interruptions by the medical student. However, the SP
did influence the total number of interruptions and the number of SP interruptions, as can be

seen in Table 35.

Table 35: Kruskal-Wallis tests for association between SP and number of
interruptions

Total Interruptions | MS Interruptions | SP Interruptions
Chi-Square | 32.849 23.264 32.135
df 16 16 16
P value .008 .107 .010
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To see how the frequencies of SP-interruptions and total interruptions differ depending on the
SP role-playing the consultation, Z-scores were calculated. These are displayed in Table 36,

in which statistically significant z-scores are highlighted.

Table 36: Z-scores for amount of interruptions per SP
- ————————— |
Total number of Number of
interruptions interruptions by SP
SP N median |Z median [Z
1 3 3.0 -0.62 2.0 -0.80,
2 3 6.0 -0.25 6.0 0.40
3 9 4.0 0.10 4.0 0.15
4 8 3.5 -1.33 3.0 -1.26)
5 3 8.0 1.38 4.0 0.86
6 4 6.5 0.89 4.5 1.01]
7 4 10.0 1.51] 6.5 1.30
8 5 2.0 -1.94 1.0 -2.16)
9 16 6.5 1.48 4.5 1.67|
10 2 5.5 0.33 5.0 0.85
11 2 11.0 1.75 7.5 1.64
12 3 7.0 0.53 3.0 -0.38
13 12 8.5 2.04 7.0 2.07
14 5 8.0 0.93 6.0 0.88
15 8 2.0 -2.41 1.5 -2.00,
16 5 4.0 -1.20 2.0 -1.27
17 8 2.0 -2.49 1.0 -2.59

Again, the highlighted cells indicate significantly high or low number of interruptions. The
significant z-scores single out three SPs who interrupt significantly less than the rest of the
SPs, namely SP8, SP15 and SP17. SP15 and SP17 (and nearly SP8) are also associated with a
greater number of total interruptions than consultations with other SPs. One SP, SP13,
interrupts significantly more than the other SPs, causing the total amount of interruptions to

be significantly higher than in consultations with other SPs.
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5.2.2.3 Gender and interruptions

The number of interruptions - both total and by either of the participants - has been tested for
associations with gender. In Table 37, both SP gender, student gender and the gender mix

have been taken into account.

Table 37 : Significance levels of difference between different gender variables regarding amount
of interruptions
- ——————————————————— |

Student gender SP gender Gender mix (SP/student)

M: median 3.500 | M: median 6.000 | M/M:median 7.000 (IQR=8.50)
Total number (IQR=6.000) (IQR=5.500) M/F: median 2.000 (IQR=4.000)
of F: median 5.000 F: median 4.000 F/M: median 6.000 (IQR=5.000)
interruptions (IQR=6.000) (IQR=5.000) F/F: median 4.000 (IQR=6.500)

P =0.661 P =0.092 P=0.231

Mann Whitney Mann Whitney Kruskal-Wallis

M: median 1.000 | M: median 1.000 | M/M:median 1.000 (IQR=2.000)
Interruptions (IQR=2.250) (IQR=3.000) M/F: median 0.000 (IQR=1.000)
by medical F: median 1.000 F: median 1.000 F/M: median 1.000 (IQR=2.750)
students (IQR=3.000) (IQR=2.000) F/F: median 1.000 (IQR=3.000)

P =0.950 P =0.688 P=0.135

Mann Whitney Mann Whitney Kruskal-Wallis

M: median 3.000 | M: median 4.000 | M/M:median 4.000 (IQR=6.500)
Interruptions (IQR=4.250) (IQR=4.5000) M/F: median 2.000 (IQR=2.000)
by SPs F: median 4.000 F: median 3.000 F/M: median 4.000 (IQR=3.750)

(IQR=5.000) (IQR=4.000) F/F: median 3.500 (IQR=5.000)

P =0.604 P =0.117 P=0.372

Mann Whitney Mann Whitney Kruskal-Wallis

Again, each grid shows the mean or median number of interruption per gender or gender
combination, as well as the statistical test used. The p-value indicates the significance of the
association. None of the associations are significant; we can say that there is no association
between gender and number of interruptions.

5224 Grade and interruptions

To establish if there is an association between number of interruptions and grade given to the

student, Spearman’s correlation test is used again. The results are shown in Table 38.
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Table 38: Correlations between amount of interruptions and grade given to the student

Amount of Amount of interruptions | Amount of

interruptions by the medical student | interruptions by the SP
Grade p=0.136 p=0.209 p=0.064

(P=0.178) (P=0.037)* (P=0.526)

The number of interruptions made by the SP is not significantly associated with grade, nor is
the total number of interruptions. There is, however, a significant positive correlation between

number of student-interruptions and grade.

5.2.25 Number of words and interruptions

Spearman’s correlation tests will show if longer consultations and consultations with more

words are associated with more interruptions. The results of the tests are outlined in Table 39:

Table 39 : Spearman correlations between amount of interruptions and length of the
consultation
———————————— —————————————————————————|
Amount of Amount of Amount of
interruptions interruptions by the | interruptions
medical student by the SP

Total amount of p =0.486 p=0.513 p=0.406

words (P<0.001)** (P<0.001)** (P<0.001)**

Amount of words p =0.533 p=0.478 p=0.427

by the medical (P<0.001)** (P<0.001)** (P<0.001)**

student

Amount of words p =0.341 p=0.434 p=0.236

by the SP (P=0.001)** (P<0.001)** (P=0.008)**

Table 39 illustrates that more words spoken by either of the participants is associated with

more interruptions by either of the participants.
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5.2.3 Adjusting for other variables

General Linear Model (GLM) analyses were used to test all associations again, taking into
consideration the possible effect of other variables. Again, only those GLM results with an
adjusted R-Square value of over 30 % were taken into account. No adjustment to the results

on number of interruptions needed to be made on the basis of the GLM testing.

All the quantitative result, their meanings and their implications will be discussed in the next

chapter.
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5.3 Sociolinguistic findings

The previous section has given a quantitative overview of interruptive behaviours. What |
have attempted to do in the following section is to give an overview of the interruptions by
both participants in the data set. I will look at propositional form, intention and effect, as is
conventional in speech act theory™®. Besides interruptions, occurrences of overlapping speech

and simultaneous talk will be discussed.

53.1 Interruptions by medical students

The quantitative analysis showed that SPs interrupt about three times more often than medical
students do. This section will focus on the interruptions made by the medical students. There
are many occurrences in which the interruption is a sign of politeness, agreement or empathy.
This is illustrated in the following fragments. First of all, an example of a “‘polite

interruption’:

SP3/15
Yeah thank you thank - | appreciate that // yeah thanks

MS15
/[That’'s no problem

Here, the SP thanks the student for her/his help and the student assures the SP it was not an
inconvenience to them. This polite expression of thanks happens mainly at the beginning and
end of the consultations. Some interruptions can be interpreted as conveying empathy, as in
consultation 35:

SP9/35
| didn’t feel like | want to confront him // about it you know

MS35
/l yeah you're probably afraid you might feel different when you see him today
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The medical student interrupts the SP by expressing understanding and trying to put
him/herself in the shoes of the patient. In the following example, the medical student appears
to show empathy and understanding when the SP is struggling to find words to express his

emotions:

SP4/3

No it was just | just wanted to it just didn’t seem right it just didn’t seem right to be treated like
that/ so [1] | just [1] //

MS3

/IRIGHT

MS3
/I can imagine it was very embarrassing to you if / how you described it

These are all examples of how medical students’ interruptions tend to be polite and empathic.
In interview 15, however, the interruption by the student seems more forceful:

SP3/15
You think | should // have the test?

MS15
/lYeah | think you should have the test how do you feel about that

In this example, the question is clear to MS15, even before SP3/15 has finished asking the
question. The question asked in this example is quite predictable in the context of the
conversation. By answering the patient before the question has been uttered in its entirety, the
best way to interpret the student’s language is as showing determination and thereby
expressing the importance of doing the test. This might have to do with the severity of the
patient’s worry, which is about possibly having contracted HIV. Overall, the student
interrupts the SP in a manner that can be described as polite and empathic and as a sign of

‘togetherness’, as described by Coates'"*.

5.3.2 Interruptions by SPs

SPs tend to interrupt medical students with statements that seem unrelated to what the student

was talking about, as in this fragment:
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SP14/84
but he should have been conscious of the fact that everybody could hear in shouldn’t he

MS84
Perhaps he might have been //

SP14/84
/'l mean | don’t want the whole ward to know that I've had an abortion

MS84 is about to explore reasons for the consultant speaking loudly on the ward, whereas
SP14 is continuing with her own story, not listening to MS84. This could be because SP14
was not ready to look at practicalities, but needed to air her concerns first. The same happens

here:

MS20

No it's really not my responsibility I'm I’'m not involved in any sort of you know complaints
procedure | am not qualified to do anything like that but | reckon if you're unhappy you should
go and speak to someone about it who's // qualified

SP2/20

/'l mean eh the the thing was as well there was like well you know the ward was full /
everyone | wouldn't have known cause | had had a lot to drink and also cause | was in so
much pain | passed out | think / but erm you know the other people said that that he was
asking things about my medical history / and he had notes and things and he was talk[ing] |
mean there were some embarrassing things / in my his[tory] | don’t want - embarrassing stuff
/ that he was talking about and they all heard / and | don’t think that’s on

MS20 is talking about practical solutions to the problem when SP2 interrupts in a way that
does not seem to relate to what MS20 was saying. Instead, SP2 talks about the negative
experience s/he has had on the ward. In both of these cases, one might say the SP is steering
the student away from practical solutions, by making the student listen to the patient’s
experiences. In the ‘language game of medicine’, this might not be realistic because patients
do not tend to interrupt their doctors as much (see 2.2.3.1.2). However, in the ‘language game
of education’, the SP teaches the student to appreciate the patient’s narrative, to respond to
what the patient wants to talk about and to focus on experience and emotion before going into
practical solutions to a given problem. In these cases, the SP takes control in guiding the

consultation into a certain direction.
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The interruption of the angry or frustrated patient is, in a way, related to the interruptions just
discussed. In most of the scenarios, the SP portrays a frustrated, angry or scared patient. At

times, it seems to be the emotion of the patient that causes the SP to interrupt:

SP9/70
Yes yeah yeah it has yeah yeah I've been on the bloody list for eighteen months now

MS70
Erm yeah erm I'm sorry // about

SP9/70
/I this is the second time they've cancelled this

MS46

Yeah | mean like as far as the question erm the questions go that's just to establish the
history and you know to get to the root of the problem erm and so those things had to be
done but // if if you're unhappy with the way

SP8/46
/lyeah but why in such a such a a vocal way why why so loudlyt

In both these cases, the SP airs his/her anger or frustration before the student finishes the turn.
In a way, the SP is again drawing attention to the experience and emotion of the patient,
rather than going along with the students, who seem to be focusing on apologising and finding

solutions.

Another moment when the SP interrupts the student, is when the student is quiet or struggling:

MS35

| mean [1] I'm a student and / erm I've just been with this hospital for two months / and erm //
| -

SP9/35

/hmhm /hmhm

SP9/35
/I And is this the kind of thing you would've seen

The student in this example is apparently struggling to think of something to say. S/he uses a
filler (I mean), is quiet for a second and names the reason for not knowing the answer to a
question about privacy. SP9 is playing the rules of the language game of education and

interrupts by asking a question that the student can answer. The same happens in this extract:
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MS13
It should be fine [1] erm [2] where was | - considering your erm [5] ((looks away, laughs, looks
for words)) erm // considering

SP10/13
//have you got to have you got to tell it to all the other patients as well

The student is struggling to think what to say, which is evidenced by the silences in his/her

turn the much used ‘erm’ and the fact that s/he looks away and laughs.

These examples suggest that SP-interruptions are different from medical students’
interruptions. Medical students tended to use interruptions to show empathy and
‘togetherness’ (this concept is mentioned in 2.2.3.1.2). SPs tend to use interruptions to steer
students away from certain topics or to show emotion. However, some examples were found
of SPs using an interruption to show ‘togetherness’, as in interview 55:

MS55

Erm eh | can understand this must be very frustrating for you especially if you've had to take
extra care for your children //

SP17/55
/I and expensive

In this example, the SP agrees with the student (who is being empathic) and adds to the

student’s comment. This could be seen as a sign of the student and the SP working together.

5.3.3 Series of interruptions

In a few consultations, interrupting statements were themselves interrupted, causing a series
of interruptions to occur. This happens a few times in the data and nearly always signifies

disagreement:
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MS11

Erm again | am not sure what actually happened at the time but | mean if you if you were to
come in ill then | mean it would be behind curtains | mean that does give you some privacy
but | mean //

SP3/11
/lyeah but you can can still hear what//

MS11
/lyeah well | mean | w[as] | then again | wasn’t there so//

SP3/11

/lyeah but | was and | am telling you that that / that is what happened / he took me up on the
ward and he and he spoke very loudly and aggressively and did this examination and | mean
| don’t know is that where they normally do itt

MS11

/yeah yeah /ok

In this case, the interruptions seem to indicate disagreement and friction. The medical student
is careful not to take sides, since the student wasn’t present at the event described. The SP,
however, wants to be taken seriously and feels insulted that the student does not seem to
believe her. Finally, after a few interruptions, the SP gets the turn — perhaps by persevering,
perhaps by slightly raising her voice, perhaps by other non-verbal signals. The SP manages to

get her point across and at the same time, steers the conversation away from the disagreement.

There were a few occurrences in the data in which a series of interruptions did not involve

disagreement about the content of the conversation, as here:

MS19

(...) then that he’s broken that that erm rule / so maybe for that fact you should erm you
should definitely make a complaint // cause

SP16/19

/yeah

SP16/19
/I should cause | don’t want it to happen // to someone else

MS19
/I Say for example if someone in the bed next door they erm you were relative of yours and
then erm eh eh

SP16/19
Oh dear

MS19
Eh eh yeah hmmm
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The SP and the MS actually agree on the content of the conversation; both think that what
happened is unacceptable. However, they both persist in making their own point about it,

which could be considered to be a struggle for the floor.

Finally, there was one student who commented on his own interruption:

SP4/63

(...) and he started eh asking me questions erm / but it in this really loud voice he was talking
really loudly in the middle of this the ward / there were people all around and he’s asking you
know really you know quite embarrassing questions / really that are //

MS63

/OK /((nods)) /((nods))

MS63
// what erm — sorry to interrupt you — what sort of questions did he ask yout

534 Overlapping speech

The previous section dealt with interruptions, which consist of B’s overlapping speech taking
over A’s turn. But there are also cases in which B’s overlapping speech does not take over
A’s turn, which could be seen as a failed interruption. This overlapping speech is often longer
than a minimal encourager (like hmhm or yeah) or a response token (like sure) and the
intention does not seem to be to encourage the speaker but rather to start a new utterance. In
this case, it was marked as overlapping speech. In this section, an overview will be given of

the different types of overlapping speech that were found in the data.

First of all, some occurrences of overlapping speech are unsuccessful attempts to take over

the turn. The following fragments illustrate this:

MS49

Well erm erm / we scheduled you in | don'’t think there is any more they can do we scheduled
you in / and we didn’t know when we didn’t know that this this case would come in it's an
emergency

SP9/49
/what'’s the point /what
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Here, the SP wants to take over the turn on two occasions, but the student holds the floor by
keeping on talking. The SP starts talking when the student is hesitating (erm erm) and then
tries again when the student has finished a sentence, both so called Transition Relevance

Points®

. When the student keeps on talking and thus makes it clear s/he was not finished, the
SP stops. This suggests that the SP does not want to interrupt and lets the medical student

keep control over the floor. Something similar happens in consultation 28:

SP9/28

No | don’'t eh erm that's the thing | eh | don't really [2] | just don't want stuff going on my
records and stuff like that you know it's just cause I'm probably - it's only overreacting it's
probably nothing to do with it you know erm eh erm [2] you know I'm not diagnosed HIV or
anything like that do you know what | mean / erm | just erm was just sitting there thinking is
this the kind of thing that might be something to do with it and

MS28
/no you're just worried that - ok

The student wants to take over the turn by showing empathy after the SP says “do you know
what | mean’. The SP keeps on talking and the student stops, encouraging the SP to keep on

talking by saying ‘ok’.

Secondly, overlapping speech occurs where the speaker who overlaps wants to signify

empathy or agreement:

SP16/21
| just want to think about - I've got this test this afternoon and | don’t / | can’t you know - I'll
think about it

MS21
/Yeah | appreciate it

It is unclear whether MS21 wants to take over the turn or not by expressing empathy for the

patient’s situation. The same happens in consultation 4:

SP13/4
yeah | know | know it's not your fault | mean but it's you know [2] just the second time / and |
wasn't looking forward to this you know but [1] oh

MS4
/l know ((nods)) very frustrating
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In these cases, the overlapping speech could be seen as an extended minimal encourager — the
MS encourages the SP to keep on talking by showing empathy and understanding. On the

other hand, it can be seen as a way to take the floor and signal the SP to stop talking.

In some consultations, the SP portrays an irritated, frustrated or angry patient. This emotion is

occasionally verbalised and causes some overlapping speech:

MS38

I mean if it's upsetting you then obviously you know you can't just sit there but if you feel
upset then you have to do something about it all | can do really is to reassure you that it was
unintentional [2] and that eh / that that you can talk to him about it or you can talk to someone
else about it I'm sure there there’s a erm process where whereby you can you know write in
your your your thoughts and feelings about it and have a response from someone | can find
out for you if you like

SP1/38
/but it shouldn’t happen again

The SP is listening to what the student is saying, but feels the need to express the view that
even though it might have been unintentional, it should not happen again. As with some of the
interruptions, this could have the function of steering the student away from a problem-
solving mode toward an interest in the patient’s experience. In this case, the SP does not

continue talking and does not take over the turn.

Here is another fragment that shows how an SP can express emotion during the medical

student’s turn:

MS65
I don’t know how it works I'm sure they will do their very best to get you in as soon as
possible / erm | I'm not quite sure how it works I'm only a student | don’t know

SP11/65
[ that doesn't really mean anything does it

The SP is portraying an angry patient who responds to a phrase (‘as soon as possible’) that
frustrates him/her. Again, it does not seem to be a serious attempt to take over the turn, but it
seems to be more of an emotional response that had to be uttered immediately. When viewing

the videotape of interview 65, this is an even more likely interpretation of events.
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Finally, sometimes person A asks a question in B’s turn, without interrupting that turn. An

example of that is:

MS10

Mrs hi ((shakes P’s hand)) my / name is [FN] | am a third year medical student / erm | have
some unfortunate news erm | understand you were meant to be having surgery today / it's
been cancelled unfortunately / erm really sorry it is just that erm we have had an emergency
it has just come in and erm the surgeon who was meant to be operating on you has had to
erm he’s been called to operate on this patient

SP17/10
/hi /uhuh /yeah / whyt

The SP asks a question when the student is still talking. The student keeps the floor, at the
same time answering the question of the SP. Because the question is so short (*‘why?’), it can
be seen as an encouragement to keep the student talking — it is probably not an attempt to take

over the turn. Another example of an overlapping question:

MS42

To - | mean to be honest with you / | have no idea why he was asking you the questions
either because | wasn't | wasn'’t there at the time / and so it’s not it's not really for me to say /
whether he should [1] ask these questions or not / to be honest

SP9/42
/hmm /shouldn’t he explain then ? /hmm /no

In this case, the SP asks a longer question in the student’s turn. Because the question is longer

and overlapped with the student’s speech, there is a chance the student did not hear the

question — it is not answered in his/her turn.
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5.35 Simultaneous starts

There are occurrences in the consultations where the two participants start talking at the same
time. In this section, 1 will briefly discuss the nature of these occurrences.

In total, there were 14 cases of simultaneous starts, 2 of which occurred in the same
consultation. If two participants start speaking at the same time, there are three possibilities:
both participants stop talking, the student stops talking or the SP stops talking. In 5 of the

cases, the medical students keep on talking and the SP stops:

(2]

SP14/40
[/l should |

MS40

/I the problem with this situation is that it wouldn’t it wouldn't make any difference just
because of the situation and circumstances involved which is that it's an emergency case
and ev[erybody] all the patients on the list in the morning who'd been scheduled for
appointments

It is very likely that the SP was at the stage of asking a question to help the consultation start
again after the silence, but stopped talking because the medical student knew how to start
again by her/himself. The next chapter (Chapter 6) will deal with initiations and might be able

to shed some more light on this.

In 6 of the 14 cases, the medical student stops and the SP carries on talking — | would like to
remind the reader that the // symbol indicates overlapping speech, and in the following
fragments the SP and the student start talking at the same time:

SP6/67
/I At least it's a start | don’t have a computer or anything ((rambles)) I'm supposed to ((  ))
library?t

MS67
/I 'm really sorry

This example shows a medical student who only uttered a short sentence, perhaps to show

empathy, perhaps because s/he did not know what else to say. Because s/he only said a little,
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it might have been easy for the student to stop talking and let the SP finish the turn. Here is

another example of the SP finishing the turn and the student stopping:

MS45
other than childcare is there anything specific that you feel you can say to me that | need to
mention?

(2]

MS45
/[did you

RP12/45

/IWell it's just everything - organise everything I'm not at work / as such / no I'm here /
ironically enough / | was all set up and ready for this / and it wasn't as though | just you know
| couldn’t do this at the drop of a hat anyway | really planned it / in advance and whatever
else / it's not exactly erm something I’'m happy about anyway

The student might have wanted to ask the question again or might have wanted to specify the
question. But as the student started talking, the SP answered the question and the student

stops to hear the answer.

In three occurrences of simultaneous starts, both participants stopped talking:
(2]

SP11/65
/I oh oh | just

MS65
/I that's unfortunate

(2]

In this example, the SP seems to stop talking due to the overlapping speech, whereas it is not
clear why the medical student stops talking; it could be because this is all s/he wanted to say,
or because s/he wanted to let the SP speak. There is a two second silence after this, which

might be where the participants negotiate non-verbally who starts the next turn. Incidentally,

there is another simultaneous start after these two seconds:

(2]

SP11/65
/I oh dear

MS65
Il it's very very difficult - have you travelled far this morning?

160



This time, the medical student could have stopped her/his turn again after saying ‘it’s very
very difficult’, but continues talking, uttering a question and thus restoring the ‘normal’ turn-
taking process. It must be noted that the SP utters only few words, which could mean s/he did

not want to say too much in order to let the student take over again.

In consultation 77, the student and SP acknowledge the simultaneous start. The SP apologises
for the overlapping speech, after which the medical student encourages the SP to continue
talking:

SP15/77
/lwe

MS77
/lwould he

SP15/77
Sorry

MS77
No that's ok carry on

The MS expresses the fact that there is no need for the SP to apologise and avoids any

confusion as to who talks next, by clearly stating s/he wants the SP to carry on.

