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Abstract
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This thesis describes and analyzes intercultural communication between non-Swedish
physicians and their Swedish patients, as well as communication between non-Swedish
physicians and Swedish medical personnel. The focus is on the impact of cultural differences
and the use of Swedish as a foreign language by physicians. In addition, the effects of gender
and power in physician-patient and physician-colleague communication were investigated.

The thesis is based on a combination of data collection methods (interviews, questionnaires,
recordings of naturally occurring medical consultations and staff meetings, and observations)
and data analysis (qualitative and quantitative). The goal was to get as complete a picture as
possible of intercultural communication in Swedish health care.

The thesis presents a general analysis of communication between non-Swedish physicians
and their Swedish patients. This analysis includes the views of non-Swedish physicians,
Swedish patients and Swedish personnel about communication, an outline of common
problems and how the participants solve them, and an overview of the positive aspects of
communication. A particular focus of the thesis is the comparative analysis of some aspects
of information seeking (analysis of questions used by the non-Swedish and Swedish
physicians and their patients in medical consultations), information giving (use of the
pronoun man [‘one’] by the Swedish and non-Swedish physicians while providing
information to their patients), and acknowledgment and checking (use of repetitions and
reformulations for feedback purposes). In addition, an overall comparative analysis of
intercultural and Swedish medical consultations was done. Differences and similarities
between male and female Swedish and non-Swedish physicians and male and female
Swedish patients and personnel are discussed. The power relationship in intercultural medical
consultations in which the physician is “weaker” and the patient “stronger” in terms of
language competence was analyzed. Furthermore, by comparing “intercultural”
communication (between the non-Swedish physicians and Swedish patients) to
“monocultural” communication (between Swedish physicians and Swedish patients), some
insight into Swedish culture and communication patterns was gained.

The work concludes with some ideas for teaching and training developed on the basis of the
findings of the thesis.

KEYWORDS: communication, culture, consultation, physician, patient, language, health
care personnel, power, gender

The thesis is written in English.



Interkulturell kommunikation i sjukvarden — Utldndska ldkare i Sverige
Sammanfattning

Avhandlingen analyserar interkulturell kommunikation i interaktion mellan utldndska likare,
deras kollegor och patienter i svensk sjukvard. Fokus ligger pa hur kulturella skillnader och
lakarens anvdndning av svenska som andrasprak pdverkar kommunikationen. Maktrelationen
mellan ldkaren (som dr den starkare ur professionell synpunkt men svagare ur spraklig och
kulturell synpunkt) och patienten analyseras. Dessutom har hinsyn tagits till genus.

En kombination av metoder for datainsamling (intervjuer, enkéter, inspelningar av autentiska
medicinska konsultationer, och arbetsmdten samt observationer) och dataanalys (kvalitativ
och kvantitativ) har anvédnts i syfte att f& en mer komplett bild av interkulturell
kommunikation i svensk sjukvard.

Avhandlingens resultat dr en beskrivning och analys av kommunikationen mellan utlindska
lakare och svenska patienter. Bl.a. presenteras utldndska ldkares, svenska patienters och
svensk personals syn pd kommunikationen. Dessutom ges en O&versikt av de mest
forekommande problemen, de vanligaste 10sningarna pa dessa, samt de positiva drag som
forekommer 1 interkulturell kommunikation.

I analysen har speciell hdnsyn tagits till vissa aspekter av kommunikationen, ndmligen hur
lakare och patienter soker information (komparativ analys av fragor i konsultationer med
utldndska och svenska ldkare och deras patienter). Vidare analyseras hur de ger information
(sdrskilt anvindningen av pronomen man (‘one’) hos svenska och utlindska ldkare), och
bekréftar att de har fatt (kontrollerar om de har fatt) informationen (repetitioner och
omformuleringar som aterkoppling). I tilldgg till detta har en mer generell helhetsanalys av
konsultationer med utldndska och svenska ldkare genomforts.

Avhandlingen avslutas med idéer for undervisning och traning i tvirkulturell kommunikation
for sjukvardspersonal.

NYCKELORD:  kommunikation,  kultur,  konsultation, ldkare,  patient,  sprak,
sjukvdrdspersonal, makt, genus.

Avhandlingen dr skriven pé engelska.
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Chapter 1: Introduction

1.1 The purpose and the scope of the thesis

The purpose of this PhD thesis is to describe and analyze intercultural communication
between non-Swedish physicians and their Swedish patients during medical consultations.

The thesis is one of the outcomes of an interdisciplinary research project with a similar title
(i.e., Kommunikation och interaktion i den mdngkulturella sjukvdrden [‘Communication and
Interaction in Multicultural Health Care’]) financed by the Forskningsradet for Arbetsliv och
Socialvetenskap (FAS; the Swedish Council for Working Life and Social Research). The
project, which took place between 2003 and 2005, was run at the Department of Linguistics
and SSKKII' in collaboration with Sahlgrenska Akademin (The Sahlgrenska Academy), the
University of Gothenburg, and the Vistra Gotaland region.

The fact that Sweden is rapidly changing from a monocultural society to a multicultural
society makes intercultural communication an important issue. Today, meeting a physician
who is not Swedish in a Swedish hospital or a health care center is no longer uncommon. In
2007, 62% of all physicians who were granted Swedish medical licenses had been educated
outside Sweden; the previous peak was in 2004, when 59% of Swedish medical licenses
issued went to physicians whose medical degree was obtained in a country other than Sweden
(Fredriksson, 2008). In 2007, the majority of the utlindska ldkare (referred to in this thesis as
“non-Swedish physicians”) came from Germany and Greece (14% each), Denmark,
Romania, Hungary, and Poland. Because their medical licenses are automatically accepted in
Sweden under European Union/European Economic Area (EU/EEA) regulations, these
physicians are able to start working in Sweden after a short language course (Swedish
Medical Association, 2003).

In addition to recruitment from the European countries, a number of support projects have
been initiated for physicians in particular and health care personnel in general, among non-
European immigrants in Sweden, whose licenses are not automatically approved, as those
from the EU/EEA are. Projects such as Projekt Utlindska Ldkare (‘Project Foreign
Physicians’) (Ekstrom and Oskarsson, 2004), Legitimation.nu (‘Registered Professions’/
‘Registration.now’) (Sahlman et al., 2005) and Projekt Utldndska Legitimationsyrken
(‘Project Foreign Registered Professions’) in Western Sweden; the Stockholm project
(Gellerstedt and Helldén, 2001); and the Integration legitimationsyrken (‘Integration
Registered Professions’) project in the Skane region (Region Skane, 2005) run between 1999
and 2005 have contributed to making the process of obtaining a Swedish medical license
more efficient and less-time consuming for medical personnel from outside the EU/EEA area
(see, for example, Andersson, 2006).

Given that non-Swedish physicians make up an increasingly large proportion of the Swedish
workforce, the need for well-developed language learning programs and intercultural

1. SSKKII is an acronym made up of the initial letters of the Swedish terms for the following
concepts: Language (Sprak), Semantics (Semantik), Cognition (Kognition), Communication
(Kommunikation), Information (Information) and Interaction (Interaktion).
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communication training is obvious. Apart from what are usually recognized as “language
difficulties” (e.g., inadequate vocabulary or poor pronunciation), cultural differences can also
have a negative effect on communication. They can cause a lack of understanding,
misunderstanding, unpredictable emotional reactions and actions, etc., leading to distrust,
fear, frustration, misinterpretation of signals and events, self-isolation, and an accumulation
of problems (Allwood and Abelar, 1984). At the same time, it should be recognized that
cultural differences can have positive effects. Irrespective of the outcome, in order to work
effectively, intercultural communication skills and cultural sensitivity are important requisites
for non-Swedish physicians as well as for their Swedish colleagues who work with non-
Swedish health care workers and patients.

The phenomenon of non-native or foreign physicians is, of course, not limited to Sweden.
Foreign physicians are common in many countries, for example, in the USA (Steward, 2003;
McMahon, 2004), Australia (Birrell, 2004), the United Kingdom (Swierczynski, 2002;
Sandhu, 2005), Canada (Hall et al., 2004), etc. In the above-mentioned countries, the non-
native physicians represent between 23 and 28 percent of physicians (Mullan, 2005).

When working in different countries as international medical graduates/foreign medical
graduates (IMG/FMG) in the United States and Canada, overseas trained doctors (OTD) in
Australia, utlindska ldkare (‘foreign doctors’) in Sweden, or international doctors in the
United Kingdom, foreign physicians experience different but similar problems. These may
include differences in professional and doctor-patient relationships (McMahon, 2004);
learning new routines; foreign language usage, for example “the need to learn hundreds of
new brand names and laboratory values and to adjust to differently formatted medical notes”
(McMahon, 2004, p. 2435); understanding dialects, colloquial speech, and body language
(Fiscella and Frankel, 2000; Allwood et al., 2004; Allwood et al., 2005; Berbyuk et al.,
2006); questioning of the quality of their medical education and the care provided (Fiscella
and Frankel, 2000; Allwood et al., 2004; Ko et al., 2005); cultural differences such as being a
male physician and having to perform gynecological examinations if one comes from a
culture where male physicians do not perform such tasks (Fiscella et al., 1997); changes in
lifestyle; sex-role differences; and discrimination and change in status (Fiscella et al., 1997;
Allwood et al., 2005). Emotional challenges, such as stress related to the often lengthy
process of qualification examinations for training in the new country, fear of rejection and
frustration, may be mentioned as well. Intercultural communication is therefore an important
issue in today’s health care practice and in the education of health care personnel. Analysis of
communication between foreign physicians and their patients and colleagues (in our case,
Swedish) becomes an important background for training programs, which can minimize the
possible negative impact of cultural differences; this in turn can lead to improved health care
services. In addition, this analysis may make a valuable contribution to intercultural
communication theory and research.

In spite of the increasing number of foreign physicians in different countries around the
world, there are few studies that describe their communication with patients and colleagues
either in general or from a specifically linguistic viewpoint. As a linguistic study of
intercultural communication in health care, this thesis represents an attempt to fill this gap,
with two main objectives in view.

As mentioned above, I will focus primarily on communication between non-Swedish
physicians and their Swedish patients. However, within the framework of the project this
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thesis is based on, a number of studies were carried out on issues related to communication
between non-Swedish physicians and their Swedish colleagues. The reader is referred to
Berbyuk et al. (2003), Allwood et al. (2004) and Allwood et al. (2005), as well as to Chapter
7 of this thesis, which provides a short summary of the results concerning communication
between non-Swedish physicians and Swedish medical personnel.

From an academic perspective, this thesis contributes to the development of the theory of
intercultural communication studies and research into health care communication. Health
care communication is not a new research area; it has been studied in many different
disciplines, such as anthropology, sociology, medicine and linguistics, with each one
investigating the physician-patient relationship from different perspectives (see Chapter 2).
However, research that involves the physician as a foreigner is rare. The vast majority of
studies that investigate the influence of cultural differences on physician-patient
communication focus on the more common situation in which the patient is a foreigner. This
adds to the novelty of this study.

The other principal aim of this study is a more practical one, namely to help Swedish or non-
Swedish physicians, nurses, and assistant nurses, as well as patients who communicate with
non-Swedish physicians, to understand and deal with the issues that arise in these situations.

1.2 Specific questions and organization of the
thesis

The specific questions addressed by the thesis are presented below.

1. What does communication between non-Swedish physicians and Swedish patients look
like? Does it differ from the Swedish way of communication? And if so, how? What
kinds of communication phenomena and difficulties are encountered by non-Swedish
physicians and their Swedish patients? What linguistic difficulties arise? How do they
influence the interaction?

2. What are the positive effects of cultural differences and foreign language use on the
process of communication? Do the participants’ different approaches or ways of
formulating their message sometimes lead to clarifications that are useful for both
parties?

3. How are the communicative strategies the physicians use related to the parties’ cultural
backgrounds, that is, what culture-specific strategies do the non-Swedish physicians who
were chosen for the study use when communicating with Swedish patients and how are
these strategies related to their cultural backgrounds? In what ways are they different
from or similar to the typical Swedish communicative strategies used in a health care
environment? Are there communicative strategies that are common to non-Swedish
physicians regardless of their cultural backgrounds?

4. The aspect of power relationships in communication: How is the interaction between non-
Swedish physicians and Swedish patients influenced when the physician’s normally
dominant position as a professional runs up against the disadvantage of being a
“newcomer” in the patient’s language and culture? To what extent does the authority
conferred by the role of the professional in the communicative activity compensate for a
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lower level of communicative and cultural competence?

5. To what extent is gender a relevant issue in the context of intercultural encounters in the
medical environment? Are there certain gender-related strategies that male and female
foreign physicians use in communication with their Swedish patients?

6. Do Swedish patients contribute to the language acquisition of non-Swedish physicians?
How do they function as “informal teachers”? How does this affect their
communication — does it, for example, have an impact on the distribution of power within
the interaction?

The thesis is organized as follows. It consists of eight chapters. In this chapter, Chapter 1,
“Introduction,” the purpose of the study was presented and some information about foreign
physicians in Sweden and elsewhere was provided, introducing the social background of the
thesis. Then the specific questions were raised and the organization of the thesis was
outlined.

Chapter 2, “Background,” presents some of the basic aspects of intercultural
communication both in general and specifically in the field of health care. The chapter
constitutes an overview of the fundamental aspects of intercultural physician-patient
communication.

Chapter 3, “Methodology and data,” discusses the data that provide the basis for the thesis
and the methods used to analyze them. A brief overview of the structure of the studies
described in the thesis is provided, followed by an outline of data collection methods,
participants involved, and data analysis methods.

Chapters 4, 5 and 6 present the results of the study of physician-patient communication.

In Chapter 7, “Some observations on communication between non-Swedish physicians
and their Swedish colleagues,” I present a concise summary of the analysis of non-Swedish
physician-Swedish colleague communication. This is followed by Chapter 8, “Discussion,
conclusions, and implications for teaching and training.” Finally, the reference list and a
number of appendices appear.

1.3 Some notes about key terms used in the thesis

The terms doctor and physician will be used more or less interchangeably in the thesis. Since
doctor 1s a usually a lay term used by patients, it will be primarily used analyzing data on
physician-patient communication. The terms consultation and medical consultation are used
interchangeably, both referring to meetings between physician and patient. Staff and
personnel are used to denote physicians, nurses, assistant nurses, etc., and are used
interchangeably as well.



Chapter 2: Background

In this chapter, I provide an overview of the relevant research consulted for this thesis. First, I
discuss the issue of intercultural communication, followed by a brief overview of theories
related to the topic of this thesis and used for data analysis (2.1). Next, I turn to the studies of
medical consultation in general and introduce the reader to the issues that I will focus on in
the thesis (sections 2.2. and 2.3 respectively). Separate sections are devoted to discussions of
power and gender (2.4 and 2.5). Next, the research on communication between physicians
and patients in general and on the intercultural communication between non-native
physicians and native patients in particular is presented (2.6). The chapter concludes with a
brief overview of studies of Swedish culture and communication patterns (2.7), and a
summary showing which areas I have studied and where I will be providing new information
(2.8).

2.1 Intercultural communication

This thesis is an intercultural communication study. Communication, defined by Jens
Allwood (Allwood, 1985) as “the sharing of information between people on different levels
of awareness and control” (p. 9) is one of the main prerequisites of human existence. Through
communication, we provide and obtain information, create and break relationships, argue and
persuade, joke, show our feelings and emotions, etc. Communication implies contact between
individuals, achieved by means of language and involving both verbal and non-verbal
expressions (e.g., words, gestures, eye contact, facial expressions, etc.).

Communication can be a challenge, even when the participants’ backgrounds do not differ
very much. However, when communication is intercultural (intercultural communication can
be defined as communication involving persons with different cultural and linguistic
backgrounds), it becomes more of a challenge. Culture refers to “all the characteristics
common to a particular group of people that are learned and are not given by nature”
(Allwood, 1985, p. 10). It is a broad definition, as is Kroeber and Kluckhohn’s (1952)
definition:

Culture consists in patterns, explicit and implicit of and for behavior acquired and
transmitted by symbols, constituting the distinctive achievements of human groups,
including their embodiments in artifacts; the essential core of culture consists of
traditional (i.e., historically derived and selected) ideas and especially their attached
values; culture systems may, on the one hand, be considered as products of action, on
the other as conditioning elements of future action.

(Kroeber and Kluckhohn, 1952, p. 181)

There are many other definitions of culture, for example, Hofstede’s: “culture is the
collective programming of the mind that distinguishes the members of one group or category
of people from another” (Hofstede, 2001, p. 9). Lustig and Koester define culture as “a
learned set of shared interpretations about beliefs, values, norms and social practices, which
affect the behaviors of a relatively large group of people” (Lustig and Koester, 2006, p. 25).
All of these definitions focus primarily on ideas and values, and patterns of behavior,
excluding tools and artifacts as constituents of culture. Allwood (1985), however,

differentiates between four primary cultural dimensions: patterns of thought, patterns of
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behavior, patterns of artifacts and imprints in nature. These are defined below:

* Patterns of thought: common ways of thinking, where thinking includes factual beliefs,
values, norms, and emotional attitudes.

* Patterns of behavior: common ways of behaving, from ways of speaking to ways of
conducting commerce and industry, where the behavior may be intentional/unintentional,
aware/unaware or individual/interactive.

* Patterns of artifacts: common ways of manufacturing and using material things, from pens
to houses (artifact = artificial object), where artifacts include dwellings, tools, machines and
media. The artifactual dimension of culture is usually given special attention in museums.

* Imprints in nature: the long-lasting imprints left by a group in the natural surroundings,
where such imprints include agriculture, trash, roads and intact ruined human habitations. In
fact, “culture” in the sense of “cultivation” (i.e., a human transformation of nature) gives us
a basic understanding of what the concept of culture is all about.

As Allwood points out, the first two dimensions, patterns of thought and patterns of behavior,
are involved in all human activities, while the other two dimensions play a role in some, but
not all human activities.

It is not a primary aim of this thesis to critically discuss the concept of culture and its
definitions. However, I would like to point out that, by analyzing communication in health
care, I will focus on how the patterns of thought and patterns of behavior of non-Swedish
physicians and their Swedish patients affect their communication. I prefer a broader, not
merely mentalistic, definition of culture (i.e., Kroeber and Kluckhohn’s or Allwood’s) rather
than Hofstede’s or Lustig and Koester’s. The former are more comprehensive definitions that
take into account all aspects of human activities and emphasize culture as being constantly
changeable and dynamic, which I see as the essential characteristic to be taken into account
in cultural research. Moreover, I am critical of Hofstede’s definition as it evokes a picture of
culture as something that is rather unconscious, inflexible and fixed, and puts persons who
are from different countries in separate groups. In the section below, I will discuss Hofstede’s
research in more detail, as well as other theories in the field of intercultural communication
related to the topic of this thesis.

2.1.1 An overview of relevant theoretical work

Describing and analyzing intercultural communication is an important task today since the
world is becoming more globalized. As a research field, intercultural communication is
multidisciplinary, comprising contributions from anthropology, psychology, sociology,
linguistics, communication studies, etc. The fact that a wide range of issues are discussed and
a variety of methods are used for data analysis means that the literature on intercultural
communication can be seen as “huge, diverse, without any agreement or any particular
unifying focus” (Agar, 1994 as cited in Fitzgerald, 2003, p. 9).

Many studies of intercultural communication are based on the research of Geert Hofstede,
who analyzed and compared values in different cultures and created a cultural taxonomy,
which provides guidelines for behaviors in different cultures. Although it is widely used,
there are a number of weaknesses in Hofstede’s research. As I have already mentioned, I
consider his definition of culture to be too limited. The fact that his theory uses national
borders as cultural boundaries looks rather outdated in today’s globalizing world. The
methodology he used can also be questioned (number and choice of respondents [the
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respondents of Hofstede’s questionnaire are only IBM employees, which is a limited
population sample], the results are based on averages, which leads to a high degree of
abstraction, etc.). For a recent critique of Hofstede’s research, see McSweeney (2002) and
Sederberg and Holden (2002), as well as Hofstede’s replies to the standard criticisms of his
approach (Hofstede, 2001, p. 73). Hofstede developed five dimensions of national cultures:
power distance, uncertainty avoidance, individualism versus collectivism, masculinity versus
femininity and long- versus short-term orientation. A brief overview of these dimensions is
presented below.

The power distance dimension reflects how different cultures deal with human inequality.
Hofstede’s definition of power distance is as follows: “the extent to which the less powerful
members of institutions and organizations within a country expect and accept that power is
distributed unequally” (Hofstede, 2001, p. 98). Hofstede also emphasizes that “culture sets
the level of power distance at which the tendency of the powerful to maintain or increase
power distances and the tendency of the less powerful to reduce them will find their
equilibrium” (p. 83). Power distance is reflected in the Power Distance Index (PDI). The
higher the index value, the larger the power distance in the society. Examples of relatively
high-PDI countries are Malaysia (PDI = 104), Guatemala and Panama (95 each), and the
Philippines (94). Countries with a low PDI include Denmark (18) and Sweden and Norway
(31 each). According to Hofstede, while the high-PDI countries tend to emphasize hierarchy
in society, in the low-PDI countries a flat hierarchy is common, inequality of roles exists for
convenience rather than indicating an existential inequality, powerful people should try to
look less powerful than they are, subordinates expect to be consulted, and more egalitarian
communication between superiors and subordinates, such as bargaining and reasoning, is
accepted. The opposite is true for countries with a high PDI.

The second dimension, which Hofstede calls uncertainty avoidance, is defined as “the extent
to which the members of a culture feel threatened by uncertain or unknown situations”
(Hofstede, 2001, p. 161) and measured by the Uncertainty Avoidance Index (UAI). It reflects
the level of tolerance for uncertainty and ambiguity within the society and the extent to which
people avoid uncertainty by creating laws, rules, regulations, and controls in order to reduce
it. According to Hofstede, the representatives of countries with a low UAI, such as Singapore
(UAI = 8), Jamaica (13), Hong Kong and Sweden (29 each), and Ireland and Great Britain
(35 each) exhibit lower work stress, less anxiety and less hesitation to change employers than
the representatives of high-UAI countries, such as Greece (112), Portugal (104), and
Guatemala (101). More openness to change and new ideas is observed in low-UAI countries
while greater conservatism and a stronger desire for law and order are found in high-UAI
countries (p. 160)

The third dimension is individualism versus collectivism, which refers to “the relationship
between the individual and the collectivity that prevails in a given society” (Hofstede, 2001,
p. 209).



According to Hofstede,

individualism stands for a society in which the ties between individuals are loose:
Everyone is expected to look after him/herself and his/her immediate family only.
Collectivism stands for a society in which people from birth onwards are integrated into
strong, cohesive in-groups, which throughout people’s lifetime continue to protect them
in exchange for unquestioning loyalty.

(p. 225)

The Individualism Index (IDV) measures the degree of individualism in a society. The USA
and Australia have the highest IDV (91 and 90 respectively), while Guatemala has the lowest
(6). Sweden’s IDV is 71. Triandis (1995) also distinguishes between vertical and horizontal
attributes of individualism and collectivism (V-H dimension). The vertical dimension
emphasizes inequality and privilege, while the horizontal dimension accentuates the
similarity of people, especially concerning status. Horizontal individualism is a cultural
orientation in which an autonomous self is valued, but any individual is more or less equal in
status to others. In the vertical variant of individualism, the self is different from and unequal
to others (Triandis, 1995). The latter emphasizes competition and status, and is represented
by, for example, the USA, while the former is typical, for example, of Sweden (Daun, 2005).
Similarly, in a horizontal collectivist culture, represented, for example, by China, the
individual sees himself/herself as a part of an in-group whose members are similar to each
other, and equality is valued (one might wonder whether the Chinese are as collectivist today
as when Hofstede collected his data, in light of China’s economical, political and social
changes). Conversely, a vertical collectivist culture, represented by, for example, Japan,
emphasizes inequality between group members. I will discuss Swedish individualism (and
collectivism) in more detail in section 2.7.

Another dimension is masculinity versus femininity, which reflects dominant gender role
patterns in society, as measured in the Masculinity Index (MAS). According to Hofstede,

masculinity stands for a society in which social gender roles are clearly distinct: men are
supposed to be assertive, tough, and focused on material success; women are supposed
to be more modest, tender, and concerned with the quality of life. Femininity stands for
a society in which social gender roles overlap: Both men and women are supposed to be
modest, tender, and concerned with the quality of life.

(Hofstede, 2001, p. 297)

The representatives of masculine society value male achievement, control, assertiveness,
competitiveness, and materialism while people in feminine societies value nurturing and
quality of life and relationships, equality, and solidarity. In more masculine cultures, the
degree of gender differentiation is high and sex roles are characterized as inflexible, while the
opposite is true in more feminine societies. The highest MAS value is for Japan (95), and the
lowest for Sweden (5) and Norway (8).

The fifth dimension of national cultures is long- versus short-term orientation, originally
called “Confucian dynamism” by Hofstede and Michael H. Bond (Hofstede and Bond, 1988),
who developed the survey (Chinese Value Survey) on the results of which this dimension is
based. The dimension was added in 1990s after Hofstede acknowledged the Western bias of
his other four dimensions, in an attempt to introduce more Eastern (Asian) values. According
to Hofstede,



Long Term Orientation stands for the fostering of virtues oriented towards future
rewards, in particular, perseverance and thrift. Its opposite pole, Short Term Orientation,
stands for the fostering of virtues related to the past and the present, in particular,
respect for tradition, preservation of “face” and fulfilling social obligations.

(Hofstede, 2001, p. 359)

Countries with a high Long-Term Orientation Index (LTO) include China (118), Hong Kong
(96) and Taiwan (87); countries with a low LTO include Sweden (33), the USA (29) and
Canada (23). Persistence, perseverance, thrift, a strong work ethic and respect for a hierarchy
of the status of relationships are typical traits of people from high-LTO countries, while
expectations of quick results, protection of one’s reputation, respect for tradition, a
reciprocation of greetings, favors and gifts and less inclination to save are common among
representatives of the low-LTO countries.

Apart from Hofstede’s research, Edward T. Hall’s classic work can be mentioned among the
early and significant contributions to the field of intercultural communication (though it
cannot really be applied to the analysis of data for this thesis). In 1966, Hall introduced the
science of proxemics in his book The hidden dimension (Hall, 1966), pointing out that people
handle space differently and that the use of space is culturally determined. Hall distinguished
four spatial zones (distance ranges), namely intimate, personal, social and public, that are
maintained by people in social situations. Apart from providing a classification of distances
for Americans (middle-class adults), he also exemplifies the differences in the use of space in
different cultures, such as the USA, England and France. As one can see, Hall differs from
Hofstede in remaining closer to observable empirical reality.

Hall also developed the concepts of high- and low-context cultures and polychronic versus
monochronic time orientation (Hall, 1981, 1984). Hall claims that cultures differ in the extent
to which the environment, more specifically, social context (i.e., the network of social
expectations that determine a person’s behavior) is meaningful for communication. He
divides cultures into high-context (HC), represented by the Japanese, Arab, Latin American,
and Mediterranean cultures, and low-context cultures (LC), represented by the Swiss,
German, Scandinavian (except Finland, which is an HC culture; see, for example, Lehtonen
and Sajavaara, 1985) and North American cultures. HC communication is less verbally
explicit; most of the information is either in the physical context or internalized in the person
and very little is the coded, explicit, transmitted part of the message. LC communication is
the opposite: the mass of information is vested in the explicit code and more reliance on
verbal communication is exhibited (Hall, 1981). Most HC cultures are collectivistic while LC
cultures tend to be individualistic. Here one can observe an overlap with Hofstede, who
claims that Hall’s distinction can be considered as an aspect of individualism and
collectivism. HC communication fits a collectivist society and LC communication is typical
of individualist cultures, as many things that in collectivist cultures are self-evident must be
stated explicitly in individualist cultures (Hofstede, 2001, p. 212). Hall’s second concept, that
of polychronic versus monochronic time, reflects the differences in how people use time. The
representatives of monochronic cultures do one thing at a time, while people in polychronic
cultures tend to perform multiple tasks at one time. It is worth mentioning here that, though
Hall’s concepts are used in analyzing intercultural communication, it is often complicated to
describe a given communication as direct or indirect, implicit or explicit, depending upon the
situation. The same applies to time. And whereas Hofstede has statistical data, no such data is
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available as a basis for Hall’s theory.