Simultaneous starts seem to have much to do with not knowing who is in control of the

consultation. They seem to happen almost always after a silence, as these fragments show:

MS71
Erm he he he was just in a rush the SHO

(1]

RP10/71
//[Hmm so he’s got to go off to the operation has he

MS71
/lan emergency

The first turn after a silence is a moment where new conversational topics can be initiated,
since the last topic is clearly finished. The start of a new topic can co-occur with small words,

such as ‘well’ and ‘erm’ in the examples below:
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(2]
MS32
/I erm

SP13/32
/I'l know it's varicose veins but it's only varicose veins is there nobody else who can do it or

(3]

RP4/30
[Iwell

MS30
/lit's a — sorry it's rectal examination

There are more silences at the end of the consultations, which will be discussed in section 7.2.

These silences lead to more simultaneous starts at the closing stage of a consultation.

The number of simultaneous starts is not big enough to say anything conclusive about
correlations with other variables. However, 11 of the 13 medical students in whose

consultation simultaneous starts occurred were female.

5.4 Summary of findings

Chapter 5 has focused on how the conversational floor was taken by each of the participants.
Firstly, the number of words by each participant was established and secondly the number of
interruptions was charted. A qualitative overview of interruptions showed the different ways
in which SP and medical student interrupt one another.

The quantitative findings showed that SPs talk significantly more than students, respectively

55% versus 45 % of total consultation time. The correlations between number of words and

other variables are charted in Figure 9.
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Figure 9: Significant associations between covariates, number of words and outcome variable

Covariates Measured variable and Outcome variable
significant associations

Simulated Patient - Total
S SP words
o
Scenario > g g MS words
> O [
“_’ z = > Grade
Gender SP
MS
Total

——— Significant association

GLM association

Figure 9 shows that scenario significantly influences the number of words spoken by both
participants. The SP role/playing the scenario is also significantly associated with the number
of words spoken by both participants. Gender is not univariably associated with the number of
words, however GLM tests (marked by the double line) show that the gender of the SP is

significantly associated with the number of words spoken by both participants (taken into

account Scenario and SP).

Finally, the number of words spoken is significantly associated with grade; the more both
participants speak, the higher the grade awarded to the student. The grade is not directly
associated with SP, scenario or gender, but one could say there is an indirect effect — after all,
SP, scenario and gender influence the number of words, which in turn influences the grade
awarded to the student.
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The quantitative analysis into interruptions showed that SPs interrupt significantly more than
medical students, 74% of all the interruptions in the data were made by SPs. The longer the
consultation lasts (counted in number of words), the more interruptions occurred. Correlations

between interruptions and other variables are shown in Figure 10.

Figure 10: Associations between covariates, number of interruptions and outcome variable

Covariates Measured variable and Outcome variable
significant associations

Simulated Patient Total interruptions

SP interruptions

- /v Grade
Scenario MS interruptions

Gender SP
MS

—— Significant association

-------- Significant association

Figure 10 shows the significant associations of scenario and SP on the number of SP
interruptions as well as the total number of interruptions — two different lines were chosen for
clarity, both representing a significant association. The number of interruptions made by
students is not influenced by these variables (although the association between scenario and
MS interruptions was nearly significant at p=0.59). The gender of participants is not
associated with the number of interruptions. The number of interruptions made by medical
students is significantly associated with grade, the more the student interrupts, the higher the

grade.
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The sociolinguistic analysis concerned the different ways in which medical students and SPs
interrups. Medical students interrupted with statements expressing politeness, empathy and
“togetherness’. In scenario 4, which deals with a patient who has worries about HIV, students
interrupt in a different way and show urgency in wanting some answers about previous

partners, contraception, etc.

There were more SP interruptions in the data, which consisted of emotional expressions of the
patient and talk concerning the experience of the patient. On the other hand, the interruptions
made by the SP could be part of the “language game of education”, as they tended to direct the
student toward certain topics and to stop the student talking about topics they should not
address in the assessment. Interruptions by the SPs were also ways to help student who were

struggling or could not find their words.

A series of interruptions in the data often signified disagreement and overlapping speech
seemed to be unsuccessful attempts to interrupt marked by emotion of the patient. There were
some cases in which both participants started speaking simultaneously after a silence. In all
these cases, the medical student was female.
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6 RESULTS - CONTROLLING THE FLOW

The results of the analysis of ‘flow” will be presented in this chapter. Both in Chapter 2 and in
Chapter 3, flow has been presented in terms of asking questions and initiating topics of
conversation. This section will first deal with the quantitative and qualitative analysis of

questions. Then the focus will move to topic initiations.

6.1 Questions

As discussed before (section 2.2.3.2.1), asking questions can be seen as a way of controlling
the conversational flow. The following part of the results chapter will describe the distribution

of questions in the data. Associations between questions and other variables will be explored.

6.1.1 Descriptive statistics for questions

After coding all questions, SP-questions and MS-questions were separately counted. The
number of questions in each interview and for each participant are attached as Appendix 9.

The results are presented in Table 40 below.

Table 40: Descriptive statistics for number of questions in total and per participant

N Minimum | Maximum | Mean Std. Deviation
Questions 100 5 39 14.37 6.511
Questions by MS 100 0 23 7.02 5.166
Questions by SP 100 1 24 7.35 4.101

Table 40 shows that both the minimum, the maximum, and the mean number of questions by
the SP and the student are very similar. Wilcoxon tests show there is no significant difference
(p=0.586) between number of questions by SP and medical student. Of the total 1437
questions in the 100 interviews, 702 were asked by medical students and 735 were asked by

the SPs. To find out if there is an association between number of SP-questions and number of
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student-questions, Spearman rank correlation tests were undertaken. The results are presented
in Table 41:

Table 41: Correlations between number of questions by SP and number of questions by
medical student

Number of questions by medical student

Number of p=-.0166
guestions by SP (P=0.099)

Table 41 shows there is no significant association between number of student-questions and
number of SP-questions. It might be worth noting however that the association, such as it is,
IS negative rather than positive. This hints at the possibility that the more questions one of the
participants asks, the fewer questions are asked by the other conversational partner.

6.1.2 Correlations

The following part of the results chapter will consist of a variety of correlation tests to see if

there are any significant associations between number of questions and other variables.

6.1.2.1 Scenario and questions

The different scenarios might elicit different patterns in question-asking. To see if there is an
association between scenario and number of questions, the Kruskal-Wallis test has been used,

as can be seen in Table 42:

Table 42: Kruskal-Wallis tests for association between scenario and
number of questions

Total Questions | MS Questions | SP Questions

Chi-Square | 25.001 31.697 24.346
df 4 4 4
P value .000 .000 .000
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Table 42 shows a significant association between the scenario and the number of questions by
both the participants (and thus also the total number of questions). To find out which

scenarios result in significantly more or less questions, the Z-scores are presented in Table 43:

Table 43: Z-scores for number of questions per scenario by each participant and in

total

- —————————————————— |

Number of

Total number of |questions Number of questions
guestions by student by SP

Scenario |N median z median z median  |Z

1 35 ]11.00 -2.82  [3.00 -5.25 8.00 2.29

3 32 ]11.00 -1.58  6.50 1.19 5.00 -3.41

4 24  |15.50 251 [9.00 2.73 7.00 0.07

5 4 17.50 1.23 12.00 2.02 4.50 -1.40

6 5 27.00 3.52 13.00 1.78 17.00 3.39

Again, the highlighted cells indicate significant findings regarding number of questions in
these scenarios. As can be seen in Table 43, scenario 1 is associated with very significantly
fewer questions from the medical student and significantly more questions from the SP — the
total number of questions is significantly lower than in the rest of the scenarios. Scenario 2 is
significantly associated with fewer questions by the SP, whereas scenario 6 contains more SP-
questions (resulting in a greater total of questions). Both scenarios 4 and 5 show a
significantly greater number of questions asked by medical students; in the case of scenario 4

it results in a greater total number of questions.

6.1.2.2 SP and questions

To see if the number of questions is influenced by which SP role-plays in the interview, a

Kruskal-Wallis test has been used. The results of this test are displayed in Table 44:
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Table 44: Kruskal-Wallis test for associations between SP and
number of questions

Total

Questions MS Questions | SP Questions
Chi-Square | 27.873 20.234 31.991
Df 16 16 16
P value .033* 210 .010**

Table 44 shows that the SP is significantly associated with how many questions SPs ask. In
other words: individual SPs ask significantly different numbers of questions. To get a better
idea of which SP asks significantly more or fewer questions than other SPs, Z-scores have

been displayed in Table 45:

Table 45: Z-scores for number off
guestions per SP

Number of SP

questions
SP N median Z
1 3 10.00 0.73
2 3 3.00 -2.38
3 9 10.00 2.17
4 3 5.50 -1.24
5 3 6.00 -1.12
6 4 6.00 -0.34
7 4 11.50 1.97
3 5 3.00 1.12
9 16 6.00 -0.89
10 2 11.50 1.45
11 2 15.50 1.34
12 3 9.00 1.32
13 12 5.50 -1.15
14 5 9.00 1.98
15 3 5.50 -0.74
16 5 5.00 -0.83
17 3 5.50 -1.26

Z-scores higher than 1.96 or lower than -1.96 signify a significantly different distribution

from the mean distribution. This is the case for SPs 3, 7 and 14. They ask significantly more
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questions than the other SPs, whereas SP2 asks significantly fewer questions. Note that SPs

3, 7 and 14 are female, whereas SP2 is male.

6.1.2.3 Gender and questions

As mentioned in the Chapter 2, there has been much discussion about gender and the use of
language. To see if the gender of the participants plays a role in the distribution of questions,
different correlation tests were undertaken, of which the results are shown in Table 46:

Table 46: Correlations between gender factors and number of questions

SP gender Student gender Gender mix (SP/student)
Male (M): n=49 Male (M): n=38 M/M: n=21 F/M: n=28
Female (F): n=51 | Female (F): n=62 M/F: n=17 F/F. n=34

Total amount
of questions

M:median 13.000
(IQR=7.500)
F: median 13.000
(IQR=7.000)

P =0.624
Mann Whitney

M: median 13.000
(IQR=7.250)
F: median 13.500
(IQR=7.500)

P =0.623
Mann Whitney

M/M:median 13.000 (IQR=8.000)
M/F: median 13.000 (IQR=6.000)
F/M: median 14.000 (IQR=6.750)
F/F: median 13.000 (IQR=12.000)

P =0.882
Kruskal-Wallis

Questions by
medical
students

M: median 6.000
(IQR=7.000)
F: median 6.000
(IQR=7.000)

P =0.527
Mann Whitney

M: median 6.000
(IQR=6.250)
F: median 6.000
(IQR=8.000)

P =0.524
Mann Whitney

M/M:median 6.000 (IQR=7.500)
M/F: median 5.000 (IQR=6.500)
F/M: median 6.500 (IQR=7.000)
F/F: median 6.000 (IQR=8.000)

P=0.774
Kruskal-Wallis

Questions by
SPs

M: median 6.000
(IQR=4.000)
F: median 8.000
(IQR=5.000)

P =0.022*
Mann Whitney

M: median 6.000
(IQR=4.000)
F: median 7.000
(IQR=5.000)

P =0.935
Mann Whitney

M/M:median 6.000 (IQR=2.500)
M/F: median 8.000 (IQR=5.500)
F/M: median 6.000 (IQR=5.000)
F/F: median 7.500 (IQR=6.000)

P =0.150
Kruskal-Wallis

Each grid in this table shows the level of significance of the association between two

variables, including the mean or median and standard deviation or interquartile range of that
variable per gender or gender combination. Table 46 shows only one significant association,
namely that between SP Gender and SP questions. The Mann Whitney test shows that female

SPs ask significantly more questions than male SPs. This can be linked to the result in
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Chapter 5, where three female SPs were found to ask significantly more questions and one

male SP to ask significantly fewer questions.

6.1.2.4 Grade and questions

Possible correlations between the measured variables and the grade awarded are especially
important, as they can give information about the type of linguistic behaviour that is rewarded
in the communication skills assessments. Possible associations between number of questions

and grade were measured using Spearman tests and are displayed in Table 47:

Table 47: Spearman correlation between number of questions and grade

Number of Number of Number of
guestions guestions guestions by the SP
by the medical
student
Grade p=0.205 p=0.310 p=-0.041
(P=0.041)* (P=0.002)** (P=0.682)

There is a significant correlation between number of questions asked by the medical student
and the grade awarded to the student. In other words: the more questions are asked by the

student, the higher the grade is for that student.

6.1.2.5 Other measured variables and questions

Number of words and number of interruptions were measured. Spearman rank correlation
tests were undertaken to see if number of questions has a significant association with one of

the measured variables. The results are presented in Table 48:
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Table 48: Spearman correlations between number of questions and other measured variables

SP

Number of Number of Number of
guestions guestions guestions
by the medical by the SP
student
Total number of words | p=0.462 p=0.491 p=0.122
(P<0.001)** (P<0.001)** (P=0.228)
Number of words by p=0.388 p=0.360 p=0.165
the medical student (P<0.001)** (P<0.001)** (P=0.101)
Number of words by p=0.403 p=0.488 p=0.045
the SP (P<0.001)** (P<0.001)** (P=0.658)
Total number of p=0.230 £=0.080 p=0.217
interruptions (P=0.021)* (P=0.430) (P=0.030)*
Total number of p=0.299 p=0.271 p=0.115
interruptions by the (P=0.003)** (P=0.006)** (P=0.255)
medical student
Total number of p=0.156 p=0.007 p=0.199
interruptions by the (P=0.122) (P=0.945) (P=0.048)*

First of all, Table 48 shows a significant association between length of consultation and

number of student-questions. The more the students ask questions, the longer the consultation

lasts. There are a few significant associations, namely between number of words (by either of

the participants) and number of questions asked by the medical student. This means that both

participants speak more if the medical student asks more questions or vice versa. There is no

association, however, between SP-questions and number of words.

When it comes to interruptions, more student-questions are associated significantly with more

student-interruptions. The same is the case for SP-questions; the more questions a SP asks, the

more that SP also interrupts. The total number of interruptions correlates with the number of

SP questions.
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6.1.3 Adjusting for other variables

This section will discuss multivariable associations, rather than the univariable correlations
that have been tested in the previous paragraphs. General Linear Model (GLM) analyses have

been done to test associations that are adjusted for the influence of other variables.

GLM analysis for total number of questions and the questions asked by the student did not
result in different information than already found in the univariable testing. The GLM tests
for number of questions per SP, however, did add more information than the tests undertaken

in previous paragraphs.

The gender of the SP was significantly associated with the number of questions posed by the
SP, as was shown in section 6.1.2.3. GLM analysis shows that when taking scenario and SP
into account, the gender of SP is not quite so significant, as can be seen from

Table 49:

Table 49: GLM testing for questions asked by SP

Questions by SP

\Variable DF |F P

SP 16 |2.43 0.005
Scenario 4 10.89 0.000
GenderSP 1 3.74 0.057
Error 78

R-Sq (adj) = 44.10%

Even though this result is different from univariable tests, it still is very close to being
significant. Because gender of the SP is not significant in the GLM test, it is worth paying

some attention to SP gender in the discussion.
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6.2 Sociolinguistic analysis of questions

The previous section dealt with the number of questions and this quantitative information has
been scrutinised by using statistical tests. Even though those results highlight information
about the simulated consultation, they do not say anything about what types of questions were
used by both conversational participants. This section deals with the subject of questions in a
more qualitative way. Only a more qualitative approach can show if SPs and students ask
different types of questions and what kinds of questions are present in the data. In this section,
questions have been grouped in categories of questions, based on what was found in the
interviews. Examples might highlight any differences in question-asking that might have

emerged.

6.2.1 A taxonomy of questions

The quantitative analysis of questions showed that medical students and SPs ask a similar
number of questions. This sociolinguistic section focuses on what types of questions are used
in the data. Differences in question-asking by the SPs and medical students were noted and

analysed.

6.2.1.1 Questions in the opening phase

The first types of question that are much-used by medical students are the ones that occur in
the opening phase of the interviews. The checking of patients’ names and the first question
are included in this category. When students check the patient’s name, they tend to state the
name and use a guestioning intonation and/or body language that signals a need for

affirmation. For example:
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MS8
Good morning Mr Mitchellt

SP4/8
That's me yeah

MS8
Hi ((shakes SP’s hand)) | am [FN LN] | am a third year medical student with the surgical team
here

SP4/8
right

The students’ opening question is often an open one, such as:

MS12
How can | help you

This would trigger the SPs to talk about their presenting complaint. The beginnings of most
consultations seemed to run quite smoothly, with the student knowing to check the name,
introduce themselves and asking the first question. However, section Chapter 7 deals with

openings and closings of the consultation, and will look at the opening phase in closer detail.

6.2.1.2 ‘Direct’ questions

In the background and methodology chapters, different aspects of questions were discussed.
Three criteria were identified as possible features of a question: form, function and intention.
In the data, there were some questions that fulfilled all three criteria; they were interrogatives
uttered with the intent of finding out information and they received an answer. Because all
three criteria were fulfilled, I decided to give these types of questions the name ‘direct

question’. Here is an example of this direct type of question:

MS82
Hmm have you talked to anyone else about this at all

SP17/82
((shakes head)) no
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This fragment from consultation 82 shows a straightforward question that is an interrogative,
a clear request for information and in need of an answer. Students seem to be comfortable
with the use of this type of question, although this depends on the scenario and the topic of
the question (this will be discussed further in this chapter). The medical students tend not to
use this type of question when talking about what the patient wants or when they discuss

which routes the patient could take in the future.

As with medical students, a large chunk of SP questions consists of what | have labelled
‘direct questions’. SP17 asks a direct question like this in interview 55:

SP17/55
((sighs)) well when am | gonna have the operation then

MS55
Erm the consultant once he’s finished the operation we’ll see who we've got left which
patients we've got left // and then

SPs playing a frustrated patient who is showing signs of being impatient and angry (for
example sighing, crossing arms, rolling their eyes) ask questions of this type.

Interestingly, direct SP-questions like this are not just questions in role, they also function as
‘exam-questions’. In the SP briefing pack, comments are made about what the patient would
want to know. In the language game of education, questions asked by the SP are also exam
questions that challenge the student to address a certain topic and to answer the question
appropriately. The students will be judged by their answer — which makes the SP question a

very direct assessment tool.

6.2.1.3 ‘Non-interrogative questions’

As discussed in the background chapter and in section 3.3.2.3.1, a question does not need to
be an interrogative. The data shows many more shapes and forms in which the conversational
participants ask questions. Both participants use non-interrogatives in order to find out

information from each other.
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An example of how medical students use non-interrogative questions is by giving SPs a list of
options. Rather than coming up with a single suggestion to help the patient, the medical
students would at times give the patient several options to think about. These occurrences
were marked as questions, since the students expected an answer from the patient as to what

their preference was. An example was found in interview 42:

MS42

HMHM | mean | can | can understand sort of why you're feeling upset / erm but obviously |
wasn't there in the situation / so you know | can’t obviously comment on that because / | don’t
know what's been done or said so | mean the best thing to do would be / to speak to a
nurse get her to arrange / to speak to another doctor / or you could if you wished go
through the formal complaints procedure

SP9/42

/hmm /yeah /no ((nods)) /((nod)) /right

The medical student gives the patient two options, namely a) speaking to a nurse or a doctor
and b) going through the formal complaints procedure. The student will need to know which
of these the patient chooses and is therefore waiting for an answer of sorts. This means that by
naming two options and waiting for an answer, the student has asked a question. The
intonation plays a role in interpreting this utterance, too. In this case, the patient does not
answer directly but goes back to reflecting on the behaviour of a certain consultant. After a
few turns, the student repeats the question of which course to take, to which the patient
answers s/he would prefer the student to have a word with the consultant. In interview 36, the
patient is clearer about what they do and do not want:

MS36

You could either seek it from you could either speak to the doctor whlich] wh[ich]
which individuals are actually having the risk [relations from?] at the moment or //

SP14/36
//'l don’t want to talk to them yet

MS36
Ok or | could find out who to go to in the hospital who would channel you there are
individuals that you could speak to or

SP14/36

| think | prefer not to speak to anybody at who is a full time professional here at the hospital
here
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Listing multiple options could be seen as a way of enriching the knowledge of the patient so
that they can make up their mind and choose the best option. In interview 36 above, the
student is clearly looking for the best option for the patient; when the patient makes it known
that they don’t want to speak to a doctor, the student continues going through options with the
patient until the patient has expressed their preference (not to speak to a staff member at the
hospital). This sequence can be seen as a question-answer sequence, with the student listing
options to ask what the patient prefers and the patient answering by stating their preference. In
this sequence, the student has the first position in each adjacency pair and seems to be in
control. However, in some cases listing many options as an alternative to asking a direct
question can look like a sign of insecurity on the students’ behalf; by listing a lot of options
they might hope to get one ‘right’. In the language game of education, this way of asking a
guestion is quite safe; the student has not given one answer but has given a range of
possibilities and thus, they may feel, cannot have “failed’ the assessment.

Another type of non-interrogative questions used by the medical students is the type we will
call ‘summarising questions’. These consist of the medical student summarising what they
have just heard and they expect an answer — ideally a confirmation and additional

information. An example can be seen in the following fragment from interview 96:

SP11/96

Well I'm I'm upset and I'm very embarrassed / as well but I'm a bit worried about them cause
they their sleep was disturbed / and and and they think | ought to sort of com[plain] complain /
you know really

MS96

lyeah /((nods)) /yeah so you've -

MS96
Yeah so you've spoken — so you've felt this yourself anyway and then the other women
on the ward have said to you has confirmed your feelings // at least

SP11/96

/I well yeah it wasn'’t very nice for them you see / | mean I'm | don't people knowing all my
personal history / what's going on behind — there’s only curtains round the bed

MS96

lyeah /no

MS96 uses this summary as a way to check if s/he has understood the patient’s story

correctly. The reason it is coded as a question is because it is asking for an answer — a
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summary like this requires either confirmation or a correction. In this case, SP11 answers with
‘yeah’, which signifies the summary was correct, and then adds information. Many of these
‘summarising questions’ include the markers ‘so’ or ‘right’. In interview 95, the medical

student sets out to summarise in a similar way:

SP12/95

Well not not not not not not what you know [2] well like | said you can get things in blood can’t
you like aids and things yeah / and erm | was a bit worried about you know erm [5] you know
what what what people can pick up from that and that sort of thing

MS95

[right

MS95
Right so you're worried — are you worried that you've picked something up in the
blood or that eh that erm somebody’s picked something up from

Even though the student wants to summarise, s/he realises after starting talking that s/he is not
clear about what it is exactly that the patient is worried about. Rather than summarising,
MS95 changes course and formulates a different type of question. This suggests that the

‘summarising question’ is only used when the questioner is relatively sure of the content.

Listing options and summarising are the main non-interrogative ways in which medical
students ask a question in the data. Even though these utterances do not have an rising
intonation or subject-verb inversion, they function as questions in that they are requests for
information and invite an answer. The following fragment from interview 88, however, is

food for thought regarding questions:

MS88

Obviously as a medical student | am willing to talk but there’s only a certain amount of things
that | can do / that's up to the doctors and | can talk to the doctors come and ask them to
have a word with you actually come and sit down and talk to you properly / but otherwise I'm
there’s just an extent to what | can do here / I'm more than willing to talk to doctors if you
would want me to

SP13/88

/you know | mean /hmm /sure sure sure sure

(2]

SP13/88
yeah

MS88
Would you like me to do that for you?
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MS88 offers to talk to someone on behalf of the patient. When SP13 answers with a non-
committal ‘yeah’ after a brief silence, the student asks if this is what the patient would like
him/her to do.

The difficulty in interpreting this fragment is that there might be different reasons for the
conversational participants to behave in this way. | shall offer some speculation, but remind
the reader that this is highly speculative in nature. One could suggest that the offer was a
question in the first place and that SP13’s answer was not clear to the medical student,
making the student rephrase and repeat the question. Perhaps the SP did not recognise the
declarative at the end of MS88’s turn as a question. It could also be that the SP deliberately
did not answer the first question in order to make the student pose a clearer question — on this
interpretation, the SP would be behaving in a certain way for educational purposes, i.e. s/he
wanted to find out if the student could rephrase questions appropriately. In the language game
of education, this type of response by the SP is a way of teaching students to be clear and
concise when communicating with patients. Another reason for the SP not to answer the first
question could be that the SP was playing an uncertain, and possibly emotional, patient deep

in thought. Looking at how the consultation continues, this seems a credible explanation:

MS88
Would you like me to do that for you?

SP13/88
erm

MS88
Or are you still a bit

SP13/88
Well | mean what what could you talk to them about what could you actually say to
them

These fragments from interview 88 show that it is hard to analyse questions without taking
the linguistic context of the question, the nature of these conversations and the role of the SP

into consideration.

Like medical students, SPs ask non-interrogative questions. A simple example of a non-

interrogative question was found in interview 100:

SP16/100
| don’t know if you know these are symptoms that you get if you have that
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The patient wants to know if certain symptoms are indicative of the HIV virus and asks the
medical student in an indirect way. By telling the student s/he doesn’t know if the symptoms
are associated with HIV, the patient apparently expects an answer consisting of more
information about symptoms — this has been interpreted as a question on the basis of the
definition given in section 3.3.2.3.1. Frequently, SPs portraying a nervous or distressed
patient (also seemingly marked by the number of hesitation markers such as ‘erm’, ‘eh’ and

silences) use this indirect way of asking a question, for example in consultation 94:

SP1/94

Erm [2] well it's just erm — it it is eh it's a bit of a worry about something and it's probably an
overreaction / it's erm you know probably don’t need to be worried about this / but [1] it's just kind
of playing on my mind and | just think it would be good to just run it past somebody / erm [1] really
erm erm | mean I’'m I'm having a whole load of tests at the moment for - I've got something wrong
with my bowels / basically they're trying to work out what it is / erm [2] so I'm having every test
under the sun at the moment / erm [1] and I've just got this worry / that erm [4] | think there’s a
very very small chance / that | could be erm [2] HIV positive / [2] and as | say it's probably
probably an overreaction but erm | was really just wondering whether / you could [2] maybe
find out [2] some information for me eh cause | I'm not one hundred percent sure what the
symptoms are / erm so | don’t know whether it could be connected or not / with /[3] my
symptoms at the moment

MS94

/((nods)) /yeah /((nods)) /((nods)) /yeah /yeah /((nod)) /((nods)) /((nods)) /((nod)) /yeah /((nods))
/ok what sort of

The SP is playing an anxious patient needing more information about HIV and asks this by
hedging and asking for information in an indirect manner. This suits the type of patient the SP
is portraying: shy, slightly ashamed, and feeling embarrassed about asking a student for a

favour.

6.2.1.4 ‘Minimal questions’

The definition of question as used for this thesis does not require an utterance to have a
subject or a verb (see the definition in 3.3.2.3.1). An example can be seen in a fragment from

interview 7:
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SP6/7

erm | am unhappy about the way | was spoken to the night that | was admitted and the way |
was treated by certain members of the medical team / erm and and | | have seen members of
the medical team talking down to students] some of you students as well and | don’t think
that appropriate either | thought you might understand where | was coming from / erm my
admission night was the worst night of my life

MS7

/((nods)) /((nods))

MS7
reallyt

The minimal question ‘really’ can be seen as an encouragement for the SP to tell the student
more about this — in that sense it can be interpreted as a request for more information and an
answer is expected. The function of this one-word question is the same as if the student had
said: ‘could you tell me a bit more about that’, and the intonation of ‘really’ supports this
interpretation. It must be noted that MS7 failed the assessment. MS7 used ‘minimal
questions’ on a number of occasions, which contributed to a style that could be described as
chatty and perhaps unprofessional. This is not always the case, as can be seen from this

fragment:

MS76

/lerm some some someone will come and talk to you | don’t know exactly who it'll be / but
someone who knows a bit more than | do

SP14/76

/all right

SP14/76
yeah

MS76
All rightt

SP14/76
So do | just stay here thent

Here, MS76 checks if the patient is all right with the situation as it is. This minimal question
gives the patient a chance to bring up any questions, doubts or worries that s/he might have.

In this case, the minimal question comes across as professional and empathetic.

An example of an SP asking a ‘minimal question’ is SP13 in interview 12:
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MS12
Your medical records are confidential

(1]

SP13/12
Yeaht

SP13 only utters one word and this word functions as a question, as it is a request for more
information about the confidential nature of medical records and requires an answer or
confirmation. When SPs ask these questions, they seem to do it in order to keep the student
talking — the extract of interview 13 above is followed by the student explaining more about
confidentiality. In the language game of teaching, the SP signals that the student needs to
explain more about this. In a way, it could be a way of telling the student that s/he is on the

right path in giving out information, and inviting them to continue talking about this topic.

6.2.1.5 “Tag questions’

Tag questions are short questions attached to a declarative or a negative®’. If the question is
attached to a negative, the tag question does not have a negating element and if the question is
attached to a declarative, the tag question will have a negating element. An example of a tag

guestion by the medical student is:

MS33
Yeah it it is it is tough and erm | understand that you will be worried about it though - it's
varicose veins you're coming in for isn’t it

SP16/33
yeah

MS33
Erm it is a relatively straightforward operation so | wouldn’t lose too much sleep over it

In this case, MS33 is checking if the information s/he has is correct. The way the question is
asked suggests that the student is fairly sure and just needs confirmation from the SP. One
could say a tag question is not normally a true question, as it does not attempt to find out
information from the other conversational partner. Nor does it usually expect an answer which
provides new information, rather than one which offers either a confirmation or existing

information, or sometimes no response at all. However, some tag questions do get a response
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from the SP, which led me to code them as a question. Medical students tend to use tag

questions apparently to show empathy, as in interview 1:

MS1
you just want to have it done // don’t you

MS1 knows very well that the patient wants to have the operation done at this stage in the
interview, because the SP has mentioned it many times. But in using this tag question, the
medical student has shown s/he understands the perspective of the patient. MS1 triggered
agreement by asking this question and invited more talk from the patient, thereby keeping the
conversation flowing. It should be noted that all medical students who asked a tag question,

were female.

Looking through the data, there seems to be a different reason for SPs and students to use tag
questions. SPs use tag questions in order to convey the patient’s emotion, especially
frustration and anger. This is illustrated in the following fragment:

SP3/2
That's you know that’s great isn’t it

MS2
sorry about that

The SP is playing a frustrated patient and expresses emotions of anger and helplessness by

asking a tag question. Another example was found in interview 8:

SP4/8
/I do do you think they [1] you would think the hospital would look after me a bit better than
this

MS8
Well //

SP4/8
/[ wouldn’t you?

Here, the student wants to respond, but the SP interrupts and adds a tag question to his/her
previous statement. Again, the SP portrays an angry patient. One reason for SPs to choose this

form to convey these emotions could be to give the student a chance, almost to offer them an
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invitation, to respond with empathy. After a tag question like this, the student has the

opportunity to show understanding for the patient.

6.2.2.6 ‘Embedded questions’

A question type much used by the SP and not used very much by the medical student, is a
type | will call an ‘embedded question’ because it seems to be embedded in more talk. At
times, questions were asked but the asker of the question would not wait for an answer and
would continue to talk. This happened mainly in the turns of the SP. An example is the

question by SP6, followed by more utterances in interview 87:

SP6/87
/I Well what’s the what's the what's the emergency that's come int if you don’'t mind me
asking | mean you - | I'm a nurse so you can - | work here so you can tell me

This SP asks a question and then gives more information about why the student should
answer. Again, there could be several reasons for this: the SP might want to offer the student
the opportunity to answer the question for exam purposes, the SP might be portraying a pushy
patient or the SP might just be a chatty person. In the language game of education, this could
be a way for the SP to encourage the student to pick up on cues. No matter what the reason is
for embedding the question in other talk, the function of this turn is still that of a question; an
answer is expected and a desire for information has been expressed. The same happens in
consultation 72:

SP13/72

/I who who who would be directly above him? in case it came to — let's say he turns
around — and I'm not saying it will but he does eh | think I'm entirely in my rights and | don't
think | was shouting and screaming - just in case who would be sort of — obviously with the
chief exec he's way up here ((points up)) but he’s here ((points)) who ((points in between two
points)) // is is

MS72
/I he he he is a registrar yeah?

SP13 asks a question followed by more talk, but the whole utterance still functions as a
question. The talk following the question is probably a defence of sorts, explaining why the

patient asked that question and clarifying the question.
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It must be noted that some questions embedded in talk do not function as questions, as is the

case in interviews 83 and 93:

SP4/83

/I what so I'm gonna to take another day off is that it /| eh I'm using up all my holiday I'm
- it's cost me money to come here today | | mean the the childcare / | work here - | work here
MS83

SP5/93

/l is my case — is my case not serioust | mean (( )) you know / like eh ((sighs)) [2] |
mean these veins are just ruining my whole life and | just want to get it all together you know
what | mean? get this operation out of the way so | can continue to go to the gym take my
wife out go swimming / all the things | haven’t done for the last eighteen months but | | know
it's not your fault but I'm really annoyed about this

MS93

/HMM /((nods))

In both cases, the whole utterance seems to function as an expression of frustration. The
questions in these examples are not requests for information nor do they expect a direct
answer. One could argue that the interrogative is not a real question but has the illocutionary
force of showing annoyance or other emotions. Another way of looking at these embedded
utterances is that they were meant as genuine questions that require an answer but the SP
changed their mind and decided to talk more about the feelings of the patients. The reason for
the SPs to do that could be to direct the conversation away from practical questions about
days off and the seriousness of their case but rather focus attention to the effect the cancelled

operation has on the patient.

6.2.2 Other findings

The overview given in the previous paragraphs gives a good idea of what types of questions
are used by each of the participants. This section reflects on individual questions that are not
categorised but stood out in different ways. There were two interviews in which there seemed

to be a struggle for the position of questioner. One of them was interview 15:
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SP3/15

Yeah | did actually erm | just wanted to check with — the reason | wanna talk to you is really
just to ch[at] have a chat about something erm to check that you don’t put anything in my
notes — | mean do you — if if | told you something you wouldn’t have to put anything
down on my notes would you

MS15
Right like erm for - like what for instance?

SP3/15

Well it's just | want | want — the reason | can't talk to a doctor is | don’t want them to put what
I've said down on my notes / and I'm wondering if if | talk to you would - do you have to put
things down on notes?

MS15

/ok

MS15
Erm well would you would you like to tell me what it is or would you rather

In this fragment, the patient wants to know if any information they disclose will be written
down in their medical notes. The student does not want to answer until s’/he knows what kind
of information the patient is talking about. This causes the SP and the student to repeat the
same question to each other several times (more than is shown in this extract). Neither the
patient nor the student wants to answer the other’s question before knowing more about the
situation. This means both participants prefer to be the questioner rather than the answerer at

this point. Later in the consultation, a similar thing happens again:

SP3/15
/[IYou think | should // have the test

MS15
/[Yeah | think you should have the test how do you feel about that

(1]

SP3/15
And you and you really feel that even though this isn’t the sign of HIV erm it could be a
possibility having it anyway

MS15

Yeah eh | mean | don’t know erm but | mean this person you can contract it from erm sexual
intercourse so [1] yeah | think so do you think you’ll be willing to talk to somebody? |
mean [1] | can come with you as well if that would help
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Again, in this second fragment both conversational partners prefer asking a question over
answering one. This might be the reason why this particular interview lasts for a relatively
long time (13 minutes and 6 seconds). After the first question by the SP, the student answers,
but immediately turns the answer into a question back to the SP. The SP in turn asks a new
question about the reason for getting tested. This time MS15 does answer, but a new question
is included again. It must be noted that student MS15 was rewarded with three As for this
consultation (i.e. 12 points). The other interview in which there seemed to be a lot of
questions going back and forth between SP and student was interview 3, also rewarded with
three As:

SP4/3

Could | ask you could you have a word with him? could you have a word with the surgeon is
what | was wondering if if you could you have a word with the surgeon and and just tell
him that | was unhappy1

MS3
Well erm | can do that for you erm would you like to speak to him face to face perhaps or
maybe speak to any of the other doctors on the team

SP4/3
| don’'t know eh do you think that is what | should do

MS3
Erm [3] well if you feel that you've been treated in the wrong way then

SP4/3
Well - it could not been taken somewhere else to be examined

The SP and medical student seem here to prefer asking questions to giving answers, but the
nature of this sequence is different from that of the sequences in interview 15. In interview 15
the participants seemed reluctant to give an answer out of fear of it being recorded (SP) or
fear of saying the wrong thing or not knowing the answer without hearing more about the
problem (medical student). In consultation 3, the SP asks the medical student a question. The
student responds positively to the patient’s question, but offers a different option and asks for
the patient’s opinion. The patient in turn asks the student what they think is the best thing to
do, a question the student doesn’t answer directly. The student bounces the question back:
does the patient feel mistreated? To answer this question, the patient needs the answer to yet

another question. This sequence does not show the two participants being stuck in a loop, but
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rather the questions seem to be the vehicle to get the whole picture and to come to a shared

decision.

The way SPs ask questions can influence the exam. In consultation 84, the following happens:

SP14/84

Erm I've really just made this appointment to see you cause | just wanted to ask your advice
really / erm it's about erm well I'm thinking of making a complaint / to ask somebody — the
doctor / basically who works here / erm and | just really want to test out with you / whether or
not you think | should do it / you know | | was — shall | tell you the situation?

MS84

/ok /RIGHT /ok /hmhm /right /ok

MS84
Yes that would be a good idea

The SP asks the medical student if s/he should tell the student about the situation, which is a
question the student is unlikely to say no to. If the SP had stopped talking after ‘you know I 1
was’, the student would have had to take the initiative to encourage the patient to continue
and tell the whole story. This would have required more effort on the student’s behalf and
would have meant that the student could show his/her communication skills off in the
assessment. One could therefore say that this SPs behaviour is limiting the opportunities of

the medical student to perform well. This happens again in interview 59:

SP9/59
/l Can I tell you - | can tell you more about it if you like

Again, this question will always get a positive response from the student, because it means the
student gets more information without having to make an effort or word an appropriate
question. This type of offer to tell more was only found in these two consultations, which
could mean that these two students did not have to ask a probing question where other
students did.

In some scenarios, the SP challenges the medical student more than in other scenarios. This
can be seen in the number of questions asked by the SP. Scenario 1 was associated with a
significantly lower number of student questions and a significantly higher number of SP

questions. A fragment of interview 29 may show a reason behind these statistics:
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SP8/29
/I Ok where do we go from here then - when is the procedure

MS29
Erm we’ll make an appointment for you again as soon as possible and that will be sent to you
and (( )) convenient for you hopefully that will be quite soon

SP8/29
So you’ll send me

MS29
Another appointment

SP8/29
Right and when will | receive thatt

MS29
As soon as possible | | don’t know when that is

SP8/29
Does anyone know when that ist

MS29

Yes it's only cause I'm a medical student that | can't tell you in days but it it should be should
be at the beginning of - a week or two | should think but I'm afraid because I'm a medical
student | don’t know the ins and outs of the clerical practice | can just tell you it will happen as
soon as possible

SP8/29
And in the next couple of weeks | should hear when my operation will be rescheduled
for

What happens in interview 29 is representative of what happens in all interviews dealing with
this scenario. The patient is told that their varicose vein operation has been cancelled. The
patient has many questions about rescheduling the operation and asks a lot of practical
questions, to which a third-year student realistically does not have an answer. In the fragment,
we see a lot of questions being asked by the SP. From the patient’s perspective, the goal of
these questions is to find out when they will hear information about the rescheduled
operation. The challenge for the students is to communicate their lack of knowledge in an
appropriate and sensitive way. The medical student does not seem to be getting control over
the first part of any adjacency pair, since the SP keeps on asking questions. Even when the
student tries to explain their role and their lack of knowledge, the SP follows this up by asking

a question and thereby not giving the student a chance to ask a question themselves.
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There are different ways in which questions play a role in the SP’s delivery of the scenario.

Interview 28 shows a medical student asking the opening question and the SP asking the next

three questions - two to check if it is ok to chat and one to ask about HIV:

This means that in the first 30 seconds of the consultation, the SP has asked the student three
questions. As discussed in the Background Chapter, a question gives a person power over the
realm of possible topics that the answerer can talk about. Interview 27 shows a different SP
playing the same scenario:
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MS27
Nice to meet you I'm a medical student erm how can | help you

SP4/27

Right erm | just wanted to talk to somebody that wasn't erm [2] that wasn't a doctor really /
erm [2] erm [2] yeah erm [1] it's | just need to know whether erm [1] that you won’t talk about
this with anyone else / is that is that okt

MS27

/((nods)) /((nods))

MS27
Yes ((nods))

SP4/27

yeah [1] good [2] right erm [4] thing is eh erm [1] I'm coming in for these these tests / I've got
this bowel / problem / erm [1] and and nobody knows what's wrong really / everyone’s looking
and I've got to got to have these tests got this barium enema today / [1] and erm [1] nobody
knows what's causing the problems cause there’s a [1] there’s [2] cause there’s there’s blood
in -when / | go to the toilet / there’s there’s there’s traces [1] of blood and [1] it's just that |
think | know what the problem is but | just want to erm [2] just to talk to somebody about it
really / erm [3] just that you could erm [2] you could you could erm look it up or something
and and maybe you could tell me whether the symptoms that I've got are you know we we
could f[ind] find the problem if you could do that that’s all | was [1] that | was thinking

MS27

/OK /((nods)) /hmhm /HMHM /hmm /((nods)) /hmhm /OK

MS27
Right | mean wha[t] wha[t] what do you actually think is actually the problem

SP4/27
Erm | think | think it's HIV

As in interview 28, the student asks the first question. Also as in interview 28, the SP then
checks if it is ok for him/her to talk to the student confidentially. Unlike in interview 28
though, the SP does not repeat this request and goes straight into talking about the patient’s
worries. Similarly, in contrast to interview 28, the patient talks about their worries without
asking the student a question about them. Student 27 then asks the SP what they think the
problem is. In the earlier stages of this interview, the student regains control over the first part
of an adjacency pair. This is because the SP gives the student an opportunity to do so by not
asking a question themselves. Student 27 was rewarded with three As (12 points), whereas
student 28 was rewarded with two Cs and a D (5 points). One cannot of course say that this is
entirely because of the role-player, but the two fragments that were discussed do show that
MS27 and MS28 were presented with different levels of challenge. The questions looked at in
these two fragments all occurred in the opening phase of the consultation, which will be

further analysed in the next section.
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6.3 Topic maintenance

As mentioned in the background chapter, control over the flow of the consultation is analysed
here as consisting of asking questions and managing topic development. The aspect of topic
development that has been the centre of this analysis is topic initiation. This could mean
initiation after a silence, shared initiation of a new topic or a sudden initiation that shuts down
a previous topic. A topic initiation is only successful if the topic is acknowledged by the
other conversational partner, which means that topic following behaviour should also be

considered in analysis of data.

In this section, findings on how topics are managed and developed will be discussed. First, the
linguistic behaviour of the medical student will be described and analysed. Then, the SP’s
topic initiations and topic following behaviour is taken into account. The terms ‘language
game of medicine’ and ‘language game of education” will be used to clarify analysis of the

examples given.

6.3.1 Topic maintenance by medical students

Medical students get some information before the simulated consultation starts (see the
‘student notes’ in Appendix 2). This next section will give an overview of what the students’

role is in the development of topic.

6.3.1.1 Topic following behaviour

The first aspect of topic maintenance analysed in students’ language was topic following
behaviour. Generally, students were very good at following topics that SPs initiated. Medical
students tended to follow up new topics by questions and reacted to what the SPs were saying,

as the following example shows:
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In this example, the SP mentions his father dying. The medical student responds to this new
topic immediately by asking what the father had died of. After that, the medical student asks a
question to check if the father’s death might be related to the patient’s lump. All the content
of this extract has been provided by the SP: the SP was the one the start about the lump on his
testicles, the SP was the one to start talking about being afraid of ‘something serious’ and the
SP was the one initiating the topic of testicular cancer. In nearly all scenarios, the same
pattern was visible: the SP would initiate topics and the medical students would follow this
topic and ask questions about it.

However, in some scenarios, students do not show good topic following behaviour. An

example of a medical student not following a topic initiated by an SP can be found in
interview 41:
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The SP asks if the medical student thinks a complaint is appropriate in this scenario. The
student seems to ignore the topic of complaining by trying to find out which doctor it was
who was involved. The student then offers a solution that requires the patient to talk to the
doctor or other members of staff. The actual question ‘do you think I should complain’ and

the topic of complaining is not followed by the student.

In the data, there are examples of medical students not following the SP and the SP trying to

correct this behaviour. This is shown in interview 8, for example:
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In this example, the student is about to disagree or adjust the statement made by the SP. The
SP does not give the student a chance to do this and interrupts by repeating the question. In
the language game of teaching, the SP is teaching the student to follow the patient by
reiterating important points that haven’t been followed up. In this case, the SP teaches the
student not to disagree with a frustrated patient but to follow their line of thinking and to

show empathy.

6.3.1.2 Topic initiation

Topic initiation by medical students does not occur much, but examples were found mainly in
scenario 4, in which a patient is afraid s/he might have HIV. Students initiate topics like
sexual relationships, HIV tests and GUM clinics, as shown in the following examples:

SP3/15

I’'m very anxious / [2] | mean | just made the assumption that eh if this isn’t the si[gn] the first
signs of HIV then | haven't got it / that’s just the assumptions that I've — that's what's been in
my head

MS15

/hmm /right

MS15

Yeah | mean unfortunately it doesn’t work like that does it? | mean you you you may not have
sym[ptoms] you may not have symptoms for ages or you know | | mean | can't tell you but
because this person has rung you up they've obviously - they are quite concerned
themselves it must take a lot of courage / to to tell you in the first place and then there’s other
people | mean are you erm in a relationship at all?