In addition to Hofstede and Hall, the research of Trompenaars and Hampden-Turner, which
focuses on the analysis of cross-cultural management, should be mentioned. Similarly to
Hofstede, Trompenaars and Hampden-Turner (1993, 2002) have developed seven
“dimensions of difference” (Trompenaars and Hampden-Turner, 2002, p. 19) to analyze the
impact of culture on communication in the business world. These dimensions include
universalism versus particularism (rule making versus exception finding); individualism
versus communitarianism (self-interest and personal fulfillment versus group interest and
social concern); specificity versus diffusion (preference for precise, singular, “hard” standards
versus preference for pervasive, patterned “soft” processes); neutral versus affective
(emotions inhibited versus emotions expressed); achievement versus ascription (status
determined through success and track record versus status ascribed to a person’s potential, for
example age, family, education); inner-directed versus outer-directed (relationship to
environment, control and effective direction from within versus control and effective
direction from outside); and sequential versus synchronous (views on time, time conceived of
as a “race” with passing increments versus time conceived of as a “dance” with circular
interactions). One can see that the work of Hofstede, Hall and Trompenaars and Hampden-
Turner clearly overlaps. The overlap with Hofstede’s research is easy to see. Trompenaars
and Hampden-Turner’s individualism-communitarianism dimension is similar to Hofstede’s
individualism-collectivism. Hofstede’s uncertainty avoidance is related to people’s
expressions of emotions, which Trompenaars and Hampden-Turner’s neutral versus affective
dimension also touches upon. As status and power are related, a similarity can be observed
between Hofstede’s power distance and Trompenaars and Hampden-Turner’s achievement
versus ascription dimension. Finally, I see the time concept in Hall’s and Trompenaars and
Hampden-Turner’s research as identical.

Richard Lewis is another researcher whose work is relevant here (Lewis, 2000). Lewis (as he
admits himself) relies on the above-mentioned research by Hofstede and Hall; for example,
he uses Hofstede’s definition of culture as mental programming and Hall’s time concept.
Lewis classifies cultures into three groups, linear-active, multi-active and reactive, asserting
that representatives of different nations demonstrate characteristics from these groups to a
higher or lower degree. People in linear-active cultures are task-oriented, highly organized
planners, who focus on a schedule and prefer doing one thing at a time, like the Germans,
Swedes, Swiss, Americans, and Dutch. Members of multi-active cultures, represented for
example, by the Spanish, Mexicans, Portuguese, and Arabs, on the contrary, are loquacious
interrelators, who value relationships over timelines, considering reality to be more important
than manmade appointments. Basically, Lewis’s taxonomy is grounded in views about time
in different cultures: polychronic time (= Lewis’s multi-active dimension) is typical of
collectivistic societies, which generally have less strict attitudes towards time schedules, and
monochronic time, which predominates in individualistic cultures (= Lewis linear-active
dimension). People in Lewis’s third group, namely reactive cultures, represented by the
Japanese, Chinese, Taiwanese, Koreans, Turks, Singaporeans and Finns, are characterized as
the most introverted; they avoid interrupting, speak in monologues, and concentrate on what
is being said. Britons, Turks and Swedes, who, according to Lewis, “fall easily into ‘listening
mode’ on occasion” (Lewis, 2000, p. 42) can also be considered as representatives of reactive
cultures.
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In Table 1 below, some of the traits of linear-active, multi-active and reactive cultures are
presented, which will make it easier to understand their characteristic features:

Table 1: The most common traits of linear-active, multi-active and reactive cultures
(from Lewis, 2000, p.41)

Linear-active Multi-active Reactive

introvert extrovert introvert

patient impatient patient

likes privacy gregarious good listener

plans ahead methodologically plans grand outlines only looks at general principles
does one thing at a time does several things at once reacts

punctual unpunctual punctual

sticks to facts juggles facts statements are promises
gets information from statistics, gets first-hand (oral) information uses both

reference books, database

rarely interrupts interrupts frequently does not interrupt
separates social and professional interweaves social and professional connects social and professional

As we can see, compared to Hofstede, Hall and Trompenaars and Hampden-Turner, Lewis
makes more of an attempt to capture communicative characteristics of the representatives of
different cultures, in order to provide guidelines for communication. For example, he
discusses differences in communicative patterns at meetings, listening habits, etc., of the
representatives of different cultures (Lewis, 2000), and even attempts to present them
graphically, which is suitable for training (see, for example, Lewis, 1999).

Allwood’s approach differs from the parameter approaches discussed above. He uses basic
concepts such as work, gender, and hospitality to analyze and compare cultures and takes into
consideration, among other things, historical and religious factors, as they help form cultural
beliefs and values. For example, discussing attitudes toward work and obligation in Sweden,
Allwood (1985) points to the impact of Lutheranism, referring to Max Weber’s work The
Protestant ethic and the spirit of capitalism (Weber, 1958).

Allwood also focuses on the linguistic analysis of interactions themselves more than
Hofstede and Lewis. More specifically, he analyzes communication patterns through the
study of different social activities, such as physician-patient communication, in which a
culture is manifested. In his framework for the study of spoken language communication
(Allwood, 1976, 1993b, 2000, 2007a), such factors as activity purpose, roles, overall
structures and procedures, which concern typical sequences of events, turn-taking, feedback,
spatial arrangements, and topics or what is talked about, are mentioned. In addition, Allwood
focuses on the communicative behavior of a single speaker or listener, such as nonverbal
behavior, phonological and grammatical patterns, vocabulary, etc. Interpretation and
understanding are also constituents of his model, as both are essential for communication to
be successful. Understanding consists of processes that connect received information with
already stored information, “a major part of which consists of culture specific background
information, i.e., beliefs which all persons in a particular cultural community share and take
for granted” (Allwood, 1999, p. 93) and thereby place the incoming information in a
meaningful context (Allwood and Abelar, 1984). In the context of intercultural
communication, in which people with different cultural backgrounds are involved, prejudice
and misunderstanding might occur due to participants’ lack of awareness of differences in
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cultural backgrounds. I will present Allwood’s model of activity-based communication
analysis in more detail below, discussing research on medical consultation as a social activity
(section 2.2).

As one can see, the work of the various researchers discussed above overlaps. For example,
such issues as the relationship between the individual and society are examined by all of
them. Lewis, as I mentioned above, uses Hofstede’s definition of culture as a starting point in
his book When cultures collide: Managing successfully across cultures. The concept of time
is focused on in Hall’s, Trompenaars and Hampden-Turner’s and Lewis’s research. In
addition, the data-gathering methodologies on which the analyses are based are similar for
Hofstede and Trompenaars and Hampden-Turner, namely questionnaires. One difference is
that Lewis and Allwood, being linguists, pay more attention to communication features than
Hofstede, Hall, and Trompenaars and Hampden-Turner, who are more focused on the
analysis of values. Comparing Lewis and Allwood, Lewis’s analysis reflects his experiences
when lecturing for trade and industry groups in different countries. He presents a number of
brief and concise overviews of different countries, focusing on communication during
meetings, superior-subordinate communication, etc., and supporting his analysis with visual
presentations. His works are educational aids for managers who need to work cross-
culturally. Allwood presents an analytical model for the analysis of intercultural
communication in any social activity, focusing primarily on Swedish culture, but drawing
comparisons with other cultures as well.

As this thesis is a linguistic study of intercultural communication in a specific social
activity — medical consultation between physician and patient — I will rely in my analysis
primarily on Allwood’s framework. When relevant, I will to some extent compare my
analysis with the findings of the above-mentioned researchers, as well as the results of other
studies mentioned in subsequent chapters, to look for similarities and contradictions.

As mentioned above, not only do cultural differences influence communication in
intercultural medical encounters, but foreign language use does as well. A brief overview of
the issues that arise in communication between non-native speakers (NNS) and native
speakers (NS) is presented in the next section.

2.1.2 Interactions between NNS (non-native speakers) -

NS (native speakers)

The interaction between NNS (non-Swedish physicians) and NS (their Swedish patients) falls
under the situation defined by Wagner as foreign language interaction (i.e., “spoken
interaction in which at least one participant uses a language other than his or her native
language”) (Wagner, 1996, p. 215).

A number of phenomena characterize NNS-NS interaction. They include correction
sequences and repairs in case of communication breakdowns (Deen, 1997; Kurhila, 2001),
“foreigner talk™ (i.e., a subset of linguistic registers involving modified linguistic input to
language learners, referring to the speech used when a native speaker addresses a non-fluent
non-native speaker-learner) (Ravid et al., 2003), comprehension problems related to non-
native speech recognition (Van Compernolle, 2001), simplification, regularization, and
elaboration.

This thesis focuses on asymmetry in NS (patient)-NNS (physician) interactions. As pointed
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out by Wiberg (2003), “the asymmetry between the NS and the NNS depends on language
level reached by the NNS: the more advanced the level, the more likely it is that the NNS will
establish a better symmetry in the dialogue” (p. 391). One might suspect that an NNS with
lower language competency usually finds himself/herself in a powerless position compared to
an NS. However, Deen (1997) stresses the power distribution in the situation, the activity in
which a particular interaction occurs, and the speaker’s role in it. Deen discusses the study of
Woken and Swales (1989), which showed that NNS are not automatically dominated by NS
if they are the experts on the topics discussed; in institutional interactions, therefore, expert
status has a greater effect on dominance than language proficiency. In medical consultations,
it is the physician who is the expert. How does the “expert status” of the non-Swedish
physicians combine with their being NNS in interactions with NS?

I will now present an overview of research on physician-patient communication in general,
with special emphasis on the research on medical consultation as a social activity and on
intercultural physician-patient communication in particular.

2.2 Research on medical consultation as a social
activity

Medical consultation is an example of an institutional interaction, “institutional talk” (i.e., an
interaction that takes place in an institutional setting) and is “primarily accomplished through
the exchange of talk between professionals and lay persons” (Drew and Heritage, 1992, p. 3).
The participants in consultation are a professional (a physician) and a layperson (patient).
Other participants may also be present, for example, a nurse, assistant nurse, other
physician(s), patient’s relatives/friends/personal assistants, or an interpreter in case of
language difficulties.

As is the case for other types of institutional interaction, communication in the course of
consultation has some typical features, namely its purpose, activity structure, typical
procedures, physician’s, patient’s, nurse’s and/or relatives’ (if present) roles, rights and
obligations, artifacts used and the environment in which the interaction takes place. Medical
consultation comprises a number of sub-activities or phases, which serve to fulfill the
activity’s purpose: to provide medical help. Byrne and Long (1976) analyzed about 2000
audiotaped general medical consultations and distinguished the following six phases of
consultation: relating to the patient, discovering the reason for attendance, conducting a
verbal or physical examination or both, consideration of the patient’s conditions, detailing
treatment or further investigation and terminating. However, as the researchers themselves
admit, it is rare for all six phases to be present in a given consultation. In addition, in different
kinds of consultations, some of the above- mentioned phases may be omitted and some are
more salient (Kos-Dienes and Allwood, 1991).

Although Allwood does not specifically study medical consultation, he has developed a
model for understanding how linguistic communication serves as an instrument of inter-
individual coordination (Allwood, 1993b). To study communication in a social activity, it is
necessary to combine the requirements of the activity role with the requirements of being a
sender or a receiver in communication, as the individuals involved in pursuing the activity’s
purpose occupy the roles relevant for the activity. They also use tools, one of which is
linguistic communication, “the primary instrument of inter-individual coordination in social
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activities” (Allwood, 1993b, p. 12). For a more detailed description of the model, I refer to
Allwood and Abelar (1984) and Allwood (1985, 1993b). Briefly, communication in social
activity is influenced by both the individual backgrounds of the participants and collective
activity factors. A simplified version of the model is presented in Table 2 below:

Table 2: Main components of the model of linguistic communication as an
instrument of social activity (Allwood, 1993b, p.15)

Primary non-communicative features Primary communicative features
Individual Individual background Body movements, phonology, writing, vocabulary,
Biological, psychological, social factors grammar
Interactive Collective activity factors: Interactional patterns:
-purpose/function -sequences
-roles -turntaking
-artifacts -feedback
-environment -repairs
-rhythm
-spatial relations

The model presented above illustrates that individual background, consisting of biological,
psychological and social factors, and collective factors, including purpose/function, roles,
artifacts and environment, influence features and patterns of communication; as well,
“communicative contributions influence other communicative contributions and, at least to
some degree, individual and collective background factors” (Allwood, 1993b, p. 14). In this
thesis, the participants are physicians and patients, whose cultural and linguistic backgrounds
differ. How does this affect the communication process? How do the physician and patient, in
Allwood’s terms, occupy activity-relevant roles and jointly pursue the function or purpose of
medical consultation? Are there any differences in the ways non-Swedish and Swedish
doctors do their “doctoring” and their respective patients do their “patienting”?

One of the first models of medical consultation, specifically primary care consultation, was
developed by David Pendleton (originally presented in Pendleton and Hasler, 1983, and in a
revised version in Pendleton et al., 2003). Like Allwood, Pendleton emphasizes the influence
of context and the participants’ background on communication. As in Allwood’s model, the
backgrounds of both physician and patient are taken into account. Pendleton mentions values,
beliefs and attitudes, skills and experience, and emotional and behavioral factors as
influencing the consultation. In addition, he focuses on the immediate, intermediate and long-
term outcomes of consultation from both the physician’s and the patient’s perspectives.
Satisfaction with consultation is the desirable outcome for both parties, while change in
concern, memory of message, compliance (and other health/illness behaviors), and change in
health status apply to the patient.

In this thesis, as mentioned above, I will analyze how the participants’ cultural backgrounds
influence communication in medical consultation and how medical consultation as a social
activity influences participants’ communicative patterns. In addition, I will also consider
physicians’ and patients’ satisfaction as an outcome of the interaction.

Below, I discuss in more detail the interactive patterns that are analyzed in the thesis.
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2.3 Interactive patterns in medical consultation

In analyzing communication, one should bear in mind that, on the production side, the main
purpose is information exchange between participants. This involves information eliciting
(participants obtaining information from each other) and information providing
(participants providing information to each other). Furthermore, perception and
understanding are essential for a successful communication process. In the course of
interaction, it is important for the participants to be sure that the information exchange is
functioning well, that nothing is missed or misunderstood. Allwood (1993a) mentions four
basic communicative functions: maintenance of contact and interaction, perception,
understanding and attitudinal reactions. These functions necessitate showing understanding
and acceptance, as “the least one can demand from a cooperative receiver is that he
acknowledges apprehension and understanding, so that the sender has a chance of knowing if
he has got his information across” (Allwood, 1976). If it is not clear that the information has
been understood correctly, checking is necessary. The failure of the interactant(s) to provide
feedback (i.c., to acknowledge receiving information and check if the information provided
has been heard/understood correctly) might result in lack of understanding/misunderstanding,
missing information, uncertainty, stress and anxiety, etc. Asking questions is the most
common way to elicit information from the interlocutor and statements are used to provide
information. Using feedback is a way to indicate information acknowledgment and verify the
information provided.

In a medical consultation, the physician’s task is to help the patient to solve health problems
and the patient’s task is to help the physician to provide this help by offering information that
is relevant and adequate. In order to provide adequate medical help, the physician should be
able, first of all, to collect necessary and relevant information from the patient; second, on the
basis of the received information, and using medical knowledge and professional experience,
the physician must make a diagnosis, assign a suitable treatment or direct the patient to the
necessary tests, etc. In addition, one of the physician’s tasks is to provide information to the
patient, for example concerning the disease, preventive health care, etc.

As this thesis focuses on the comparison of communication between non-Swedish physicians,
Swedish physicians and their respective patients, I assume that looking at the above-
mentioned aspects of communication, namely how non-Swedish and Swedish physicians
elicit information from and provide information to their patients and acknowledge/
check the information received, might be both useful and interesting. Are there any
differences (possibly cultural differences) between the non-Swedish and Swedish physicians?
Are there differences between the patients of the respective physicians concerning the above-
mentioned issues? What are the positive/negative effects of the fact that the physicians come
from different linguistic and cultural backgrounds than their patients?

I will look more closely at the issues of information eliciting (questions), information
providing, and information acknowledgment and checking (feedback) in the backgrounds to
the various sections of this thesis. In addition, I will identify and analyze the instances when
communication problems occur, such as lack of understanding/misunderstanding, cultural
differences, etc. I will also discuss power, gender and culture in the context of medical
consultation.

15



2.4 Power in physician-patient communication

As in many other social activities, for example, communication in a classroom, business
meeting, and so on, the relationship between the participants in a medical consultation is
asymmetrical. Due to his/her experience and knowledge, the physician is the one responsible
for the interaction, while the patient is a relatively passive participant, whose involvement
ranges from simply answering the physician’s questions to actively participating in
discussions and decision-making. Although the degree of asymmetry in encounters between
physician and patient varies (Roter, 2000), it is the physician who has experience and
knowledge and who must take responsibility in the interaction and come up with explanations
of the patient’s problems and possible solutions for them. The issue of power in physician-
patient communication during medical consultations is described in more detail below.

I have already mentioned Hofstede’s definition of power (p.7). Allwood provides a broader
definition:

A power relationship is said to hold between two or more persons if they can control
each other's behavior or thoughts. The relationship is asymmetrical if one or more
persons can control the behavior or thoughts of one or more other persons in a certain
respect without the latter person(s) being able to control the former person(s) in the
same respect.’

(Allwood, 1980, p. 2)

The possession of power by one of the participants in an interaction results in an
asymmetrical relationship, and communication between physician and patient, as mentioned
above, is heavily influenced by this asymmetry. The physician, as a health care provider, is
referred to as powerful, and the patient as powerless (Wynn, 1995).

Roter (2000) provides an overview of the prototypes of the physician-patient relationship,
such as paternalism, mutuality, consumerism and default. The first, paternalism, is the most
prevalent one, and can be explained as follows:

In this model of relations, physicians dominate agenda setting, goals, and decision-
making in regard to both information and services; the medical condition is defined in
biomedical terms and the patient’s voice is largely absent. The physicians’ obligation is
to act in the patient’s “best interest.” The determination of best interest, however, is
largely based on the assumption that patient values and preferences are the same as that
of the physician.

(Roter, 2000, p. 7)
Conversely, in the consumerism type of relationship, it is the patient who leads the

conversation, sets the goal and agenda of the visit and takes sole responsibility for decision-
making:

2. Hofstede’s definition is a specific instance of Allwood’s definition
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Patient demands for information and technical services are accommodated by a
cooperating physician. Patient values are defined and fixed by the patient and
unexamined by the physician.

(Roter, 2000, p. 7)

The mutuality type of relationship is characterized by a balance of power between the
participants; “the goals, agenda and decisions related to the visit are the results of negotiation
between partners; both the patient and the physician become a part of a joint venture.
Through this process the physician acts as a counselor or advisor” (p. 7).

Unclear and contested goals, uncertain physician role, and obscure or unclear examination of
patient values that can result in a “dysfunctional standstill” are the features of the default type
of physician-patient relationship.

Undoubtedly, the power relationship between physician and patient created in a particular
consultation depends on a number of factors, such as degree of acquaintance of the
participants, as well as culture. For example, it would not be surprising to find that in cultures
with a high PDI the relationship between physician and patient is more asymmetrical than in
low-PDI countries. The high power distance accepted between physician and patient in
Indonesia has its roots in differences in medical knowledge, educational level, and
socioeconomic status between physician and patient, combined with a traditional view of the
health care provider as authority and such Indonesian values as conflict avoidance and
respect. These factors often prevent Indonesian patients from freely expressing disagreement,
concern or confusion in communication with heath care providers (Kim Young et al., 2001).
The hierarchy that characterizes physician-patient communication in Japan is reflected in
physicians not discussing treatment choices in much detail and not explaining procedures to
their patients (Ishikawa et al., 2002). Both power distance and collectivism are reflected in
Chinese patients’ preferences for decision-making concerning treatment: decisions may be
made by physicians, jointly, or by the family, but not by the patients alone (Kim Min et al.,
1999).

Language is an important instrument for gaining and keeping power in general, and in
medical consultations in particular. One of the concepts related to power is dominance, “in
principle quantifiable and aggregated patterns emergent over sequences” (Linell and
Luckmann, 1991, p. 4).

Linell and Luckmann distinguish four types of dominance: quantitative dominance (the
number of words the participant uses in comparison to other interactants; the interlocutor who
dominates is the one who speaks most); interactive dominance (the distribution of initiatives
and responses; the dominant interactant is the one who directs and controls the interlocutor’s
communicative actions more than her/his counterpart, and who at the same time is less
controlled in his/her own turns); semantic dominance (for instance, who chooses the topic);
and strategic dominance (outcome-based analysis, focusing on who initiates the strategically
most important contributions).

In medical consultation, the research shows that physicians tend to speak more than their
patients and prevent them from telling their stories by using closed-ended questions and
interruptions (Mishler, 1984). The physicians control interaction by asking questions while
the patients answer them (Agar, 1985). Some research has indicated more differences
between participants, and some fewer, and a number of influential factors have been
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investigated. This topic will be discussed in more depth in Chapters 4 to 6 of this thesis.

2.5 Gender in physician-patient communication

Gender influence on physician-patient communication is another aspect that this thesis
touches upon. Research shows that the communication styles of men and women differ.
According to Deborah Tannen, women in interaction focus on intimacy, which is defined as
“key in a world of connection where individuals negotiate complex networks of friendship,
minimize differences, try to reach consensus, and avoid the appearance of superiority, which
would highlight differences” (Tannen, 1990, p. 26). On the contrary, men tend to focus on
independence, in which “a primary means of establishing status, is to tell others what to do,
and taking orders is a marker of low status” (p. 26).

A brief overview of the findings on gender in medical encounters is presented below.

2.5.1 Male and female physicians
Starting with the physician’s gender, research shows that, in general, male and female
physicians have different styles of communicating with their patients.

Roter and Hall (2004) present a detailed overview of the empirical research on how the
physician’s gender influences communication. They found that female physicians conduct
longer consultations than male physicians, which can be explained by their tendency to
initiate partnership building to a greater extent than male physicians (i.e., they actively
facilitate patient participation in the medical visit or attempt to equalize status by assuming a
less dominant stance within the relationship). In addition, consultations with female
physicians include more positive talk, psychosocial counseling, psychosocial question asking,
emotionally focused talk and emphatic communication (Bylund and Makoul, 2002; Roter and
Hall, 2004) than consultations with male physicians. An exception is obstetrics and
gynecology, where male physicians are reported to provide more emotional talk than female
physicians (Bylund and Makoul, 2002). Non-verbal behavior differs as well, with female
physicians providing more feedback, smiles and nods than their male colleagues. Conversely,
male physicians tend to be “more imposing and presumptuous” (giving more advice and
paraphrases) and more verbally dominant while female physicians are more attentive and
non-directive (giving more subjective and objective information and acknowledgments)
(Meeuwesen et al., 1991, p. 1143).

Similarly, Melander Marttala (1996) shows that male physicians have quantitative dominance
in interactions (i.e., they produce more words in conversation with their patients compared to
female physicians). On the contrary, other studies, for example Skelton and Hobbs (1999a)
show no indication of male physicians’ verbal dominance. Concerning interactional and
semantic dominance (i.e., topic introduction in conversation), though no difference is
observed, the male physicians are more likely to introduce medical aspects while female
physicians tend to introduce more social aspects in interaction (Melander Marttala, 1996).
Male physicians use more formulations, in which they summarize what has been talked
about; according to Melander Marttala, this reveals a tendency on the part of male physicians
to dominate more in interaction than their female colleagues.
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2.5.2 Male and female patients

Concerning the patient’s gender, research shows that female patients show more participation
in interactions with physicians in general and female physicians in particular (i.e., female-
female consultations; patients are more inclined to seek a partnership relationship with
female than male physicians) (for an overview, see Roter and Hall, 2004). However, no
difference has been found in the number of questions asked by the patients in consultations
with female versus male physicians (Roter and Hall, 2004).

Women are more inclined to seek interpersonal relations and have affective reactions to
events, while men are more likely to give objective reports of events. This is reflected in
female patients’ being more inclined to simply discuss their problems with physicians rather
than presenting the problems for physicians to solve; females are also more critical of the
care provided and tend to change physicians due to communication problems more often than
male patients (Elderkin-Thompson and Waitzkin, 1999; Caljouw et al., 2008). Female
patients get more time from their physicians and more explanations rephrased from medical
terminology in lay terms, which can be tentatively explained by the fact that women provide
more detailed histories (Elderkin-Thompson and Waitzkin, 1999). Foss and Sundby (2003)
show that female patients are usually more diffuse in their presentation of symptoms, and
lack of time is a more common problem for physicians involved in consultations with female
patients than with male ones. Wodak (1981) shows that male patients tend to use
circumstantial descriptions while women tend to prefer elements from their life history in
narrative form. Foss and Sundby (2003) also point out that female patients talk about feelings
to a higher degree than male patients. Moreover, the younger female patients (in Norway)
were described by the staff as “being able to ask more questions and more aware of their right
to be heard” and appeared to be “less willing to listen to the nursing staff” (pp. 47-49). Men
are described as reporting more pain and being more frightened than women, but at the same
time, male patients are easier to handle (Foss and Sundby, 2003, p. 48). Some studies also
report that female patients prefer female physicians (Kerssens et al., 1997, Derose et al.,
2001).
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2.5.3 Communication in cross-sex and same-sex
consultations

Female-female consultations are longer and male-male consultations are shorter than other
gender combinations; female-female consultations are also more egalitarian, that is, patient
and physician contribution to the dialogue are more equal (for an overview of the research,
see Roter and Hall, 2004). The study by van den Brink-Muinen et al. (2002) with a focus on
differences in communication patterns in different gender dyads shows that female-female
consultations are more psychosocially oriented compared to other gender combinations.

Concerning questioning behavior, it is not surprising that female physicians ask more
questions concerning psychosocial issues; however, no clear tendencies concerning question
format (i.e., question types) asked by male and female physicians and male and female
patients have been found (Roter and Hall, 2004). Interestingly, the study by van den Brink-
Muinen et al. (2002), found that, in addition to being longer, female-female consultations
included more psychosocial discussion and emotional talk, as well as lower levels of
physician verbal dominance; the authors claim that these characteristics of female-female
encounters are common across European countries such as the Netherlands, UK, Spain,
Belgium, Germany and Switzerland.

Male physicians tend to ask roughly the same number of questions of both male and female
patients, while female physicians ask more questions with female than male patients
(Ainsworth-Vaughn, 1998). In addition, male patients ask more questions of female
physicians than male ones, which supports the above-mentioned assumption that patients are
more active in communication with female physicians (Ainsworth-Vaughn, 1998).