SP3/15

/yeah

SP3/15
No

MS15
You're not [1] but erm since this person have you [1] have you been in / a relationship

SP3/15
No

MS15
You haven't

In this example, MS15 initiates the topic of relationships. The SP gives a one-word response,
but the student does not move away to a different topic; s/he checks again if there has been

any relationship since the sexual relationship with the HIV infected person. Students show
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more proactive, topic-initiating behaviour in this scenario, signifying how important they
seem to consider HIV to be. Most students, like MS15, ask questions about other relationships
and about contraceptive devices. Student 100, like a few other students, initiates some

conversation about a GUM clinic:

MS100

Yeah erm you can you can go to a erm erm a GU medicine centre which is a
genitourinary centre and they can do tests and give you advice and talk to you about things
and it's completely separate and they don'’t tell your GP anything unless you want them to or
unless you give your permission and they know a lot about things like that and can reassure
you and give you advice and see where you wanna go from there [3] cause you probably
need to talk to somebody who knows a bit more about this than me / erm [2] but I'm sure that
I can find out some people that you could talk to that aren’t people here / if you don’t want to
talk to people here

SP16/100

/((nods)) /yeah

Students initiate topics such as tests, GUM clinics, previous relationships and protection with
which they stress the severity of HIV. Students seem know enough about this topic to talk
about it more and to control the flow around this topic. Students also stress the importance of
doing an HIV test and talking to a medical professional:

(2]

MS24
Ok so have you ever had a HIV test in the past?

SP13/24
No

MS24
and have you got any particular reason to believe you might be at more risk

After asking about a test, the student moves on to other questions, but picks up the topic of

testing again later in the consultation:

MS24
Ok [3] are you interested in having an HIV testt
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This is when the SP brings up issues around the confidentiality of medical notes. When the

student deals with those appropriately, the SP picks up the topic of being tested themselves:

SP13/24
hmm [2] how easy is it to set up an HIV test - how quickly can it be done

In the language game of education, this teaches the student that their own ideas of what is best

for the patient will only be taken into consideration if the patient has been listened to and if

the patient’s concerns have been taken into account and have been dealt with appropriately.

There are some examples of students initiating a topic in other scenarios. In the scenario of
the cancelled operation, for example, the medical students have to break the bad news of a

cancelled operation and thus initiate that topic:

MS78
Hi erm I'm [FN] I'm a third year medical student

SP15/78
Hi hi

MS78
| understand you're supposed be here for varicose veins surgery?

SP15/78

Yeah that's right / I've got an operation today
MS78

/ oh:: 1 ok

MS78

Unfortunately I've got some ((leans forward)) very bad news for you / eh SHO’s had to
go away to an emergency situation / so he won'’t be available to see you today

SP15/78

[right /right

SP15/78
What — so that means | can’t have my operation?

The student checks if the patient is indeed present for a varicose veins operation and after

confirmation, breaks the news of the cancellation. After the start of the consultation, however,

the pattern seems to resemble other scenarios, in which the SP initiates a topic (when the

operation will be rescheduled, why this happened, etc) and the student follows.
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In section 2.2.3.2.2, different markers of topic extinction were mentioned. In the data,
especially silences and the use of short words like ‘erm” and ‘right” were used when
conversational participants failed to continue a topic. After these silences, new topics were
started. This was sometimes done by the medical students:

SP5/6

Yeah - no she is not I'm not even sure where she’s having a test eh eh eh test done to be
honest because she’s being very vague/ | mean the way she’s said it is as if she has only she

she she’s just gonna have this test to see if if she’s got a problem / I | | tend to sense -
because | know her / and | tend to and | tend to sense there is a bit more there that she’s not
being upfront with me you know what | mean

MS6
/hmm /((nods)) /HMM

MS6
| SEE

SP5/6
yeah

MS6
and have you been in contact with any of the members of the consultant’s team
perhaps one of the junior members?

In this example, the student says ‘I see’, possibly to show understanding, possibly to close
down the current topic of conversation, or possibly to encourage the SP to talk more. The SP
does not add anything to the previous topic, which might encourage the medical student to
initiate a new topic, namely that of talking about the issue with medical professionals. In this
example, a topic was closed and a new one was started without there being silences. In the
data, however, silences sometimes occurred before medical students initiated a new topic, as

in interview 77:

(2]

MS77
Hmm were your friends and family with you?

SP155/77
My my partner was with me yeah

MS77
Yeah
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The silence might have been a reason for the medical student to think of a new topic, as it is a
signal of a previous topic having ended. In the language game of teaching, the role of the SP
in silences is very important. If the SP is quiet for long enough, it encourages medical
students to initiate new topics and to take control. At times, students initiate a new topic after
a silence in an inappropriate way; they close down a topic which looks as if it should have

been investigated further. This happens in interview 25:

SP17/25
This is the second time this is happened to me

MS25
Isit ?

(3]

MS25
Like | said this person is very seriously ill and that’s why all all operations — you're not
the only person it's everyone that's come in for an operation today

In this case, the student could have asked more about what happened to the patient the first
time their operation was cancelled. Perhaps the student is trying to do just this by asking ‘Is it’
but the SP does not respond and stays quiet. In the language game of teaching, the SP’s
silence could be a way of encouraging the student to ask a better question or to show
empathy. Instead, the student moves on to a different topic, namely the reason why the

operation was cancelled.

6.3.2 Topic maintenance by SPs

As mentioned above, there are more examples of SPs initiating new topics, although this
seems to be quite topic-specific. The next section will focus on how and when SPs initiate

topics and will analyse their topic following behaviour.

6.3.2.1 Topic following behaviour

As mentioned before, SPs are the conversational participants who are in a position that makes
it easy to initiate topics. However, sometimes the medical students initiate a topic, for
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example by asking a question, by taking control after a silence or after markers of topic
extinction. When this is the case, SPs do not always show good following behaviour, as is
shown in interview 3:

MS3

well I'm sorry you feel like that and [2] obviously there is a problem there if you been erm if
you've been upset by that erm [2] erm [3] would you would you like to pursue it further or

[4]

SP4/3
do you think it's do you do you think it's wrong though

MS3
Well erm

In this example, the medical student is pursuing the topic of complaining, and is asking if the
patient wants to complain officially. The SP is quiet for a little and changes the topic, by
asking the student directly if s/he thinks what happened was wrong. The word ‘though’ seems
to link the SP’s question to the previous utterances made by the medical student; it seems as if
the SP has heard the question and wants to respond, but needs to have more information
before s/he can answer the question. In the language game of education, the SP’s behaviour in
interview 3 challenges the student to deal with a difficult situation, namely answering a
patient who is asking for their personal opinion. In the language game of medicine, however,
the SP is portraying a patient who does not follow the doctor’s topic initiation and avoids
answering the doctor’s question, which may not be the behaviour of a ‘typical patient’. A

similar, but slightly different thing happens in interview 5:

MS5

Hmhm well would you like me to find someone higher up the team for you to talk to1 or::
would you like me to find out the complaints procedure if you wanted go down more formal
channels at this point erm certainly | think the thing for me to do is to pass it on to somebody
more senior in the team

SP6/5
it is definitely not normal

MS5
no

SP6/5

eh you don't think | am overreacting you don't think other patients would have thought that
was ok or
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Here, again, the medical student asks what the patient wants to do regarding complaints
procedures. The SP, however, does not answer the question but steers the topic back to the
question of whether the experience was normal or not. In this case, however, the SP does not
use silence to change the topic but seems to ignore what the student has said and starts talking
about the consultant’s behaviour. The new topic has not been linked to the previous topic. By
not following or acknowledging the topic proposed by the medical student, SP6 might give
the message that the student should not have brought this topic up. SP4 did acknowledge the
previous topic, by using silence before the topic change and by adding the word “though’,

thereby signalling that the student did not do anything wrong by raising the topic.

SPs tend to be especially bad topic followers when the medical students talk about very
practical matters, such as for example complaints procedures, as is illustrated in this extract

from interview 64:

MS64

Right well | think if you — if you do want to make a complaint | think the the best thing that you
can do is is to try and erm maybe speak to the doctor yourself / erm but the hospital does
have erm you know eh ways of complaining / you know routes you can go through erm to
actually //

SP2/64

/((nods)) /yeah

SP2/64
/[And the worse thing really was the fact that he he stuck a finger up ((gestures))

(2]

MS64
Right he did an examination yeah

SP2/64
And it was so painful and everybody heard and oh ((sighs))

In this example, the SP interrupts the medical student (who is talking about practical ways of
taking the case further) with a statement about his experience and his emotions. The student is
quiet for a bit before following the newly initiated topic. In the language game of education,
the SP is steering the student back to territory that s/he can deal with, namely showing

empathy and asking questions about a patient’s experience.
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6.3.2.2 Topic initiation

SPs play the role of a patient and have studied their briefing pack. This means that SPs have a
lot of information about the role-play; they know who the patient is, what happened to them,
what the context is, etc. The third year medical students only get a few lines stating which
patient they will see and what the main objective of the conversation is. They have little
medical knowledge, little knowledge about general hospital procedures and are mostly
following topics that are initiated by the SP. This paragraph will look at different ways in

which the SPs initiate topics.

Firstly, SPs initiate topics during their talk. A student can ask a SP a simple question and in

the answer, the SP will initiate topics, as in interview 35:

MS35
Can you tell me what happened

SP9/35

Erm well [1] basically | came in last night and | was in quite a lot of pain erm obviously
[1] and erm he he he started asking questions all sorts of personal questions erm that
everyone has has been able to report back to me this morning things about what what
sexual transmittable diseases I've had and all sorts of questions like this erm
gue[stions] basically he was asking me if | was an alcoholic in a very loud voice [1] and
then eh [1] announced to everybody on the ward that he was going to give me a rectal
examination which he then did erm you know nothing kind of poked around everyone
could hear every detail you know everyone else was trying to sleep erm and they’ve
heard everything and they’re all very embarrassed on my behalf erm they all (( )
and [1] and then he’s announced in a loud voice that he was going to give me you know
app[endicitis] app[endicitis] appendicitis and {peridilitis}and and so on and just -

Most of the scenarios are cases in which the patient has a story to tell, or a worry to share. A
lot of the content of the consultation therefore comes from the SP, which corresponds with

findings in 5.1 where it was found that SPs talk more than medical students.

Another way in which SPs initiate topics is by asking questions. This happens in interview 11,

for example:

SP3/11

/lyeah but | was and | am telling you that that / that is what happened / he took me up on the
ward and he and he spoke very loudly and aggressively and did this examination and |
mean | don’'t know is that where they normally do it?

MS11

lyeah yeah /ok
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In interview 11, an SP asks a question about a procedure as a way of initiating a conversation
about how this procedure should normally be done. In the language game of education, the SP
is challenging the student to communicate their (lack of) knowledge and is giving the student

an opportunity to talk about hospital procedures in general.

Finally, SPs initiate topics after silences or topic extinctions. When topics end, this is often
signified by the student being quiet or using linguistic markers of topic extinction, as in this

example from consultation 23:

MS23
| don’t know myself like what the risk what how the disease how whether if the disease can
be transferred that easy I'm not sure | don’t know myself so erm

SP1/23
Right

MS23
erm

SP1/23
Well do you think | should do something about that

The SP responds to the student’s utterance with a minimal encourager (‘right’), but after that,
the student seems to be unsure of how to continue. Because the student does not take control,
the SP then initiates a new topic by asking a question to keep the consultation going. A

similar thing happens in interview 45:

MS45
Yeah I'm afraid just - eh it will be rescheduled erm but today it's not going to be possible

(2]

MS45
Erm

(1]

SP12/45

J[ust] just out of nowhere y[ou] y[ou] | | was ready to go now / | | thou[ght] ((sighs)) [3] it's
already been cancelled once before

MS45

lyeah
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To start with, the student is quiet to give the patient the chance to respond. When the SP keeps
quiet, the MS says ‘erm’, possibly because s/he knows it is their turn to speak if the patient
doesn’t speak. There is another second of silence, but then the SP responds. In the language
game of education, a good use of silence by the student should be rewarded with more
information so the student can continue the consultation, which is exactly what happens in
interview 45. At times, the SP starts talking after a silence to help out the medical student, as

in the following example:

SP9/43

((leans forwards, head in hands)) | try | mean you get eh | hate operations anyway and you
get so psyched up [4] | mean | I've ((sighs)) I've got you know I've got I've arranged childcare
now as well you know | haven't got the time - oh [2] this is pointless and I'm - out of my own
pocket yeah ((mumbles)) this is stupid ah this is crazy you know | work here whole day every
day on - you know erm and | got varicose veins and they are huge and they're absolutely
killing by the end of the day - on your feet and after an hour they start throbbing and | just [1]
you tr[ust] you spend day in day out in this hospital trying to give your best each day and you
can't actually get the thing that's wrong with you sorted out

MS43
HMM

9]

SP9/43

((mumbles)) °it’s not your fault | know and® I'm s[orry] / | don’t wanna take it out on you |
just - it’s just so frustrating [3] and what am | supposed to do now?

MS43

[it's ok it's all right

The SP gives the medical student a lot of time to respond, but eventually speaks again,
perhaps demonstrating less aggression and asks a clearer question. This could be because the
student does not know what to say next in the consultation, which in the language game of
eduation requires the SP to step in and help the consultation move forward. On the other hand,
it might have been hard for the student to respond to the SP, as s/he addresses many different
topics; in one turn, the SP mentions hating operations, childcare, money, working at that
hospital, varicose veins and how they affect her/his life, and frustration about the operation
being cancelled. It is possible that the student is silent for a long time because s/he does not
know which part to respond to. After the silence, the SP asks a more focused question which

the student does answer, and the consultation moves on.
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6.3.3 Other findings

When immersed in the data, | found that the content of the topics that students and SPs were
initiating was also worth investigating. It appeared that students and SPs have different
agendas in the simulated consultation which were clear from their choices of topics. In this
section the content of both the student’s and the SP’s topics will be explored, as well as the

struggles that occur when participants want to talk about a different topic.

6.3.3.1 Which topics?

This paragraph will aim to describe the content of students’ topics. As mentioned before, SPs
initiate more topics because they have more information and knowledge about the scenario.
This teaches the student to follow cues from the patient and to ask appropriate questions.
When the students initiate a topic, for example through asking a question, they can be topics
that are quite practical in nature. The following extract from consultation 35 is an example of
this:

SP9/35
yeah

(2]

MS35
Erm I'm not sure what you're suggesting would you like to speak to another doctor about it

(2]

In this example, MS35 is unsure what to talk about with this patient and proposes to go and
get another doctor to talk to. There are quite a few examples in which medical students ask
these types of questions. It seems as if they feel that they should solve something in the
consultations, whereas the goal of the assessment interviews is to observe whether a medical
student can converse with a patient appropriately, show empathy and ask questions that elicit
the patients experience, thoughts and feelings. Medical students might not understand the
exact goal of the assessment and feel that they need to call on other health professionals
(receptionists, nurses, doctors, patient liaison services) in order to deal with this consultation.
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The SP is the one initiating most topics and nearly all their narrative consists of an experience
they have had or a worry that they have. This means that, besides the facts of their experience,
emotions play a big part in the way they communicate with the medical student. The topics

initiated by the SPs often have to do with emotion or frustration, as in this example:

(6]

SP17/61

| mean you just get yourself all psyched up for something like this / you know as | say |
haven't eaten all day / [2] and then pfff [4] and | just want it sorted / as well

MS61

/hmm /((nods)) /[HMM

In the simulated consultations these utterances in which the SP describes his/her experiences
are the building blocks of the conversation. These expressions of frustration, emotion and
worry have more functions; as mentioned before, when the student is lost for words or is
talking about things that do not matter in this examination, they can be used to steer the

student back to what the consultation is really about.

6.3.3.2 Struggles

The SPs are at times focused on their emotions, frustrations and worries. The students, on the
other hand, tend to be solution-driven and eager to call in different health professionals to

help out. In interview 81 this results in a series of turns one could call a “topic struggle’:
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MS81

No I'm only a third year medical student | don’t really know much about / what kind of
information to tell you about that

SP9/81

/yeah

SP9/81
| mean is this something | should worry about

MS81
Erm have you spoken to the doctor at all about this

SP9/81

No ((laughs)) no to be honest I'm I'm | mean no offence intended but | | abs[olutely] | hate
doctors | absolutely hate doctors | hate hospitals | hate being here erm erm no | haven't really
said anything about it

MS81
Do you not think it's a good idea to talk — to speak to a doctor about it}

SP9/81
Priff

MS81
Just to put your mind at rest

SP9/81
Yeah probably erm [4] I've been worried for the last six months so erm [2]

MS81

But you’re erm you're obviously concerned about it cause you're speaking to me about it / |
mean — what | was gonna say is I'm not really the best person to be speaking to cause | don’t
really know much about it | think it's probably best you speaking to a doctor

SP9/81

/Yeah

The student mentions that s/he is only a third year medical student and might not know a lot.
The SP ignores this and asks a question, which in the language game of teaching could steer
the student away from insecurities and might move the consultation along. The student is still
not sure and asks if the SP has spoken to a doctor. The SP answers the question and begins to
speak about a general feeling of discomfort at being in a hospital. This gives the student a
chance to show empathy and explore these feelings of the patient. The student does not follow
the SP’s cues and mentions a doctor again. In this extract, the SP gives the student several
cues which could lead the student to ask questions, or to show empathy. The student seems to
have a different perspective; s/he appears to think that s/he knows nothing and needs to refer
this patient to a doctor because s/he can not do anything for this patient. The SP’s attempts to

keep the student on topic fail; the student refuses to follow.
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The example from interview 81 is an exception in the sense that the struggle is quite explicit
because the student does not follow the topic, and because the struggle takes more than two
turns, which only happens in a few consultations. However, in scenario 4 it is much more
common for the SP and the student to have a struggle about topic which will be shown below.
Scenario 4 deals with a patient who is worried about having contracted the HIV virus but who
does not want to have this written down on their notes. The following extract is a good

example of what often happens in this scenario:

MS28

Well | can understand why you're so — why you're worried about it because — eh but I'm really
not the person to be talking to about this / because | eh | don’t have any expert knowledge on
the subject because I'm only a student

SP9/28

lyeah

SP9/28

Is there any way to get hold of any information for me do you think? / you must have like
textbooks and stuff you could probably look something up or

MS28

lerm

MS28
| think it's really important — because you’re worried about this that you do talk to a doctor

SP9/28
But | don't really want to talk to a doctor about it

Before this extract, the SP has mentioned not wanting to talk to a doctor several times. The SP
responds by asking a question which in the language game of teaching is a cue for the student
to talk about something else. However, the student thinks HIV is so important that the patient
must talk to the doctor. Therefore, the student does not follow and perseveres. Most of the
interview is a struggle between the student wanting the patient to talk to a doctor and the SP
trying to find ways to steer the student to a different topic. This is another extract from the

same interview:
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Interestingly, the student mentions that referring the patient to a doctor is all s/he can do, that
s/he *can’t be any more help than that’. Even though the examples in this section are all
exceptions because of their length and because the students do not follow, they do seem to
paint a picture of how students perceive the exam; the students might find it hard to think how
they can help a patient, might feel out of their depth and struggle to see what is expected of
them. If this is the case, it might be worthwhile to have a pre-assessment session or a teaching
session in which this is addressed.
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6.4 Summary of findings

This chapter looked at the way both participants influence or direct the flow of the
consultation by asking questions and initiating conversational topics. The number of questions
posed by each participant was measured, and sociolinguistic analysis aimed to find out what
types of questions each participant asked and how they participated in the development of the
topic.

Quantitative analysis showed that SPs and medical students ask a similar number of questions
(49% medical student questions, 51% SP questions). Figure 11 shows associations between
the number of questions and other variables.

Figure 11: Associations between covariates, number of questions and outcome variable
- — |

Covariates Measured variable and Outcome variable
significant associations

Simulated Patient Total questions

SP questions

Grade
MS questions /

Scenario
Gender SP
MS
Total

Significant association
====:=::= Gjgnificant association

— — Univariable association (not confirmed by GLM)
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This figure shows that scenario is significantly associated with the number of questions asked
by both participants and in total. The SP role/playing the scenario is significantly associated
with the number of questions asked by that SP. SP gender was univariably significant in its
association with SP questions, with female SPs asking more questions than male SPs.
However, GLM testing showed no significant link between the gender of the SP and the
number of questions they ask, although the P value came close to significance (p=0.57). The
number of questions asked by the medical student is significantly linked to grade; the more

questions a medical student asked, he higher his/her grade.

Qualitative analysis of questions highlighted some differences in the way students and SPs
asked questions. The types of questions found were:

a) Questions asked in the opening phase of the interviews

b) “Direct” questions

c) “Non-interrogative” questions

d) "Minimal” questions

e) "Tag  question.

f) "Embedded” questions
Questions from category a) are mainly asked by medical students, whereas questions in
category f) are exclusively asked by SPs. SPs seem to be a bit more comfortable asking
“direct questions”, in which the question doubles up as an exam question. The SP often asks
these questions when playing an emotional patient who wants more information. Students ask
direct questions, but not when they address future plans or the patient’s wishes. In that case,
students tend to use questions from category c), mainly by listing things that the patient could
do. SPs also use non/interrogative questions, mainly as indirect requests for more information.
The tag question is used by SPs as a sign of anger and frustration but used by the medical
student as a sign of empathy or a way to check if certain information is correct. In scenario 4,

the SP has a lot of questions for the student due to the nature of the scenario.
There are segments in the interviews in which there seems to be a fight for the position of

“questioner”, perhaps because the first part of the adjacency pair is a good starting point for

taking control in a conversation.
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When it comes to topic maintenance, the student is mainly the topic follower. The SP seems
to “drip feed” information into the consultation. The student initiates topics in only a small
number of occasions. One of them is in scenario 4, in which HIV is the main topic. Here, the
student initiates a lot of questions regarding testing, previous partners and contraception.
When the SP is quiet for a while, the student is more likely to initiate new topics.

SPs initiate during talk, in questions and after silences or topic extinctions, or when patients
get stuck. SPs are not good topic followers; there are occurrences in which the SP does not
follow but starts a new topic of conversation so as to steer the student away from practical
issues such as complaints procedures towards the experience and emotions of the patient. In
general, students are likely to talk about practical issues and often offer to get someone else to

talk to the patient.
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7 RESULTS -MANAGING THE FRINGES

7.1 Openings

The following section will focus on the way the simulated consultation is opened. In the
general overview of data (Chapter 4) it was noted that the examiner will tell the SP and the
student when the simulated consultation starts. The opening phase that is of interest for this

analysis is the phase following this “starting signal’.