To conclude, the research shows that male and female communicative styles differ, and this
does have an impact on interaction during medical consultation. However, one should not
forget that

gender is but one of many factors that may correlate with behavior, beliefs, and
perceptions. Therefore, researchers should not focus on gender in isolation of other
personal (e.g., age, ethnicity, nationality, SES) and situational attributes that also
influence health care provider-patient interaction

(Street, 2002, p. 205)

Patients’ communication with physicians is also closely related to their age; older patients are
more likely than younger ones to accept the traditional asymmetry in doctor-patient power
relations and tend to be less involved in decision-making and more satisfied (Haug and
Lavin, 1981; Beisecker, 1988; Cline and McKenzie, 1998; Duberstein et al., 2007). Level of
education and worry are also factors; for example, more educated patients ask more questions
and offer more opinions (Wachtler et al., 2006), while more worried patients express more
concerns (Street, 2002). Type of health problems experienced is also an influencing factor
(van den Brink-Muinen et al., 2003).

The study by Willems et al. (2005) shows differences related to the patient’s socio-economic
status and communication, communication with patients from lower social classes is
characterized by, among other things, less information giving, fewer directions and fewer
socio-emotional and partnership building utterances from the physician. Racial differences
may also play a role and influence the information exchange during consultation (e.g.,
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Gordon et al., 2006).

Gender is a biological but at the same time a social and cultural construct (Foss and Sundby,
2003). Gender roles in different societies may differ, which can cause additional difficulties
in communication between patient and health care provider. In the next section, I present the
research on the influence of culture on physician-patient communication in general, and in
cases where the physician is a non-native and the patient is a native speaker in particular.

2.6 Culture and physician-patient communication

2.6.1 General overview

Cultural differences and their impact on physician-patient communication have been
discussed and analyzed in a vast number of studies. Research into culture and physician-
patient communication generally falls into three major categories.

One category includes studies of physician-patient interaction in a particular culture.
Examples include the studies mentioned above: Kim Min et al.’s (1999) study on decision-
making by Chinese patients, and Kim Young et al.’s (2001) and Ishikawa et al.’s (2002)
articles on physician-patient communication in Indonesia and Japan. In addition, research
focusing on the analysis of communication with patients with different cultural backgrounds
can be mentioned. Scandinavian studies include the studies by Hanssen (2005) for Norway
and by Hallingberg and Larsson (1997) for Sweden.

Another category comprises cross-cultural comparative communication studies, which
analyze and compare physician-patient relationships in different countries. Many of these
studies use a large-scale survey as the data collection method; however, there exceptions
(e.g., the already-mentioned study concerning gender and communication in different
European countries [van den Brink-Muinen et al., 2002], which uses video-recorded
consultations as the basis for analysis). An example of a more qualitative study in this group,
which uses recordings of naturally occurring interactions (not arranged ones) between
physicians and patients, is the study by Ohtaki et al. (2003). It analyzes differences between
American and Japanese physicians interacting with their patients. An example of a survey
study, which concerns the scope of end-of-life decisions and attitudes toward advance
directives of palliative care patients from the USA, Germany and Japan, is the study by Voltz
et al. (1998). The results showed, among other things, that the Japanese respondents were
more likely than the American and German respondents to entrust all decisions to the family
(known as omakase), whereas the American respondents tended to make decisions
themselves; the authors explain this result by the influence of cultural factors. Feldman et al.
(1999) present differences in ethical standards between American and Chinese internists. US
internists were more likely to follow the patient’s preferences (emphasis on the rights of the
individual — individualism) rather than family preferences when there was a conflict
regarding chemotherapy, whereas Chinese internists favored the family’s wishes (the role of
the family — collectivism). Another example is the Richter et al. (2002) study focusing on the
differences between German and Swedish physicians and nurses in performing
cardiopulmonary resuscitation (CPR). The German doctors found that they experienced fewer
difficulties in their decision-making when no information was available about the patient’s
wishes, unlike the Swedish ones; the authors explain this as resulting from the hierarchical
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structure of the German health care system as well as a more paternalistic attitude of German
doctors toward their patients compared to Swedish doctors.

The third category, to which this thesis belongs, comprises analyses of intercultural
communication when the physician and patient have different cultural backgrounds. Unlike
the studies in the previous two categories, which are mainly based on surveys, studies in this
category are more qualitative in nature, smaller in scale, and more likely to use interviews
and recordings of interactions, because they focus on issues related to the impact of cultural
differences on the interaction itself and on the participants’ experiences of it. Some of the
themes are differences in physicians’ and patients’ views of health and illness, for example
Lisbeth Sachs’ study of Turkish women’s communication with Swedish physicians and the
differences in their view of the causes of health problems (Sachs, 1983). Differences in
patient behavior and involvement in the treatment process, and in their views of health and
illness between female patients from Sweden, the former Yugoslavia and Arab countries
(Iraq, Palestine, Lebanon, and Egypt) are the focus of Hjelm et al.’s (2003) interview study.
Lack of understanding/misunderstanding, culture and foreign language use in consultations
are discussed by Roberts et al. (2005). I also include in this category studies that analyze
interactions between physicians and patients with different cultural and linguistic
backgrounds, who communicate with an interpreter’s help (e.g., Davidson, 2001; Flores et
al., 2003).

The results of all the above-mentioned studies show that cultural differences and language
problems appear to be obstacles to interaction. To the best of my knowledge, there has not
been a single study on intercultural physician-patient communication that has highlighted a
positive rather than a negative influence coming from the use of foreign language and cultural
differences in participants’ backgrounds. However, in the field of intercultural
communication in general, although the prevailing tendency is to see cultural differences as
an obstacle to communication, a number of researchers have attempted to find the benefits of
diversity (e.g., Sederberg and Holden, 2002). It would be interesting to find out whether there
are any positive sides of diversity in a health care context that may arise when a health care
provider is a foreigner. In addition, it would also be interesting to analyze what the power
relationship looks like when the physician’s power as a health care provider is combined with
his/her uncertainty with language.

2.6.2 Intercultural communication between a foreign
physician and a native patient

What does the interaction look like when it is the physician, not the patient, who is a
foreigner and the patient is a native speaker? Similar to any other foreigner and second-
language speaker, a foreign physician might be singled out by appearance, “strange” name,
accent, and body communication, as well as cultural differences in values, beliefs and norms,
such as conflict resolution, expressing feelings, temperament, and attitudes, beliefs and
standards that differ from the host society’s. Coming to another country and being a foreigner
often implies striving to achieve status and a place in society and learning a new language
and culture. In addition, one’s professional competence is often questioned, especially when
one comes from a less developed country to a more developed one.

Communication between foreign physicians and their patients has not received much
attention in spite of the fact that migration of health care personnel is not uncommon (Stilwell
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et al., 2004). In Table 3, I provide a concise summary of the issues related to intercultural
communication between a foreign physician and a native patient.

Table 3: An overview of studies of issues related to communication between a

foreign physician and a native patient

Issues

Study/Country

Credential issues
e.g., lack of visa, etc.

(Horvath, Coluccio, Foy, & Pellegrini, 2004)/USA

Working in rural areas, treatment of patients with lower
social status, to "fill in" gaps due to physician shortages

(Howard et al., 2006)/USA

Inadequate level of medical/surgical knowledge

(Horvath et al., 2004)/USA

Language problems

¢ Spoken language

understanding regional patient dialects

understanding and usage of colloquial speech

use of common language rather than medical jargon

bodily communication
e.g., understanding non-verbal signals, eye contact

speech inflection

physician's accent

difficulties learning and using medical vocabulary, brand
names, abbreviations in target language, e.g., DOA: dead on
arrival

difficulties providing emotional support to patient, express
caring and concern, both verbally and non-verbally

e.g., touching patient for support; "Patients and relatives
thought that | did not care much"

difficulties in giving and accepting feedback

misunderstanding due language problems

(Fiscella et al., 1997)/USA

(Fiscella & Frankel, 2000)/USA

(Swierczynski, 2002)/Great Britain

(Steward, 2003)/USA

(McMahon, 2004)//USA

(Hall et al., 2004)/USA

(Horvath et al., 2004)/USA

(Lockyer, Hofmeister, Crutcher, Klein, & Fidler, 2007)/Canada

e Written language
e.g., Problems with reading and writing, incompleteness of
notes, problems with understanding

(Hall et al., 2004)/USA

Emotional challenges, feelings of acceptance/rejection, discrimination

discrimination on basis of language competence, race, etc,
e.g., "l don't want any doc who can't speak English taking
care of me"

"fear of patient bias" (patients' suspicion about physician's
medical competence) on basis of language competence, IMG
(international medical graduate) status

e.g., analysis of risk-adjusted mortality rates and adjusted use
of secondary prevention medications of patients treated by
IMG vs. Canadian medical graduates; no difference was found
(Ko et al., 2005)

staff discrimination against IMG

discrimination on basis of appearance, clothes, etc.

being singled out, constant pressure to perform and not to
show any weaknesses

e.g., "Being a foreigner, | may be punished if | make a small
mistake"

(Fiscella & Frankel, 2000)/USA
(Moore & Rhodenbaugh, 2002)/USA
(McMahon, 2004)/USA

(Srivastava & Green, 2004)/Australia
(Hall et al., 2004)/USA

(Srivastava & Green, 2004)/Australia
(Coombs & King, 2005)/USA

(Ko et al., 2005)/Canada

Lack of knowledge concerning the host society in general
and host health care system (differences in procedures)
and technology (equipment, computer skills, etc),
physician's rights and obligations in particular

(McMahon, 2004)/USA

(Hall et al., 2004)/USA

(Horvath et al., 2004)/USA

(Allan, Manca, Szafran, & Korownyk, 2007)/Canada
(Lockyer et al., 2007)/Canada
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Influence of cultural background on consultation procedure and treatment

performing physical examination, other medical procedures | (Fiscella & Frankel, 2000)/USA
e.g., ability to perform gynecological examination, (male|(Lockyer et al., 2007)//Canada
physician performing examination on female patient), more/
less procedures than in home country

different physician-patient/physician-personnel roles based |(Erickson & Rittenberg, 1987)/USA

on cultural differences, change in status, e.g., patient|(McMahon, 2004)/USA

questions the physician (Narasimhan, Ranchord, & Weatherall, 2006)/New Zealand
(Lockyer et al., 2007)/Canada
(Pilotto, Duncan, & Anderson-Wurf, 2007)/Australia

differences in patients' expectations concerning physician
and treatment
e.g., higher or lower expectations of the doctor in the host
country compared to physician's home country, negotiating
treatment plans, disclosure of medical information to patient
vs. family, attitudes and values e.g., hierarchy, role of elderly,
taboos, more knowledgeable patients compared to patients|(Educational Commission for Foreign Medical Graduates,
from physician's home country 1976)/USA
(Hall et al., 2004)/USA
(Hirsch-Moverman et al., 2006)/USA
(Horvath et al., 2004)/USA
lack of acceptance of deficiencies and inability to accept|(McMahon, 2004)/USA
(
(

physician's tendency not to ask for more information,
clarification, will not disagree with or question attending MD

constructive criticism Kales et al., 2006)/USA
Lockyer et al., 2007)/Canada

forms of address

religion

time issues e.g., poor time management and multitasking
techniques, being on time

gender issues

differences in disease panorama in home and host country,
physician's view of health and illness

Patients as teachers (Allwood et al., 2004)/Sweden
e.g., give feedback, help with language, a resource for (Berbyuk et al., 2006)/Sweden
learning (Allwood & Berbyuk, 2006)/Sweden

Lockyer et al., 2007)/Canada
McMahon, 2004)/USA

(
Differences in physical environment (
e.g., one-bed/two-bed room vs communal wards
As one can see from the summary in Table 3, the majority of studies are based on data from
the USA, Canada, Australia, New Zealand and Great Britain. Non-Swedish physicians’
communication with patients and colleagues in Sweden is primarily represented by the
articles written by the research group connected with my Ph.D. project. Among the problems
experienced in communication with patients, lack of medical knowledge and language and
cultural problems are mentioned. Lack of knowledge about the host country is also
mentioned. No study mentions the positive side(s) of communication between non-native

physicians and native patients.

Methodological issues should be considered as well. Few studies — in fact, only the article by
Erickson and Rittenberg (1987) and the articles from the above-mentioned project — use
recordings of actual interactions; other studies use primarily interviews and questionnaires
(with the exception of Fiscella and Frankel, 2000, who used critical incidents and focus
groups). This means that few examples of language problems from actual interactions are
available; only participants’ views of problems are presented.

This thesis combines recordings of medical consultations, questionnaires and interviews in an
attempt to provide examples of actual interactions together with participants’ views
concerning their communication. The methodology of the study is described at greater length
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in Chapter 3.

2.7 Some remarks about Swedish culture and
health care

In spite of the fact that representatives of more than 20 cultures provide the material this
thesis is based on, all of them have to handle one culture, namely Swedish culture. Therefore,
although I have already mentioned some characteristics of Swedish culture in the sections
above, it is beneficial to present a concise overview of the research on Swedish culture and
communicative patterns in order to get a better understanding of the results of this study. The
overview comprises the research of Hofstede, Lewis, and Trompenaars and Hampden-Turner,
as well as studies that focus exclusively on Swedish culture, such as Phillips-Martinsson
(1992), Allwood (1985, 1999), Daun (1996, 2005) and Herlitz (2003).

Hofstede assigns a relatively high score on individualism to Sweden, claiming it to be an
individualistic culture, which is true but not the whole truth. Seeing Sweden as an
individualistic country provides a simplified and incomplete picture. On one hand, Sweden is
an individualistic country. However, Swedish individualism, in Hampden-Turner and
Trompenaar’s terms “has a very different quality” (Hampden-Turner and Trompenaars, 1993,
p. 235), compared to, for example, the United States. As I have mentioned, in Triandis’
terms, Swedish individualism is horizontal (i.e., an autonomous self is valued, but each
individual is more or less equal in status to others); that contrasts to the vertical
individualism, which emphasizes inequality and privilege, typical, for example, of the USA
(Triandis, 1995). Individualism in Swedish society is reflected in the common sayings den
gode mannen reder sig sjdlv (‘a good man manages himself’) and du gor som du vill (‘do
what you want to do’), which emphasize individual rights and autonomy.

Swedes make a clear distinction between private and public life. This difference, Allwood
(1999) claims, is more strictly upheld than in many other countries, and is rooted in Martin
Luther’s doctrine of a distinction between Person und Amt (‘personal life and official duty’).
It is relatively uncommon for friends at work to be friends in private life, which often makes
it difficult for foreigners to develop private friendships with Swedes (Allwood, 1999; also
pointed out by Phillips-Martinsson, 1992).

On the other hand, there are also collectivistic trends in Swedish society. Collectivism is
reflected in national movements, participation in organizations that involve individuals with
similar points of view and interests, and conformity, that is, not standing out (Daun, 2005).
Daun (1996) emphasizes the Swedish striving for sameness and conformity and intolerance
of dissimilarities, rooted in Jantelagen (‘the Jante law’) and reflected in a negative view of
boasting and positive view of shyness, striving for consensus, and avoiding direct
confrontation. Talking quietly, avoiding raising one’s voice and not making eye contact are
some of the behavior traits that cause Swedes to be seen as modest and shy. In addition, the
importance the Swedes place on what is said and how (Vad vi sdger tolkas som tecken pd vem
vi dr [*What you say is the sign of what you are’]) results in Swedes being seen as more
reserved and less talkative than the representatives of other cultures. Daun also relates
shyness and modesty to the Swedish negative view of aggressiveness and positive view of
conflict avoidance, which is reflected in an indirect communication style and a low pitch in
interaction, uneasiness about interruptions and view of silence as a time for speculation and
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not as a lack of interest in interaction. Saying nja or nd instead of a more direct nej (‘no’) is
also a strategy to avoid confrontation (Herlitz, 2003). Daun also cites Allwood (1999), who
mentions that the Swedish intensive use of the feedback word jaa and saying fack (‘thank
you’) are signs of “consensus making behavior.” Being honest is also one of the traits of the
Swedish character. Daun points out that

the desire not to lie stands counter to the desire to achieve mutual understanding. The
opposition is dissolved through silence and the selective avoidance of sensitive subjects.
What one says is true, honest, but need not be the whole truth.

(Daun, 1996, p. 98)

It is worth paying special attention to Swedish decision-making. The Swedes see a decision
as a solemn agreement between the participants at the meeting. Each person has the
opportunity to make concessions, and a collective agreement on a decision, not one person’s
decision, is important. Lewis (2000) points to the similarities in the collectivistic form of
Swedish and Japanese decision-making, where everyone has “ample opportunity to discuss
projects thoroughly, since the right to debate and express one’s opinion is paid for by strict
adherence to the company policy once it has been settled” (p. 283). This also illustrates the
collectivistic trend in Swedish society.

Concerning power distance, Sweden has a relatively low score in Hofstede’s study, which
implies a comparatively small power distance between superior and subordinate. A Swedish
leader often functions as an advisor, rather than an authority, and subordinates are used to
taking the initiative. Hampden-Turner and Trompenaars point to Swedish managers’
willingness to “delegate authority” and equality. The tendency to make collective decisions
rather than decisions on one’s own authority (which can be linked to Swedish collectivism) is
clearly present.

Swedes value facts and concrete information. The Swedes, as mentioned above, are
representatives of monochronic and linear-active cultures in Hall’s and Lewis’s terms; logical
argumentation, factualness, and matter-of-factness are common means of persuasion while
the expression of emotions is rare (Daun, 1996; Herlitz, 2003). Punctuality should also be
mentioned here. The short power distance in Swedish society, as well as equality in gender
roles and desire for a proper consensus, are reflected in a democratic way of communication
during meetings and active listening using much verbal feedback. Informality, addressing the
superior as du (Eng. ‘you’, informal) (see Allwood, 1999, for a history of the change in forms
of address), and not using titles are widely accepted.

Sweden is also rated as the most “feminine” country in Hofstede’s study. Quality of life,
valuing interpersonal aspects, physical environment, nurturance and equality between sexes
are emphasized (Lewis, 2000).

Few studies describe communication between physicians and patients in Sweden. Daun
(1996) mentions the by of Hendin (1964), who describes Swedish female patients as being
more reserved than Danish ones, which Daun relates to the Swedish shyness. I have already
mentioned Richter et al. (2002), which describes Swedish medical personnel as striving for
consensus and a shorter power distance compared to the German physicians. Short power
distance and consensus imply that the physician usually functions as an advisor, who in the
course of a rather informal interaction involves the patient in the decision-making process
(samrad). The patient in his/her turn is expected to take an active part in his/her own
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treatment. The patient’s making decisions about his/her own health is favored (Herlitz, 2003).
In addition, the articles written within the project mentioned above (see Table 3) provide a
more detailed overview of Swedish patterns of communication in medical consultation. Such
characteristics of the Swedish patients as being demanding and well prepared, curious and
helpful with language problems in terms of assisting in finding the right word, repeating what
was said, talking slower and guessing what the physician means have been mentioned. In
addition, consultations are experienced as being more informal than consultations in the non-
Swedish physicians’ home countries. Swedish tolerance and patience as well as conflict
avoidance were also mentioned by the non-Swedish physicians.

In this thesis, I will go more deeply into the issues mentioned in the articles and combine the
findings of the interviews, questionnaires and observations with the analysis of recordings of
medical consultations to find answers to the specific questions raised in this thesis. In
analyzing communication between non-Swedish physicians and their Swedish patients and
comparing it to the communication between Swedish physicians and their Swedish patients, I
will examine how the non-Swedish physicians and their Swedish patients fulfill their roles in
intercultural medical consultations and how cultural differences influence interaction during
consultation, such as physicians’ and patients’ views of power distance and relationship in
consultation, the influence of collectivism/individualism, gender roles and culture, etc. I will
also compare intercultural and Swedish medical consultations. In addition, because the focus
is on NNS-NS interaction, the strategies the non-Swedish physicians use to communicate
with their Swedish patients and vice versa will be discussed. Finally, I will specifically look
at the positive aspects of intercultural medical consultations.

2.8 Summary of Chapter 2

In this chapter, I provided an overview of the research relevant to the topic of this thesis,
which includes research on medical consultation as a social activity, intercultural
communication and native speaker—non-native speaker interaction, issues of gender, power
and culture in consultation, as well as an overview of some of the cultural traits of Swedish
communication. To sum up, in this thesis, communication between physicians and patients
with different linguistic and cultural backgrounds will be analyzed based on Allwood’s
activity based communication analysis. Secondly, I will compare my findings with the
findings of the studies mentioned above to see whether my data confirm or contradict what
has been done in previous research, and why. I will provide a general analysis of the
participants’ views on communication, problems and positive experiences. In addition, I will
focus on issues of information getting (questions), information giving and information
acknowledgment and checking (feedback). I will provide a more detailed background on
these issues in subsequent chapters. Issues of understanding will be addressed as well, and
gender and power will be analyzed.
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Chapter 3: Methodology and data

This chapter presents the data collection and data analysis methods that I have used in this
thesis. It also describes what types of data were collected. Different methods of data
collection (interviews, observations, questionnaires and recordings of interactions) and data
analysis (qualitative and quantitative) have been combined in the thesis. The analysis of the
transcribed recordings of medical consultations, both qualitative and quantitative, has been
combined with an analysis of the interviews, questionnaires and observations. Below, I begin
with a general overview of the structure of the research and studies carried out for the thesis
(3.1). Next, I present information about the data collection methods and the data collected
(3.2), the participants (3.3) and some remarks on the data collection process (3.4). Data
analysis methods are outlined in section 3.5, followed by a short section about translation
(3.6). I conclude with a short summary of this chapter (3.7).

3.1 Overview of the research structure and studies
carried out

The data for this thesis were collected and analyzed within the framework of Activity Based
Communication Analysis (ACA). The main claim of this theory, developed by Allwood
(1976, 1993a, 2000, 2007a), is that linguistic communication does not occur in vacuum but in
an activity, such as physician-patient consultation, and therefore communication should be
analyzed in relation to the social activity in which it occurs. As an empirically grounded type
of linguistics, ACA is based primarily on recordings of authentic linguistic interaction.
Recordings of multimodal, direct, face-to-face communication, like the ones I have made of
medical consultations, constitute the preferred method of data collection. Such recordings
may be combined with interviews and questionnaires, as has been done in this study.
Collecting large amounts of data, transcribing recordings and making corpora to capture
statistically significant patterns using both computer-supported analysis of an automatic or
semiautomatic kind and more qualitative analysis are emphasized. In spite of the limitations
that result from being just a small collection of certain types of language use, a corpus is still
a source of robust and realistic data that is relatively independent of prejudice, normative
beliefs and limitations of the linguists’ semantic-pragmatic imagination. Because ACA aims
to describe, analyze and explain linguistic interaction in as “naturalistic” circumstances as
possible, the data obtained should have “ecological validity,” that is, they should deal with
phenomena that are robust, independently of the researcher’s control and manipulations
(Allwood, 2007a).

In this thesis, a procedure that respects the above-mentioned aims of ACA, presented in
Allwood (2007a), has been followed, as described below.

First, identification of a particular social activity type (or a set of related social activity
types) for the study takes place, on the basis of analysis of the activity’s purpose, function
and procedures, and participants’ rights, obligations and competences, as well as the use of
artifacts and the environment in which the interaction takes place. In our case, the activity is
medical consultation.

Second, there is a process of data collection and analysis. The data collection methods used
in this study are interviews, questionnaires, video/audio recordings of medical consultations
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and participant observation. In Table 4 below, a general overview of the data used in the
thesis is presented. Concerning the recordings of consultations, two sub-studies were
initiated, the ICCMedConsult (Intercultural Medical Consultation) Study and the
SweMedConsult (Swedish Medical Consultation) Study. The former involves the recording
of interactions between non-Swedish physicians and their Swedish patients, and the latter
recordings of Swedish physicians communicating with Swedish patients. The
SweMedConsult Study is a reference study; the reference group idea makes it possible to
analyze both differences and similarities in the non-Swedish and Swedish physicians’
communication patterns and those of their respective patients.

Table 4: General overview of data used in the thesis

Data collection methods Amount of data
Interviews 51
Questionnaires 277
Recordings of medical consultations 63
ICCMedconsult (Intercultural Medical Consultation) Study 34
SweMedConsult (Swedish Medical Consultation) Study 29
Observations 10

9% ¢

Five categories of participants, “non-Swedish physicians,” “Swedish physicians,” “other
Swedish health care personnel” (Swedish health care staff other than physicians), “other non-
Swedish health care personnel” (non-Swedish health care staff other than physicians) and
“Swedish patients” were involved in the project. The subsequent sections provide more
detailed descriptions of the data collection methods and procedures, the data and the
participants.

Concerning data analysis, | have made an attempt to combine the analysis of data obtained
using the above-mentioned data collection methods in order to obtain a very complete picture
of communication and find at least partial answers to the specific questions posed in this
thesis. While the analysis of interviews and the questionnaires provide information about the
respondent’s attitudes and views on communication, the recordings of medical consultations
and the observations are sources of data on what happens in actual interactions in terms of
participants’ communicative behavior.

A qualitative approach was used in the analysis of the interviews, observations, recordings of
medical consultations and comments in response to the questions asked in the questionnaires.
A quantitative approach was applied in the analysis of the questionnaires (the number of
responses obtained) and of the recordings of medical consultations (frequency of occurrence
of a given phenomenon in the interaction, e.g., certain question types, word frequencies,
number of pauses, vocabulary richness, etc.).
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3.2 Data collection methods

Below, brief outlines of the data collection methods used are presented.

3.2.1 Interviews

Semi-structured interviews were conducted with all five participant categories. The
physicians were interviewed before and/or after recordings of medical consultations and the
other health care personnel — during or after observation sessions. Swedish patients were
interviewed and the questionnaire administered, after the patient had filled in the form.

The interview procedure, roughly similar for all the participant groups, was as follows.

First, the interviewer became acquainted with the interviewee and explained the interview’s
purpose. Then, the interviewee was asked to provide some background information including
age, education and working experience (both in the home country and in Sweden for the non-
Swedish physicians and other non-Swedish health care personnel)’. In the case of patients,
because the interviewee’s background information had already been provided in the
questionnaire, the questions about background were omitted, which explains the
comparatively short interview duration with the patients compared to the ones with the other
participant groups (see Table 5 below).

Next, in the interviews with the physicians and other health care personnel, the questions
related to the interviewee’s experience of communication with Swedish patients and the
comparison to the patients in the interviewee’s home country (for the non-Swedish
physicians and other non-Swedish health care personnel only) were asked. The Swedish
physicians and other Swedish health care personnel were also interviewed about their views
of communication between non-Swedish physicians and Swedish patients.

In the interviews with the Swedish patients, the patients were asked to comment on their
experience of communication with one non-Swedish physician of their choice, be it the one
they had met most recently, the one they remembered best, etc. In addition, the patients were
asked to discuss and compare their communication with the non-Swedish physician and the
Swedish physicians they had met.

Last but not least, all the participants were encouraged to comment on the interview questions
and to add any information they considered to be missing at the end of the interview.

An overview of the interview data is presented in Table 5. Audio-recordings or field notes
were used for data recording with the interviewee’s consent.

3. The interview questions are similar to the questions in the questionnaires, which are presented in Appendix
A.
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Table 5: Overview of the interview data

Participant category Number of interviews/registration |Recording Mean recording

method time time

Audio Field notes

recordings
Non-Swedish physicians 17 3 9 hrs 18 min 32.8 min
Swedish physicians 3 0 1 hrs 36 min 32 min
other Swedish health care personnel 5 0 1 hrs 12 min 14.4 min
other non-Swedish health care personnel 8 0 4 hrs 36 min 34.5 min
Swedish patients 5 10 0 hrs 47 min 9.4 min
Total: 51 interviews; total recording time: 17 hrs 48 min; mean interview time: 28 min

3.2.2 Questionnaires

Three questionnaires, one for the non-Swedish physicians, one for the Swedish physicians
and other Swedish health care personnel’, and one for the Swedish patients, were used to get
a more representative sample of the aspects mentioned in the interviews. No questionnaire
was administered to other non-Swedish health care personnel.

The structures of the questionnaires for the non-Swedish physicians and the Swedish
physicians and other Swedish health care personnel were similar to the interview structure
outlined above (i.e., a section on background, followed by sections on physician-patient
communication and physician-health care personnel communication). Similar to the
interviews, in the questionnaires for Swedish patients, the introductory section was followed
by questions concerning the patient’s experience of communication with one non-Swedish
physician they had encountered. In addition, patients were asked to compare their
experiences of communication with non-Swedish and Swedish physicians. All three
questionnaires included space for the participants to write their comments and/or to provide
additional information after each question.

In the three questionnaires, there were 39 questions for non-Swedish physicians, 23 for
Swedish health care personnel, and 30 for Swedish patients. There were three types of
questions (i.e., closed-ended, open-ended, and multiple-choice). For this thesis, selected
questions have been chosen. The criteria for selection were the relevance to the purpose of
the study and the response rate. For the questionnaires and the cover letter (in Swedish), see
Appendix A.

Concerning distribution, the questionnaires for the non-Swedish physicians were sent by
regular mail and in some cases by e-mail to the addresses provided by the Region Vistra
Gotaland, as well as by personal communication. The questionnaires for the Swedish
physicians and other Swedish health care personnel and the Swedish patients were distributed
in health care institutions by project assistants with the management’s consent. Only the
questionnaires that were completely filled in were selected for the study. An overview of the
questionnaire data is presented in Table 6 below.

4. The same questionnaire was sent to Swedish physicians and other Swedish health care personnel.
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Table 6: Overview of the questionnaire data

Participant category Number of
questionnaires

Non-Swedish physicians 85
Swedish physicians and other Swedish health care personnel 108
Swedish patients 84

Total: 277 questionnaires

3.2.3 Recordings of medical consultations

Nurse: nu har ja spdrrat for sa de syns inget
Nurse: now I have blocked it so that nothing is seen
(nurse comments to the patient about putting the lock on the video camera lens before the physical examination)

Patient: de gor inget ja brukar gd vara pa sana stéllen ddr < de inte behéus kldder>
Patient: it doesn't matter I usually go to places where one < doesn't need clothes >
@ < laughter: nurse >

EXCERPT from the transcription

The physicians, Swedish and non-Swedish, were contacted and then given personally and/or
sent a short project description by regular mail or e-mail inviting them to participate in the
project. Upon the physicians’ agreement, and before the consultation, their patients were
informed verbally about the project by the research assistant(s) and physician/nurse (if
present) and asked to participate. The patients who agreed signed the consent form for video
recording (see Appendix B) before the consultation was recorded. The consultation was only
recorded if both the patient and any other people present at the consultation, such as the
patient’s relatives, caretakers, friends, etc., agreed to participate, signed the form and/or gave
their verbal agreement (in case of writing difficulties). If the patient refused to participate, the
camera was not turned on.

The consent form was written in Swedish, because only Swedish patients were selected for
the study. The research assistant(s) talked to the participating physicians about the patients on
the list before consulting hours. Only patients of Swedish origin (judging from the name(s)
and information obtained from physicians) were selected. In addition, the research
assistant(s) and the physicians agreed which patients should not be asked to participate for
various reasons, for example, the nature of the patient’s problem or the high sensitivity of the
problem to be discussed.

One might speculate whether the fact that the participants were aware of being recorded
might have resulted in unnatural behavior. Although some studies show a low or even no
effect of the presence of a video camera on physicians’ (Pringle and Stewart-Evans, 1990)
and patients’ behavior (Martin and Martin, 1984; Coleman, 2000), a number of steps were
taken in this project to minimize the possible effect of video recording on participants’
behavior. First, the camera was placed outside the participants’ field of vision. Second, the
research assistant(s) were not present during the recordings. Third, upon agreement with the
physician and/or nurse, they took responsibility for covering the camera lens when necessary
(see above), which minimized interruptions of the interaction.

Non-Swedish and Swedish physicians communicating with Swedish patients during medical
consultations were recorded within the ICCMedconsult (Intercultural Medical Consultation)
Study and the SweMedConsult (Swedish Medical Consultation) Study, respectively. The
recordings of the ICCMedconsult study are subdivided into three groups according to the
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non-Swedish physicians’ countries of origin, namely the Hungarian, Iranian and Mixed
groups. The latter includes the recordings of medical consultations in which physicians from
different cultural backgrounds were involved (for a more detailed overview of the non-
Swedish physicians who participated in recordings of consultations see section 3.3). A
general overview of the recordings is provided in Table 7 below. A detailed overview of the
recordings is presented in Appendix C.

Table 7: Overview of the recordings of medical consultations

Study/cultural group Number of recordings Recording time Mean recording
video audio total video audio time

ICCMedconsult Study 31 3 34 8 hrs 5 min® 0 hrs 42 min 15.5 min
Hungarian group 11 1 12 2 hrs 5 min 0 hrs 29 min 12.8 min
Iranian group 13 2 15 3 hrs 5 min 0 hrs 13 min 13.2 min
Mixed group 7 0 7 2 hrs 55 min 0 25 min

SweMedConsult Study 15 14 29 3 hrs 19 min 2 hrs 44 min 12.5 min

Subtotal ICCMedConsult 46 17 63 11 hrs 24 min 3 hrs 26 min 14 min

and SweMedConsult

Total: 63 recordings; total recording time: 14 hrs 50 min, mean recording time: 14 min

To start with the ICCMedConsult Study, all the recordings were made within the
“Communication and Interaction in Multicultural Health Care” project. In total, 34
recordings, 31 video and 3 audio, were used for this study.® The recordings of
ICCMedConsult Study comprise 12 recordings in which Hungarian physicians were
involved, 15 with Iranian physicians and 7 with physicians of the so-called “Mixed group,”
which included physicians from the former USSR (Russia), Germany, Colombia and the
former Yugoslavia.

Concerning the SweMedConsult study, a total of 29 recordings were analyzed, 15 of which
(video-recordings) were made within the above-mentioned project; 14 transcribed audio-
recordings of interactions between Swedish physicians and their Swedish patients were taken
from the database of the previous research project on physician-patient interaction
“Communication in Health Care with Regard to Drug Prescription” (Koés-Dienes and
Allwood, 1991) run at the Department of Linguistics, University of Gothenburg.

The physicians involved had a wide range of specialties (see section 3.3). This resulted in a
variety of consultation types.

5.  The numbers have been rounded.

6. It is worth mentioning here that a total of 91 consultations were recorded within the “Communication and
Interaction in Multicultural Health Care” project; 49 of them were selected for analysis (34 for the
ICCMedconsult Study and 15 for the SweMedConsult Study). The criteria for exclusion were poor recording
quality and/or incompleteness.

33



3.2.4 Observations

I conducted 10 complete working days of participant observation in two hospitals in Western
Sweden’. All observations were carried out on the days suitable for the participants involved
in the study. A number of interviews were conducted during or after the observation sessions
as well. The head nurse permitted observations and the recordings of rounds. I was present at
the hospital from the beginning of duty hours until the night shift and participated in all the
routines in which the non-Swedish physicians were involved. Field notes were used for data
recording.

3.2.5 Relations between the four types of data collection

The four types of data collection used in the study, namely interviews, questionnaires,
recordings of medical consultations and observations are interrelated. I conducted the
interviews first, and the aspects most often mentioned by the participants constituted the basis
for the questionnaires. In addition, the interviews and observations provided opportunities to
make contact with the non-Swedish physicians, Swedish physicians, other personnel and
patients and to ask them to participate in recordings of consultations. In the case of the
patients, short interviews conducted after they had completed the questionnaire proved to be
beneficial: they provided an opportunity to get more detailed comments about
communication and to avoid a potential lack of understanding/misunderstanding of the
answers obtained. As already mentioned, I combined the analysis of interviews and
questionnaires with the analysis of recordings of medical consultations. More information
about data analysis appears in section 3.5.

3.2.6 Ethical considerations

Anonymity was emphasized in the study. The participants’ names and other material facts,
such as place names, hospital names, identification numbers, etc., have been altered to
preserve their anonymity.

I have already mentioned the use of consent forms in describing the procedure for recording
medical consultations. Physical examinations were not video-recorded. Depending on the
participants’ agreement, the camera was switched off or the cap was placed on the lens by a
physician, a nurse or a research assistant before the physical examination. In the first case, it
resulted in a jump in time, in the second in an audio recording of interaction during the
examination. In some cases, the whole consultation was audio-recorded only. This was done
at the participants’ request (e.g., for reasons of inappropriate clothes, a close physical
examination, feelings of uneasiness, etc.). If a physical examination did not take place, the
whole interaction was video-recorded. The participants were also informed that they could
break off their participation at any time and ask the project assistant to discard the recording.

7. More detailed information is not provided to protect anonymity.
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3.3 Participants

As was stated above, five categories of participants, “non-Swedish physicians,” “Swedish
physicians,” “other Swedish health care personnel,” “other non-Swedish health care
personnel” and “Swedish patients,” were involved in the research project. Table 8 below
presents a general overview of the participants.

Table 8: General overview of participants

Participant category Number
Non-Swedish physicians 107
Swedish physicians 14
Other Swedish health care personnel 107
Other non-Swedish health care personnel 8
Swedish patients 157
Total: 393 participants

The criteria for selecting the participants were as follows. Starting with the non-Swedish
physicians, only those who had obtained their medical education and work experience in their
homelands and had some work experience in Swedish health care were chosen. The same
applies to the other non-Swedish health care personnel.

The Swedish physicians, other Swedish health care personnel and Swedish patients were all
native speakers of Swedish. The health care personnel included representatives of different
occupational groups, such as nurses, assistant nurses, laboratory assistants, etc. Below, brief
descriptions of the participants in each category are presented.

3.3.1 Non-Swedish physicians

In total, 107 non-Swedish physicians from 25 countries and with 19 different specialties
participated in the study. The majority of them (85) completed the questionnaire only, while
22 physicians were involved in the interviews and/or recordings of medical consultations.
The respondents’ age ranged between 28 and 66, with work experience of up to 24 years in
their respective home countries. Time spent in Sweden and work experience as a physician in
Sweden varied from less than one year to 36 years. Amount of Swedish language education
ranged between 0 (Swedes from Finland) and 12 years. A detailed overview of the
questionnaire respondents is presented in Appendix D. A wide variety of specialties is
represented (see Appendix D and Tables 9 and 11 below). In the subsequent section, brief
descriptions of the non-Swedish physicians who participated in the interviews and/or
recordings are presented, followed by a brief overview of the questionnaire respondents.
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3.3.1.1 Non-Swedish physicians: recordings of medical consultations
and interviews

Twenty-two non-Swedish physicians participated in the interviews and/or recordings of
medical consultations. The participants are grouped according to their countries of origin.
The Hungarian and the Iranian physicians are grouped in the Iranian and the Hungarian group
respectively. The physicians from other countries are grouped in the so-called Mixed group.
The non-Swedish physicians who participated in the recordings of medical consultations and
interviews are presented in Table 9.

Table 9: Information on the non-Swedish physicians who participated in interviews
and recordings of medical consultations

Partici Age | Gender Specialty Years as physician Time in Number of Participa
pant Sweden recordings ted in an
code in home in Sweden (vears) video | audio interview
country yes (+)
no (-)
Hungarian group, Country of origin: Hungary (Hu); Region: Central Europe
HuD1 45 |male anesthesiology 20 1 1 2 0 +
HuD2 34 |female 7 1 1 2 0 +
HuD3 36 |male 9 15 1.5 4 0 +
HuD4 44  |male 11 2 2 3 1 +
HuD5 48 |female |radiology 22 2.5 2.5 0 0 +
Iranian group, Country of origin: Iran (Ira); Region: Middle East
IraD6 49 female |geriatrics, 4 10 13 1 0 +
rehabilitation
IraD7 40 [female |general practice 5 >1 7 0 2 -
IraD8 45 |male surgery 5 13.5 14 3 0 -
IraD9 48 |male ophthalmology 3.5 16 17 6 0 +
IraD10 50 |female |obstetrics, 8 15 18 3 0 +
gynecology
IraD11 49 |male surgery >1 19 23 0 0 +

Mixed group; Countries of origin: Germany (Ger), Iraq (Iraqg), China (Chi), Colombia (Col), Poland (Pol), Russia/former
USSR (Rus), former Yugoslavia (Yug), Norway (Nor), Finland (Fin); Regions: Western Europe, Eastern Europe, Middle
East, Asia, Latin America, Northern Europe

GerD12 56 |male orthopedics 30 1 1 2 0 +
GerD13 |27 |[female [surgery >1 1.5 1.5 0 0 +
IragD14 |48 [male surgery 20 1 3 0 0 +
ChiD15 40 [female |general practice >1 >1 12 0 0 +
ColD16 39 |male surgery 2 10 12 2 0 +
PolD17 42 |female |radiology 17 3 3.5 0 0 +
RusD18 (45 |[female |general practice 45 10 14 2 0 +
YugD19 |35 |female [anesthesiology >4 >2 2 1 0 +
NorD20 33 |male surgery >1 4 10 0 0 +
NorD21 66 |male general practice >1 36 36 0 0 +
FinD22 47  |female |geriatrics, >1 22 28 0 0 +
rehabilitation

Total 22 physicians, countries, 11 male and 11 female

The majority of the participants come from two countries, Hungary and Iran. The physicians

36



from Germany, Iraq, China, Colombia, Poland, former USSR (Russia), former Yugoslavia,
Norway, and Finland make up the so-called Mixed group.

The specialties and time spent in Sweden vary for the participants in the different groups.
Concerning the Hungarian group, all but one physician (HuDS5, a radiologist) were
anesthesiologists and had been in Sweden for 1 to 2.5 years at the time of the recording. All
the participants in this group were recruited under the Region Vistra Gdotaland recruitment
program and, since their medical licenses were automatically approved due to EU/EEA
regulations, started to work directly after coming to Sweden. Swedish language training was
received in a three-month Swedish language course in Hungary.

The representatives of the Iranian group and selected physicians from the Mixed group (the
physician from Iraq [IragD14], and the Chinese [ChiD15], Colombian [ColD16], Russian
[RusD18], and Yugoslavian [YuD19] physicians), started working in the Swedish health care
system 3 to 6 years after coming to Sweden, after they had completed their medical education
and passed the compulsory language examination for physicians from outside EU/EEA in
order to get their medical licenses approved (see Chapter 1). The German male (GerD12) and
the Polish female (PolD17) physicians were recruited within similar recruitment programs for
German and Polish physicians as for the Hungarian physicians. The German female
participant (GerD13) came to Sweden via her own contacts. The physicians from Norway
(NorD20 and NorD21) had been working in Sweden for a considerable time, as had the
Finnish physician (FinD22). The specialties of the physicians from the Iranian group
comprised geriatrics, rehabilitation, surgery, ophthalmology, gynecology and primary care.
The specialties of the physicians from the Mixed group were surgery, primary care,
radiology, orthopedics and general practice.

In total, 13 physicians participated in the recordings of medical consultations and those
recordings were included in the study. Nine physicians (HuDS, IraD11, GerD13, ChiD15,
IragD14, PolD17, NorD20, NorD21 and FinD22) were not recorded during medical
consultations or the recordings were not included in the study. The reasons are limited patient
contact (HuDS5 and PolD18) and refusal to participate in recordings (GerD13 and IraqD14
were observed in the course of patient contact only).

All physicians but two (IraD7 and IraD8) participated in the interviews.
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3.3.1.2 Non-Swedish physicians: questionnaires
In total, 85 non-Swedish physicians answered the questionnaires. They are grouped according
to region and country of origin. Table 10 presents a general overview of the participants.

Table 10: General overview of questionnaire respondents: non-Swedish physicians

Region Countries Number Gender
male female

Western Europe Germany 29 18 11
Belgium 1 0 1

Central Europe Hungary 12 8

Baltic states and Eastern Czech Republic, Latvia, Lithuania, Romania, Poland 10 5

Europe

Middle East Iran, Iraq, Lebanon, Syria 10 9 1

Mediterranean Greece, ltaly, Spain 8 7 1

Northern Europe Finland, Iceland 7 4 3

Southern Europe former Yugoslavia (Bosnia, Macedonia, Serbia) 5 1 4

Latin America Argentina, Colombia 2 2 0

Asia China 1 1 0

Total: 85 participants; 23 countries, 55 male and 30 female

As we can see, most respondents were from Germany, followed by Hungary, the Baltic states
and the Middle East. For more information, see Appendix D.

3.3.2 Swedish physicians
Fourteen Swedish physicians participated in the project. Nine of them took part in the
interviews and/or recordings of medical consultations and six responded to the questionnaire.

3.3.2.1 Swedish physicians: recordings of medical consultations and
interviews

Detailed information about each of the Swedish physicians who participated in interviews
and/or recordings is presented in Table 11 below. There is no information about the exact age
of the Swedish physicians SweD1, SweD2 and SweD3. According to the researchers from the
“Communication in Health Care with Regard to Drug Prescription” project, their age ranges
between 30 and 45 years.
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Table 11: Information on the Swedish physicians who participated in interviews and
recordings of medical consultations

Participant code Specialty Age Gender Number of Participated in
recordings an interview
video audio yes (+) no ()

SweD1 30-45 male 0 3 -

SweD2 general practice 34 45 male 0 9 -

SweD3 30-45 male 0 2 -

SweD4 40 male 2 0 -

SweD5 surgery 27 male 4 0 +

SweD6 general practice 52 female 4 0 -

SweD7 surgery 33 female 5 0 -

SweD8 blood diseases 58 male 0 0 +

SweD9 general practice 47 male 0 0 +

Total: 9 participants, 7 male and 2 female

The majority of the participants (7 out of 9) agreed to have consultations recorded and three —
SweD5, SweD8 and SweD9 — were interviewed.

3.3.2.2 Swedish physicians: questionnaires
Six Swedish physicians, four male and two female, responded to the questionnaire. For more
detailed information, see Appendix D.

3.3.3 Other Swedish health care personnel

3.3.3.1 Other Swedish health care personnel: interviews
Other Swedish health care personnel including nurses and assistant nurses were interviewed;
their demographic information appears in Table 12:

Table 12: Overview of other Swedish health care personnel who participated in
interviews

Participant code |Occupation category |Specialty |Age |Gender
SweN1 nurse surgery 39 |female
SweN2 30 [female
SweN3 28 [male
SweN4 35 |female
SweAN5 assistant nurse 57 |female

3.3.3.2 Other Swedish health care personnel: questionnaires
In total, 102 respondents from different work categories completed the questionnaire; an
overview is presented in Table 13.
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Table 13: General overview of questionnaire respondents: other Swedish health
care personnel

Occupation category Number Gender

male |female
Nurses 54 7 47
Assistant nurses 26 0 26
Physiotherapists 12 1 11
Care assistants and laboratory assistants |10 3 7

Total: 102 participants, 11 male and 91 female
The age of the respondents ranged between 20 and 70. All but one female physiotherapist
were educated in Sweden. The number of years working in Swedish health care varied
between one year and 40 years. For more information, see Appendix D.

3.3.4 Other non-Swedish health care personnel
Information on the other non-Swedish health care personnel who participated in the
interviews is presented in Table 14.

Table 14: Information on interview participants: non-Swedish health care personnel

Participant Occupation Specialty Age Country of origin Gender
code category

N-SweN1 nurse surgery 41 Norway

N-SweN2 40 |Ethiopia

N-SweN3 55 |Spain

N-SweN4 50 |Ireland female
N-SweN5 35 |Philippines

N-SweN6 41 |Hungary

N-SweN7 40 |Iran

N-SweAN8 assistant nurse 37 |lsrael

Total: 8 participants, 7 nurses, 1 assistant nurse; all female

3.3.5 Swedish patients

A total of 152 Swedish patients participated in the study. The information on these patients is
provided in Table 15.

Table 15: Information on the Swedish patients who participated in the interview,
recording of medical consultation and/or questionnaire

Participant code [ Number Age Gender Participated in

male |female interview recording of questionnaire
medical
consultation

video |audio

P1-P62 63 20-90 32 31 0 46 17 0
P63-P72 10 20-80 4 6 10 0 10
P73-P77 5 25-40 5 0 5 0 0
P78-P152 74 20-90 40 34 0 0 74

Total: 152 participants; 81 male and 71 female
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The majority of the patients were involved in the questionnaire and recordings. Sixty-three
patients participated in the recordings of medical consultations. Ten patients out of the 84
who responded to the questionnaire also participated in interviews. Five patients participated
in the interviews only.

For more information on the patients who responded to the questionnaire, see Appendix D.

3.3.6 Relations between data from the four data collection
methods

I collected my data in a limited number of health care institutions. In the majority of cases,
several participants, including non-Swedish physicians, Swedish physicians and other
personnel were employed at the same workplace, which made it possible, for example, to get
both the non-Swedish physicians’ and the Swedish personnel’s points of view on
communication. This proved to be positive for data analysis. Some participants also
participated in several data collection methods. This applies primarily to the non-Swedish
physicians, some of whom were involved in interviews, questionnaires and recordings of
consultations. This enabled me to obtain different kinds of data and consequently gain better
insight into the participant’s behavior.

3.4 Some additional remarks on data collection

Data for the project were collected in health care institutions, care centers and hospitals® in
Western Sweden. The choice of the institutions was influenced by availability of the
participants among non-Swedish physicians who agreed to participate in the project. The
wide variety of wards and specialties represented can be seen both as a weakness and a
strength of the research. On one hand, it would be better to have a more homogeneous group
of wards, due to the apparent differences in routines, consultation structure and contents, etc.
The relatively calm atmosphere of, for example, a rehabilitation ward, where a physician can
spend a lot of for talking to a patient, cannot be compared to a care center, where the average
time a physician can spend with a patient often hardly exceeds 20 minutes. On the other
hand, unrelated to these factors, the data obtained represent a variety of communicative
situations and enable us to analyze non-Swedish physicians’ communication in these
situations.

The data collection process was not unproblematic, especially in the case of the recordings of
medical consultations. First, the nature of the interaction can be rather sensitive, for both
physician and patient. Second, it might be even more sensitive as the physician-foreigner
might feel that the recording is a kind of “test” of his/her Swedish language competence,
especially at the beginning of his/her work career in Sweden, after a long period of language
training, completion of medical education, etc. Being a newcomer results in a feeling of being
singled out and, consequently, often (though not necessarily) in more or less conscious

8. The actual health care centers and hospitals are not identified here in order to protect the participants’
anonymity.
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attempts to melt into the group. Participation in the recording of consultations as a foreign
physician might cause anxiety and fear, and give rise to feelings of being further “singled
out.” Furthermore, in spite of the promised and emphasized anonymity, a non-Swedish
physician might still be suspicious about it. All these factors added to the difficulty of finding
non-Swedish physicians to participate in the study. Hence, again, I would like to express my
deep gratitude to all the participants in the study, especially the non-Swedish physicians, for
their valuable contributions.

3.5 Data analysis

As mentioned above (section 3.1), the data presented in this thesis were analyzed according
to Activity Based Communication Analysis (ACA). I mentioned that I have combined the
analysis of interviews, questionnaires, observations and recordings of medical consultations.
In this section, I will provide more information on how each type of data was analyzed and
how the analyses were combined.

3.5.1 Analysis of the recordings of medical consultations

The recordings of medical consultations were transcribed and checked. The transcriptions
were done directly from the recordings by three project assistants (native speakers of
Swedish) according to a specific transcription standard. In our case, this standard was GTS
and MSO (Géteborg Transcription Standard + Modified Standard Orthography; Nivre et al.,
2004), developed at the Department of Linguistics, University of Gothenburg. This standard
is closer to spoken language than standard Swedish orthography but at the same time not as
detailed as a phonetic or phonemic transcription would be (Allwood et al., 2000);
consequently, it allows one to include in transcriptions such features of spoken language as
overlaps, pauses, contrastive stress, comments on non-verbal behavior and other events.
Standard orthography (SO) is used unless there are several spoken language pronunciation
variants of a word. When there are variants, these are kept apart graphically (Allwood et al.,
2000). This factor is relevant for this study, as, due to the non-Swedish physicians using
Swedish as a foreign language, the number of such forms is relatively high.

It should be mentioned here that in GTS there are three transcription formats with different
levels of specification, namely SSM (SkriftSprdksMotsvarighet = written language
correspondent), DT (Disambiguerat Tal = disambiguated speech transcription) and IDT (Icke
Disambiguerat Tal = non-disambiguated speech transcription). Below, I provide an example
to illustrate how the same utterance can be presented in the three formats, with some
explanations from Allwood et al. (2002):

Table 16: Differences between SSM, IDT and DT
SSM IDT DT
attiofyra ar fyllde jag alldeles nyss attifyra ar fyllde ja alldeles nyss atti{o}fyra ar fyllde ja{g} alldeles nyss

the way it would be represented in|written “as it sounds” if conventionalized | DT represents IDT forms with additions
standard written language variants exist in speech, otherwise with |allowing correspondence with standard
standard orthography, e.g., in speech ja |written language words by curly

can mean ‘I’ or ‘yes’, while in writing ja |brackets or numerical indices, e.g., ja =>
(‘yes’) is differentiated from jag (‘I’). ja{g} (1), och -> &0 (‘and’)

DT is the basic format for transcription in GTS; it can be used for transfer to IDT and SSM,
but not vice versa, since DT contains more information than either IDT or SSM.
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In the thesis, I have used IDT for the presentation of transcriptions, as it is more reader-
friendly and closer to what the participants actually hear and use. However, for quantitative
data analysis, such as retrieving data for corpus analysis, the DT format has been used and
later transferred into IDT.

The transcriptions in the thesis are presented in the Swedish original and an English
translation. However, as comments on non-verbal behavior are provided in English in the
original Swedish transcriptions, they are represented for both Swedish and English versions.
A sample transcription is presented in Table 17:

Table 17: Sample transcription (IDT format)

Transcription Translation into English

$D: <1 ja jenny hur gammal >1 &r <2 dy >2 <1 well jenny how old >1 are <2 you >2

@ <1 gaze: looking down in the medical file >1
@ <2 SO: du/you >2

$P: ja &ttifyra &r // [ fyllde ja ] well eighty-four years // [ I turned ] recently
alldeles nyss

$D: [ &ttify:ra &r ] [ eighty-fo:ur years]

$A: ATTIOFEM fyllde du jenny you turned EIGHTY-FIVE jenny

$P: < ja atti fem ja > < yeah eighty-five yeah >

@ < head movement: towards the side >

$A: <l ja // >1 hade du inte <2 (kalas) <1 yeah // >1 didn’t you have a < (party) >2 <3 />3
eller >2 <3 / >3

@ <1 laughter: D >1, <1 facial gesture: P smiles >1
@ <2 gaze: P looks at A >2
@ <3 laughter: D >3

The symbols used in the example are explained in Table 18. For a more comprehensive
overview of the GTS and MSO standard, see Allwood et al. (2000) and Allwood et al.
(2003).