7.1.1 Medical students’ language in the opening phase

The first observation from the data is that medical students take control in this opening
sequence without any hesitation. Starting a consultation seems to be quite formulaic and most

medical students show the same behaviour at the opening sequence of the interaction.

In more than half of the cases, the opening sequence consists of the same four elements,
namely: checking the patient’s name, introducing themselves, introducing their role and
asking the opening question. This is in concurrence with the literature as discussed in section

7.1. These four elements can all be mentioned in one conversational turn, as in interview 21:

MS21
Morning Mrs Steel my name is [FN LN] I'm a third year medical student | understand you've

asked to speak to one of ust
SP16/21

Erm [1] yeah | just needed to speak to somebody really | didn’t | didn’t feel | could speak to
the doctors [2] yeah erm [2] just [1] I'm in a bit of a pickle at the moment erm

However, some students take more turns in order to do all four aspects of the introduction, as

in interview 38:
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In this example, the student first checks the patient’s name before introducing him or herself.
After the introduction, MS38 seems to ‘settle into’ the consultation before starting with their
opening statement. The comment “it’s nice to meet you’ can be interpreted as a way of closing
the opening phase and moving on to the consulting phase.

Most students who mention all four elements as mentioned above, do this in two turns, as is

shown in 82:

First, student 82 checks that s/he is talking to the right patient. After having confirmed the
name of the patient, the student introduces themselves and mentions why they are here to talk
to the patient. This final phrase ‘I’ve been told you’ve asked to speak to a medical student’, is
the student’s opening statement after which the patient can explain why they want to speak to
the student.
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Less than half of the students leave out one of the elements. Most of these do not check the
patient’s name; some do not mention their own name. In the following example, the student

forgets to introduce themselves and starts by asking the opening question:

MS5
hello there I've been told you wanted to speak to a: medical studentf

SP6/5

yeah that’s right erm erm | am actually erm eh hopefully getting out of here later today / erm
but there’s been a couple of things on my mind and | would like to speak to one of you guys
before | go/ erm sort of in:formally erm [2] | got a cou[ple] a few reservations about the
attitude of one or two of the doctors here / which | want to talk to you about / erm | though
you might understand because I've certainly heard one or two of the more senior staff here
having a bit of a dig at you s[ee] you know some of the medical students or the nursing
students get barked at a bit sometimes / and | was certainly barked at a bit while | was here /
and it has left me feeling quite uncomfortable | think - in fact | think my admissions night was
probably the worst night of my life

MS5

/all right /HMHM /RIGHT ok /hmhm /((nod)) /right ok

MS5

right ok erm [1] can | just ask erm first | got to say | am a third year medical student/ so | am
about halfway through my training my name is [FN LN] ((laughs))/

SP6/5

/yeah

SP6 starts his/her narrative straight after the opening question. By listening to the patient and
what the patient wants to talk about, the student realises the importance of telling the patient
that s/he is not in fact a doctor. This triggers the student to introduce them by telling the
patient his/her name and explaining their role in the hospital. In the scenarios chosen for this
assessment, it is of importance for the students to communicate their position and limited
knowledge to the patient. The students are often very aware of the limited help they can offer,
as seen in the previous chapter, which might be why only a students few leave out the fact

that they are medical students in the introduction.

Most students seem comfortable opening the consultation and seem to know what to do
straight after the examiner’s announcement to start. Additionally, in 50 of the 100
consultations, the medical student shakes the patient’s hand — a sign of the student welcoming
the patient into the consultation. This is another sign of the students being in control and

feeling confident about having some ‘institutional power’ in the simulated consultation.
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7.1.2 SPs’ language in the opening phase

The SP’s role in the opening phase is mainly a following role, which makes sense considering
the more leading behaviour of the medical students in this part of the consultation. In the vast
majority of cases, the SP does follow and start their opening statement or narrative after the
student has asked his/her opening question. However, in some cases the SP does play a role in
opening the consultation. It must be stressed that the examples given below are exceptions to
the rule.

There are few cases in which the SP asks plays a part in opening the consultation. An example

of this is found in interview 48:

MS48
Good afternoon my name is [FN] I'm a third year medical student

SP13/48
Hi [FN]

MS48
Hi

SP13/48
I'm Les

MS48
Hi

SP13/48

Erm yeah good erm you're a med student erm | thought so erm | been here a couple of days
I'm currently on my way out erm and er::m yes it's been a bit of an eye opener erm you you're
at Brum University aren’t you

In this scenario, the student introduces him/herself and does not take control over the rest of
the introduction: s/he does not ask for the patients name and does not ask an opening
question. The SP mentions the patients name and gives the student time to ask an opening
question. In the language game of education, the SP prompts the student and gives the student
a chance to continue opening the consultation. When this doesn’t happen, the SP makes the

opening statement which starts the consultation.
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Whereas the behaviour of SP13 is easily explained drawing on the language game of
teaching, the way in which SP14 asks the first question is more difficult to defend when it

comes to educational value:

MS36
Hi Mrs Steel

SP14/36
Hi

MS36

How do you do my name is [FN] one of the third year medical students / nice to meet you
((shakes P’s hand))

SP14/36

/ok

SP14/36
And you erm [1] | | want want to talk to you about something but | do — before we start | do
want to know in eh | | want you to reassure me that you won't tell anybody [1] about what I've

said [1] is that eh eh that's absolutely clear is it

The student has checked the name of the patient, has introduced her/himself and might be
getting ready to ask the opening question. However, the student does not get the chance to do
so, as the SP starts their opening statement before the student does. The patient in this
scenario is anxious to find out whether their confidentiality will be kept, and therefore asks
the question at the start of the consultation. In the language game of teaching, however, this
SP has not given the student a chance to show that s/he can open a consultation appropriately.
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7.2 Closings

In this section, the results of the analysis of closing phases in the consultation will be
reported. The behaviour of each participant will be discussed separately. Due to the findings,
some attention will be given to the role of the examiner in the simulated consultation — this

has not occurred in results so far, but was deemed appropriate here.

7.2.1 Closings initiated by the student

One way in which students initiate the closing sequence of the simulated consultations, is by

asking the question if there is anything else the patient wants to talk about. In interview 54,

the student initiates the closing phase with the ““anything else” question’:
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The student asks if there is anything else that the patient wants to discuss. However one could
wonder if the student really wants to know if there is more to be said or if the ‘anything else’
question is a way to wrap up the conversation, as suggested by Robinson®*®. After the patient
says that there is nothing more, the student utters typical linguistic elements for a closing
sequence, namely ‘ok’ and ‘well’, followed by a summary of a kind. The ending, however, is
still a few utterances longer. The participants exchange a few pleasantries and are quite polite
in thanking each other and apologising to each other. It seems like the student knows how to
initiate a closing sequence, but does not know how to actually end the consultation. The SP is
the one to initiate the real closure by saying ‘thanks a lot cheers’ and then even more clearly,
by saying ‘bye bye’.

Another way in which the student initiates the closing sequence is by saying ok’ in a
questioning tone. The following extract from interview 15 shows this:

(3]

SP3/15
Well anyway yeah

(2]

MS15
%)

SP3/15
Yeah [1] thank you

MS15
That's all right

Both look at examiner.

In this example, two moments of silence occur. The SP says ‘well anyway yeah’, which
could be seen as a start of a summary or as an empty statement to fill the silence. The medical
student notices that the SP is not going to say anything more and then asks ‘ok’. This ‘ok’ can

be seen as a way of asking if everything has been discussed. In the language game of
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teaching, this ‘ok’ can also be interpreted as a way of checking if the student is allowed to

close the consultation.

A third way for the student to start the closing sequence of the interview is by summarising.

This is demonstrated in a fragment of consultation 70:

MS70

Yeah | certainly | will erm speak to a senior doctor or someone in charge or perhaps put
them in touch with you as well / try and get this matter sorted out / obviously you understand
that | personally can’t do anything to help you right now // (( )

SP9/70

lyeah lyeah great cheers

SP9/70
/l yeah of course you can’t you know you’re just a third year

MS70
| certainly will put you in touch with someone that erm you can speak to

SP9/70
ok

MS70
all I can do is apologise for the inconvenience

SP9/70
yeah it's all right it's all right thanks a lot

MS70
ok

SP9/70
cheers

Both look at examiner, who thanks SP9 and MS70. The end.

Here, the medical student is summarising what s/he can do to help. At the same time s/he
apologises for not being able to do any more. As in the extract from interview 54, the SP and
the medical student exchange polite utterances of apology and gratitude, before the SP thanks
the medical student. The student might understand that the ‘thanks a lot” means that the
consultation is over, and responds with an ‘ok’. This ‘ok’ could mean a number of things: it
could mean ‘it’s ok, | was happy to help you’, or it could mean ‘ok, we have come to an

agreement’ or it could mean “ok, I agree that we are ending this conversation’. It takes another
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utterance of the SP, ‘cheers’, to really close the consultation. Viewing the videotape of this
consultation, it becomes a little more obvious that this ‘cheers’ is a way for the SP to end the
consultation and that it is used as a signal to hand over the control to the examiner.

So far, examples have been discussed in which students initiate the closing phase of the
consultation by asking “‘anything else’, by asking ‘Ok’ and by summarising. Despite students
making a start to the closing phase, it is often the SP who actually makes the consultation
stop. After all, the student does not want to end any consultation if s/he has not addressed any
issues that should have been dealt with in order to pass the exam and the students thus wait
until the SP has ended the consultation.

Sometimes, students initiate a pre-closing after which the consultation goes on for a lot
longer. An example of this is in the following extracts of interview 93:
MS93

Ok all | can do is apologise for what's happened and I'm just — I'm afraid you're gonna have
to wait until something else — another surgeon can be available to do the procedure

SP5/93
Don't you think we should have priority? | mean you're sort of working for the NHS as well do

you know what | mean?

MS93
yeah

SP5/93
You put yourself in my position

Here, student 93 summarises the case and seems to be ready to wrap up the conversation. In
the language game of medicine, there is nothing more for a medical student to arrange when
an operation has been cancelled, all the student can do is to refer to nurses and the
administration. However, in the language game of education, one of the goals of this
assessment is for students to express empathy and to ask patients questions about their
experience. This is why the SP asks a question, which helps the conversation to roll on for a
bit longer. After a while, the student is attempting to start the closing phase again:
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Here, the student is ready to close the consultation again, perhaps by finding another health
professional for the patient to talk to. The SP tries to tell the student that s/he can deal with
this situation just as well as any doctor or nurse can. Then, the SP challenges the student to
show empathy again. However, the student does not seem to want to do this and suggests
finding help again, a bit further along in the consultation:

In this section, the student tries to summarise what happens and tries to thank the patient,
much in a way that we have seen happen in earlier extracts. However, the SP does not

reciprocate the attempt to close the consultation, and gives the student yet another chance to
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show empathy. When this does not happen again, there is an awkward silence and the student

asks the *anything else’ question:

[7]

MS93
Is there anything else that

SP5/93
No

MS93
No?

SP5/93
No

MS93
Ok thanks a lot then so ((shakes P’s hand)) good luck and we’ll speak to you soon

SP5/93
Ok ((sighs))

MS93 looks at examiner. The end.

This time, the SP does not give the student another chance to express empathy and agrees to
starting the closing phase of the consultation. The student wanted to close the consultation a
lot sooner, but the SP kept on asking more questions. The result of these multiple ‘re-starts’ is
that the student is quite definite in his/her final closing, shaking the patient’s hand, wishing
them well and then looking at the examiner. In the language game of education, the SP
decided against following the student’s initiation to close the consultation and gave the
student a few opportunities to show empathy. In the interviews, this occasionally happens; the
SP then does not follow the student’s initiation to close, in order to present the student with an
opportunity to show some more skills.

Students sometimes initiate the pre-closing sequence, but hardly ever really end the
consultation. Most of the closings seem to be accompanied by (awkward) silences and
moments of confusion. Whereas in the opening of the consultations, 50 of the 100 students
shake the patient’s hand, in the closing sequence only 9 do so. The student often does not

know if they are ‘allowed’ to end the consultation, and as said before, they do not want to run
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the risk of having missed anything. An example of these features in a closing sequence can be
seen in examples in the following paragraphs.

7.2.2 Closings initiated by the SP

As mentioned in the previous paragraphs, students sometimes initiate the closing phase, but
find it difficult to actually end the consultation. This means that SPs play a big role in ending
the consultation. The following section will focus on the SP’s language in the closing
sequence of the simulated consultation.

In some interviews, the SP initiates the closing sequence. The SP often does this by

summarising, like in interview 23:

After a three second silence, the SP requests some information, which in a way is a summary

of what was discussed earlier in the consultation. The silence seems to be indicative of the
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student’s insecurity regarding the end of the consultation. The student does not seem to know
how to end the consultation, which leads to an SP-initiated closing. The SP introduces typical
linguistic markers of closing into the consultation, such as ok’ and ‘thank you’. To this, the
student responds by checking if s/he has been helpful to the patient. After this, the student
also seems to be all right with closing the consultation, but it is the SP who says the final
‘thank you’ before both participants look at the examiner. In this case, it is unclear if the
student would have taken the lead in closing the consultation if s/he had more time or was
given the opportunity to do so. In the language game of medicine, the SP might have wanted
to challenge the student a bit more. In consultation 68, however, it is clear that the SP helps
the student out by initiating the closing phase of the interview and then gives control back to
the student:

(5]

MS68
((looks around — looks at examiner))

SP7/68
Ok erm so this goes no further this has just been a conversation between you and me only

MS68
Exactly yes

SP7/68
Ok and you'll get me the information on the GUM clinics

MS68
I'll find a leaflet for you yes

SP7/68
ok

MS68

I'll find out where and when when it is / and then you can pop up if you want to
SP7/68

[right

SP7/68
((nods)) ok yeah thank you

MS68
thanks

Again, this section starts with a silence, after which the student is very doubtful — evidenced

by the student’s look at the examiner. The look at the examiner can be interpreted as a way to
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check if the consultation is finished — the student does not know how to close the consultation
in a different way from this, or perhaps is not sure if s/he has actually managed to close it.
The SP sees this and in the language game of teaching, tries to draw the student back into the
consultation by summarising and asking a question. This seems to work, as the student takes
over and helps the SP in summarising a plan of action. The SP needed to initiate the closing

sequence in order for the student to remember how to close a consultation.

So far, there have been examples of students’ behaviour in the closing phase of the simulated
consultation. Students summarise, ask if patients have ‘anything else’ they want to talk about,
and use the word ‘ok’ a lot in the closing phase. Sometimes, however, these things are
triggered by a signal from the SP that can be interpreted as an instruction to start the pre-

closing phase. An example might clarify this:

SP7/75
Ok ((nods))

MS75
Yeah?

SP7/75
yeah

MS75

What what I'll do is I'll I'll have a word with the doctor and just say that erm you want to do
something about some of your problems and he’ll come and have a chat to you and come
and see what the best plan is cause he’s in a much better position than | am to to help you
with this

SP7/75
ok

MS75
Is that okt

In this fragment of consultation 75, the SP nods at the student and says ‘ok’ (a word very
much associated with the closing phase of the consultation). After this, the student asks
‘yeah?” as if s/he wants to check if it is all right to start the closing phase of the consultation.
The SP responds positively, after which the student starts summarising. In a way, the SP is
giving off signals that can be interpreted as a “permission’ for the student to start the closing

phase. This can be seen as a pre-pre-closing.
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Even when the student initiates the closing phase of the consultation, it seems to be hard for
the student to actually close the consultation. The pre-closing phase seems to consist of
summaries, polite comments and final questions, after which a real closing should be initiated.

In the data, this is nearly always done by the SP. Interview 77 shows a typical final exchange:

Here, the student participates in the pre-closing sequences but does not initiate the final
exchange (‘thank you’ and ‘that’s all right’) . It is the SP who often says ‘thank you’, which
the student seems to interpret as a signal that the consultation is over. An example of this may

be seen in an extract from interview 19:
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The student often does not know if they are ‘allowed’ to end the consultation, and as said
before, they do not want to run the risk of missing out on any information in the consultation.
In the language game of teaching, the student is afraid to close the consultation before s/he
has done what is expected of them. The “‘thank you’ by the SP is a signal for the student that
they have not missed anything and it is all right to stop. In nearly all consultations, the SP’s
‘thank you’ is reciprocated before both the medical student and the SP look at the examiner.
The same happens in interview 46, where the SP’s initiation of the final exchange is even

more obvious:

MS46
Yeah ok | understand that right and is there anything else that you’'d like to discuss or talk
about or anything you’re worried about

SP8/46
no

MS46
Ok I will I will speak to them and we’ll take it from there

SP8/46
ok

MS46
ok

SP8/46
Thank you ((shakes D’s hand))

MS46
No problem

In interview 46, it is the SP again who initiates the final exchange. In 15 of the interviews, the
SP shakes the students hand at the end of the consultation compared to only 3 SPs who did so
at the start of the consultation. Only 9 students feel enough in control to do so at the end of
the consultations, whereas at the start of the consultation, 50 students shook the hand of the
patient. This might signify that students feel more in control at the start of a consultation than
at the end and that SPs feel like they need to be in charge of the closing phase.
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7.2.3 Closings initiated by the examiner

It is not only the SP or the medical student who closes the consultation. Analysis shows that
the examiner closes the simulated consultation a number of times. An example of this is

shown in a fragment of interview 45:

(5]

SP12/45
°0k°

MS45
Is there anything else I could help you with

SP12/45
[No it's bad enough?]

(5]

MS45
Sorry very sorry sir it's not something we we look forward to doing and it's hopefully not
something we'll have to continue doing

(3]

Examiner ends consultation.

In this example, the patient is quite angry and not very helpful in closing the consultation. The
student tries to end the consultation by asking the ‘anything else’-question, summarising and
apologising. The SP does not respond and there are three long silences. After the third silence,
the examiner closes the consultation. The examiner needs to close the consultation, because
the student has made several attempts to pre-close that have not been acknowledged by the
patient, because the patient is angry. In the language game of teaching, one could say that the
SP is not giving the student a chance to close the consultation. This is why the examiner needs
to step in and do it. The following example is another case in which the consultation grinds to

a halt and needs the examiner to close the interaction:
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MS3
is there some[thing else] any other concerns that?

SP4/3
no its just that really

MS3
Ok [2] right

SP4 and MS3 look at each other. MS3 looks questioning at SP4. After 5 seconds of silence,
examiner closes the conversation.

In interview 3, the student has done the pre-closing by asking the “anything else’question.
However, the SP does not say the final ‘thank you’ which leaves the student confused — the
student does not know if this is the end. In the language game of medicine, it is clear that this
is the end, as the student has asked is there is anything else and the patient has stated that
there isn’t. In the language game of teaching, however, the student is not sure if there are any
hidden aspects to the interview that s/he has missed, which might be the reason why the
student looks at the SP in a questioning way. If nothing happens after 5 seconds, the examiner
closes the consultation. In the language game of teaching, it might have been better for the SP
to say the final “thank you’, in which case the student might not have felt so insecure about

the closing.

A common occurrence in the closing phase, are looks from the student to the SP and the
examiner. This signifies that the student is very aware of the assessment situation and is
looking for confirmation on what to do next. The barrier between simulation (language game
of medicine) and reality (language game of teaching) seems to break down at the end of the
simulated consultations. An example of this is given below, in an extract from consultation
40:
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In this case, the consultation seems to be stuck and the SP nods at the examiner as if to signal
that the consultation is finished. The student also looks at the examiner before continuing the
closing phase of the consultation. After the final exchange, the student asks if s/he should
continue or not. This, again, might have to do with the students” worry that they have

forgotten something in the consultation.

Finally, sometimes the examiner needs to close the consultation because the interaction goes
over the 10-minute mark (NB: some examiners let the consultation continue after the 10

minute mark). This is illustrated in the next fragment from interview 95:
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In this case, it seems the student is initiating the closing phase, so perhaps the examiner could
have waited for another few seconds before stopping the consultation. On the other hand, the
assessment states that the interaction should not take longer than 10 minutes, so it might be
fairer to stop all consultations after this time limit.

7.3 Summary of findings

This chapter has taken a closer look at how medical students and SPs construct the openings
and closings of simulated consultations. Medical students take control of the opening of the
interviews, often by including the following elements in the opening:

e checking patient’s name

e introducing themselves

o telling their role

e asking first question
This could be in one single turn or in more turns. If students left out one of the elements, it
was often either the patient’s name or their own name. In 50 of the 100 interviews, the
students shook the patient’s hand at the start of the conversation. The SPs generally follow the
student, yet sometimes introduce themselves or ask a question if the student does not initiate

the first question.

When it comes to closings, the student is not in charge in the same way as in the openings. A
signal of this loss of control could be the fact that merely 9 students shake the patient’s hand,
compared to 50 students at the start of the consultations. If students initiate the closing, they
often do this in one of the following ways:

e asking “anything else?”,

e summarising

e saying or asking “ok”, often in a questioning tone
The impression given by the students is that they are seeking permission to close, perhaps
because they want to make sure if they did not miss any topics of conversation in order to
pass the exam. The SP is therefore mostly the participant who actually closes the consultation,
by initiating the final exchange, often by saying “thank you”. At times, the SP gives a sign
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(such as a nod or saying “ok™) that triggers students to initiate the pre-closing — a
phenomenon | have called a pre-pre-closing. This could be a signal from the SP that allows
the student to round up the interview. Conversely, the SP can also ignore the pre-closing

signals from the student in order to (re)initiate topics that the student might need to address.
In some cases, the examiner closes the consultation. This was because the time limit of 10

minutes was reached, because there was a long silence in which the examiner concluded the

conversation was over or because one or both of the participants looked at the examiner.
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8 DISCUSSION

8.1 Discussion of findings

8.1.1 The outcome variable - grade

A first finding regarding the outcome variable is that the grades 6, 12, 7 and 9 are the grades
that were awarded most frequently. Grade 6 always equals CCC, grade 9 often (42 out of 44
times) equals BBB and grade 12 always equals AAA. The high prevalence of these grade
bands suggests that examiners struggle to give different marks for skills, knowledge and
attitude respectively and find it easier to give one mark for all three categories. This could
indicate for example that it is hard to differentiate knowledge, skills and attitude or it could
indicate that students with high skills often have a good attitude and sufficient knowledge.
Either way, it seems superfluous to keep these three aspects in the marking system.

An important finding has been that none of the covariates correlate with the outcome variable.
In other words: nothing in the set-up of the assessment influenced the final score of the
student, suggesting that the score is based on the performance of the student and thus making
the exam robust. Those measured variables correlating with the outcome variable will be

discussed in this section.