Table 18: Transcription conventions

Symbol Explanation

$P, $D, participant (patient, doctor)

[1 overlap brackets; numbers used to indicate the overlapped parts

() transcriber’s uncertainty of what is being said, e.g., (pritsche)

1,11, 111 short, intermediate and long pause, respectively

+ incomplete word, pause within word

CAPITALS stress
lengthening

<> @<> comments about non-verbal behavior, comment on standard orthography, other actions

< SO: du > SO stands for standard orthography. The dialectal forms of Swedish and incorrect forms used
by the non-Swedish physicians are commented on in the line below

Transcriptions were checked, first by a checker (a different person than the transcriber) who
went through and checked every transcription against the recorded data. Second, there was
also an automatic computer-supported control. Transkoll, developed by Leif Gronqvist at the
Department of Linguistics, University of Gothenburg, was used to ensure that all
transcription conventions were followed consistently. Both transcribers and controllers were
native speakers of Swedish.
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The next step in analyzing the recordings of consultations was the compilation of corpora.
The transcriptions of the recordings were compiled into two corpora, the Intercultural
Medical Consultation (ICCMedConsult) and the Swedish Medical Consultation
(SweMedConsult) corpora, which comprise the transcriptions of recordings of medical
consultations from the ICCMedconsult Study and the SweMedConsult Study, respectively.

The ICCMedconsult corpus includes transcriptions of the above-mentioned 34 recordings of
medical consultations between non-Swedish physicians and their Swedish patients. The
recordings are divided into three groups according to the non-Swedish physicians’ group:
Hungarian, Iranian, and Mixed.

The speakers are grouped into three main categories, namely “Non-Swedish physicians”
(including Hungarian, Iranian and Mixed physician subcategories), ‘“Patients of non-Swedish
physicians” (including patients of Hungarian, Iranian and Mixed physician subcategories)
and “Other.” The participants in the “Other” category include participants other than the
physician and the patient who were present during consultations, such as nurses, patients’
friends, relatives, research assistant(s)’, etc. As the focus of this study is physician-patient
communication, the analysis for the category “Other” is not presented.

The SweMedConsult corpus comprises transcriptions of 29 recordings of medical
consultations. As was mentioned in 3.2.3, 15 recordings were made within the
“Communication and Interaction in Intercultural Health Care” project. All of them were
transcribed within the framework of this project. Fourteen recordings were made during the
previous research project entitled “Communication in Health Care with Regard to
Prescription,” within which they were transcribed and afterwards included in the Goteborg
Spoken Language Corpus (GSLC). The Goteborg Spoken Language Corpus (Allwood et al.,
2003) is a corpus of spoken language developed at the Department of Linguistics, University
of Gothenburg. It now consists of approximately 375 recordings (totaling 1.4 million words)
of about 25 different social activity types, including physician-patient consultations, auctions,
court proceedings, meetings, etc.

As in the ICCMedconsult corpus, the participants are grouped into three categories: “Swedish
physicians,” “Patients of Swedish physicians” and “Other.” The category “Other” is similar
to that in ICCMedconsult and will not be analyzed. Table 19 presents an overview of both
corpora.

9. As mentioned in 3.2.3 and 3.2.6, research assistants were not present during consultations. However, in
some cases, the researcher’s voice is recorded while thanking the participants for their participation, informing
them that the camera is turned on, etc.
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Table 19: Description of corpora

Participant categories | Number of words Participant categories Number of words
ICCMedConsult SweMedConsult

Consultation types: anesthesiology, gynecology, eye, surgery and general practice
general practice, rehabilitation, intensive care, orthopedics,
surgery
Non-Swedish physicians 31037 Swedish physicians 28 727
Hungarian physicians 9352
Iranian physicians 12112
Mixed physicians 9573
Patients of non-Swedish physicians 26 958 Patients of Swedish physicians 22120
Patients of Hungarian physicians 8455
Patients of Iranian physicians 10 656
Patients of Mixed physicians 7 847
Other 2 631 Other 2132
Total incl. other 60 626 Total incl. other 52 979
Total excl. other 57 995 Total excl. other 50 847

As Table 19 shows, the ICCMedConsult corpus is bigger than the SweMedConsult corpus
and contains a greater variety of consultation types, which is taken into consideration in the
data analysis. As mentioned above, the contributions of the participants in the category
“Other” are not analyzed here. Henceforth, when referring to the corpora as ICCMedConsult
and SweMedConsult, I refer only to the contributions of the physicians and patients.

A reasonable question arises here: What happens when interaction depends on “other”
participants? First of all, as one can see, the number of words produced by the participants in
this category is rather low (about 4% of each corpus). Second, in the recordings, the majority
of contributions by “other” participants are limited to the recording procedure, minor
comments from the patients’ companions and comments by nurses. None of the selected
recordings includes long passages of talk between the “other” participant and the physician/
patient. Therefore, their influence on the course of the interaction is minor.

According to ACA, data analysis implies a combination of quantitative and qualitative
methods.

The quantitative analysis of corpora comprises statistical analyses of transcriptions and
analysis of word use in context. Statistical analysis of transcriptions is done by a number of
computer programs for processing transcriptions, more specifically Goralt (‘Do-all’)
(Allwood et al., 2003) and Tal-till-tal (‘speech to numbers’) (Hartzell and Mikk, 2003).
Among other things, I have looked at the use of vocabulary, feedback and pauses, as well as
the most common parts of speech. In addition, a concordance program, Lgconc, developed by
Leif Gronqvist at the Department of Linguistics, University of Gothenburg, was used to
obtain text samples of specific words in order to gain a better understanding of their use in
interaction. A screen shot from Lgconc is shown in Figure 1.
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Select the corpus you would like to search:
* Hungarian
Mixed

Query |ldkare Position: |35

‘Width: |75

Iranian
Svensk kontroll

Search

Search in /users/ling/mgunnar/.www/sw/natconc/corp/hungarians/*.MS6

<p>Sdkstridng: likare</p>

Antal traffar: 26

>3 el uppstkte ju min / el privatlikare
>1 el 12 jai{g} ja{g} &r el narkoslikare
vement: nods >|$D: ja{g} el narkosldkare
a{g} dr en el ja{g} &r en el underlidkare
movement: nods >2 @ <3 cutoff: huslikare
$D: < peter heter ja{g} el narkoslidkare
om senaste tre dren behandlats av ldkare
SP: jaha|5D: el <1 >1 e:1l min Overldkare
va{d} ska man sdga // el du < overldkare
ldkare
ldkare
likare

ja{g} heter ferenc / ja{g} <& el
{d} bra <1 / >1 s& // el ja{g} el
du kan el el e:l bestka din > e:l
09 |8P: han skulle prata me{d} min likare

@ <6 guiet >6|$P: < ja{g} har en likare
{r} [B en ]B trevli{g} [9 < narkosldkare
om sagt el dels hos min vanli{g}a ldkare

samma sak frdn el / el e:1 <3 >3 likaren
g att ta hand om dej el det <2 huslikaren
nej de{t} som ldkaren
ldkaren

et som el botar|$P:
en de{t} greja{de} tydli{glen den
ing <2 / >2 och el // dir sdg den
>2 83 va{r} de{t} borta // &0 den
el vi ska diskutera med min underlidkare
P shake hands >|5P: pia|$D: narkosldkare

idiko heter [2 ja{g} ]2 < > narkoslikare|

cka el en el utskrivning till din l&kare

ldkaren
ldkaren

I
I

<1

el ett par da{galr efter &0 <4
men [3 el ]3 <2 ja >2 el ja{g}
>1 [1 hej ]1 <2 // >2 sd pelle
<2 hir pd (...) »2|@ <1 head movem
>3|8P: [8 nja )8 pid virdcentralen
> 8 < hand gesture: D and P shake
eller varit inlagd pd sjukhus [8 /
fridgade mej att el el gora en el /
for detta >|@ < hand gesture: righ
hidr »6 >5|8 <1 hand gesture: with
hdr el <2 jai{g} e0 ferenc hej wi h
och el vi ska skicka el en el utsk
pd vidrdecentralen|$D: < precis >|@
som heter per eriksson / > pd el s
som sa de{t} > ]9|8 < laughter: P,
40 =4 har jad{g} wvarit // el // ja
/ <4 el>4 <5 >5 dahlgren el el <6
>2 har du en [8 <3 hus+ >3 ]88 <
har [4 gjort ]4 A0 sprutar &0 da
som gjorde <2 den hdr el undersdk
som gjorde de{t} inte ndnting <3
som min mor hade di // han el skr
|8P: ja|$D: va{d} &dr bdst att el gd
|SP: m // [8D: <1 el ida{g} <2 skd
@ < hand gesture stop: shakes Ps h
@ < hand gesture: with left hand >

The End

Figure 1: Screen shot from Lgconc

Statistical corpus analysis is a relatively uncommon method in health care communication
research. An example of the corpus approach to the analysis of language used in interaction is
presented by an article by Skelton and Hobbs (1999b) in which the concordance tool is used
to examine the use of jargon by physicians, as well as to investigate the aspects of power
relationships in interaction, stressing the necessity to combine quantitative methods with a
qualitative assessment. From this perspective, this study adds something new to health care
communication research in general, and to intercultural physician-patient communication
research in particular.

Apart from a more general quantitative analysis of recordings, as I mentioned in Chapter 2,
section 2.3, I am interested in the analysis and comparison of information eliciting,
information providing and giving feedback by the participants in the intercultural and
Swedish medical consultations. The qualitative analysis of corpora done for the thesis
includes analysis of the following aspects of linguistic interaction:

* Information seeking: Analysis and comparison of question types and usage in intercultural
and Swedish medical consultations by the non-Swedish and Swedish physicians and their
respective patients.

* Information providing: I have focused on the analysis and comparison of usage of the
impersonal pronoun man (‘one’) by the Swedish and the non-Swedish physicians in the
instances when the physicians provide information to their patients.
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* Giving feedback: Analysis and comparison of usage of repetitions and reformulations in
intercultural and Swedish medical consultations by the non-Swedish and Swedish
physicians and their patients.

* In addition, the instances when communication problems arise, such as lack of
understanding/misunderstanding, have been identified and analyzed, as have sequences in
which cultural differences are salient.

I analyze and compare contributions in light of activity purpose and roles as well as gender
and physicians’ countries of origin.

The analyzed data from ICCMedConsult and SweMedConsult were compared; concerning
statistical results, the differences observed were tested for significance using the t-test and x2
test. The analysis was done with regard to gender as well as language and cultural
differences. More information on this topic appears in Chapters 5 and 6.

3.5.2 Analysis of interviews, questionnaires and
observations

The interviews and questionnaires were analyzed with regard to the themes they deal with.
Simple descriptive statistics were used to analyze the questionnaires in combination with the
analysis of selected transcribed sequences from the interviews. A number of questions with
the corresponding comments were selected for study. The non-Swedish physicians’ answers
have been analyzed for those physicians as a group as well as taking into account two
criteria: gender and country of origin. The Swedish patients’ answers were analyzed with
regard to gender, age, and education. The questions within each part were grouped into three
themes. In Table 20 below, an overview of the themes is presented.

Table 20: Themes related to the analysis of interviews and questionnaires
concerning physician-patient communication

Views on communication

Non-Swedish physicians' questionnaire: Q 14a, 29
Swedish patients' questionnaire Q 13a, 14a, 19, 21, 23
Comments, interviews

Reasons for lack of satisfaction/dissatisfaction with communication. Language problems and cultural differences
experienced by the participants

Non-Swedish physicians' questionnaire: Q 14b, 23, 24, 25, 26, 28, 32
Swedish patients' questionnaire Q 13b, 15, 16, 17, 18, 25, 30
Swedish personnel's questionnaire Q.11

Comments, interviews

Positive aspects of meeting non-Swedish physicians

Swedish patients' questionnaire: Q.20
Comments, interviews

In addition, Q.27 from the Swedish patients’ questionnaire was used in the analysis of
information seeking (section 5.1). The respondents’ answers were counted, categorized and
summed up. Note that in some cases the respondents had chosen more than one alternative.
As a result, sometimes the total percentage is over 100. All comments were taken into
account when analyzing the answers.

In the majority of cases, the structure of the interviews and the questionnaires allows
comparison of the answers of the non-Swedish physicians, the Swedish patients and the
Swedish and non-Swedish personnel. A number of questions with similar contents but
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slightly modified to fit the different categories of respondents were constructed. For example,
Q.25 in the questionnaire for the non-Swedish physicians and Q.18 in the questionnaire for
the Swedish patients address the occurrence of misunderstandings in communication from the
physicians’ and patients’ points of view.

The design of the questionnaire addressed to the Swedish patients also allows the analysis of
the patients’ answers with regard to differences in satisfaction with communication in same-
sex and cross-sex medical consultations. As each patient reported on one encounter, a total of
84 encounters were described by all the patients. Sixty-seven Swedish patients experienced
communication with male non-Swedish physicians and 17 with female non-Swedish
physicians.

Concerning observations, the field notes proved to be beneficial for a better understanding of
the issues mentioned in the interviews and questionnaires.

3.5.3 Relations between the analysis of data from the
recordings of medical consultations, interviews,
questionnaires and observations

The diagram below provides an overview of the data analysis done for the study:

| Data analysis |

1 [ !
. q q . !
: Analysis Analysis Analysis X . Analysis and 1
. of <> of <> of . ' comparison '
. interviews questionnaires observations . ' of corpora .
1 [ !
1 [ !
1 [ !
1 [ !
1 [ !
1 [ !
1 [ !
1 [ !
1 1 it 1
1 ) Reasons for » 1 : . Ana'IyS|s Of. 1
! Views on lack of Patients' and Language Positive o information seeking, Overall !
| | communication satisfaction/ personnels’ proficiency aspects | | | giving and information comparative 1
: dissatisfaction help with versus : : checking/ analysis :
: language professional [ acknowledgment :
1
1 problems competence | : 1
1 [ !
| | Physician ' — .
h being . : Repetitions/ h
: too brief : 1 | Questions reformulations :
' V! as feedback '
' Taboo h : '
! topics [ :
1 1
' Physician 1 : pronoun man 1
i one' !
. experiencing Analysis of . ' (‘'one’) h
1 of conflict understanding [ !
1 1 1
1 avoidance problems f : 1
1 Lo . 1 !
\ in interactions Analysis of I Mean !
1 with - [ Word 1
| word finding " length and length Parts of |
1 patients problems [ 9 of Pauses speech | !
! 1 vocabulary o 1
' ' richness utterance statistics |
! 1 (MLU) 1
1 [ 1
1 [ 1
1 [ 1

Figure 2: Data analysis: an overview
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As I mentioned earlier, I combined different data collection and data analysis methods in
order to get as complete a picture as possible of communication in medical consultations. As
Figure 2 above shows, in the majority of cases, material from all four sources (i.e.,
observations, interviews, questionnaires, and recordings of medical consultations) was used
to analyze the phenomenon. Concerning the participants’ views on communication, language
versus professional competence, and the positive aspects of intercultural communication
between the non-Swedish physicians and their Swedish patients, data primarily from the
interviews and questionnaires were used, though I tried to combine them with examples and
analysis of actual interactions between the non-Swedish physicians and their communication
partners, when possible. For example, from the transcriptions, the excerpts in which
communication problems occurred, cultural differences were salient, etc., were selected and
presented together with comments from the interviews and/or questionnaires that concern
these issues. This was done, for example, in the study of problems with understanding.

3.6 Some comments concerning translation

This thesis contains many examples from the transcriptions of the recorded interactions,
interviews and comments from the questionnaires in Swedish; moreover, the majority of
them include the speech of the non-native speakers. In translating the examples into English,
I have done my best to make it as clear as possible for the reader what phenomenon each one
illustrates. In some cases, this has resulted in some loss of literal meaning.

3.7 Summary of Chapter 3

In this chapter, I provided information about the data used in the thesis and collection and
analysis methods, including ethical issues and problems with the data collection process. In
addition, the participants of the study and the criteria for their selection were presented.
Chapters 4 to 6 present the results of the data analysis.
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Chapter 4: Activity analysis. Integrated
analysis of interviews, questionnaires
and recordings of medical
consultations

This and the next two chapters of the thesis provide a description and analysis of intercultural
communication between non-Swedish physicians and their patients, considering both
problems and positive aspects. In this chapter, I present an activity coding for medical
consultation, followed by an integrated analysis of interviews, questionnaires and recordings
of medical consultations. In order to make it easier for the reader to follow, I provide a brief
overview of the chapter contents in Table 21.

Table 21: Layout of Chapter 4

4.3.3.1

Analysis of problems with understanding in medical consultations: data from the questionnaires

4.3.3.2

Analysis of problems with understanding in medical consultations: data from the interviews and recordings of
medical consultations

4.3.4

Word-finding problems in communication between non-Swedish physicians and Swedish patients

4.3.5

Taboo topics in interactions between non-Swedish physicians and Swedish patients

(Sub) Title Empirical
section data used
4.1 Medical consultation as a social activity: a brief activity analysis questionnaires
4.1.1 |Medical consultation as a social activity |ntewlgws
recordings of
4.1.2| Types of consultations represented medical
4.1.3|Role of activity expectations on communication and effects of physicians’ language and cultural consultatllons
background observations
4.2 (Views on communication (Non-Swedish physicians and Swedish patients) questionnaires
4.2.1 |Participants' views of physician's tasks in medical consultation mterwew;
observations
4.2.2 |Participants' satisfaction with communication
4.2.3 |Comparison of communication - Swedish and non-Swedish physicians and Swedish and non-
Swedish patients
4.3 [Reasons for lack of satisfaction/dissatisfaction with communication: language problems and
cultural differences experienced by the participants
4.3.1|Being too brief: a consequence of lack of language competence, cultural differences or both?
4.3.2|“You never know what the patient thinks of you as a non-Swedish physician”: the influence of
Swedish conflict avoidance on the physician-patient relationship questionnaires
4.3.3 | Problems with understanding in communication between non-Swedish physicians and Swedish gcec:;/clﬁr‘%ss of
patients medical

consultations
observations

4.4

Swedish patients as informal teachers: help with language problems during consultations

questionnaires
interviews
recordings of
medical
consultations
observations

4.5

The relationship between language proficiency and professional competence

questionnaires
interviews
observations
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4.6 |Reported positive aspects of intercultural medical consultations questionnaires
interviews
recordings of
medical
consultations
observations

4.7 [(Summary of Chapter 4.

Power relationships are one of the key issues examined here. As can be judged from the data
overview in the previous chapter, the participants represent a wide variety of cultures, so it is
possible to make some observations about their cultures and communication. Since the
number of representatives of each culture is relatively low, the conclusions drawn are often
tentative. The analysis was also done with regard to gender (i.e., male and female physicians’
and patients’ views and communication patterns were compared). Furthermore, in some
cases, the patients’ education level and age are discussed in relation to communication issues.

4.1 Medical consultation as a social activity: a brief
activity analysis

An understanding of the activity structure of medical consultations is essential for an
understanding of the communicative behavior of the participants involved in a consultation.
Below, I provide a general description of the medical consultation as a social activity,
followed by comments on the differences characterizing the various consultation types
represented in the thesis.

Consultation is a type of a counseling activity. A person comes to see a physician in order to
acquire information about the state of his/her health or advice about a necessary treatment. It
is important to achieve a shared understanding of the problems in the consultation; this
understanding encompasses not only the physician’s interpretation of the patient’s
complaints, but also the patient’s comprehension of the medical explanation provided by the
physician. This motivates each participant to be attentive to the other. The physician wants to
get as much relevant information from the patient as possible, and attempts to understand the
patient’s conception of the disease. The same is true of the patient, who tries to explain his/
her problem to the physician in the best way he/she can in order to get the necessary help, and
attempts to understand the physician.

Below, I provide an activity coding and description of medical consultation, following ACA
and focusing on the following activity parameters (Allwood, 2007a, p. 7):

* Purpose, goals, procedure(s): in Allwood’s terms, the “teleological aspects of an
activity,” that is, why the activity exists, and what the participants involved in the activity
attempt to achieve.

* Roles: rights, obligations and competence: “the expectations (and sometimes formal
requirements) which exist concerning the rights, obligations and competence needs that are
associated with a particular role in an activity” (p. 7).

* Artifacts: instruments, tools, and media which are needed for the participants to pursue an
activity (p. 7).

* Environment (social, physical): “environment” comprises “social environment” (culture,
social institution and organization) and “physical environment” (lighting, sound,
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temperature, furniture, etc.).

My coding is partially based on the activity coding provided in Allwood (2001b).

4.1.1 Medical consultation as a social activity
Table 22: Medical consultation: purpose, activity structure, goals and procedures

Activity structure Goals Procedures
The physician (and the nurse if present)
and the patient (and accompanying
person) greet each other.
If first visit: If first visit:
® get and provide relevant and ® The reason for the patient’s visit is
necessary information: patient (and determined
accompanying person)/physician (or |® The physician makes a diagnosis by
other medical personnel) asking questions and/or making
* Greeting, introduction | check if the received information is physical examination
PURPOSE ¢ |dentification of the. correct . - ® The treatment is determined
to help solve reason for coming (if |e perform a physical examination (if
the patient's urjknown) ' necessary)
health e History taking/ ¢ make a diagnosis (for the physician)
providing e determine treatment (for the physician
problems e Examination (if primarily; higher or lower degree of
necessary) involvement from the patient)
¢ Diagnosis
e Prescription If not: If not:
* Conclusion and leave-|® check the patient’s current condition |e The patient’s current condition is
taking ® get and provide relevant and clarified
necessary information: patient (and | e Then a decision concerning patient's
accompanying person)/physician (or proceeding with the current
other medical personnel) treatment and/or starting a new one
® check if the received information is is made
correct e The physician gives instructions to
® decide whether the patient should the patient (and accompanying
continue with the current treatment or person)
determine a new treatment (for the  [e The time of the next visit is booked if
physician primarily; higher or lower necessary
degree of involvement from the
patient)

The purpose of a medical consultation is to help the patient to solve health problems. The
activity structure of the activity comprises greeting/introduction, identification of the reason
for coming (if unknown, though it is possible for the physician get information about it
before the consultation), collecting relevant information (history taking by the physician/
information providing by the patient as well as physician providing information to the patient
on request or spontaneously), physical examination (if necessary), making a diagnosis (if
necessary — in the case of a follow-up visit the diagnosis is often known), prescription,
conclusion and leave-taking. It is worth pointing out here that the above-mentioned phases do
not necessarily occur in the order presented; moreover, they can overlap and recur during the
consultation.

The goals differ depending on whether it is the first visit or a follow-up visit. If it is not the

first visit, the patient’s current state of health and the changes in his/her condition since the

last visit are discussed. In both cases, the patient and/or an accompanying person (if any)

provides the information the physician asks for as well as information the patient (and/or an

accompanying person, if any) considers important for the physician to know so he/she can

identify the nature of the problem and make a diagnosis. The health care provider, in his/her
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turn, provides the information concerning the nature of the problem, possible causes, etc.,
from a medical professional perspective on request by the patient (accompanying person) or
spontaneously. If necessary, a physical examination is initiated. Then, the condition is
considered and the diagnosis is made by the physician (with various degrees of patient
participation, depending on a number of factors (see Chapter 2), usually followed by the
determination of a suitable treatment. If it is not the first visit, the participants might discuss
the effects of the previous/current treatment to determine whether the patient should continue
with it or not and to change it/prescribe a new one if necessary. If the participants have no
questions for each other, the consultation is terminated, usually by the physician, and a time
for the next meeting is assigned if necessary. The activity structure and goals are also
reflected in typical procedures occurring in the activity.

Let us turn now to the participants involved in medical consultation, and more specifically
their roles, competences, rights and obligations.

The physician and nurse/other personnel (if present) have certain competences (medical
degree/nursing degree/other medical education as well as varied working experience (e.g.,
newly accredited physician or physician with long work experience).

It is sometimes complicated to draw a line between rights and obligations. For example, in
medical consultation, the physician or nurse has the right to ask questions about the patient’s
condition. At the same time, this can be seen as an obligation: the physician has to ask
questions in order to get the information necessary to assess the patient’s condition and make
a diagnosis. The patient has the right to get help and information from the health care
providers. At the same time, the patient (and an accompanying person if there is one) has an
obligation (which can also be seen as a right) to provide information about his/her condition
and symptoms, drawing on experience of the disease, background history (e.g., family
history, previous treatment, etc.). Such aspects as ethics, professional secrecy and doing one’s
best to solve the patient’s problem(s) may be seen as obligations rather than rights from the
physician’s point of view.

The physician also has the right (or obligation) to diagnose and to assign treatment. Nurses/
other personnel should assist the physician, often in the process of physical examination. All
of them are obliged to help the patient in the best possible way, keep professional secrecy and
follow certain ethical norms.

A summary of the roles, competences, rights/obligations and obligations of the participants in
medical consultation is presented in Table 23.
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Table 23: Medical consultation: roles, competences, rights and obligations

Competences Rights/obligations Obligations
Physician * medical degree | ask questions about patient’s ¢ do his/her best to solve the
e professional condition (/o)™ patient’s problem(s)
experience * make examination (/o) ¢ ethics
(varies) e diagnose (r/0) e professional secrecy
e write prescriptions (r/0)
Nurse/other ® nursing ¢ ask questions about patient’s ® assist the physician during
personnel education condition (/o) consultation to do his/her best to
e experience e make examination/assist solve the patient’s problem(s)
ROLES (varies) physician in making physical e ethics
examination (r/o) ¢ professional secrecy
Patient e knowledge and [e ask questions about condition (r/ |e sincerity in providing information

experience of the | 0o)"

disease ¢ get information needed (r)"
e get medical help if needed (r)
e get prescriptions if needed (r)

about condition and symptoms

person * knowledge about |® ask questions about patient’s e sincerity in providing information
accompanying and experience condition (r/0) about patient’s condition and
the patient of the patient’s  |e get information needed (r) symptoms

disease (optional)
Medical consultation occurs in a specific environment, involving certain artifacts,
instruments, and media, an overview of which is presented in Table 24.

Table 24: Medical consultation: artifacts, instruments, media, environment

Instruments Media
e furniture e direct speech
e medical instruments
ARTIFACTS ¢ physician’s uniform (optional)
e patient’s file, other documents
* writing utensils
Sociocultural Physical
* participants’ degree of acquaintance with each e different kinds of medical institutions
other e patient's home, seniors' residence, etc.
ENVIRONMENT |, social and cultural backgrounds of the e consultation premises
participants

The instruments used in this activity are furniture, medical instruments, patient’s file (and
other documents, for example, prescriptions), writing utensils, and the physician’s uniform
(optional). The participants usually use direct speech as a medium for communication.
Concerning the sociocultural environment, it should be pointed out that the participants
involved might be more or less acquainted with each other. Furthermore, as I have already
mentioned above, their social and cultural backgrounds are important factors influencing
interaction (e.g., education, age, gender, cultural background, etc.). As for the physical
environment, consultation often occurs in different kinds of medical institutions, such as
health care centers, hospitals, etc. It might also occur in the patient’s home, a seniors’

10. r/o=right/obligation (when the difference is not clear-cut).

11. It is problematic to define the patient's (and the accompanying person's) asking questions about his/her
condition as a right or an obligation.

12. (r)=right.
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residence, etc.

4.1.2 Types of consultations represented

Two main types of consultations are examined in this thesis: general practice consultation
with general practitioners and consultations with specialists, such as surgery, anesthesiology,
rehabilitation, gynecological consultations and consultations with an ophthalmologist, etc.
All of them have typical features and differ from each other to some extent in terms of the
participants involved, topics of discussion, procedures, physical environment, etc. For
example, in surgery consultations in Sweden, it is customary to have a nurse present during
the interaction. Anesthesiology consultations are used before surgery, when the physician’s
task is to collect information about the patient’s state of health in order to decide on what
anesthetic to use. The physician is even obliged to inform the patient about the anesthetic
technique and possible alternatives, provide pre-operative instructions, describe anesthetic
procedure and the post-operative procedure and the possibility of segmented care (Kindler et
al., 2005). In rehabilitation consultations, the patient’s condition is discussed and a decision
about a suitable rehabilitation treatment is considered. In addition, a rehabilitation
consultation is often followed by a “rehabilitation team,” in which apart from the physician
and patient, other personnel such as a welfare officer, a psychologist, a nurse, etc., discuss the
patient’s state and treatment. In gynecology consultations, only female patients are involved,
obviously.

4.1.3 Role of activity expectations on communication and
effects of physicians’ language and cultural background

What are the consequences for communication in medical consultation of the fact that the
physician is a foreigner and a non-native speaker who is talking to a patient who is a native
speaker? As mentioned above, the patient expects the physician to collect relevant
information, check his/her current condition (if it is not the first visit), provide information
the patient needs and check if the information the patient provided is correct, make a
diagnosis and determine treatment. The fact that the physician has a different linguistic and
cultural background might influence communication because of language problems and
cultural differences, which might be exhibited in how the physician fulfills his/her rights and
obligations in the activity, such as collecting information (formulation of questions) and
providing information (the forms in which the information is provided to the patient, such as
giving explanations, advice, answering questions), etc. Physicians and patients with different
cultural backgrounds might have different views of health and illness as well. The physician-
patient relationship might also be influenced by language problems and other cultural
differences (e.g., a physician from a country with a larger power distance between physician
and patient might try to exercise more control over the interaction compared to a Swedish
physician, who might apply a smaller power distance in the consultation). At the same time,
the patient, who needs help, is interested in getting the necessary information, a correct
diagnosis and treatment. Therefore, one might presume that, in case of communication
problems, the Swedish patients, used to a relatively short power distance, might be involved
in interaction assisting the non-Swedish physician with problems as well as adapting their
language so the physician can understand. These and other issues will be addressed in
Chapters 4 to 6.

In this chapter, I will also look at the participants’ evaluation of communication, reasons for
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lack of satisfaction/dissatisfaction and positive aspects of intercultural medical consultations.
Patients’ help for physicians and their views of physicians’ competence will also be
discussed.

I will provide a general analysis of the corpora and a more specific analysis of such aspects of
interaction as information seeking (use of questions), information providing (physicians’
providing information to patients) and information acknowledgment and checking in
intercultural medical encounters in Chapters 5 and 6.

4.2 Views on communication (Non-Swedish
physicians and Swedish patients)

In this section, the views on communication of both non-Swedish physicians and Swedish
patients are presented. I will discuss the participants’ views on what tasks the physician has
in meeting a new patient”, evaluation of communication, reported lack of satisfaction/
dissatisfaction as well as the observed differences in communication between non-Swedish
and Swedish physicians (for the Swedish patients) and patients from their home countries
versus Swedish patients (for the non-Swedish physicians).

4.2.1 Participants' views of physician's tasks in medical
consultation

Both non-Swedish physicians and Swedish patients had to answer a rather similar multiple-
choice question about what they think is the most important thing for a physician to do when
meeting a new patient (Q.29 for the non-Swedish physicians “What do you think is most
important in meeting a new patient?”” and Q.23 for the Swedish patients “What do you think
is most important in the first meeting with physician? That the physician: ...”). The
alternatives provided were similar for the non-Swedish physicians and the Swedish patients
and concerned such issues as problem solving and showing professional competence (“to
solve/solves the patient’s/your problems,” “to show/shows professional competence,” “to
take/takes the patient’s/your problems seriously”), building relationships and showing
interest (“to create/creates a personal relationship,” “to show/shows a genuine interest in the
patient/you”), communicative behavior (“to address/addresses with the first name,” “to make/
makes eye contact,” “to greet/greets with a handshake,” “to listen/listens’), emotional state
and support (“to trust/shows trust,” “to be calm/is calm” and “to give confidence/gives
confidence”). In addition, the alternative “other” was provided so the respondents could add
their comments. The choice of alternatives is the result of the analysis of the interviews, in
which the issues mentioned above were raised. All comments were taken into account when
analyzing the answers. In Table 25 below, the participants’ responses are provided.

29 ¢

13. As I mentioned in the activity coding above, the physician’s obligations differ depending on whether it is
the first meeting with a patient or not. That is why in my analysis of the respondents’ views of what is important
in meeting with a patient, I specified that I meant the first meeting with the patient.
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expectations of

Non-Swedish physicians and Swedish patients

physicians (Q. 29 and 23 respectively)

Table 25
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To start with similarities, as one can see from Table 25, the alternatives “to take/takes the
patient’s/your problems seriously” and “to show/shows a genuine interest,” followed by the
alternative “to give confidence/ gives confidence” received the most responses from both the
non-Swedish physicians and the Swedish patients. It is interesting that both physicians and
patients chose these alternatives more than the ones that concerned professional competence
and problem solving. This shows that communication and personal contact are particularly
considered important. Looking at the participants’ responses to the alternative concerning
handshake, one can see that it was chosen roughly equally often by physicians and patients
(24% and 25%, respectively).

Concerning differences, the non-Swedish physicians value creating a personal relationship
(non-Swedish physicians 34%, Swedish patients 29%) and making eye contact (non-Swedish
physicians 31%, Swedish patients 26%) somewhat more than their patients. Regarding their
views about personal relationships, I presume that a non-Swedish physician, who might
experience both a linguistic and a cultural barrier while also being responsible for the
interaction, might well consider the relationship with the patient important. Looking more
closely at the data, the non-Swedish physicians who chose this alternative include 13 German
physicians, 4 respondents from the Middle East, 3 each from Hungary, the Mediterranean
region and Eastern Europe, 2 from the former Yugoslavia and one from Northern Europe.
Clearly, the respondents’ cultural backgrounds vary.

As for eye contact, as I mentioned above, this is something that Swedes often avoid, which
may not be the case with the representatives of the cultures to which the non-Swedish
physicians belong. This might explain why the Swedish patients are somewhat less likely to
mention making eye contact as something the physician should do in the first meeting with a
patient. Among the physicians who did choose “eye contact” (26 respondents), 9 are from
Germany, 8 from the Middle East, 4 from Eastern Europe, 3 from Hungary and 1 each from
the former Yugoslavia and Northern Europe. In Germany, eye contact is appreciated, as it
gives the impression of being trustworthy, which may explain why the German respondents
chose this alternative. Of the respondents from the Middle East, all the ones who chose eye
contact are male. Eye contact is appreciated in the Middle East, but it is gender sensitive.

The Swedish patients were more likely than the non-Swedish physicians to value the
physician addressing them by their first name (non-Swedish physicians 4%, Swedish patients
19%). Here, one can observe a sign of the informal Swedish communication style.

Another interesting observation concerns the responses to the alternatives “to solve
problems” and “to show professional competence.” Both are chosen more by the patients
than by the physicians (“to solve problems”: non-Swedish physicians 16%, Swedish patients
50%; “to show professional competence”: non-Swedish physicians 26%, Swedish patients
40%). 1 would explain this by the physician’s awareness that the patient’s problems cannot
always be solved, while the patient’s aim in seeing a doctor is to have his/her problems
solved by the professional. In addition, if one looks more closely at the data, it can be
observed that gender may be an influencing factor here. The male non-Swedish physicians
are more likely than the female physicians to choose the above-mentioned alternatives (“to
solve the patient’s problems”: male non-Swedish physicians 20%, female 10%; “to show
professional competence”: male non-Swedish physicians 31%, female non-Swedish
physicians 17%). In addition, the male Swedish patients chose the alternative “to solve
problems” to a greater extent than the female patients (59% compared to 40%). This might
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reflect a male problem-solving view of consultation, mentioned in the research on gender and
communication presented in Chapter 2. However, looking at the Swedish patients’ responses
to the alternative concerning professional competence, one can see that it was chosen roughly
equally often by male and female patients (41% and 40%, respectively). This may indicate
that appreciating a physician’s professional competence is not related to gender. Looking
closely at which non-Swedish physicians chose the alternative “to show professional
competence,” the physicians from the countries outside the European Union are over-
represented: 9 from Eastern Europe (out of 10 respondents in total), 5 from the Middle East
(out of 10 respondents in total), 3 from Germany, and 1 each from the former Yugoslavia,
Hungary, Northern Europe, China and Argentina. This may indicate that they feel more need
to display their professionalism to their patients than the physicians from the EU/EEA area.
In addition, cultural views of the physician’s role might play a role here.

The female Swedish patients are more likely than the male Swedish patients to want the
physician to make eye contact (female Swedish patients 38%, male Swedish patients 16%),
while the opposite is true of the physicians (i.e., the female non-Swedish physicians are less
likely than the males to report making eye contact as an important aspect of consultation
[female non-Swedish physicians 23%, male non-Swedish physicians 35%]). This might
reflect gender-related differences in male and female behavior, as well as cultural differences
in how much eye contact is acceptable in relation to gender.

It is interesting to note that the male non-Swedish physicians chose the alternative “to listen”
more often than the female physicians (male non-Swedish physicians 71%, female non-
Swedish physicians 53%), while the opposite is true for the patients (male Swedish patients
39%, female Swedish patients 55%). I cannot come up with a good explanation for this (one
possible explanation is that females speak more and listen less).

Another interesting observation concerning gender differences in views of the physician’s
tasks concerns creating a personal relationship. Although I will refrain from drawing any
definite conclusions, the respondents’ answers do not suggest that the female respondents
value creating a personal relationship more than the males. This result might appear to
contradict the results of earlier research, which shows females as being more likely than
males to focus relationship-building behavior, but I am skeptical of this conclusion. First of
all, the male respondents might consider creating a personal relationship to be as important as
females do, but they may not practice it in the interaction itself to the same extent. Second,
concerning the non-Swedish physicians, when a physician is a foreigner and, as I have
mentioned above, experiences cultural and language barriers between himself/herself and a
patient, the result might be that both male and female physicians attempt to overcome this
barrier and therefore appreciate creating a good relationship with the patient.

Concerning trust, the Swedish patients chose this alternative more often than the non-
Swedish physicians (non-Swedish physicians 18%, Swedish patients 30%). I will discuss
these differences in more detail in section 4.4 below.

To summarize, both the non-Swedish physicians and the Swedish patients consider the physician’s taking
his/ ber patient’s problems seriously and showing a genuine interest to be the most important tasks when
meeting a new patient. Confidence is also valued by both physicians and patients. Differences in the
responses reflect cultural differences; the Swedish patients favor informality (preference for being addressed
by their first name) but do not see eye contact as a prerequisite for a physician’s making contact with the
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patient. The fact that the physicians are foreigners might also mean that both male and female non-
Swedish physicians consider creating personal relationships equally important. The observations of male
“problem-solving” behavior are consistent with earlier findings. In addition, the respondents’ answers
reflect the differences in the aims the physician and patient have in a medical consultation. The patient
wants to solve bis/ her problems, while the physician is aware of not always being able to do this.

4.2.2 Participants' satisfaction with communication

Both the non-Swedish physicians and the Swedish patients were asked rather similar
multiple-choice questions about their experience of communication (Q.14a in the non-
Swedish physicians’ and Q.13a in the Swedish patients’ questionnaire). However, the
alternatives provided to the questions differ.

The non-Swedish physicians were presented with five alternatives, namely “It
[communication] is characterized by a mutual command of language and communication,”
“It is characterized by a mutual cultural understanding,” “very satisfactory,” “satisfactory”
and “less satisfactory.” The first two alternatives partially overlap (i.e., one can be satisfied
with language and communication, which might also imply cultural understanding); in
addition, they both overlap with the alternatives “very satisfactory” and “satisfactory,” which
might imply (though not necessarily) satisfaction with language, communication and mutual
cultural understanding.

99 ¢¢

Four alternatives — “very satisfied,” “satisfied,” “less satisfied” and “unsatisfied” — were
given to the patients. One of the reasons for giving the physicians more detailed alternatives
is a particular interest in non-Swedish physicians’ views of language usage and cultural
understanding in communication. In addition, the project team attempted to make the
patients’ questionnaire less complicated, because while the physicians constitute a relatively
homogeneous group in terms of education level, the patients’ educational backgrounds vary,
which might influence their understanding of the questions.

The respondents’ answers are presented in Table 26. All comments were taken into account
when analyzing the answers.
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Table 26: Non-Swedish physicians and Swedish patients: satisfaction with
communication (Q.14a and 13a respectively)

Non-Swedish physicians (Q.14a) Swedish patients (Q.13a)
Question |Alternatives/number and %* of # of Question |Alternatives/number and % of # of
respondents per alternative resp. respondents per alternative resp.
How do you |t is Itis Very |Satis |Less How did Very Satisfied | Less Un
experience |characteri |charact |satisfa [facto | satis you satisfied satisfied | satisfied
yourcom |zed bya |erized |ctory |[ry fac experience
munication |mutual by a tory your
with command | mutual conversa
Swedish of cultural tion [with
patients? language |underst the nor-
and anding Swedish
communi physician]?
cation
Non- 35 15 28 38 1 85 Swedish 34 29 15 6 84
Swedish 1% 18% | 33% [45% | 1% patients 40% 35% 18% 7%
physicians
Male 27 12 16 22 0 55 Male 20 17 7 0 44
49% 22% | 29% |40% | 0% 45% 39% 16% 0%
Female 8 3 12 16 1 30 Female 14 12 8 6 40
27% 10% | 40% [53% | 3% 35% 30% 20% 15%
*Percentages exceed 100% because the total is based on
respondents and each respondent was allowed to give more
than one response.

The responses obtained indicate that both the non-Swedish physicians and the Swedish
patients are generally satisfied with their communication.

To start with the physicians, the alternative “less satisfactory” was chosen only once (1%).
The physicians also expressed more satisfaction in terms of language than cultural
understanding, as about half of them chose the alternative “it is characterized by a mutual
command of language and communication” (41%), while relatively few chose “it is
characterized by a mutual cultural understanding” (18%). The alternatives “less satisfied” and
“unsatisfied” were chosen by 18% and 7%, respectively, of the patients (totaling 25%),
which indicates that the patients are more critical of their communication than the physicians.

Turning to gender, the female respondents from both groups report lower satisfaction than
the male respondents (note that the only non-Swedish respondent who chose the alternative
“less satisfactory” was female). Furthermore, the male non-Swedish physicians report being
more satisfied with their communication than the female ones when it comes to language and
cultural understanding, as they were more likely to choose “it is characterized by a mutual
command of language and communication” (male 49%, female 27%) and “it is characterized
by a mutual cultural understanding” (male 22%, female 10%). The male patients were also
more satisfied than the females, choosing the alternative “very satisfied” to a greater extent
(male 45%, female 35%) and such alternatives as “less satisfied” (male 16%, female 20%)
and “unsatisfied” (male 0%, female 15%) less frequently.

The Swedish patients were also asked two yes/no questions concerning their satisfaction with
regard to expectations (Q.14) and with the amount of information provided (Q.21). The
responses to these questions are presented in Table 27.
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Table 27: Swedish patients: satisfaction with consultation with regard to
expectations and explanations provided by the non-Swedish physicians (Q.14a and
21 respectively)

Q.14a Q.21
Question Alternatives/number # of Question Alternatives/number # of
and % of respondents |resp. and % of respondents resp.
per alternative per alternative
Were you satisfied with Yes No Did you get enough with Yes No
the consultation with explanations?

regard to your
expectations?

Swedish patients 65 19 84 Swedish patients 67 15 82
77% 23% 82% 18%

Male 39 5 44 Male 39 5 44
89% 11% 89% 11%

Female 26 14 40 Female 28 10 38
65% 35% 74% 26%

The table shows that the Swedish patients are generally satisfied with consultations with the
non-Swedish physicians with regard to their expectations and the explanations provided by
the physicians (the answer “yes” to Q.14 and Q.21 was chosen by 77% and 82% of the
respondents, respectively).

Concerning gender, the female respondents were again more critical than the male ones.
Only 11% of males, compared to 35% of female patients, reported not being satisfied with
the consultation with regard to their expectations (Q.14) and 11% of males and 26% of
females reported a lack of satisfaction with the amount of explanations provided (Q. 21).

Gender combinations might also play a role, as can be seen from Table 28, which shows the
Swedish patients’ answers to the above-mentioned questions (i.e., Q.13a, Q.14 and Q.21):
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Table 28: Swedish patients: evaluation of communication with the non-Swedish
physician (same-sex and cross-sex medical encounters, Q.13a, 14a and 21)

Q.13a Q.14a Q.21
Question How did you experience your conversation [with the | Were you satisfied with the Did you get enough explanations?
/gender non-Swedish physician]? consultation with regard to
combination your expectations?
(phs—pat)” | Atternatives/number and % of # of Alternatives/ # of Alternatives/ # of
respondents per alternative encoun | number and % |encoun | number and % of |encoun
ters of respondents |ters respondents per |ters
per alternative alternative
Very Satisfied | Less Un Yes No Yes No
satisfied satisfied | satisfied
M phs-M pat 15 15 5 0 35 32 3 35 30 5 35
43% 43% 14% 0% 91% 9% 86% 14%
M phs-Fpat 12 12 4 4 32 23 9 32 24 6 30
38% 38% 13% 13%* 2% 18% 80% 20%
F phs-F pat 2 0 4 2 8 2 6 8 4 4 8
25% 0% 50% 25% 25% 75% 50% 50%
F phs-M pat 5 2 2 0 9 7 2 9 8 1 9
56% 22% 22% 0% 78% 12% 89% 11%
*The numbers do not add up to 100% because of rounding.

Though the data are limited and I am unable to draw any definite conclusions, it can be
observed that the female patients who experienced communication with a female non-
Swedish physician (F phs—F pat) report less satisfaction with their communication than the
patients involved in other gender combinations. The alternatives “less satisfied” and
“unsatisfied” (Q.13a) received 50% and 25% of responses, respectively (75% in total), for the
F phs—F pat gender combination; for Q.14 and Q.21, the alternative “no,” which indicated
dissatisfaction with the consultation with regard to expectations and the amount of
explanations provided received 75% and 50% of the responses, respectively, from the female
patients interacting with the female non-Swedish physicians.

On the other hand, the Swedish male patients involved in interaction with male non-Swedish
physicians were more satisfied with their communication than the patients in other gender
combinations; the responses to Q.13a (M phs—M pat: “less satisfied 14%, “unsatisfied” 0%)
and Q. 14 (M phs—M pat: “no” 9%) indicate this. Concerning Q.21, the male patients who
had experienced communication with female non-Swedish physicians (F phs—M pat) and
male non-Swedish physicians were more satisfied with the amount of explanations provided
than the other gender combinations ( “no” accounts for 11% and 14%, respectively).

The patients’ responses to the above-mentioned questions were also analyzed with regard to
age, gender and education (the data are presented in Appendix E). Though there are not
enough data to draw definite conclusions, the younger participants (20 to 50 years old) tend
to be more critical of their communication with the non-Swedish physicians than the older
ones (51 to 90 years old). As for education, none of the Swedish patients with primary
education reported being “unsatisfied” with their communication with the non-Swedish

14. phs = physician; pat = patient.
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physician. Furthermore, no male patient with primary education reported being “less
satisfied” either. The female patients with postsecondary education reported the least
satisfaction in general, and with regard to expectations and the amount of explanations in
particular.

We shall now examine how the non-Swedish physicians from different cultural backgrounds
experience their communication with Swedish patients.

Table 29: Non-Swedish physicians: satisfaction with communication (cultural
groups, Q.14a)

Question Alternatives/number and %* of respondents per alternative # of resp.

How do you experience |It is characteri Itis Very Satisfactory Less

Yyour communication zed by a mutual |characterized by | satisfactory satisfactory

with Swedish patients? |command of a mutual cultural

language and understanding
communication

Germany 15 10 11 15 1 29
52% 34% 38% 52% 3%

Hungary 1 1 5 4 0 12
8% 8% 42% 33% 0%

Northern Europe 3 1 0 5 0 7
43% 14% 0% 1% 0%

Mediterranean 2 2 3 3 0 8
25% 25% 38% 38% 0%

Former 2 0 0 3 0 5

Yugoslavia 40% 0% 0% 60% 0%

Baltic States and 6 1 5 1 0 10

Eastern Europe 60% 10% 50% 10% 0%

Middle East 6 0 3 5 0 8
75% 0% 38% 63% 0%

Mixed 1 0 1 2 0 4
25% 0% 25% 50% 0%

*Percentages exceed 100% because the total is based on respondents and each respondent was allowed to give more than

one response.

Again, because the number of respondents is low, it is difficult to draw any definite
conclusions. However, it can be observed that the Hungarian physicians are least satisfied
with their “command of language and communication,” as this alternative was chosen by
only one respondent. It is primarily the German physicians (34%) who report experiencing
mutual cultural understanding in communication with patients. None of the physicians from
the former Yugoslavia, the Middle East and the Mixed group reported experiencing cultural
understanding (0%). An interesting observation is that none of the respondents from Northern
Europe chose the alternative “very satisfactory” to describe their communication, using the
more neutral alternative “satisfactory” instead; thus, their expression of satisfaction is rather
moderate. However, the respondents from the Baltic States and Eastern Europe, followed by
the respondents from Hungary, Mediterranean and the Middle East, mostly chose the
alternative “very satisfactory” to describe their communication with their Swedish patients.

I will now summarize and try to explain the findings presented above.

In general, the non-Swedish physicians and the Swedish patients are satisfied with their communication.
The Swedish patients are more critical than the non-Swedish physicians.
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Although the picture concerning satisfaction is generally positive, one might of course
question whether the questionnaire reliably reveals to what extent the respondents’ choices
reflect actual rather than desired experiences as well as whether the number of informants is
high enough to draw any definite conclusions. One should also bear in mind the fact that, in
spite of the promise of anonymity, the respondents might still feel insecure.

At the same time, a number of other factors might be influential here as well. The non-
Swedish physicians might be willing to present a positive picture in an attempt to show their
successful integration and thus be less inclined to report communicative failure. Conversely,
the Swedish patients might see this questionnaire as an opportunity to provide information
that might improve health care services (one of the patients commented in the interview: Bra
undersokning. Kul att nagon uppmdrksammar problemet (‘Good research. Nice that
someone is paying attention to the problem.’). Furthermore, a cultural factor, namely a
common stereotype about Swedes being honest to and critical of authorities, may play a role
here as well. On the other hand, patients might hesitate to express any negative thoughts they
might have for fear of being seen as racists and therefore they might give more neutral
answers. In addition, one of the typical features of Swedish mentality, namely conflict
avoidance and neutrality (Phillips-Martinsson, 1992; Daun, 2005), may influence both how
this group answers the questions and their communication overall.

The non-Swedish respondents are more likely to excperience their communication as being characterized by
a mutual command of language rather than cultural understanding. The Hungarian physicians are least
satisfied with their command of langnage and communication. The German physicians report most
satisfaction with mutual cultural understanding. The physicians from Northern Europe evaluate their
communication with the Swedish patients as ‘satisfactory,” being moderate in their expression of
satisfaction.

In general, one can see that the physicians feel more comfortable with language than with the
cultural aspects of communication. The Hungarian physicians’ lower satisfaction with
language compared to other respondents is probably related to their being the group that has
spent the least time in Sweden, which may influence their level of language competence. The
German physicians’ higher satisfaction with their cultural understanding may tentatively be
explained by the closeness of German and Swedish culture. The fact that the North European
physicians are moderately satisfied with their communication I would explain by the
tendency to understate rather than overstate, which is common in the Nordic cultures. In
addition, the high satisfaction level reported by the German and Hungarian respondents might
also be explained by the fact that they were recruited from within the European Union, so
their medical education is automatically approved in Sweden and their workplaces are
guaranteed. This safety might lead to heightened satisfaction compared to the non-European
physicians, who have to overcome significantly more obstacles on their way to the Swedish
workplace.

Concerning gender, the female respondents, both physicians and patients, are more critical than the male
respondents concerning communication. Moreover, the female patients also tend to be more critical about
commmnication with female non-Swedish physicians than the male ones; the male patients show somewhat
higher satisfaction communicating with male physicians than with female physicians.

One possible explanation of the observed gender differences might be the differences
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between male and female communicative styles, and in particular females’ higher demands
for affective communication and interpersonal relationships in general, and in our case with
their patients or physicians in particular (see Chapter 2).

Developing relationships across linguistic and cultural borders could be problematic.
Consider this comment from a female patient: Svdrt att tala med utlindsk likare om
problem som rér psyket. Utmdrkt bra ndr det ror fysiska problem (‘Difficult to talk to non-
Swedish physicians about psychological problems. Excellent concerning physical
problems.”). This is related to Steward’s (2003) comment concerning IMG in the USA:

patients may sense that, in comparison with U.S. residents, international residents
[IMG], even though fluent in English, are not at ease talking with them about personal
matters and do not fully comprehend their concerns about their illness and medical care.

(Steward, 2003, p. 82)

The physicians in our study report female patients to be more demanding than male patients
(similar findings were reported by Foss and Sundby, 2003). The male Swedish physician
SweD?9 considers male patients to be “easier” than female ones:

Som manlig lakare lattare att tala med en  A4s a male doctor, easier to talk to another
annan manlig patient. male patient.

The female patients might expect female rather than male physicians to have a greater ability
to talk about psychosocial matters. Thus, when a female physician fails to build this
psychosocial communication with her female patient, due to language problems or cultural
differences (or both), it might result in the patient’s experiencing and expressing more
disappointment than in a similar situation with a male physician, from whom she has lower
expectations concerning psychosocial talk. This might be reflected in the reported higher
occurrence of cultural differences (which are often associated with problems) and lower
patient satisfaction in F phs—F pat consultations than in the other gender combinations (see
Table 28).

At the same time, a cultural factor might be influential here as well. Consider a comment
from the Iranian female physician [raD10 (a small dark-haired woman) on this issue:

Om du ar man och utlindsk sd gar det If you are a man and a foreigner, it may be
kanske lattare eftersom oOverhuvudtaget —easier since on the whole the picture of a
bilden av en bra lakare kanske dr man lite ~ good physician maybe is a man somewhat
stor och stark och lite vitt har och lite mage  big and strong and some white hair and a bit
och forstds svensk det ar inte bilden alla  of a belly and of course Swedish; this is not
patienter ser hos mig. the picture all patients see in me.

This is also observed by a male Swedish physician (SweD9), who points out more problems
that the female physicians in general, and female non-Swedish physicians in particular face,
especially when talking to elderly patients:
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Svarare som kvinnlig ldkare eftersom  More difficult for a female physician as the
likaryrket dr manligt frin borjan. [Aldre  medical profession is masculine from the
patienter] tror inte att hon ar lakare utan  beginning. [Elderly patients] don’t believe
en skoterska om det kommer en kvinnlig  that she’s a doctor but a nurse if a female
lakare. En ung kvinnlig lakare — d&d kan de  doctor arrives. A young female physician —
ingenting. Ménga dldre manniskor har  they know nothing. Many elderly people have
fordomar. prejudices.

All these factors can result in the female patients expressing less satisfaction than the male
ones concerning their communication with non-Swedish physicians.

Younger and better-educated patients are more critical than older and less-educated patients.