The number of words spoken by both the SP and the student, as well as the total number of
words, are significantly associated with grade; the more words uttered, the higher the
student’s score. This result can be interpreted in a number of different ways. The number of
SP words could be higher in part because the questions were asked in such a way that the
patient was encouraged to talk at length. This is behaviour that might be experienced as very
positive by the examiner, which could explain the correlation between a higher score and
more SP-talk. It could also mean that these conversations simply lasted longer, therefore
increasing the chances for the students to show their skills; after all, if there are more words
used, there is more chance of saying something that is valued by the examiners. Conversely,
fewer words might signify a lack of knowledge on the part of the student. Also, it might mean

the student asked fewer open questions or did not follow up clues. A high number of words
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spoken by the student also correlates with a higher score, which might mean that students
with more knowledge and more to say, get higher marks. Or more generally a student who
speaks a lot, relatively speaking, may be perceived as having more confidence, with this in
turn creating an atmosphere of competence in which it is easy to offer appropriate
reassurance, explanation, etc. And for that matter, an air of confidence may make it easier for

the SP to sustain something which more nearly resembles a genuine interaction.

Another variable significantly associated with the students’ score is the interruptions made by
the medical students. This was a positive correlation; if students interrupt more, their score
goes up. Interrupting the SP could be a sign of confidence and could signify that the student
takes control over the conversation. However, the qualitative analysis of interruptions
suggested that medical students interrupt by uttering polite or empathic statements. It could be
that these empathic and polite statements were valued by the examiner. Also, interruptions
might be a sign of control or a sign of feeling comfortable in a conversation, which fits with

the idea that a more confident student performs well in these exams.

Furthermore, the number of questions asked by the medical student correlated with the
outcome variable; the more questions asked by the medical student, the higher the grade. In
other words: questions asked by the student are valued by the examiner. The qualitative
analysis of questions showed that students ask a variety of questions, but they are often meant
to find out more about the experience patient and about the patients wants and needs. It is
possible that it is not the question that is valued, but the fact that questions lead to more talk;
the number of words spoken by both participants (also correlated with grade) goes up when
more questions are asked, and vice versa - more talk leads to more questions being asked.
Then, this finding would be connected to that discussed above regarding number of words.
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8.2.1 The covariates

8.21.1 Scenario

Correlation tests showed that scenario is significantly associated with nearly all of the
variables measured: total number of words, words per participant, total number of
interruptions, SP interruptions, total number of questions and questions per participant. The
only correlation that was not significant was that between scenario and interruptions made by
the medical students, although the p-value is close to significance (p=0.59). Before discussing
the importance of these associations, | will first discuss the findings for each scenario. The

scenarios are attached as Appendix 2.

Scenario 1 presented the students with a patient who was due to undergo a varicose vein
operation. The challenge for the student was to tell the patient that the operation had been
cancelled. In this scenario, both the medical student and the SP utter fewer words than in
other scenarios. For the students, this could be because there was not that much to say to this
patient apart from the bad news of the cancelled operation. The SP did have other things to
say, but looking at the transcripts, the SPs tended to show their annoyance in a non-verbal
way (silences, sighing, rolling of eyes, etc). In this scenario the student asks fewer questions,
whereas the SP asks more questions. This is easy to explain, as the patient in scenario 1 has
many questions about when the operation will take place, why this has happened and other
practical questions. If the SP would not ask questions, it would lead to a dysfunctional
interview. The sociolinguistic analysis showed that the SP asks many questions that the
student cannot answer at this stage, which implies that this scenario challenges students to
explain their role and their lack of knowledge, too. Many of the SPs questions remain
unanswered in this scenario. In the qualitative analysis of topic maintenance, though, the
student initiated more than in most other scenarios (except from scenario 4), as the student is
the one who starts to talk about the operation and breaks the bad news. This demonstrates that
the nature of the task requires a certain language use; students initiated the topic of the

cancelled operation because they were asked to in the brief, and returned to topic following
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behaviour after this. This is an example in which linguistic features that occur are heavily

context-driven but does not lead us to any profound conclusions.

Scenario 3 centres around a patient who had a bad experience with one of the consultants in
the hospital. The patient wants to talk about it and wonders if s/he should complain about the
consultant’s behaviour. In this scenario, the SP talks significantly more than the mean SP-
words in all scenarios. This is likely to be because the patient wants to talk about their
experience of being admitted to the hospital and being treated in a way s/he feels is
inappropriate. On the other hand, although the SP talks more in this scenario, s/he asks
significantly fewer questions than in other scenarios.

In Scenario 4 the SP portrays a patient who thinks s/he might have contracted HIV after
having received a phone call from an ex-partner. In this scenario, the medical student talks
more and asks more questions. Additionally, the sociolinguistic analysis showed that students
take control of the topic more than in any other scenario and ask more direct questions. All
these aspects suggest that the student is more in control in this scenario by steering the topic,
asking direct questions and talking more. The reason for this conversationally more dominant
behaviour could have to do with the issue at hand: HIV. Students probably all know a certain
amount about HIV is therefore might naturally ask questions about previous partners,
contraception, tests and GUM clinics. This suggests that knowledge could translate into
conversational control. Perhaps students talk more because in this case, there is a clear ‘right’
and ‘wrong’ way for the patient to deal with his/her fear of HIV: the right way is to get tested
as soon as possible, the wrong way is to ignore the issue and not get tested. This might trigger
students to convince the patient of the right way forward and might help them to show more

dominant and potentially face-threatening behaviour.

Scenario 5 was not very well represented in the sample and deals with a patient who is
worried about a lump and the possibility of cancer. In this scenario, the SP interrupts
significantly fewer times than in the mean of all other scenarios. This could be because the
patient in the scenario is a bit shy and soft-spoken about his/her worries. The medical student

asks more questions in this scenario, which could be explained by the same argument: the SP
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is quiet and shy, which might give the student more room to ask questions or even forcing

them to ask questions to keep the conversation going.

Another less frequently used scenario is scenario 6, in which the SP plays a student who was
brought into hospital after having drunk too much. The patient asks the student questions
about student accommodation and other aspects of studying medicine. Because the SP plays a
patient who is quite curious about the student’s life, it is not very surprising to see that the SP
talks more and asks more questions in this scenario. Both the student and the SP interrupt
each other more than in other scenarios. This scenario challenged students in a different way,

as the patient asked some personal questions about the student’s life.

The scenario correlates with many of the measured variables (words, interruptions, questions)
and the sociolinguistic analysis is in line with this finding, as different communicative
behaviours were found in different scenarios. This has a few consequences. First of all, it
suggests that students are not presented with the same situations and thus are exposed to
different challenges, perhaps not similar in difficulty. Secondly, the scenario might not
directly be associated to the grade awarded to students, but the linguistic features that are
more frequent in some of the scenarios (interruptions, words, questions) do influence the
score of the students. Indirectly, the scenario has some influence on how the student performs.
In a valid and reliable assessment, students should be presented with a similar level of
challenge that matches the teaching they have been exposed to so far. In section 9.2, I will

propose some changes in scenario design for communication assessments.

8.2.1.2 Gender

According to the quantitative tests undertaken, the gender of the medical student is not of
influence on any of the measured variables. Although the quantitative analysis showed no
correlations between any of the variables and student gender, the sociolinguistic analysis did
find some linguistic features which were more typical in interviews with female medical
students. Firstly, all medical students who asked a tag question were female. When these

students asked a tag question, it was mostly to show empathy or understanding of the patient.
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Secondly, in 11 of the 13 cases of a simultaneous start after a silence, the student was female.
Simultaneous starts seemed to have much to do with not knowing who is in control of the
consultation. These two findings might point toward a more empathic, but less controlling

style of talk from female medical students. This topic would benefit from further research.

The quantitative analysis did suggest that the gender of the SP influenced the distribution of
measured variables. Univariably, the gender of the SP was not associated with number of
words, however multivariable GLM tests did find a significant correlation between SP-gender
and the number of words spoken by both participants (taking into account the SP and the
scenario). GLM testing is more sophisticated and gives a more balanced view of the data than
univariable testing as it takes more variables into account. Furthermore, the gender of the SP
correlated with the number of questions posed by the SP; female SPs were found to ask more
questions than male SPs. However, GLM testing did not find a significant correlation between
SP-gender and SP-questions, although the p-value neared significance at p=0.57.

These results are hard to interpret due to the fact that SP gender is interwoven with SPs’
personal style and the scenario played by the SP. I would, however, recommend more
research in this area to get a better insight into the influence of SP-gender.

8.2.1.3 The Simulated Patient

Descriptive analysis revealed that SPs 9, 13, 3, 4, 15 and 17 account for 61 % of the
consultations, leaving eleven SPs for the remaining 39% of the interviews. This is of
importance, as the personal style of the SP might be of influence on the structure of the
conversation. Correlation tests confirm this idea and showed that SP is significantly
associated with the number of SP-words, SP-interruptions and SP-questions. These findings
point toward the conclusion that SPs have individual styles of playing the patient. However,
certain SPs play exclusively in certain scenarios, thereby having to adapt a certain role which
might influence the number of words they spoke; this might mean the findings do not

exclusively depend on the SP’s personality but also on the scenario they played.

The personal style of SPs is of importance to the structure of the conversation. In the

sociolinguistic analysis of topic, it became clear how certain SPs take charge of the
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conversational flow, for example by asking ‘Shall | tell you more about it?’ rather than
waiting for the student to ask ‘Can you tell me a bit more about it?’. Another example in
which the personal style of the SP can influence the flow of the consultation was shown nin
the fragment on page 192. The SP was not completely responsible for two students scoring
different grades, but the two fragments that were discussed do show that MS27 and MS28

were presented with different levels of challenge by the way the SP behaves.

The SP also correlates with the number of student words. This is a different matter to the
issues discussed above, as it might say something about control of the conversational floor.
Some SPs are associated with more talk by both participants, such as SP6 and SP11, and some
are associated with less talk by both participants, such as SP8. There are two SPs who do not
talk significantly more or less themselves, but they are associated with more (SP12) or fewer
(SP15) words uttered by the medical student. The association between SP and the number of
words spoken by the medical student is interesting and should be further researched, as it
might mean that some SPs do something to open up or close down the student who is in
conversation with them. It is important to take the correlation between number or words and
grade into account, too; SPs are associated with the number of words in a consultation, and
the number of words is associated with the students’ grade. In all these interpretations one
should keep in mind that certain scenarios are played by certain SPs and thus these findings

can be down to the scenario played as well as the personal style of the SP.
It is worth stressing the importance of SP training at this stage. In the conclusion chapter, |

will recommend ways of educating SPs about their role in the teaching and assessing of

communication skills.
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8.2 Strengths and weaknesses

In this section, the main strengths of this study will be highlighted and possible weaknesses

will be discussed.

The main strength of this study is that interaction between SPs and students has not been
studied much. Whereas many students will have role-played with an SP for communication
skills teaching, testing and general clinical exams, the language of the simulated consultation
has rarely been researched. Studies into the student-SP encounter have previously focused on
assessment scores and student satisfaction rather than on the content of the simulated
interviews. This study has tried to show how thorough analysis of SP-student encounters can
shed new light on role-play as a teaching and assessment tool. Because the interaction
between SPs and student is not much researched, the findings of this work are to that extent
original and novel. Analysing the “‘black box’ that is the simulated consultation can help in the
design teaching, assessments, training sessions for SPs and could help in the writing of

scenarios for communication skills education.

Another strength of the study is the number of interviews used for analysis, as 100 interviews
is a vast amount for the type of linguistic analysis undertaken here. This number of interviews
benefits the generalisability of the findings. Moreover, the results of this study should be

representative for the larger population of 317, due to method of sampling.

A potential weakness of this work, however, is the unbalanced sample. Stratified sampling
was used to select 100 interviews from the total population of 317. The variables that were
deemed important were gender, scenario and grade and these were used as strata, making sure
the sample would contain a similar distribution of these variables as the total population. This
means that the findings of the study are representative of the total population, however the
sample is also as unbalanced as the total population; there were more female students than
male students, for example. Also, descriptive statistics found that scenarios 5 and 6 are used
much less frequently than 1, 3 and 4, who together account for 91% of all interviews. An
alternative would have been to control for gender, scenario and grade and to just analyse
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interviews dealing with certain scenarios, a certain gender of student or to limit the study to
students with a specific score. This would have made the sample more balanced but would not
have given results that were representative of the total assessment as it was held. However,

the choice to study the exam as it was conducted can be disputed.

An aspect of this study that could be both a weakness as well as a strength is the combination
of qualitative and quantitative methods of analysis. The quantitative aspect is given more
meaning by analysing the data qualitatively, and the qualitative data is supported by the
guantitative approach. Combining quantitative and qualitative approaches to the data
hopefully amounts to a broad yet precise analysis of the data. However, the degree to which
these two types of analyses inform each other remains questionable, as they investigate the
data in such disparate ways and are so different in their mode of inquiry. | have tried to
maintain a balance between how much certain linguistic features occurred and how and why

the conversational partners related to one another when constructing these linguistic features.

8.3 Reflections on the nature of role play

8.3.1 Conversational dominance in the communication skills assessment

Both in the introduction and the literature review | refer to Hanna and Fins** who claimed
that:

The power relation is inverted, because knowledge and
judgment rest with the simulation patient rather than
with the physician student.

The results of this project do, in fact, corroborate the idea of a reversal of power in the
simulated consultation; the patient (usually not very conversationally dominant) is portrayed
by the SP but shows potential markers of conversational dominance. It is usually the doctor
who talks more and interrupts more; in my data SPs talk more than students (55% versus
45%) and SPs interrupt more than students (74% versus 26%). Furthermore, the doctor

normally asks more questions than the patient; in my data medical students and SPs ask a
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similar number of questions (49% versus 51%). Additionally, SPs were found to initiate more

topics, ask more “direct questions’ and not follow the students’ topic very well.

Students do take charge of the opening phase of the consultation, as 50 of the 100 students
shake the patient’s hand and open the interview as often described in the literature. But after
the opening, the SP tends to take control over the flow by largely maintaining the topic
development and finally SPs also initiate the closing phase of the consultation. It could be that
in the course of the consultation, there is a loss of institutional power on behalf of the
students, illustrated by the fact that only 9 students shake the patient’s hand at the end of the

consultation.

A danger of this power dynamic, in which the SP is conversationally more dominant in that
they interrupt a lot, talk a lot and manage the topic and the closing phase of the consultation,
could be that students do not feel responsible for the consultation. The students might just
learn to let the SP talk in order to pass the exam, a lesson in the hidden curriculum that might
not be desirable for medical educators as it could make students feel detached from the
consultation. Hanna and Fins suggest that the power dynamics might make the students feel

nervous and insecure, they might not feel ‘like a doctor’.

If we follow this line of reasoning, it might be worth training SPs to be less dominant. They
could talk less, interrupt less and use silence more so students can initiate new topics or
questions. In Chapter 5, a series of interruptions was shown and in Chapter 6, a struggle for
the position of questioner was described. If we want the student to be more controlling in the
conversation, these are occurrences where the SP could have stopped interrupting or asking
questions and let the student take over. In the closing sequences, the SPs could have been
quiet for longer in order to let students initiate the closing. This behaviour of the SP would be
likely to result in consultations with a lot of silences, and possibly the student would look to
the examiner for help a lot more frequently. Letting students take control like this (with many
silences) could actually make them feel all the more disempowered and might change the
observable behaviour in the interviews (the student might initiate more for example), but it
will not change the power dynamics. The structure of the consultation would then still be
dependent on the steering behaviour of the SP. The other question is whether students in year
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3 could cope with this; after all, they have hardly any clinical knowledge and might not know

how to deal with the consultation.

In Chapter 4.2 the sociolinguistic analysis of the interview revealed how important the
educational setting might be in the analysis of the language. This approach has given way to a
different way of analysing the simulated consultations, which will be discussed in the next

section.

8.3.2 The language game of education in the simulated consultation

This study has observed that the SP does not behave like a normal patient - i.e. does not play
the rules of ‘the language game of medicine’ - and is actually conversationally quite
dominant. Further analysis revealed that this dominance can be explained by a different
language game; the conversational dominance is functional in an educational sense. In the
language game of education, the way these simulated consultations are structured might teach
students to follow the cues given to them by the patient, which brings the patient’s narrative
and experience to the foreground. In other words: these types of consultations might teach

students to be more “patient-centred’°

and to ask more questions based on the information
given by the patient. This is a possible benefit from the power reversal that apparently takes

place in the assessed simulated consultation.

Moreover, the conversational control of the SP was often aimed at helping the student in the
assessment. Interruptions by the SP, for example, were aimed at steering students back to
more relevant topics (the patient’s experience rather than problem solving) or helping students
who were struggling to find words to say. SPs initiate topics to help students explore different
areas of the patient’s story and SPs are at times bad topic followers to protect the student from
talking about inappropriate topics. Finally, SPs give students permission to end the
consultation even when they are not sure if they are allowed to. This type of behaviour is
conversationally dominant, yet not limiting the student; rather, it creates opportunities for the
student and helps them find directions in a relatively new situation, and one that is likely to

make them anxious.
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The question is whether students should be helped and given direction by the SP. It is
probably not reasonable to expect much more from these inexperienced and young students.
However, it might be useful to teach and test the ability of students to take the lead in a
conversation and to show more conversationally dominant behaviour. This could mean that
the SP uses more silence in order to stimulate students to think where to go next in the

consultation and to wait longer for students to close the consultation, for example.

However, we should differentiate between assessment situations and teaching sessions. In a
teaching session, SPs have more freedom to behave in different ways because there is room
for reflection and feedback from the group and a possibility to play certain parts of the
simulated consultation again. Additionally, not every student who role-plays needs to have the
same experience in a teaching session. The purpose of an assessment is to measure the
performance of a group of individuals who are all presented with the same level of challenge.
But when assessing communication we are dealing with human interaction, in which the
behaviour of the SP cannot be standardised completely; the SP responds to the student’s
behaviour, after all. But some behaviours might need to be monitored, for example, the
initiations made by the SP. The briefing pack for SPs could include the degree of prompting
that is desirable for that particular role. Alternatively, the SPs might be told not to initiate talk
after a silence in order to give all students a similar challenge: to take control of the

conversation.

8.3.3 Realism

One of the conclusions from this study is that the simulated consultation does not mirror the
reality of the doctor-patient consultation because the SP and the student are aware of the
educational setting underlying the simulated consultation. The SP does not behave like a
‘normal patient’, the examiner pretends not to be present and yet the expectation seems to be
that the student behaves like a ‘normal health professional’. One could wonder what this
means for the use of simulation in teaching and testing communication skills, as the

credibility of the SP and the scenario have previously been deemed important.
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Seale?®

suggested that participants in simulation training are more successful if they are
aware of the “frame’ of the conversation; he found that a participant who addressed the non-
realistic nature of the setting in a playful way was very successful in conversing with the SP.
Conversely, this study showed some cases in which the student seemed not to struggle with
the scenarios. In the analysis of topic maintenance, it was found that students often want to
solve the patient’s problem or find a way to deal with the patient’s worries. Students seem
quite goal oriented and often offer someone else to talk to the patient (more senior doctor,
receptionist, nurse). Interestingly, in one scenario, the student mentions that referring the
patient to a doctor is all s/he can do, that s/he ‘can’t be any more help than that’. This suggests
that students might find it hard to think how they can help a patient, might feel out of their
depth and struggle to see what is expected of them. If this is the case, it might be worthwhile
to have a pre-assessment session or a teaching session in which this is addressed. After all, the
scenarios were designed for third year medical students and do not ask for any specific
knowledge beyond the student’s grasp. The assessment is not necessarily looking for students

who play the rules according to the language game of medicine. .

In other words, it might be worth addressing the educational setting of the simulated
consultation, both in teaching and in assessment settings. The examiner and the SP are aware
of the setting and the fact that the consultation is not ‘real’, it might be worth telling the
student that the scenario is designed for them and will not screen for any skills or knowledge
that they do not possess. This might in turn heighten confidence and change the

conversational dynamics.

Acknowledging the language game of role-play and informing students about this, could open
up possibilities, as | will further explore in the next chapter.
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9 CONCLUSIONS AND RECOMMENDATIONS

9.1 Tying it all together

The linguistic features looked at in this work are potential markers of dominance, indicating
who has control over the conversation. In the medical setting, doctors are known to have
control over the consultation. In simulated interviews between third year medical students and
SPs, however, it seems that students are not conversationally dominant, as SPs show more
markers of control. A reason for this dynamic could be that students are low in confidence
and have a lack of knowledge. Or perhaps the SPs are too dominant and talk too much
because they enjoy playing the role. Whatever the reason, the markers of conversational

dominance seem to be mostly (but not only) used by the SP.

The question is whether this dynamic between SP and student is desirable, and if it is not, if it
is possible to change it. The SP having more conversational control could be good as it
teaches students to listen to the patient, and to generally show more behaviour that might be
classified as patient centred. However, the conversational style of the SP could be unwanted
as it limits the student’s chances to take control and practise their consultation management
skills. Ways of changing the dynamic in such a way as to make students more in control are
hard to think of. However, in this work I have argued that the social context shapes language
and that language shapes social context. If SPs would talk less, interrupt less, follow topics
better and initiate topics less, perhaps students would take control of the conversation and
become more conversationally dominant. This might result, however, in a situation where

students feel even more insecure because they are expected to lead the conversation.

This study took a different approach to the data and found that the conversational dominance
of the SP is in fact functional and can be well explained by taking into account the language
game of education. When taking this approach, the conversational asymmetry is no longer a
problem that needs solving, but rather a natural result of the setting in which the conversations
take place. The discussion about the desirability of the dynamics between SP and student
becomes less valuable as a consequence. Rather, the role of the SP and that of role-play needs

to be revised, as the SP and role-play are not merely there to mimic reality but also to
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challenge, reward and steer the student within the simulated consultation. The SP is not just
an actor playing a patient; the SP’s behaviour is a key part of the learning process of

communication skills.

9.2 Reflecting on this research project

One of the difficulties of this project is the way | attempted to work in two different
paradigms; | wanted my work to be strong in both the more qualitative, linguistic tradition as
well as the more quantitative, (post)positivist tradition. The questions | wanted to answer
were diverse, as was my approach. | feel this worked sufficiently well, notwithstanding the
fact that it is at times hard to say how the different results (qualitative and quantitative) inform
each other, which makes the interpretation of findings a complex matter. On the other hand, it
was pleasing to notice how linguistic analysis can be undertaken on a large scale, if a few

well-defined features are focused on.