This conclusion is highly tentative due to the low number of respondents. However, it is
supported by, among other things, the following comment from a Swedish male senior
physician (SweD10) concerning the patient’s age:

For femtio ar sedan da var man GUD som  Fifty years ago, one was GOD as a doctor in
doktor i Sverige. Det ar det inte ldngre, de ~ Sweden. It’s not like this any more, they report
anmailer doktorer for att de gjort fel osv.  doctors because they've made a mistake, etc.
Amnélningar fran patienter till doktorer  Reports from patients have increased a lot
har 6kat mycket och det ar inte att de gor  and it’s not that they make more mistakes, but
mer fel utan att patienter accepterar inte  that the patients don’t accept it any longer.
det langre. Bemotandet som irriterar folk  The treatment that irritates people a lot not
mycket inte tekniska fel s& mycket utan  technical mistakes so much but that one
att man kunde inte kommunicera riktigt. couldn’t communicate properly.

Older patients’ higher satisfaction might be due to they greater respect they are accustomed
to give the physician compared to the younger generation, as “older people learned the
patient role prior to the emergence of consumerism, in en era when patients were more
deferential to physicians’ status” (Cline and McKenzie, 1998, as cited in Bradley et al., 2001,
p. 1752). Bradley et al. (2001) also mention the studies of Haug and Lavin (1981) and
Beisecker (1988), which point out that older patients are more likely than younger ones to
accept the traditional asymmetry in doctor-patient power relations; they also tend to be less
involved in decision-making. The fact that older patients are usually more satisfied with their
physicians than younger ones is even mentioned in a recent study by Duberstein et al. (2007).
A male physician from Iraq (IraqD14) says that younger patients are able to understand non-
Swedish physicians more easily, but are more critical. At the same time, elderly patients often
show more respect and patience, although they experience more problems with
understanding, due to, for example, hearing problems (see section 4.3.3).

Concerning education, one might speculate that a higher level of education places the patient
in a more equal position with the physician, which allows the patient to be more critical. A
comment from a Hungarian female physician (HuD2) supports this claim, as well as the
observations concerning gender mentioned above:
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Svenska patienter dr mer kravande, mer  Swedish patients are more demanding, more
kvinnor, sarskilt larare, mer kvinnor an women, especially teachers, more women than
men. men.

In the next section, I will go into more in detail on the participants’ reasons for a lack of
satisfaction/dissatisfaction with communication, but first I will present the non-Swedish
physicians’ views of differences in communication between patients from their respective
home countries and Swedish patients, and the Swedish patients’ experiences of differences
communicating with Swedish and non-Swedish physicians.

4.2.3 Comparison of communication — Swedish and non-
Swedish physicians and Swedish and non-Swedish
patients

The non-Swedish physicians were also asked to compare communication with patients from
Sweden and from their respective home countries. Their responses are provided in Table 30.
A few non-Swedish physicians chose more than one alternative (commenting on the
differences); consequently, the percentages reported exceed 100% when summed for all
possible answers to a question.

Table 30: Non-Swedish physicians: differences in how patients talk to physicians in
home countries and Sweden (Q. 23)

Gender Cultural groups
Question Alternatives/number and %* of |# of Question Alternatives/number and %* of | # of
respondents per alternative resp. respondents per alternative resp.
Are there any Yes No If yes, |No Are there any Yes No If yes, |No
differences in what? |experien differences in how what? |experie
how Swedish ce Swedish patients talk nce
patients talk to to you compared to
you compared to the patients from
the patients from your home country?
your 50216 Germany 20 | 8 0 0 28
> 71% | 29% | 0% 0%
Non-Swedish 45 35 1 0 81
s Hungary 1 9 0 0 10
o) 0, 0, 0,
physicians 56% 43% 1% 0% 10% | 90% 0% 0%
Male 43?%) 5?;) 2?% OE,L) 53 Northern Europe 2 5 0 0 7
29% | 71% 0% 0%
Female 19 8 0 0 21 Mediterranean 4 4 0 0 8
70% 30% 0% 0%
50% | 50% 0% 0%
*Percentages exceed 100% because the total is based on :
respondents and each respondent was allowed to give more Former Yugoslavia 4 ! 0 0 5
90% | 10% 0% 0%
than one response.
Eastern Europe 6 4 0 0 10
60% | 40% 0% 0%
Middle East 6 3 1 0 10
60% | 30% | 10% 0%
Mixed 2 2 0 0 4
50% | 50% 0% 0%
*Percentages exceed 100% because the total is based on
respondents and each respondent was allowed to give more
than one response.

More than half of the non-Swedish respondents (56%) report experiencing differences
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between how Swedish patients talk to them and how patients talk to them in their country of
origin. This is especially true of the female respondents (female 70% compared to male
49%). Concerning differences in answers according to cultural groups, the physicians from
the former Yugoslavia and Germany are more likely than the respondents from other groups
to report experiencing differences in patients’ way of communicating in Sweden compared to
their home countries (90% and 71%, respectively), while the opposite is true of the
Hungarian and North European physicians (10% and 29%, respectively, chose “yes”). Few
respondents commented on what specific differences they had experienced. The comments
provided concerned the Swedish patients’ better knowledge of diseases, differences in the
relationship between physician and patient, and experience of language problems. I will
discuss these differences in more detail in section 4.3 below.

Similarly, the Swedish patients were asked whether they experienced any cultural differences
in communication with the non-Swedish physicians. The responses are presented in Table 31.

Table 31: Swedish patients: cultural differences in interaction with non-Swedish
physicians (Q.19)

Gender Same-sex and cross-sex medical encounters
Question Alternatives/number # of Question Alternatives/number # of
and %* of respondents |resp. and %* of respondents |encount
per alternative per alternative ers
Did something occur in |Yes No If yes, Did something occur in Yes No [Comme
your meeting [with the please your meeting [with the nt
non-Swedish physician] comme non-Swedish physician]
that indicates cultural nt that indicates cultural
differences? differences?
Swedish patients 14 62 5 76 M phs-M pat 3 30 0 33
18% 82% 7% 9% 91% 0%
Male 4 38 0 42 M phs—Fpat 8 19 5 32
10% 91% | 0%*™ 25% 59% | 16%
Female 10 24 5 34 F phs-F pat 2 5 0 7
29% 1% 15% 29% 1% 0%
*Percentages exceed 100% because the total is based on F phs-M pat 1 8 0 9
respondents and each respondent was allowed to give 1% 89% 0%
more than one response. N o .
*The numbers don't add up to 100% because of rounding. Percentages exceed 100% because the total is based on
respondents and each respondent was allowed to give
more than one response.

The majority of the Swedish patients (82%) report not experiencing any cultural differences
in communication with non-Swedish physicians. One can observe that the female patients
report more cultural differences than the male patients (female 29%, male 10%); they also
add more comments to supplement their answers (female 15%, male 0%). Furthermore, the
female patients involved in female-female interactions (F phs—F pat) report more cultural
differences than the other gender combinations (29%). The fewest differences are reported by
the male patients in male-male interactions (M phs—M pat 9%).

No clear tendencies can be observed concerning the patients’ age and education and their
experience of cultural differences. More older than younger male patients report experiencing
cultural differences in communication with non-Swedish physicians, while the opposite is
true of the female respondents. The respondents with secondary education, both male and
female, are more likely than other participants to report experiencing cultural differences (see
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Appendix E).

To sum up, the non-Swedish physicians in general report experiencing differences in communication with
patients in Sweden and in their home countries. The female respondents are more likely than the males to
report differences in how Swedish patients talk to them.

The same tendency as observed above, namely the female respondents are more critical and
more sensitive to communication than the male respondents, can be seen here.

The representatives from the former Yugoslavia and Germany report experiencing the most differences
while the Hungarian and North European physicians note the fewest.

While it is not surprising that the North Europeans experience few differences, Hungarian
and German physicians’ responses are more difficult to explain. It is interesting that the
German physicians, who were among those who reported the most satisfaction with
communication when it comes to mutual cultural understanding, were also among those who
reported experiencing the most differences. One can deduce that experiencing differences
does not necessarily lead to lower satisfaction; it might depend upon whether the differences
that result in changes in communication are “better” or “worse” for the respondents. I will
return to the German physicians’ reported differences in the next section (4.3). I am unable to
provide a good explanation of why the Hungarian physicians report experiencing the fewest
differences in communication.

The majority of the Swedish patients experience no cultural differences in commmunication with the non-
Swedish physicians. The female patients report experiencing more cultural differences than the male ones,
especially in consultations with female physicians, while the male patients experience the fewest differences
in communication with the male physicians.

Cultural differences are less “visible” than language problems. This may partially explain
why few patients report experiencing cultural differences in their interactions. At the same
time, one might presume that cultural differences may not have enough impact on interaction
to be reported by the patients. The same tendency concerning gender can be observed as we
have seen several times before: the female respondents were more sensitive to
communication issues than the male respondents.
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4.3 Reasons for lack of satisfaction/dissatisfaction
with communication: language problems and
cultural differences experienced by the participants

The participants were asked about the reasons for any lack of satisfaction/dissatisfaction with
communication, as well as the problems experienced in communication, in both the
interviews and the questionnaires.

The non-Swedish physicians emphasized that most communication problems occurred at the
beginning of their work in Sweden due to work overload, experiencing a new environment
and unfamiliar routines. In addition, their problems using Swedish in the workplace, outside
the classroom, were mentioned. The Finnish chief senior physician (FinD22), who had
extensive experience of both working with non-Swedish physicians and being one,
comments:

Det ar hemskt mycket nytt aven om du A4 lot of things are new even if you, in
principiellt behandlat samma sjukdom  principle, treated the same disease in the same
precis pa samma sitt i Iran an i Sverige.  way in Iran as in Sweden. Medicines have
Medicinerna heter annat, du anviander lite  different names, you use slightly different files.
annan journal. I grund och botten ar det  Basically, it may be the same medicine that
kanske samma medicin som du anvander,  you use, but there are a lot of new things that
med det dr hemskt mycket som du ska  you have to learn.

lara dig nytt.

Apart from the high work tempo, responsibility and language problems, being “inspected” at
workplace by colleagues was also mentioned. The Iranian physician IraD6 comments:

Nir jag borjade med min provtjanstgoring  When [ started my trial period ... when I
... nir jag borjade dar kunde kanske 50-  started there, I could understand maybe
60% av vad de sade och samtidigt maste  50-60% of what they said and at the same
prata med patient, personal, kunna time had to talk to patient, staff, know the
rutiner och det vara bara hemskt kan man  routines, and it was simply terrible you could
sdga. Manga saker pa en ging. Man har  say. Many things at once. One has both
ansvar och ldra sig saker pa en gang och  responsibility and to learn things at once and
de [personal] tittar vad du gor, det var  they [medical personnel] look at what you do,
inte sd behagligt kdnsla kan man séga. it wasn’t a very pleasant feeling, you could
say.

In the questionnaires, a few non-Swedish physicians (three females, from Germany, Hungary
and Romania) and a few Swedish patients answered the questions concerning the reasons for
lack of satisfaction/dissatisfaction with communication (Q.14b and Q.13a respectively). In
both cases, problems with understanding and word-finding problems were mentioned. The
Swedish patients’ responses are presented in Table 32.
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Table 32: Swedish patients: reasons for lack of satisfaction with communication
with non-Swedish physicians (Q.13b)

Question Alternatives/number and %* of respondents per alternative # of resp.
If you answered |the the the the the physician |the physician |[Other
less satisfactory/ | physician physician physician | physician had had difficulties
unsatisfactory, |was difficult|had had had difficulties understanding
the reason was  |to difficulties difficulties |difficulties |seeing if you [implied
that understand |pronouncing |finding making had information
some words |some sentences |understood
words
Swedish 10 7 5 3 6 12 5 21
patients 48% 33% 24% 14% 29% 57% 24%
Male 4 2 0 1 1 3 0 6
67% 33% 0% 17% 17% 59% 0%
Female 6 5 5 2 5 9 5 15
40% 33% 33% 13% 33% 60% 33%
* Percentages exceed 100% because the total is based on respondents and each respondent was allowed to give more
than one response.

Problems with understanding in general and with understanding of implied information in
particular are the most common responses given by the patients (48% and 57%, respectively).
More female than male respondents made comments on communication difficulties (“Other”:
female 33%, male 0%) and on word-finding problems (female 33%, male 0%). The
alternative “Other” includes comments on the physician’s attitude (attityd [‘attitude’], Var
nonchalant. Ville ej lyssna [*Was nonchalant. Didn’t want to listen.’]), and tempo of
conversation (pratade for fort [ ‘talked too quickly’]).

Below, I will present in more detail the communication problems between the non-Swedish
physicians and their Swedish patients that received the highest number of comments.

4.3.1 Being too brief: a consequence of lack of language
competence, cultural difference or both?

One of the consequences of the non-Swedish physicians experiencing language problems is
their being too brief, not detailed enough in their communication, especially when they had
just started to work in Sweden, reflected in such comments from the physicians as i borja
strukturerad [kommunikationsstil], malinriktad, slutna frdagor (‘at the beginning structured
[communication style], goal-oriented, closed-ended questions’), inskrdnkt pga. sprdkliga
problemer (‘restricted due to language problems’). This can be a drawback when the
diagnosis is serious and it is necessary for the physician to expand on the explanation he/she
gives the patient (SweD?9):

Osiaker pa spraket — en del blir da valdigt
kortfattade. Om det ar ett negativt
besked — bra att forsoka brodera ut svaret
sa det inte kdnns sa hart for patienten.

Unsure about language — some become very
short then. If it’s a negative answer — good to
embellish the answer so it doesn’t feel so hard
for the patient.

Being too brief might result in being perceived as harsh and unethical. In Sweden, indirect
communication is common, while more direct communication is acceptable in other cultures
such as Germany (Lewis, 2000). Being indirect might be complicated for the non-Swedish
physicians due to their language problems, as well as their unawareness of this feature of
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Swedish culture. It is commented on by the Finnish physician FinD22:

man ir inte sa rak med sin you're not very direct in your communication
kommunikation [i Sverige] man pratar [in Sweden], you talk somewhat “beside”
“bredvid” varandra lite grann. Man vill each other. You don’t want to hurt each
inte sdra varandra. Det hir ar att jag other’s feelings. This is that I think like this,
tycker sa har, och vad tycker du da? and what do you think?

The example below illustrates a German physician being rather direct in how he delivers
information to his patient concerning treatment and need for care:

Example 1. “You don't need care” (GerD12)
Prescription. Planning the treatment process

Speaker Transcription Translation into English

$D: du har aldrig haft s8 mycke / e / du|You've never had so much /er /you've always not so
har alltid inte sd mycke // e jag much // I mean with with < establishable > changes //
menar med med < faststdllbara >

férandringar // tekniska // (...) // technical // (...) // you < don’t need care >

du behdver < inte vard // >

@ < pronunciation: faststallbara/establishable >

@ < laughing >

$P: ja yeah

$D: e men du skall kontakta kurator er but you should contact a welfare officer

SP: m mhm

$D: det hjédlper / ibland // inte it helps / sometimes // not

$P: va ska ja sdga till kuratorn da what should I say to the welfare officer then

$SD: vad du vill whatever you want

$P: men va < k+ > va kan hon géra // but what <c+ >what can she do // [ get in contact |

[ ta kontakt ] me forsdkringskassan |y the regional social insurance office

@ < cutoff: kan / can >
$D: [ ja ] [ yeah ]

The physician is apparently experiencing problems formulating his message while trying to
say that he has not observed any established changes. The fact that he considers that the
patient does not need care is expressed directly (du behover inte vard [‘you don’t need
care’]). One can also see that the patient is embarrassed at this, as well as at the physician’s
answer to her question concerning consultation with a welfare officer. The patient’s question
(vad ska jag sdga till kuratorn da [‘what should 1 say to the welfare officer then’]) which
includes the particle da (‘then’) reflects the patient’s skepticism of the physician’s
recommendation and her anticipated disapproval of his answer to her question (see Eriksson,
1988, for the discussion of dd in questions). It could also represent a conclusion and/or slight
opposition from the patient.

In the interviews, the non-Swedish physicians comment on the need to provide more
information and to be more detailed and exhaustive in talking to the Swedish patients
compared to the patients in their home countries. The Swedish patients are reported to be
more demanding and more knowledgeable; they are well prepared before the meeting with
the physician compared to patients from some of the non-Swedish physicians’ home
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countries (primarily mentioned by physicians who come from countries that are at a lower
level of economic development compared to Sweden; a similar observation was made by
Lockyer et al., 2007). Comments include svenska patienter vet mer om sin sjukdom
(‘Swedish patients know more about their disease’); svenska dr mer hogutbildade och mer
krdvande (‘the Swedes are more educated and more demanding’); svenska patienter dr mer
utbildade och fragar oftare dn patienter i hemlandet (‘the Swedish patients are more
educated and ask questions more often than the patients in my home country’). Access to the
Internet and relevant literature and a higher education level in society are influential factors,
for example, de [patienterna] sitter, tittar i datorn surfar sajtar @ vet jdttemycket nya
behandlingar och det dr bra tycker jag (‘they [the patients] sit, look at the computer surf
sites and know a huge lot of new treatments and that’s good I think’). Consider the comment
below from a physician from the former Yugoslavia (YugD19):

Jag pratade med en ung kvinna som [ talked to a young woman who could choose
kunde vilja ryggbedovning eller narkos  spinal anesthesia or general anesthesia,
vanlig narkos och hon fragade alla mojliga  ordinary anesthetic and she asked me all
saker mig vad ar statistiken? vad visade  kinds of things: what’s the statistics? what did
socialstyrelsen? varfor ar ryggbedovning  the National Board of Health and Welfare
battre? varfor inte? hur mycket har  show? why is spinal anesthesia better? why
positiva hur mycket har negativa sidor?  not? how many have positive, how many have
osv. For mig var det jattesvart. negative sides? etc. For me it was very

difficult.

In addition, such cultural factors as power distance differences might be relevant here.
Sweden is characterized by a relatively small power distance compared to the majority of
countries the non-Swedish physicians come from. As mentioned above, the PDI is relatively
low for Sweden (31) compared to the homelands of the non-Swedish physicians (e.g.,
Colombia [67], Germany [35], Hungary [46], Iran [58], Poland [68], and Russia [93]").
Swedish patients are often reported to want to be involved in decision-making; the physician
does not have “the sole right” but is expected to provide all the necessary information to the
patient. The physician from Iraq (IragD14) comments:

Patients are not quiet in Sweden. They want
explanation, what we do ... physicians should
expect 10 questions, and have answers to 10
questions.

Patienter ar inte tysta i Sverige. De vill ha
forklaring, vad vi gor ... lakare ska vanta
10 fragor, och ha svar pa 10 fragor.

The “Swedish consultation” is often a relatively informal meeting, with the physician being
more an advisor than an authority, and the patient being expected to take responsibility for
his/her own treatment, for example, mindre mentalt avstdnd mellan patient och likare
(‘shorter mental distance between patient and physician’), mer jamstdlld (‘more equal’); mer
informell (‘more informal’), i Sverige vdnligare relation mellan patient-likare (‘in Sweden
friendlier relationship between patient-physician’).

15. Estimated values for Hungary, Iran, Poland and Russia, obtained from Hofstede and ITIM (no date).
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Consider the example below, an excerpt from a consultation between a Swedish female
surgeon and a Swedish male patient, in which the physician informs the patient about
possible surgery for removing the gall bladder, explaining the pros and cons:

Example 2. “It is you who decides” (SweD7)
Physician and patient discussing surgery

Speaker

Transcription

Translation into English

$SD:

sd har man haft ndra av dom hir tre
e grejerna dd brukar man
REKOMMENDERA operation / har man
bara haft gallstensattacker d& far
man valja lite sjdlv hur besvarlit
man tycker de e / & hur mycke de
inskranker pd ens livskvalitet men
om man har haft dom har lite
allvarliare grejerna me en
inflammation i gallbldsan eller en
retning p& bukspottkdérteln eller
stopp i gallgé&ngarna eller s& d&
brukar man rekommendera att man tar
bort gallbldsan // e for de e lite
allvarligare an ett vanlit
gallstensanfall // men sen e man ju
forstds den som operationen ska
utforas pd de e ju du som ska leva
me de sa du har ju
medbestammanderatt eller rattare
sagt de e du som bestammer men de
vet du sakert om

so if one has had some of these three things then we
usually RECOMMEND surgery / if one has had
attacks of biliary colic then one may choose a little
oneself how troublesome one thinks it is / and how
much it limits one’s quality of life but if one has had
these somewhat more serious things with
inflammation of the gallbladder or irritation in the
pancreas or stoppage in the bile ducts or something
like that we usually recommend removing the gall
bladder // er because it’s somewhat more serious
than an ordinary attack of biliary colic // but then
again you are the one who will undergo surgery you
are the one who will live with it so you have of
course the right to participate in the decision or to
be more correct it’s you who decide but surely you
know that

This example illustrates the Swedish physician’s emphasis on seeing herself primarily as an
advisor, whose task is to inform the patient, while allowing him to make his own decision.
Note the physician’s emphatic stress on the word REKOMMENDERAR (‘RECOMMENDS’)
as well as her mention of the patient’s right to participate in the decision-making.

The example above can be contrasted to the example below, an excerpt from the interaction
between an Iranian physician and his Swedish patient. In cultures that have a larger power
distance, the physician functions more as an authority than as an advisor. The Iranian
physician attempts to calm down his patient, who demands immediate hospitalization:

Example 3. “Working as doctor” (IraD8)
At the end of consultation, the patient insists on being hospitalized

Speaker
SD:

Transcription Translation into English

per-oskar de gdr inte de e sd hiar
inte fungerar hdlsovarden // de &r
ju inte sd att du kommer & sidger
att ja vill bli inlagd va / de e ju
de e ju vi som ska bedéma om du

per-oskar it doesn’t work it’s like this health care
does not function // you know it’s not like you come
and say that [ want to be hospitalized right / you
know you know we are the ones who decide if you

litar pd oss arbetar som doktor ja |frustus working as doctor I say that the best for you
sdger att de biasta for dej de e ju |it’s of course what I <s + > do right // but if you
som ja < s + > gor va // men om du |want to kind of influence yourself // then it’s a quite
vill liksom péverka sjdlv // d& de different thing I understand that you 're in pain / [1

en helt annan sak ja fdrstdr att du
har ont / [1 de ]1 e darfor ja
reagerar annars skulle [2 (...)]2

that’s |1 why I react otherwise would [2 (...) ]2

@ < cutoff: sager/say >
$P: [1 ja 11

[1 yeah]1
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$P: [2 Jo jo 12 ja fattar vidden att // |[2well well ]2 1understand the extent that // why I
varfér ja ska hallas (...) nu // du |should be kept (...) now // you have stated that I have

har konstaterat att ja har kula i . , .
axeln / sa va e problemet skir bort a bullet in my sh'oulder /so what’s the problem, cut it
out and remove it

den & ta bort den

In this discussion, the physician attempts to use his position as a professional to persuade the
patient, but this argument apparently does not have any effect. Situations like this often result
in the physician’s feeling that he/she is not respected and the patient’s questioning his/her
authority (see also Berbyuk, 2005). Behjati-Sabet and Chambers (2005) specifically
emphasize the importance of trust for Iranian patients in their communications with Iranian
physicians; this trust must be established during the first few visits. The authors point out
that:

Once this [trust] is achieved, the patient becomes a “believer” in his or her doctor. This
is a notion commonly held by Iranians, and once fulfilled, will very likely cause the
patient to follow the physician’ s advice. Trusted and “believed in” doctors are regarded
as definite authorities, or parental figures, and older male doctors are more readily
trusted.

(Behjati-Sabet and Chambers, 2005, p. 150)
The patient’s lack of trust in the physician in the situations as above might be a sensitive
experience for the physician.

The difference in authority and the physician’s role are also reflected in the example below,
an excerpt from the interaction between the female Russian physician and a Swedish male
patient (adapted from Berbyuk, 2005):

Example 4. “Fibrillations” (RusD18)
Patient inquiring about fibrillations

Speaker Transcription Translation into English

$D: som sagt att hjdrtat e / som as I said before your heart is / like before no changes
tidigare inga foradndringar men Vi |puswe cando an < ecg >
kan ta < ekg >'

@ < abbreviation >

$P: a e hur hur konstaterar man nd de |yeah er how how do you know when there when there
nd de e flimmer i hjdrtat are fibrillations in the heart

$D: ah att hjartat sldss oregelbundet |well when the heart beats irregularly you can hear it

det kan man hdra bdde med both with a stethoscope and on the < ecg >
stetoskop och pa < ekg >

@ < abbreviation >

SP: de e / de e de e tack vare flimmer |that’s/that’s thanks to fibrillations
$D: a precis du har flimmer men normal \yeah exactly you have fibrillations but normal
frekventa flimmer frequency fibrillations
$P: a ja ha da flimmer da yeah I have fibrillations then
$D: a nu vill jag se rorlighet i axeln |yeah now I want to see the movability of your
shoulder

16. ECQG is the acronym for electrocardiogram.
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The physician provides an explanation, but ignores the patient’s subsequent anxious remark
about having fibrillations, continuing with the examination. The physician seems to attach
more importance to conducting a thorough examination than to talking to the patient and
providing a detailed answer to the question.

Difference in power distance is one of the main cultural factors influencing communication
between the non-Swedish physicians and their Swedish patients. The question arises: Do the
non-Swedish physicians change their communicative style? As the power distance
differences are clearly reflected in formality, the non-Swedish respondents were asked in the
questionnaire if they had changed their communicative style (by becoming more informal or
formal) (Q.24. “Has your communicative style in consultations with patients in Sweden
changed compared to how it was in your home country?” with the alternatives “has become
more informal,” “has become more formal,” “unchanged,” “no experience” and “other,” and
some space for comments). The Swedish patients were also asked to compare Swedish and
non-Swedish physicians’ communication styles in regard to formality (Q.30 “Do you think
that non-Swedish physicians’ communicative style, compared to Swedish physicians’
communicative style, is: ...” with the alternatives “more informal,” “more formal,” “no
difference,” “other,” “don’t know”). The responses are presented in Table 33 below.

Table 33: Non-Swedish physicians: change in communicative style, and Swedish
patients: differences in communicative style between Swedish and non-Swedish
physicians (Q.24 and Q.30 respectively)

Non-Swedish physicians (Q.24) Swedish patients (Q.30)

Question Alternatives/number and % of # of Question Alternatives/number and % of|# of
respondents per alternative resp. respondents per alternative resp.

Has your Has Has |Un Oth |No Do you think More More [No Other | Don’t

communicative |beco |beco |chang |er |experi that non-Swedish | informal | formal | differ know

style in me me ed ence Pphysicians’ ence

consultations |more |more communicative

with patients in |inform |formal style, compared

Sweden al to Swedish

changed physicians’

compared to communicative

how it was in style, is

your home

country?

Non-Swedish | 19 11 41 5 4 80 Swedish 10 19 35 2 16 80

physicians 24% | 14% | 51% | 6% | 5% patients 12% 23% [43% |2% |20%

Male 10 5 29 5 3 52 Male 4 9 20 2 8 43
19% | 10% | 56% |10%| 6%* 9% 21% [46% (5% [19%

Female 9 6 12 0 1 28 Female 4 10 15 0 8 37
32% | 21% | 43% | 0% | 4% 11% 27% |41% |0% [22%*

*The numbers do not add up to 100% because of rounding. | | *The numbers do not add up to 100% because of rounding.

About half of the non-Swedish physicians consider that they have not changed their
communicative style (51%). Of those who have changed, more became more informal than
more formal (24% compared to 14%). More female than male participants indicated changing
their style of communication with patients, becoming either more informal (female 32%,
male 19%) or more formal (female 21%, male 10%).