This tight focus and the limited scope of linguistic analysis meant that some interesting
features were observed, but not thoroughly analysed as they were not selected for analysis.
One such feature that deserves attention in future is the minimal encourager. Minimal
encouragers are used a lot, both by SPs and students and often seem to encourage the other
speaker to continue. However, at times the minimal encouragers seemed to be a way of
obtaining the floor and taking over the conversation. More research could deepen insight in
the delicate balance between showing interest and taking the opportunity to ‘get a word in’.
Another interesting area of study would be non-verbal behaviour of both participants; head
nods, gaze, expression of emotions and general body-language could provide insight into the
roles of each conversational participant and the interaction between them. Additionally, new
developments in technology have enabled more effective ways to transcribe data. It is now
possible to watch the video-data and link it to a transcript; when one clicks on a segment of
the transcript, the matching vide-data is played. This means that the video itself is the main
data and the transcript is a mere tool to access to the data, which would facilitate the analysis

of non-verbal aspects.
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Finally, this project led me to think about conversational dominance and asymmetry in
institutional settings. The literature about asymmetry in the doctor-patient consultation seems
to negatively value conversationally dominant doctors. Perhaps, though, the relatively new
attention to communication skills (often by researchers from different disciplines) has led to a
quite critical view of physicians in which the doctor is seen as dominant and oppressive.
Much like the way male conversational partners were seen by researchers in gender
linguistics, in fact. If a poorly represented group of people (women in gender linguistics,
patients in the analysis of medical consultation) find their voice, the ‘oppressive’ party (men,
doctors) might naturally be blamed for previously silencing the emancipating group.
However, the difference between male-female communication and doctor-patient
communication is the institutional setting. In a doctor-patient consultation, some degree of
inequality is predestined, unavoidable, and perhaps even desired. After all, one of the two
participants has a professional role and a degree of expertise that the other one does not. This
asymmetry leads to linguistic features such as interruptions or topic-shifts by the physician,
which are not always a sign of a domineering doctor that does not listen, but merely a
consequence of the tasks a doctor needs to fulfil. The doctor needs to manage the time within
a consultation, needs to manage the flow of information and needs to discuss possible

diagnoses with the patient.

9.3 Assessing communication skills through simulation

This study revealed that the communication assessment under investigation was indeed
reliable. The validity of the exam, however, remains questionable. Even after this thorough

exploration of the assessments, it is not quite clear what is being tested.

Quantitative analysis showed that a higher mark for the assessment is significantly associated
with the following student behaviours: talking more, asking more questions, interrupting
more. These three linguistic markers of conversational dominance are rewarded with a higher
mark by the examiners; hence it is worth considering the desirability of this type of student
behaviour. Students who show this type of behaviour might be more confident or more
assertive than others, which might mean that the examiners reward confidence and that the

assessment might be easier for students with a more self-assured personality type.
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Alternatively, these students might correctly pitch their behaviour to match the hybrid
conversational setting and are good at ‘playing the doctor’. If this is the case, then we must
wonder what is being tested in such communication skills assessments. Is it really the
communicative competence of the student or is it the ability to perform in a desirable way at
an assessment? There is then a danger of it becoming a theatrical endeavour. This is not

helped by the presence of an audience, i.e. the camera and the examiner.

Then again, students might be more confident (and therefore perhaps conversationally more
dominant) is they have more knowledge. This knowledge could be about the setting of the
assessment, i.e. knowing what is expected of them and what the examiners are looking for.
All too often, students in the data say ‘I don’t know’ or ‘I can’t answer that” and try to find a
health professional for the patient to talk to. Students need to know that they can deal with the
situation and that they can make things up (such as doctors’ names, leaflets, etc) within the
simulated consultations. Medical educators, SPs, but also students should be aware of the
language game of role-play. This could be improved by telling the students more about
simulation as a teaching tool and perhaps clarifying exactly what the examiners will be
looking out for.

Another way of improving students’ confidence via an increase of their knowledge-levels is
by designing the scenarios to be about topics they know enough about. This is well illustrated
by scenario 4. This scenario dealt with a patient who was worried about possibly being HIV
positive, a scenario in which there is a definite ‘right” (convince the patient to get tested) and
‘wrong’ (let the patient leave without advice on getting tested) way to tackle the consultation.
After all, there are lives in danger if this patient should have HIV. Students are likely to know
this, which could be the reason for students to talk more in this consultation. Students also
asked more questions in this scenario than in other scenarios and the qualitative analysis
showed that their questions were more direct than in other scenarios. Students were also more
in control of the development of the conversational topic. If we follow this line of reasoning,
in which knowledge about content and conversational control are linked, it might be wise to
integrate clinical teaching with the communication skills education. | envisage
communication skills being part of a clinical module and the SPs to portray illnesses that have

been discussed in the clinical teaching.
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9.4 Recommendations

94.1 Recommendations for research

In this section, I would like to suggest further research that could be done in this area.
Because the simulated consultation has been researched so little, there are a lot of aspects that
could be looked at separately. My first recommendation for the discourse around simulation is
to view the language of simulation as a separate genre. Moreover, the role of the SP could be
further investigated as this work has suggested that an SP is not only an actor but also has an
educational role. This new way of viewing simulated consultations are worth disseminating

to a wider audience.

The present study has isolated different linguistic features and has focused solely on those. A
further study should focus on only a few interviews and analyse the development of the SP-
student relationship within the conversation. The results of the study presented here indicate
that there might be a loss of control during the conversation; the students have some
conversational control at the start of the consultation (they open the consultation and shake
the SP’s hand) but seem to have lost the control at the end (SPs close the consultation, hardly

any handshakes). This process deserves some more attention.

The SPs showed many potential markers of conversational dominance in this project, whereas
in doctor-patient consultations, the doctor is the one to have control over the consultation. To
find out if, how and when students acquire or develop conversational dominance, students
could be studied at different stages in their development. For example by following the same
cohort of students and tracking their development. Another option is to present students in

different stages of their training with the same scenario to detect differences.

Finally, it is worth using a focus group, a survey or an interview study to find out more about
what students think about role-play as an assessment tool. Questions such as the following
could be asked:

1. What would you do differently if this was a real patient?
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2. How did you prepare for the assessment?
3. What do you think you need to do in order to score high on this assessment?
This has the potential to reveal some aspects of the hidden curriculum and could disclose

students’ attitudes and ideas about SPs and the simulated consultation.

94.2 Recommendations for education

One of the main findings of this study was that the student-SP conversation does not mirror
the doctor-patient consultation. There are different possible conclusions to be drawn when it

comes to communication skills assessment and education.

Using SPs for assessment remains a difficult matter. All in all, the communication skills
assessment using SPs is hard to validate and the question of what is tested remains. A way to
avoid this problem altogether would be to not assess communication skills. Even though the
assessment described in this study was formative, the setting was very much like in a
summative assessment such as the ones students will encounter in their studies towards
becoming a medical specialist. An alternative could be to incorporate communication skills in
the curriculum in a more formative way. The focus could be on the students’ development in
communication by letting them write reports on their experiences with patient-interaction. Or
rather than focusing on the performance in a simulated encounter, their own reflections and
observations of communicative events (videos of SP interactions perhaps?) could be marked.
In this way, the students’ reflective and observational ability of students is developed which
might help their interaction with patients later on in their studies and/or careers. Another
possible conclusion would be to make student-SP consultations more realistic by letting
students talk to SPs on simulated wards, in rooms with a hidden camera and without an

examiner or facilitator in the room.

Using SPs in the teaching of communication skills, on the other hand, is not useless at all.

One could accept the student-SP dynamic and use simulated consultations to practise skills
like listening, asking questions, etc. | would even recommend using SPs to practice skills in
isolation by using different techniques than just one-to-one role-play, such as the ‘repetitive

role-play’ which is used by the Connected, a national advanced communication skills training
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course in the UK®. In repetitive role-play, each participant gets 2 minutes faced with the same
patient who can either show a strong emotion or ask a difficult question. Each participant is
videotaped and afterwards the group can watch the video to discuss which communicative
strategies seemed to work. When using techniques like this one, the non-realistic character of
simulation is not a negative point but rather a positive feature that opens up possibilities in the

teaching of communication.

This study has shown that different scenarios invite different behaviour of both SP and
student. I would therefore recommend giving more attention to the devising of scenarios. The
scenario used for testing or teaching should match the learning objectives; if the learning
objective is ‘active listening’, the scenario might involve a patient who talks a lot. If the
learning objective is ‘explaining’, then the scenario involves a patient who has certain
questions or does not understand certain information. The scenario must ideally be piloted
before it is used in an assessment. By testing scenarios (with SPs or someone who is part of
the teaching team or even with a student from a different cohort) before they are finalised for
the use in assessment, one can get a better insight into what type of behaviour the scenario
invites. Additionally, piloting a scenario could lead to a recommendation on how SPs should

play the patient.

This work concludes that the language game of education is of great importance in the
simulated consultation and suggests that SPs have two tasks: to play a patient realistically and
to monitor the students’ learning process by presenting them with challenges and rewarding
appropriate behaviour. The first aspect is well-known and requires the SP to play a patient in
the language game of medicine. The second aspect is little explored and requires the SP to be
aware of the language game of teaching — which is something that ought to be included in SP
training days. In a recent ISU training day for role-players, the importance of SP’s educational
role was stressed. An overview of this training day is given in appendix 11. | recommend that
SPs are aware of the language game of education and how this influences the language game
of role play.

® National Cancer Action Team. Connected: National Communication Skills Training Facilitator
Manual. Version 5. October 2008.
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The importance of communication skills for future doctors has been acknowledged in the
curriculum of many medical schools and there seems to be agreement on which
communicative skills students should master in the medical consultation. The method for
teaching and assessing communication skills is often a very intuitive and practical one, in
which SPs are used. SPs can be instructed to play certain roles, can be taught to give
feedback, can be standardized to a certain extent and therefore offer a practical alternative to
students interacting with real patients. SP-student interaction seems to have been a ‘black
box’, as the mechanisms of this type of interaction remained unclear. This thesis
demonstrated that the SP-student interaction is very complex, as there are several processes at
play. A better understanding of these different ‘language games’ reveals the need to develop
the way SPs are trained and used in the curriculum. Close analysis of consultations in the
institutional setting can help us identify the mechanisms at work in the ‘black box’ of role-
play and help us improve teaching and testing of communication skills.
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Appendix 1 — Student consent form

(Reprinted as it was used in the communication skills assessment 2003-2004)
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Student ID Number:

Agreement for video-recording of role-play to be used for educational
research project

This role-play is video-taped as a record of your performance which can be reviewed
by you and your assessor if the decision is made to refer you for extra training.

We also need to use video data to evaluate the screening programme. We ask every
student, regardless of outcome, whether or not they are willing for their performance
to be used for this purpose.

A choice not to consent will have no influence on the screening process, nor is this
choice recorded on the comment sheet.

Non anonymised data (ie your image) will only be made available to academic staff
of the Medical School. Students will never have access to such data; it will be stored
securely on university premises and will be destroyed not more than 5 years after
you graduate.

Statement of student

I agree for the video-recording of my performance to be used for evaluation and educational
research.

I understand that my performance will be analysed for research purposes by academic
staff of the University and will not be shown to students.

I understand that my participation in this study will not influence the outcome of the
screening process.

I understand that once my role-play is finished I will have the opportunity to withdraw
consent. My consent form will be kept by the undergraduate administrator for a week after my
screening and | can ask for it to be removed from the file. The tape of my recording will be
marked to prevent it from being used for research purposes.

Signature Date

Name (PRINT)
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Appendix 2 — Scenarios

(Reprinted as they were used in the communication skills assessment 2003-2004)
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YEAR 3 Screening Programme

Scenario One - Cancelled operation

ROLE PLAYER'S NOTES

Please remember that Yr3 students have little clinical experience and little
experience of patient contact. It is important that you try to focus on a range of issues
rather than get bogged down on an issue the student is struggling with. For instance,
many students will find the question ‘so what happens now?’ difficult as they’'ve had
no previous experience dealing with a similar problem. The question is therefore
testing their ability to role-play creatively rather than assessing their communication
skills. It serves little purpose to keep returning to that line of questioning if a student
has already shown s/he finds it difficult to ‘invent’ outcomes. In order to be as fair as
possible only offer one prompt on a certain issue — if the student does not pick up on
this do not prolong the role-play unnecessarily by giving them ‘a second chance’.
Although there is a maximum time limit of 10 minutes, we expect most scenarios to
last 4-5 minutes.

You are Chris Mitchell. You are married with children and work as a nursing
auxiliary in the outpatients department.

You have varicose veins on both legs. They look appalling (like big blue slugs stuck
to your legs!) and you are extremely embarrassed by them. Your husband / wife is
always teasing you about them, and you have given up swimming / playing sport
because they are so noticeable. You are very busy at work and are on your feet al.l
day. The veins start to ache and throb when you have to stand for more than an
hour, and become quite painful by the end of a day at work.

You are frightened of having surgery, but decided that you had to have the veins
removed. You have been on the waiting list for an operation for your varicose veins
for about 18 months. The operation has already been cancelled once at two days
notice by the hospital. This was extremely annoying, since you had arranged time off
work, childcare and had prepared mentally for the ordeal. You feel that this shouldn’t
have happened because you work for the hospital.

You have come into hospital today for the operation. You have not eaten any
breakfast in preparation for surgery. You are feeling very apprehensive about the
operation, but are determined to go ahead. You are approached by a young medical
student, who asks if he / she can have a word with you.
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You will be told that the operation list has been cancelled because of an emergency.
You should be upset by this, but do not take it out on the student. You feel you have
been treated badly, especially as an NHS employee. Make sure you get a clear
explanation of why the operation was cancelled.

Issues that could be raised: -

= Doesn't it make a difference that | work for the hospital? (No)

»= This wouldn’t have happened if | were a doctor. (Yes it would!)

= Why should someone else have priority over my operation? (Because they
would die otherwise)

= When is my operation going to happen? (The medical student probably will not
know this — it should be rescheduled within 28 days)

= What about time off work, the kids etc. (Can only apologise)
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YEAR 3 Screening Programme

Scenario One - STUDENT NOTES

You are attending a day case surgery list one morning. The SHO tells you that the
whole morning’s list has been cancelled because a patient has just come in with a
ruptured abdominal aortic aneurysm. The patient will die unless a three hour
operation is performed immediately. He asks you to inform all the patients about what
has happened because he needs to go and assist in theatre straight away. Before
you have a chance to ask anything, he runs off to theatre.

The first patient you see is Chris Mitchell, who has come in for her / his varicose
vein operation.

Information about the screening procedure

You will be asked to do a 10 minute role-play and answer questions about it for
up to 5 minutes.

The role-play and questions will be recorded on a video camera as a record of
your performance.

Before the role-play, you will be asked whether you want to give your consent for
the video recording to be used for research purposes. If you do not want to
give consent, this will not affect the assessors decision whether or not to
pass or refer you in any way.

During the role-play scenarios, you are expected to behave as a third year
medical student. Do not pretend that you are a doctor. The scenarios require
little or no clinical knowledge and you will not be expected to make clinical
decisions.

You have up to 10 minutes for the role-play. Some successful role-plays take only
a few minutes. You may take all the available time, but do not feel that you have
to.

Your assessor will stop you if the role-play goes on longer than 10 minutes. Do
not be alarmed if this happens. It is done to allow time for questions.

After the questions, the video recording will be stopped and you will be asked to
leave the room.

If you have consented to allow the video recording to be used for research, the

assessor will check whether you are still happy for the recording to be used
before you go.
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YEAR 3 Screening Programme

Scenario One - Cancelled operation

FACILITATOR'S NOTES

This scenario tests the student’s ability to break bad news sensitively. Do not expect
the student to be familiar with the techniques involved (warning shot etc.), but they
should demonstrate appropriate behaviour. They should be able to listen
empathically to the complaints from the patient without feeling personally insulted,
and should be able to give a convincing explanation of why the operation was
cancelled.

Whether NHS staff should receive preferential treatment compared to other patients
should be raised, and whether doctors should be treated differently to auxiliary staff.

Waiting lists and cancelled operations are political issues, which has raised patients’
expectations.

Questions for the student after completing the role play

What do you think went well?
What could you have done differently?
Do you think you were the right person to tell Chris Mitchell that his / her
operation had been cancelled?
4. Do you think that NHS staff should have preferential treatment compared to other
patients?
5. Discretionary question(s) about the students performance.

WwnN e

Ethical principles involved: -

The main principle is utilitarianism (greatest good for the greatest number). The
surgeons are trying to save one person’s life rather than relieving the suffering of a
number of patients. Waiting list targets distort clinical priorities by placing increased
Importance on non-urgent cases.

The principle of justice is also raised. Is it fair that NHS staff should expect better
treatment than non-NHS staff? Would the NHS be more efficient if all it's staff
received rapid, high quality health care, enabling other patients to be treated more
quickly?
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YEAR 3 Screening Programme

Scenario 2 - Side Room

ROLE PLAYER'S NOTES

Please remember that, although they are acting as junior doctors, Yr3 students have
little clinical experience and little experience of patient contact. This is a test of their
communication skills and attitudes, rather than knowledge of the medical world. It is
important that you try to focus on a range of issues rather than get bogged down on
an issue the student is struggling with. For instance, many students will find the
guestion "so what happens now?" difficult as they’ve had no previous experience
dealing with a similar problem. That question would therefore be testing their ability to
role-play creatively rather than assessing their communication skills. In order to be as
fair as possible, only offer one prompt on a certain issue. If the student does not pick
up on this do not prolong the role-play unnecessarily by giving them "a second
chance". Although there is a maximum time limit of 9 minutes, scenarios often last for
only 4-5 minutes. Please be aware that the students need the opportunity to
demonstrate their skills, so try not to talk too much, and where possible, ‘drip feed’
your questions one at a time.

You are Lily / Lenny Hinton. You are the close relative of Sarah, aged 16 yrs, who is
in hospital recovering from an appendicectomy. She is on a busy surgical ward,
surrounded by adults, including elderly people. She cannot sleep there, and is
constantly upset by all the disruption and noise. You feel she needs far more rest, as
she has to stay in hospital for a few more days. There is one side room on the ward,
but a young woman was admitted there this morning before you had a chance to ask
for it.

You overheard the nurses talking and you know that the woman in the side room is a
member of staff. You don’t agree with hospital staff "queue jumping”, and you
certainly don’t see why this woman should have the benefit of a side room. Your
relative was, after all, here first.

You want your relative to swap beds with this other patient, but you are too scared to
ask the nurse. You see a friendly junior doctor and want to ask them if they would
arrange for the swap for you. Remember to focus on asking the student for their
personal opinions, and not for "facts" e.g. “Do you think that’s fair?”
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Issues that must be raised: -

e You don’t agree with some patients, i.e. staff, getting ‘special treatment’. What
does the doctor think?

e Why should someone who has just come in and looks fit and well get
preferential treatment like a side room?

e Please could the doctor ask the nurses if their relative could be moved into the
side room?

e Can the doctor promise that they will get the beds swapped over?
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YEAR 3 Screening Programme

Scenario 2

STUDENT'S NOTES

In this scenario you are expected to adopt the role of a house officer. You are not
expected to show the clinical knowledge of a qualified doctor, but you are expected
to exhibit the professional manner of a newly qualified doctor.

This morning one of the hospital's doctors had a miscarriage, and was placed in the
ward's one side room. The decision of which patient gets allocated a side room is
made by the nursing staff, although as a doctor it is possible to influence this decision
on medical grounds.

A relative of one of the other patients on the ward has asked for a quick word. Your
task is to listen to his / her concerns and respond to them in a professional manner.
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YEAR 3 Screening Programme

Scenario 2

NOTES FOR FACILITATOR

e The medical student should maintain the confidentiality of the patient in the
side room

e The student should not be judgemental, should listen to and respect the views
of the relative.

e There may be many reasons for the patient having a side room that may or
may not be related to the reason for admission.

e The student could agree to discuss the concerns with the nurses but cannot
promise that the rooms will be swapped.

Questions for the student after completing the role play

1. What do you feel went well in terms of communication with the patient?

2. With hindsight, is there anything about the encounter that you would do
differently were the scenario to be re-run?

285



YEAR 3 Screening Programme

Scenario Three - Patient complaint about colleague

ROLE PLAYER'S NOTES

Please remember that Yr3 students have little clinical experience and little
experience of patient contact. It is important that you try to focus on a range of issues
rather than get bogged down on an issue the student is struggling with. For instance,
many students will find the question ‘so what happens now?’ difficult as they’'ve had
no previous experience dealing with a similar problem. The question is therefore
testing their ability to role-play creatively rather than assessing their communication
skills. It serves little purpose to keep returning to that line of questioning if a student
has already shown s/he finds it difficult to ‘invent’ outcomes. In order to be as fair as
possible only offer one prompt on a certain issue — if the student does not pick up on
this do not prolong the role-play unnecessarily by giving them ‘a second chance’.
Although there is a maximum time limit of 10 minutes, we expect most scenarios to
last 4-5 minutes.

You are Alex Forsythe. You are in hospital recovering from an appendicectomy,
after developing appendicitis.

The appendicitis started on your partner's birthday. You had done all the food and
invited lots of friends and family. You had suffered with pains in the centre of your
stomach all day, but thought this was due to nervousness about the party. The pain
got gradually worse during the day, and started to become very sharp in the right
lower part of your abdomen. During the party, you drank way too much alcohol in an
attempt to numb the pain in your stomach. In the early hours of the morning, you
finally couldn’t bear the pain anymore and called an ambulance because you felt like
you were about to die.

You were seen quickly in Accident and Emergency because it was obvious you were
so unwell. You were admitted to a ward, where a surgical doctor assessed you. He
asked you lots of questions about your medical history, some of which you found
very embarrassing (e.g. an abortion, testicular lump, sexually transmitted disease
etc. — feel free to extrapolate!) He also asked how much you had been drinking and
what your drinking habits were generally, implying that you were an alcoholic. He did
this in a loud voice, with only the curtains around your bed, thus letting the whole
ward hear everything that was being said.
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To add insult to injury, he then did a rectal examination, first announcing it loudly.
(This is an important part of the medical examination for appendicitis, but you aren’t
sure whether it was really necessary). You found the examination extremely painful,
despite the alcohol. After all this he announced loudly that he thought you had
appendicitis and peritonitis and needed an operation straight away. You thought you
were having a nightmare and was very frightened. You don’t remember much after
that, since a kind nurse gave you some painkillers and you might have passed out.

It was only after the operation that another man / woman on your ward spoke to you
about the way you were treated by the surgical doctor. He / she and some other
patients were embarrassed by the whole incident. Not only was their sleep disturbed,
but they were also forced to hear all your intimate details and the rectal examination.
They felt indignant on your behalf and suggested that you write a letter of complaint
to the Chief Executive and name the doctor concerned. You feel absolutely mortified
about this, but are not usually one to complain.

You decide to speak to a medical student about this incident, because they seem
quite approachable. You have seen them get humiliated by the senior doctors during
the ward round when they don’'t know something, so you think they might understand
your position.

You wonder whether this kind of thing might happen all the time, and don’t want
anyone else to go through the same experience. You would like the student’s opinion
about whether the doctor was in the wrong, so that you can decide if you should
complain. You are not interested in compensation, but would simply like an apology

and the knowledge that steps would be taken to stop such a humiliating experience
happening to anyone else.

Issues that could be raised: -

e How can privacy be maintained in a ward when the only barrier between you and
other patients is a curtain?

e Can the student tell the surgical doctor tactfully on your behalf?

e Is this something that should be reported to a higher authority?
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YEAR 3 Screening Programme

STUDENT NOTES

You go to see a patient called Alex Forsythe because s/he has asked to speak to a
medical student.

Information about the screening procedure

= You will be asked to do a 10 minute role-play and answer questions about it
for up to 5 minutes.

= The role-play and questions will be recorded on a video camera as a record
of your performance.

= Before the role-play, you will be asked whether you want to give your consent
for the video recording to be used for research purposes. If you do not want
to give consent, this will not affect the assessors decision whether or
not to pass or refer you in any way.

= During the role-play scenarios, you are expected to behave as a third year
medical student. Do not pretend that you are a doctor. The scenarios require
little or no clinical knowledge and you will not be expected to make clinical
decisions.

= You have up to 10 minutes for the role-play. Some successful role-plays take
only a few minutes. You may take all the available time, but do not feel that
you have to.

= Your assessor will stop you if the role-play goes on longer than 10 minutes.
Do not be alarmed if this happens. It is done to allow time for questions.

= After the questions, the video recording will be stopped and you will be asked
to leave the room.

= If you have consented to allow the video recording to be used for research, the

assessor will check whether you are still happy for the recording to be used
before you go.
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YEAR 3 Screening Programme

Scenario Three - Patient complaint about colleague

FACILITATOR'S NOTES

This scenario tests the students ability to listen empathetically to the patient's
complaints and to manage his / her anger sensitively. The student should not openly
criticise his / her senior colleagues or put them into a difficult situation. On the other
hand, the student also has a duty to care for the patient’'s best interests. A
professional approach to this situation is important.

The student may realise that someone more senior should be involved. This is
particularly true if the patient is going to make a complaint.

The difficulties of the ward layout and lack of privacy might arise. (NHS lack of
funds?)

Questions for the student after completing the role play

What do you think went well?

What could you have done differently?

Is this a problem that you should manage on your own?

Do you think there are adequate arrangements for privacy in NHS hospitals?
Discretionary question(s) about the students performance.

ogrwbE
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YEAR 3 Screening Programme

Scenario Four — HIV fears

ROLE PLAYER'S NOTES

Please remember that Yr3 students have little clinical experience and little
experience of patient contact. It is important that you try to focus on a range of issues
rather than get bogged down on an issue the student is struggling with. For instance,
many students will find the question ‘so what happens now?’ difficult as they’ve had
no previous experience dealing with a similar problem. The question is therefore
testing their ability to role-play creatively rather than assessing their communication
skills. It serves little purpose to keep returning to that line of questioning if a student
has already shown s/he finds it difficult to ‘invent’ outcomes. In order to be as fair as
possible only offer one prompt on a certain issue — if the student does not pick up on
this do not prolong the role-play unnecessarily by giving them ‘a second chance’.
Although there is a maximum time limit of 10 minutes, we expect most scenarios to
last 4-5 minutes.

You are Cory / Corinne Steel. You are single at present. You work as a waiter /
waitress in the city centre.

You are in hospital to have some disturbing symptoms checked-out. You've been
experiencing a great deal of pains in your stomach recently, and seem to always be
either constipated or having bouts of diarrhoea. After a few weeks of ‘hoping it'd go
away’ you noticed some blood mixed in with the diarrhoea. This prompted you to see
your GP, who referred you to a bowel specialist (or gastroenterologist) for some
investigations. Your GP speculated about IBS (irritable bowel syndrome), but said it
was important to rule out more serious causes, such as inflammatory bowel disease.

You saw the bowel specialist in the outpatients department, who asked lots of
guestions, but didn’t really give you any answers about what the problem might be.
He said he would have to organise some ‘routine’ tests and arranged for you to be
admitted to hospital for a couple of days to have them done.

Since being in hospital, you have already had several blood tests, ‘stool’ tests and a
sigmoidoscopy. This involved having an powerful enema the night before, then
having a doctor stick a camera (endoscope) up your backside. [During the
sigmoidoscopy, you weren’'t always able to hold on to your bowels, and some
diarrhoea and blood did spray the examination room!] You are also booked for a
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barium enema later today. You aren’t sure what'’s involved, but know it's not going to
be pleasant.

However, what's really terrifying you is that you secretly believe the symptoms are
the first sign of something really serious — HIV. This fear is really getting you down,
and you are regularly losing sleep over it. While you are itching to ‘get it off your
chest’, fears of stigmatisation and having something on your record that could affect
your mortgage have so far prevented any disclosure. One of the nurses and a junior
doctor did pick up on how anxious you looked, but you felt unable reveal the true
source of your fears, and so concocted a story about feeling intimidated by the
investigations and the hospital environment generally.

The reason for your fears is pretty well-founded. Although you have had only a few
partners (all of whom involved sexual relationships, and were relatively serious) you
have recently discovered that one of them is HIV positive. S/he told you this
him/herself, and was honest enough to confess that s’/he may have had the virus
during the relationship with you...

You would like to know for sure if the bowel problems you are experiencing could be
indicative of HIV status. You dare not ask health professionals directly as you know
they have to write everything in the patient notes. It has occurred to you that there
might be another way of getting information, which would also afford you the
opportunity of a much needed ‘chat’. The medical students on the ward seem very
personable and approachable. You believe that they make no contribution to patient
notes, and in that respect could ensure discretion. Your hope is for a talk with a
medical student, who you plan to ask to get you some information about symptoms of

You will say that you have a worry about HIV, but that you are ‘probably overreacting’
and don’'t want to ‘trouble’ the doctors, but perhaps the student could “bring you back
a little info....” You do not expect the student to know this information. You will ask
the student not to tell anyone else about this.

Issues that could be raised: -

» Confidentiality — will the student promise not to tell anyone else about your
concerns.

» Resources —is it OK for students to research things for patients (Yes)

» Risk — should the student make colleagues aware of the ‘risk’, especially after the
sigmoidoscopy (not necessarily — all staff should be taking precautions with all
patients anyway)

= Stigma — how does the student respond to the HIV issue. Are assumptions about
your sexual orientation made?
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YEAR 3 Screening Programme

STUDENT NOTES

You go to see a patient called Cory / Corinne Steel because s/he has asked to
speak to a medical student.

Information about the screening procedure

= You will be asked to do a 10 minute role-play and answer questions about it

for up to 5 minutes.

= The role-play and questions will be recorded on a video camera as a record

of your performance.

= Before the role-play, you will be asked whether you want to give your consent
for the video recording to be used for research purposes. If you do not want
to give consent, this will not affect the assessors decision whether or

not to pass or refer you in any way.

= During the role-play scenarios, you are expected to behave as a third year
medical student. Do not pretend that you are a doctor. The scenarios require
little or no clinical knowledge and you will not be expected to make clinical

decisions.

= You have up to 10 minutes for the role-play. Some successful role-plays take
only a few minutes. You may take all the available time, but do not feel that

you have to.

= Your assessor will stop you if the role-play goes on longer than 10 minutes.

Do not be alarmed if this happens. It is done to allow time for questions.

= After the questions, the video recording will be stopped and you will be asked

to leave the room.

= If you have consented to allow the video recording to be used for research, the
assessor will check whether you are still happy for the recording to be used

before you go.
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YEAR 3 Screening Programme

Scenario Four — HIV fears

FACILITATOR'S NOTES

This scenario tests the students ability to listen sensitively to a patient’s concerns
about a potentially fatal condition. This should be done in a non-judgemental way
without allowing personal beliefs to influence the consultation. The good student will
not make assumptions about the patient because of their concerns about HIV
infection.

Students should maintain confidentiality regarding information that patients disclose
to them. On the other hand, the student may also be concerned about the risk to his /
her colleagues from exposure to HIV (see notes on confidentiality below).

Students may have some knowledge about symptoms of HIV, since they study this in
year 1. The bowel symptoms that this patient has are not typical of HIV infection.
However, HIV may cause immunosuppression or AIDS, which could cause infection
resulting in diarrhoea with blood. Students are unlikely to know this.

Questions for the student after completing the role play

6. What do you think went well?

7. What could you have done differently?

8. Do you think the patient is being unreasonable by confiding in a student?
9. What might you say to colleagues after this encounter?

10. Discretionary question(s) about the students performance.
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Ethical principles involved: -

Confidentiality vs. duty to disclose in the interests of the patient — confidentiality is
an extremely important part of the doctor patient relationship. Students must not
disclose information about the patient unless the patient gives them permission to do

SO.

There are a few exceptions to this duty of confidentiality:

1)

2)

3)

4)

Disclosure within health care teams — this is on a strictly ‘need to know’ basis,
borne out of the duty of beneficence and the growing tendency for health care
to be delivered in teams. However, if the patient explicitly asks for
confidentiality to be respected (as in this case), then this should be respected.
Disclosure without consent in the patient’'s medical interests — usually applies
where the patient is too ill to give consent. In this scenario, you should
consider what is the patient’s best interests. You might not help them by
disclosing this information, as you could undermine trust in the medical
profession at a crucial time when the patient is may have a serious condition
and needs medical care. Alternatively, you could argue that disclosing this
information might help the patient receive improved care (they could be tested
for HIV, which they otherwise wouldn’'t be, and their concern could be
addressed). This is a difficult judgement that you could argue each way.
Disclosure in the interests of others — the student might wonder whether they
should disclose to protect health care staff from the risk of getting HIV from the
patient. However, all staff should be taking precautions against diseases that
are transmissible in body fluids (e.g. hepatitis B and C) with all patients
anyway, since any patient could be an asymptomatic carrier of such a
disease.

Disclosure for legal proceedings or in accordance with statutory requirements
— not applicable.
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YEAR 3 Screening Programme

Scenario Five — An embarrassing lump

ROLE PLAYER'S NOTES

Please remember that Yr3 students have little clinical experience and little
experience of patient contact. This is a test of their communication skills and
attitudes, rather than knowledge of the medical world. It is important that you try to
focus on a range of issues rather than get bogged down on an issue the student is
struggling with. For instance, many students will find the question ‘so what happens
now?’ difficult as they’ve had no previous experience dealing with a similar problem.
That question would therefore be testing their ability to role-play creatively rather than
assessing their communication skills. In order to be as fair as possible only offer one
prompt on a certain issue — if the student does not pick up on this do not prolong the
role-play unnecessarily by giving them ‘a second chance’. Although there is a
maximum time limit of 10 minutes, scenarios may last for only 4-5 minutes.

You are Jo / Joe Harper. You don't like the going to see the doctor, let al.one going
to hospital. You have been forced to come into hospital as a day case for a minor
operation due to a very painful ingrowing toenail.

You are healthy, sporty and sociable. Apart from this you have not needed to see the
doctor about anything. You are a bit frightened about the operation, but cover this by
being flirty with the staff and joking about everything. (The big toe nail is constantly
painful and keeps getting infected, so you agreed to have it removed with a local
anaesthetic because this is the only way to get it treated. If the student asks more
about this, just mention how annoying and painful it is, especially when playing
sports, and change the subject. You had hoped that your GP would have done the
operation, but he does not do minor surgery).

Recently you have also become worried because you have found a lump in your
breast / testicle. It is a hard, uneven lump about the size of a walnut (breast) or Broad
Bean (testicle). It has been there for about six months. You are worried that it may be
something serious like cancer but have not had the guts to tell anyone else about it.

A third year student comes to see you about your toenail. After talking about this, you
decide that this is your opportunity to confide in them about the breast / testicular
lump (after all, they are almost a doctor). You are really anxious and embarrassed,
but try to cover your concerns by being a bit flippant.

Issues that should be raised: -

295



You mention that you have a lump but ask the student to reassure you that it
is nothing to worry about and that you need not seek advice from a doctor.

If the student suggests that you see a doctor you start to protest and refuse,
as you are scared of doctors.

If the student continues to persuade you in a reassuring way then concede
and ask him/her if they could mention it to one of the doctors for you.
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YEAR 3 Screening Programme
Scenario 5

STUDENT NOTES

You go to see Jo / Joe Harper, because you have been asked to find out about her /
his ingrowing toenail by your surgical registrar.

Information about the screening procedure

= You will be asked to do a 10 minute role-play and answer questions about it
for up to 5 minutes.

= The role-play and questions will be recorded on a video camera as a record
of your performance.

= Before the role-play, you will be asked whether you want to give your consent
for the video recording to be used for research purposes. If you do not want
to give consent, this will not affect the assessors’ decision whether or
not to pass or refer you in any way.

= During the role-play scenarios, you are expected to behave as a third year
medical student. Do not pretend that you are a doctor. The scenarios require
little or no clinical knowledge and you will not be expected to make clinical
decisions.

= You have up to 10 minutes for the role-play. Some successful role-plays take
only a few minutes. You may take all the available time, but do not feel that
you have to.

= Your assessor will stop you if the role-play goes on longer than 10 minutes.
Do not be alarmed if this happens. It is done to allow time for questions.

= After the questions, the video recording will be stopped and you will be asked
to leave the room.

= If you have consented to allow the video recording to be used for research, the

assessor will check whether you are still happy for the recording to be used
before you go.
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YEAR 3 Screening Programme

Scenario Five — An embarrassing lump

FACILITATOR’S NOTES

This scenario tests the student's ability to listen sensitively to the patient's concerns,
even when they appear flippant about them. Good students will be able to explore
the patient's worries, without alarming them. Students should realise that they cannot
reassure patients about a clinical condition, and should acknowledge that the patient
will need to see someone who is medically qualified.

Finally, the student should be able to deal professionally with difficult questions,
without alarming the patient or reassuring them without justification for doing so. The
student should also be willing to help the patient to see a doctor.

Questions for the student after completing the role play

11.What do you think went well?

12.What could you have done differently?

13.Can you give me some reasons why patients delay seeking medical advice?

14.What do you think about the patient asking you to reassure them that there is
nothing wrong?

15. Discretionary question(s) about the student’s performance.
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YEAR 3 Screening Programme
Scenario Six - Alcohol Abuse

ROLE PLAYER'S NOTES

Please remember that Yr3 students have little clinical experience and little
experience of patient contact. It is important that you try to focus on a range of issues
rather than get bogged down on an issue the student is struggling with. For instance,
many students will find the question ‘so what happens now?’ difficult as they’ve had
no previous experience dealing with a similar problem. The question is therefore
testing their ability to role-play creatively rather than assessing their communication
skills. It serves little purpose to keep returning to that line of questioning if a student
has already shown s/he finds it difficult to ‘invent’ outcomes. In order to be as fair as
possible only offer one prompt on a certain issue — if the student does not pick up on
this do not prolong the role-play unnecessarily by giving them ‘a second chance’.
Although there is a maximum time limit of 10 minutes, we expect most scenarios to
last 4-5 minutes.

You are Leslie / Lesley Watts. You are a student at Birmingham University studying
(note to role player, pick a subject) ’.

You were admitted to casualty last night after collapsing outside a club following a
very heavy drinking session. You've indulged in excessive drinking many times
before, and while you often fail to remember what’s gone on (or how you got home)
you’ve never seriously hurt yourself before. This time though you downed a pint of
whiskey / vodka / bacardi and lost consciousness. Fortunately one of your friends
panicked, called an ambulance, and accompanied you to hospital. The doctors said
you went into a temporary coma due to alcohol excess and would have died if you
hadn’t been taken to hospital. You feel lousy. You’d like to think it was a bad batch of
booze or fruit-juice ‘gone off’ in the cocktails, but deep down inside you know that you
mixed too may drinks and went much too far......

You do know the risks of alcohol abuse, including addiction, liver damage and
financial strain. You are worried that if you are found out by your lecturers and (being
in hospital is not likely to go unnoticed) you would be likely to be thrown off the
course. You think of yourself as the ‘heart and soul of the party’, and are proud of
your ‘in crowd’ reputation.

Both of your parents rejected you. Your Dad left when you were 10. He has a new
wife & family & never contacts you. Your mother emigrated for a new life in Australia.
Alcohol abuse is probably a way for you to mask your feelings of loneliness and
emotional pain. You are unhappy in your life, but cover it well (or so you believe) with
extrovert behaviour.

’ Can include mature students, Masters and so on
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You have asked to speak to ‘one of the students’. You have been suffering bouts of
uncontrollable crying since you regained consciousness but you have so far refused
to talk to anyone. Seeing the student cheers you up; at last, someone on the same
level. You will be very familiar with the student and ask a lot of questions; after all you
are students at the same University. (examples: You want to move out of the house
you live in, you have decided that your housemates are a bad influence; you think
that this student might be able to help you. You will ask them where they live. Is there
any chance of you moving in or could they ask around their friends and get back to
you if they know of anywhere going in Birmingham. You want to know where they
socialise because you think you would benefit from a change of social group. Ask
them if they drive and could they give you a lift when you have to leave as you are
skint and have no money for a cab...)

If the student seems to be judgemental about your drinking problem, say that you
know medical students who take drink a lot in bars, and have a ‘party’ reputation!
Surely they must know people too? Point out that a lot of medical students and
doctors ‘party hard’ as a well-deserved relief from a stressful week...

You are not happy with your course and are thinking of applying to do Medicine after
you finish your present studies (you have just heard about the new graduate entry
course for people with an existing degree). What do they think? Do they like the
course? Who would you have to apply to and would they put in a good word for you?
Could they help you in any way?

Finally, you want to get hold of a copy of (add obscure magazine title)
and the trolley ladies have been most unhelpful. Could they see if they could get hold
of one for you?

Issues that could be raised: -

e We are fellow students having a chat; what's wrong with that? Why the need
for ‘professional boundaries’ — you're not even a doctor.

e I'm only here temporarily; if we meet up outside or even end up as house-
mates, our relationship will change anyway.

¢ Nobody needs to know about this; what about patient confidentiality?

e I'm just asking you to give a fellow student a bit of a helping hand.

e Medical students are no better than any other students; some of them take
drink heavily.

Questions:

What went well?

If you could re-run the scenario is there anything you'd change?

How did you feel when the patient mentioned that some medical
students/doctors drink too?

>
>
>
» What, if any, action will you take now?
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YEAR 3 Screening Programme

STUDENT NOTES

You are asked to talk to Leslie/Lesley Watts, a student from Birmingham University.
S/he was brought into casualty unconscious by a friend last night after excessive
alcohol consumption. Leslie/Lesley was found to have an alcohol induced coma and
has been kept in for observation. S/he has been transferred to the ward.

The patient has refused to talk to anyone but has been quite upset on a couple of
occasions during the day. S/he has asked to speak to ‘one of the students’ and you
were chosen.

Information about the screening procedure

= You will be asked to do a 10 minute role-play and answer questions about it
for up to 5 minutes.

= The role-play and questions will be recorded on a video camera as a record
of your performance.

= Before the role-play, you will be asked whether you want to give your consent
for the video recording to be used for research purposes. If you do not want
to give consent, this will not affect the assessors decision whether or
not to pass or refer you in any way.

= During the role-play scenarios, you are expected to behave as a third year
medical student. Do not pretend that you are a doctor. The scenarios require
little or no clinical knowledge and you will not be expected to make clinical
decisions.

* You have up to 10 minutes for the role-play. Some successful role-plays take
only a few minutes. You may take all the available time, but do not feel that
you have to.

» Your assessor will stop you if the role-play goes on longer than 10 minutes.
Do not be alarmed if this happens. It is done to allow time for questions.

= After the questions, the video recording will be stopped and you will be asked
to leave the room.

» If you have consented to allow the video recording to be used for research, the

assessor will check whether you are still happy for the recording to be used
before you go.
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YEAR 3 Screening Programme

Scenario Six - Alcohol Abuse

FACILITATOR’S NOTES

This scenario is designed to test the student’s ability to maintain a professional
boundary between him/herself and a patient; this ideally, without becoming defensive
or judgemental. On the surface these are two fellow students but becoming involved
with this patient on a personal level could involve unacceptable risk to the student
him/herself. In fact, this scenario should demonstrate the benefits to the practitioner
of maintaining a professional persona. The student may deal with this in different
ways but should refuse to be drawn on personal details. It may be that in so doing
s/he upsets the patient but this is preferable to becoming involved in this patient’s
situation. Any appeal for help should be answered in the first instance with good
listening skills and subsequently with suggestions of the involvement of other
professionals.

Questions for the student after completing the role play

What do you think went well?

What could you have done differently?

Is it ever advisable to have patients as friends?

Is it your responsibility to inform anybody of this student’s conduct?
Discretionary question(s) about the students performance.

arwnE
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Appendix 3 — Marking schedule and grading bands

(Reprinted as they were used in the communication skills assessment 2003-2004)
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Date / /20 Time SCREENING
NO:

SCENARIO
HOSPITAL.:

LEAD TUTOR: OBSERVER:

STUDENT NAME: STUDENT NO:

KNOWLEDGE-SHARING WITH PATIENT: Evidence/concerns:

SKILLS: Evidence/concerns

ATTITUDE: Evidence/concerns

SIGNATURE (of lead tutor)

Overall referral PASS REFER  (circle)

304




KNOWLEDGE-SHARING - KNOWLEDGE IN THIS CONTEXT RELATES NOT SO

MUCH TO ‘CLINICAL FACTS’ BUT RATHER TO THE WAY THOSE FACTS ARE

PRESENTED AND SHARED. INFORMATION (CLINICAL AND NON-CLINICAL)

SHOULD BE PRESENTED TO THE PATIENT IN A WAY THAT IS APPROPRIATE, IN

TERMS OF LANGUAGE USED AND AMOUNT OFFERED.

Grade A (70% and over)

Students at this level perform impressively; they present and share knowledge confidently and
appropriately. Students will check for understanding and know when to seek clarification. Role-player
requests for clarification will be dealt with fully and competently. Students will share knowledge at a
level appropriate to the role play. The student’'s use of language will be confident and fully
comprehensible.

Grade B (60-69%)

Students present and share knowledge easily and with some confidence. Attempts will be made to
check for understanding and seek clarification, although occasionally these attempts may appear
uncertain. Where clarification is sought from the role-player, students will generally handle such
situations with little difficulty. Information will be pitched at an appropriate level throughout, although,
for example, use of jargon may sometimes hinder communication. The student’s use of language is
comprehensible and competent.

Grade C (50-59%)

Students present and share knowledge adequately although sometimes may struggle to convey
information appropriately. For instance, there may be an over-reliance on jargon. Checking for
understanding will be attempted but some important areas of clarification may be missed. Role-players
and assessors may sometimes encounter difficulties in comprehending what the student says - for
example the student may be occasionally inaudible or the use of language may be confusing.

Grade D (45-49%) Screening Referral/ Assessment Fail

Students struggle to convey information effectively and appropriately. Few, if any attempts may be
made to check for understanding, for example missing patient or assessor questions. There may be
overuse of unexplained jargon or students may appear inappropriately uncertain about information
they present. Role-player attempts to seek clarification will either be ignored or mishandled. The role-
players and assessors may have serious difficulties in comprehending what the student says due to
either performance issues (such as au