Among the Swedish patients, 43% experienced no difference in communicative style
between Swedish and non-Swedish physicians, while 12% of the patients reported the non-
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Swedish physicians to have a more informal and 23% a more formal communicative style
than Swedish physicians. Concerning gender, somewhat more male than female respondents
chose “no difference” (46% compared to 41%) and somewhat more female than male patients
experienced the non-Swedish physicians as being more formal than the Swedish ones (27%
compared to 21%). Older and less-educated patients are more likely than the younger and
more-educated patients to report experiencing no difference between non-Swedish
physicians’ and Swedish physicians’ communicative styles.

Concerning the patients’ responses on the issue of the formality/informality of non-Swedish
physicians communicative style in cross-sex and same-sex medical encounters, the following
picture emerges:

Table 34: Swedish patients: difference in communicative style between Swedish
and non-Swedish physicians (same-sex and cross-sex medical encounters, Q. 30)

Question Alternatives/number and % of respondents per |# of encounters
alternative

Do you think that non- More More No Other Don’t

Swedish physicians’ informal | formal | difference know

communicative style,

compared to Swedish

physicians’

communicative style, is

M phs-M pat 4 6 17 2 10 39
10% 15% 44% 5% 26%

M phs-Fpat 4 8 11 0 8 31
13% 26% 35% 0% 26%

F phs-F pat 0 2 4 0 0 6
0% 33% 67% 0% 0%

F phs-M pat 0 3 3 1 2 9
0% 33% 33% 11% 22%*

*The numbers do not add up to 100% because of rounding.
It is interesting that none of the Swedish patients experienced female non-Swedish physicians
as being more informal than female Swedish physicians, while 33% of both male and female
patients consider female non-Swedish physicians to be more formal than female Swedish
physicians.

Concerning the responses of the non-Swedish physicians from the various cultural groups,
Table 35 presents the following picture:
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Table 35: Non-Swedish physicians: change in communicative style (cultural groups,
Q.24)

Question Alternatives/responses # of

Has your communicative Has Has Un Other No resp.

style in consultations with |become |become |changed experience

patients in Sweden changed | more more

compared to how it was in  |informal |formal

your home country?

Germany 8 2 14 3 0 27
30% 7% 52% 11% 0%

Hungary 4 1 5 0 0 10
40% 10% 50% 0% 0%

Northern Europe 0 0 6 0 1 7
0% 0% 90% 0% 10%

Mediterranean 3 2 1 0 0 6
50% 33% 17% 0% 0%

Former Yugoslavia 1 2 2 0 0 5
20% 40% 40% 0% 0%

Baltic States and Eastern 2 2 5 0 0 9

Europe 22% 22% 56% 0% 0%

Middle East 1 2 4 1 2 10
10% 20% 40% 10% 20%

Mixed 0 1 2 1 0 4
0% 25% 50% 25% 0%

The majority of the physicians from Northern Europe and the Baltic States and Eastern
Europe reported not changing their communicative style, choosing the alternative
“unchanged” (90% and 56%, respectively). About half (52%) of the German physicians had
not changed their communicative style; 30% reported becoming more informal. The
physicians from the Mediterranean group and Hungary reported becoming more informal in
their communication with patients (50% and 40%) while about half of the respondents from
the former Yugoslavia considered themselves to have become more formal (40%).

To summarize the above discussion, the following observations can be made:

The non-Swedish physicians’ language problems, combined with differences in power distance, result in the
physicians’ being too brief in their communication with patients. The majority of the non-Swedish
Physicians who had changed their communicative style had become more informal. Female physicians
reported changing their style more than males.

The responses indicate that the non-Swedish physicians tend to become more informal, which
can be explained by their adaptation to differences in power distance. The females, as
mentioned above, are more sensitive to communication issues and this might explain why the
female non-Swedish physicians changed their style more than their male counterparts.

In general, the Swedish patients experience no difference between the Swedish and non-Swedish
Physicians’ communicative styles. This is especially true of older patients with primary education. Many of
those who state that there is a difference evaluate the non-Swedish physicians’ style as being more formal
than that of Swedish physicians. Male patients report experiencing differences to a lesser extent than
females.

Similarly, as I have mentioned, the female patients appear to be more sensitive to
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communication. The younger and more educated patients appear to experience more
differences than the less-educated patients, probably because they are more conscious and
critical of communication, as we have seen. The patients’ responses also indicate that the
non-Swedish physicians are more formal in their communication with patients than Swedish
physicians are.

Most physicians from Northern Europe, the Baltic States and Eastern Europe and, to some extent,
Germany report not changing communicative styles, while the opposite is true of the Mediterranean and
Hungarian physicians and some of the German physicians.

It is not surprising that the North European respondents report not changing their
communicative style; they may not see any differences in communication with the patients,
as mentioned above. It is complicated to explain the responses from the physicians from the
Baltic States and Eastern Europe as well as the Mediterranean and Hungarian physicians.

Differences in power distance and changed communicative style might be positive
experiences for non-Swedish physicians, as many of them find that is it good to be informal
and to have patients who are active and interested in the course of consultation. Consider the

comment from IraD6:

Har [i Sverige] ar det bra med forklaring.
De behover si hir ... man berittar vad
man gor. Det har jag lart mig hir. Nar
man skall lyssna pa hjartat man berattar
hela tiden: nu skall jag lyssna pa lungorna
nu ska jag fa lite reflexer. Nir jag tanker
nu det gjorde vi inte [i hemlandet] man
bara drar upp skortan och borja
undersoka utan att beratta for patienten.
Jag tycker att det ar mycket manskligt sa
har att man berattar for patienten och
varfor man skriver den har medicinen.
Jag hade inte svart med det.

At the same time, some physicians find that the patients’ informal style of talking to them and
sometimes even questioning their decisions as a sign of a lack of respect, for example

GerD12 (adapted from Berbyuk, 2005):

Har [i Sverige] 4r mannen [likaren] som
mer serverande. Doktor mmm man maste
serva dem [patienterna]. Det var
otankbart att nagon kunde ringa mig pa
telefon och fraga ... jag maste plocka i
journalen och siga honom vad hon har pa
rontgenbilden vad som helst. Det var
otankbart. Hiar de ringer, man maste titta
ijournalen, man maste forklara prata med
dem. Det var inte sd. Har ar man tjanare
for dem, man méste serva.

Here [in Sweden] explaining is good. They
need like this ... you inform what you 're doing.
I've learned that here. When you listen to the
heart, you comment all the time: now I’ll
listen to your lungs, now [I’ll have some
reflexes. When [ think now, we didn’t do that
[in my home country] you simply pull up the
shirt and start examining without informing
the patient. I think it’s much more human this
way, that you inform the patient and why you
prescribe this medicine. 1 had no difficulties
with it.

Here [in Sweden] one [the physician] is like
more serving. Doctor, mmm, you have to serve
them [the patients]. It was unthinkable that
someone could call me on the phone and ask
... I have to search in the file and tell him what
she has on the X-ray, whatever. That was
unimaginable. Here they call, you have to
look in the file, you have to explain, talk to
them. It was not like that. Here you're a
servant to them, you have to serve.
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4.3.2 “You never know what the patient thinks of you as a
non-Swedish physician”: the influence of conflict
avoidance on the physician-patient relationship

As I have mentioned in earlier sections, the German physicians experience the most cultural
understanding in their communication with Swedish patients. At the same time, most of them
report experiencing differences in the ways patients talk to them in Sweden and in Germany.
Compared to German patients, Swedes are seen by the German physicians as more satisfied,
less oppressive, more patient, and ready to take more responsibility for the course of
treatment, which is often appreciated: svenskarna dr mindre krdvande, nojdare, mer
sjalvansvarig (‘the Swedes are less demanding, more satisfied, more self-responsible’),
sndlla patienter, mindre krav pa doktorn jamfort med Tyskland (‘kind patients, less
demands on the doctor compared to Germany’). As discussed, the responses obtained reflect
the differences between Swedish and German cultures, such as a smaller power distance in
Sweden than in Germany. The greater independence of Swedish patients compared to
German ones may consequently be explained by the more hierarchical structure of German
health care and an accepted paternalistic style in Germany, unlike in Sweden (Richter and
Eisemann, 1999).

In addition to the differences in power distance, another factor influences the communication
between German physicians and their Swedish patients in particular, and communication
involving non-Swedish physicians in general: the Swedish conflict avoidance mentality. This
attitude is manifested in the patients’ unwillingness to, for example, express dissatisfaction to
the physician openly, which is the opposite to the German way of expressing disagreement
(Lewis, 2000; Hofstede, 2001).

Swedish conflict avoidance has both positive and negative sides. Feelings that “they talk
behind your back” were mentioned by the non-Swedish physicians. Consider this comment
from the interview with a Hungarian physician (HuD2):

Lakaren vet inte att patienten att  The physician doesn’t know that the patient,
patienten ar onojd med behandlingen  that the patient is unsatisfied with the
bara fa ett brev frin myndigheten du blev  treatment, only get a letter from the
anmald. authorities: you were reported.

It is complicated for the physician to understand whether the patient is satisfied or not as the
patient might not openly show dissatisfaction. This might create additional stress, anxiety and
uncertainty for the non-Swedish physicians.
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4.3.3 Problems with understanding in communication
between non-Swedish physicians and Swedish patients

This subsection is devoted specifically to the issue of problems involving understanding in
communication between the non-Swedish physicians and their Swedish patients, as
comments on this topic are common in the interviews and the questionnaire responses.

Lack of understanding occurs when a receiver cannot connect incoming information with
stored information, because (1) relevant information is missing and/or (2) a relevant strategy
for connecting incoming with stored information is missing. Misunderstanding is the result of
a receiver actually connecting incoming information with stored information, but where the
resulting meaningful connection must be viewed as inadequate or incorrect (Allwood and
Abelar, 1984). In health care communication, understanding between the patient and health
care provider is essential. Researchers have analyzed this kind of understanding between
participants from the same cultural background (e.g., Britten et al., 2000) and from different
ones (e.g., Roberts et al., 2005). Both of the studies mentioned used recordings as a data
collection method.

Britten et al. (2000) present 14 categories of misunderstandings in medical consultations,
which arise (1) through a lack of exchange of relevant information in both directions, (2) as
result of conflicting information or attributions, (3) when the patient failed to understand the
doctor’s diagnostic or treatment decision, or (4) from actions taken to preserve the doctor-
patient relationship. It is worth pointing out here that in that study, no distinction is made
between lack of understanding and misunderstanding. Roberts et al. (2005) analyze
interactions between native-born physicians and patients with limited English and identify
four main categories of patient “talk” which are related to their language competence and
contribute to misunderstandings, namely (1) pronunciation and word stress; (2) intonation
and speech delivery; (3) grammar, vocabulary and lack of contextual information; and (4)
style of presentation. Both studies point to the fact that a number of problems often occur
simultaneously, contributing to misunderstanding.

Below, 1 will first present the participants’ views on the occurrence of problems with
understanding in interactions, based on the data from the questionnaires. I will then analyze
the transcriptions of the recorded medical interactions and interviews. Next, I will combine
the participants’ responses from the interviews and the questionnaires with the results of the
analysis of data from the recordings of medical consultations.

In examining the questionnaires, I have focused specifically on the participants’ reports of
occurrences of misunderstanding in consultations (though it is not obvious that the
respondents reported their experiences of misunderstanding only — see below). However, in
the interviews, problems with understanding in general were the focus. The analysis of
transcriptions also included the analysis of both lack of understanding and misunderstanding.
It is important to mention here that, as Hinnenkamp (1999) points out, misunderstanding can
be overt (i.e., the misunderstanding is immediately recognized in the interaction and is
repaired) or covert (i.e., a more gradual recognition occurs in the interaction). (Unlike
Allwood and Abelar, Hinnenkamp does not distinguish between lack of understanding and
misunderstanding, though from the examples provided it can be seen that his focus is on
“misunderstanding.”) In addition, cases when an outside observer or the participants
themselves are unaware of the misunderstanding (so-called latent misunderstanding) may

82



also be present in interactions. Therefore, cases of misunderstanding can be more or less
complicated for the observer to distinguish. Taking this aspect into consideration, the analysis
of transcriptions to detect problems with understanding was done independently by two
project assistants (the author included), and later compared and discussed. Only the cases that
both the transcribers agreed upon were selected.

4.3.3.1 Analysis of problems with understanding in medical
consultations: data from the questionnaires

The responses obtained from the non-Swedish physicians and Swedish patients concerning
occurrences of misunderstandings in interaction are presented in Table 36 (Q.25 and Q. 18
from the respective questionnaires).

Table 36: Non-Swedish physicians and Swedish patients: misunderstandings in
communication (Q.25 and Q.18 respectively)

Non-Swedish physicians (Q.25) Swedish patients (Q.18)
Question Alternatives/number and % of # of Question Alternatives/number and % of  |# of
respondents per alternative resp. respondents per alternative resp.

Did Yes, |Yes, Seldom | No, Did Yes No

misunderstandings | often |sometimes never misunderstandings

occur in occur in your

conversation [with conversation [with

the Swedish the non-Swedish

patients] ? physician] ?

Non-Swedish 3 24 51 3 81 Swedish patients 15 66 81

physicians 4% 30% 63% 4%* 19% 82%*

Male 2 17 33 1 53 Male 4 39 43
4% 32% 62% 2% 9% 91%

Female 1 7 18 2 28 Female 11 27 38
4% 25% 64% 7% 29% 71%

*The numbers do not add up to 100% because of rounding. | [*The numbers do not add up to 100% because of rounding.

Before discussing the responses, it is worth pointing out here that it is not really possible to
know whether the respondents made a distinction between lack of understanding and
misunderstanding; therefore, it is not clear whether they were reporting “misunderstanding”
specifically or any problem(s) with understanding that occurred during consultation. Thus, it
is reasonable to presume that reports of “misunderstanding” also include lack of
understanding. That is why I mention “problems with understanding” in discussing the
responses obtained.

The majority of the non-Swedish physicians reported that misunderstanding (or problems
with understanding) occurred during consultation, though only “seldom” or ‘“sometimes”
(63% and 30%, respectively). On the contrary, few Swedish patients (19%) reported
experiencing misunderstanding (problems with understanding) in their interactions with the
non-Swedish physicians.

Concerning gender, the male non-Swedish physicians reported misunderstanding (problems
with understanding) to be slightly more common than the female physicians, judging from
their choosing “yes, sometimes” more often (32% of males, 25% of females). The opposite is
true for the patients: 29% of the female Swedish patients reported occurrences of

83



misunderstanding (problems with understanding) in their interaction with non-Swedish
physicians compared to 9% of male patients.

Overall, the following picture can be observed:

Table 37: Swedish patients: lack of understanding/misunderstanding in
communication with non-Swedish physicians (same-sex and cross-sex medical
encounters, Q.18)

Question Alternatives/number and % of # of resp.
respondents per alternative

Did misunderstandings Yes No

occur in your conversation

[with the non-Swedish

physician]?

M phs-M pat 2 32 34
6% 94%

M phs-Fpat 5 25 30
17% 83%

F phs-F pat 5 3 8
63% 38%*

F phs-M pat 2 7 9
22% 78%

*The numbers do not add up to 100% because of rounding.

The table shows that a considerably higher percentage of occurrences of misunderstanding
(problems with understanding) is reported by patients in female-female medical consultations
(F phs—F pat 63%) compared to other gender combinations. Male-male consultations are
characterized by of the fewest reported misunderstandings (problems with understanding): M
phs—M pat 6%.

No clear pattern can be observed in the answers of the Swedish patients with regard to age,
gender and education. Concerning differences in experiencing of misunderstanding
(problems with understanding) reported by the patients in relation to age, the younger female
patients report more misunderstandings (problems with understanding) than the older ones,
while the opposite is true of the male respondents. As for education, the fewest
misunderstanding (problems with understanding) are reported by the patients with primary
education, both male and female, and the male patients with postsecondary education, while
the most problems with understanding are reported by both male and female patients with
secondary education (see Appendix E).

The responses of the physicians with different cultural backgrounds are categorized in Table
38.
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Table 38: Non-Swedish physicians: misunderstandings in communication with
Swedish patients (cultural groups, Q.25)

Question Alternatives/number and % of respondents |# of resp.
per alternative

Did misunderstandings occur | Yes, often Yes, Seldom | No, never

in conversation? sometimes

Germany 2 8 18 0 28
7% 29% 64% 0%

Hungary 0 0 9 1 10
0% 0% 90% 10%

Northern Europe 0 0 7 0 7
0% 0% 100% 0%

Mediterranean 0 3 4 1 8
0% 38% 50% 12%

Former Yugoslavia 0 0 4 0 4
0% 0% 100% 0%

Baltic States and Eastern 0 1 8 0 9

Europe 0% 11% 89% 0%

Middle East 1 9 0 0 10
10% 90% 0% 0% 100%

Mixed 0 2 2 0 4
0% 50% 50% 0% 100%

Due to the low number of respondents, it is difficult to draw any definite conclusions.
However, it can be seen that the physicians from the Middle East report more
misunderstandings (problems with understanding) than the respondents of other groups,
choosing the alternatives “yes, often” (10%) and “yes, sometimes” (90%); they are followed
by the German physicians and the physicians in the Mixed group.

Few responses were obtained concerning the reasons for problems with understanding.
Finding the right word, pronunciation problems, failure to see whether the patient
understands what is being said, problems understanding detailed medical explanations from
the patients, etc., were mentioned.

To summarize, the responses indicate the following:

The participants report occurrences of misunderstanding (problems with understanding) in interactions.
The physicians consider them to occur more frequently than the Swedish patients. The male non-Swedish
Pphysicians report more misunderstandings (problems with understanding) than the females, while the
opposite is true of the Swedish patients, especially in communication with the female physicians.

One should bear in mind that the occurrence of problems with understanding depends on
many factors and one might question whether the respondents’ evaluation is reliable
evidence. One might also contemplate possible explanations for the obtained results, bearing
in mind that the questions were formulated slightly differently; the non-Swedish physicians
were asked about their experiences of misunderstanding (problems with understanding) in
general (all patients), while the patients were asked about their experience of
misunderstanding (problems with understanding) in interaction with a specific non-Swedish
physician. As a result, the non-Swedish physicians described a general picture, which might
be more negative compared to the reports of the Swedish patients, who have to describe a
specific occurrence of consultation, which might be memorable because it was extremely
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positive or extremely negative. At the same time, one might also suppose that the non-native
speakers’ more negative picture might be due to the uncertainty they experienced in
communicating in the interlocutor’s native language. In addition, the combination of being a
non-native speaker and a physician — the participant who is responsible for communication in
general and for being understood in particular — might result in the non-Swedish physicians
reporting misunderstandings (problems with understanding) more than the patients. I cannot
formulate a good explanation of the gender differences in reporting of misunderstandings
(problems with understanding). Perhaps females find it harder to believe that they can be
misunderstood. The occurrence of misunderstandings (problems with understanding) and
how they are reported might also depend upon other factors than gender. However, the
female patients’ responses follow the same pattern as above: they are more critical of the
female physicians than the male ones.

The respondents with primary education report the fewest misunderstandings (problems with
understanding), while those with secondary education report the most.

This result might indicate the same tendency as the responses to the previous questions:
better-educated patients have a more critical attitude and less-educated patients are less
critical. However, the data are inadequate to draw any definite conclusions. Similarly, it is
difficult to reach any definite conclusions concerning why the physicians from the Middle
East report more misunderstandings (problems with understanding) than the respondents in
the other groups.

In the next section, the analysis of problems with understanding that are observed in the
recordings of medical consultations between non-Swedish physicians and their Swedish
patients and in the interviews is described.

86



4.3.3.2 Analysis of problems with understanding in medical
consultations: data from the interviews and recordings of medical

consultations

In total, 41 occurrences of problems with understanding were found in the transcriptions of
the recorded interactions. Thirty-one of them are classified as cases of lack of understanding
and 10 as cases of misunderstanding.

The participants’ lack of acquaintance with vocabulary (i.e., one participant [physician or
patient] uses a word or form the other participant does not know) is one of the reasons for
lack of understanding/misunderstanding in intercultural medical encounters.

As the non-Swedish physicians mentioned in the interviews, they sometimes used medical
terms instead of Swedish terms, as they did not know the Swedish equivalents and were
unable to explain what they meant in Swedish. Consider the comment from the Polish female
physician (PolD17) which illustrates this (adapted from Berbyuk, 2005):

Kanske i borjan var det mycket svarare pA  Maybe at first it was much more difficult

grund av spraket. Den som ar verkligen
svart ar att kdnna till vanligt familjar
sprdk som patienten anviander hemma.
Till exempel, vi brukar anvidnder ordet
“kolon” istéllet av “tjocktarm”, men inte
alla patienter forstar. Sa de vanliga
vanliga ord som man bor anvinda med
patienten. Vi forstar patienten bra, men
patienten kan inte forsté oss.

because of the language. What’s really
difficult is to know ordinary familiar language
that the patient uses at home. For example, we
usually use the word “colon” instead of
“large intestine,” but not all patients
understand. So these ordinary, ordinary
words that you should use with the patient. We
understand the patient well, but the patient
can’t understand us.

Using Latin terms with medical personnel is fine, but not with patients, according to the non-
Swedish physicians. However, it is often complicated to explain to the patient what is meant

(IragD14):

“multicystisk forandring i adggstockar” ...
forandring och aggstockar kan patienten
forstd, men inte multicystisk. Ska ldkaren
som utomlidndska hitta ord pa vanligt
sprak? vad betyder “multicystisk”? ménga
pasar som hanger tillsammans det ar inte
sa latt att forklara.

“multicystic ~ alteration in ovaries”
alteration and ovaries the patient can
understand, but not multicystic. Should the
physician as a foreigner find the words in
ordinary language? What does “multicystic”
mean? Many bags that hang together — it’s
not that easy to explain.

Consider the example below, an excerpt from the recorded interaction between a German
male physician (GerD12) and a male patient who had undergone back surgery, which
illustrates the above point (adapted from Allwood and Berbyuk, 2006):
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Example 5. “Spoldiroristes” (GerD12)
Physician asking the patient about his problems

Speaker Transcription Translation into English
$D: e: // e / (e.) trombos 0j oj oj o |er//er/(..) thrombosis oh oh oh oh oh // yes but
OJd// ]admif)l Vaifg{flz12>1 (fusion why <I >I(fusion what was it) unstable 2 < 3
vad var det) ostabi -
< 3< spoldiroristes >3) >2 // < (spoldiroristes) >3 >2//

@ < 1 gaze stop: looking down in the papers and reading >1
@ < 2 hand movement: waving illustrating instability >2
@ < 3 SO: spondylolistes/spondylolisthesis >3'"

$P: ‘<1 ja hdnger inte me >1 <2 // >2 ‘<1[don’tfollow>1 <2//>2

@ <1 head movement: shake >1
@ <2 laughter >2

$D: ‘<1 gor du <2 inte >2 >1 ‘<]you <2don’t>2>1
@ <1 laughter: P >1

@ <2 gaze: looking in the papers >2

The physician’s use of medical term for the disease (spondylolisthesis) causes a lack of
understanding on the patient’s side. In addition, the physician’s poor pronunciation might
influence the patient’s understanding as well. The patient explicitly expresses his lack of
understanding (ja hédnger inte me [‘1 don’t follow’]). Deictic and iconic gestures help to solve
the problem as the interaction proceeds (adapted from Allwood and Berbyuk, 2006):

Example 6. “Spoldiroristes” (GerD12) (cont.)

Speaker Transcription Translation into English

$D: < du har opererat har > < you had surgery here >

@ < hand gesture: right hand on back >

$P: < opererat ryggen ja > ‘<backsurgeryyeah>

@ < hand gesture: right hand on back >

$D: ja yeah

$P: fjarde femte fourth fifth

$SD: varfor // why //

$P: ja [1 de var v&al ]1 ostabilt well [1 I suppose it was] I unstable
$D: [1 va var de ]1 [1 what was it ] 1

$D: < ostabilt > < unstable >

@ < head movement: nod >
$P: ja veah
S$D: < okej > < okay >

@ < head movement: nod >
$P: de e ju stelopererat [2 (...) 12 Jja|why thejoints are fused [2 (...) ]2 yeah
$D: [2 < det menar jag > ]2 [2 < that's what I mean > ]2

@ < head movement: nod >

17. Spondylolisthesis is a condition in which one vertebra slips on another, causing low back pain (Dawson, no
date).
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$D: ostabilt <1 det <2 slider >2 s& // |unstable <l it <2 slides >2 like this // front >1 // it's

frémre >1 // de [3 heter <3 [3 called <3 (spoldirolistes) >3 |3
(spoldirolistes) >3 ]3

@ <1 hand gesture: right hand in the air making a sliding gesture >1
@ <2 SO: glider/slides >2
@ <3 SO: spondylolistes/spondylolisthesis, hand gesture: pointing at P with right hand >3

$P: ‘[3<m> 13 ‘[3<m>]3
@ < head movement: nod >
$P: [okej < // > |okay < //>

@ <laughter: D >, < facial gesture: P smiles >

Both physician and patient attempt to handle the lack of understanding. Hand gestures are
used: the participants put their hands on their backs more or less at the same time. The
physician shows the instability of the spine by performing a sliding gesture, while the patient
nods, indicating his active listening. Other examples of problems with understanding on the
patients’ side are due to the non-Swedish physicians’ use of words from their native
languages or English; for example, the same German physician uses the word Pritsche'® in
giving instructions to the patient, which the patient does not understand.

I would also like to draw the reader’s attention to the presence of laughter in the above-
mentioned excerpts (examples 5 and 6). Ragan (2000) points to the role of humor and
laughter in medical interactions as a “tool” to create a better atmosphere during the
consultation, to induce an affinity between physician and patient and to mitigate
psychological stress, which might be the case in the examples above. The participants use
laughter to lighten the mood of consultations that are obviously difficult from the point of
view of communication and soften the situation when both physician and patient are stressed
about the interaction and their understanding problems. Joint laughter is a way to ease the
pressure; it is also a face-saving strategy.

The Swedish patients also use words the physicians do not understand, primarily colloquial
forms. This often happens during small talk in medical consultations, that is, communication
concerning issues that are not related or not directly related to the goals of the consultation.
The non-Swedish physicians report experiencing problems engaging in small talk with
Swedish patients, which is unfortunate as chat is often beneficial in making good contact with
the patient (Ragan, 2000). Luthy et al. (2005) analyze how patients define “good” and “bad”
doctors; they point out that, apart from appreciating professional competence, the patients
consider a good doctor as one who is able to make contact with the patient and provide
emotional support (this is also proved by the responses to questions about the physician’s
obligations, presented in 4.2.1). As the interviews show, the informal part of the consultation
can be more complicated for the non-Swedish physicians than the medical portion, as it
requires a higher level of language, as well as cultural competence. The female physician
from the former Yugoslavia (YugD19) comments on this:

18. Pritsche (German) ‘plank bed’.
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Mitt ordforrad fortfarande ar inte si stor
det ar begréansat ... hir i medicin miljo jag
kan lite mer men om vi pratar om fisk ...
saknar manga ord.

My vocabulary still isn’t very large it’s limited
... here in medical environment I know a little
more but if we talk about fish ... lack many
words.

The physician from Iran (IraD6) also talks about problems initiating informal talk and joking

(adapted from Berbyuk, 2005):

I hemlandet kunde jag skidmta med
patienten lite grann, och hon eller han
blev lite glad och jag ocksa, vi skrattade &
sant ... jag kunde skamta lite grann.
Kanske jag kan inte nu ... pa samma sitt.
Jag har lart mig lite grann sédna kneper
nar jag leker lite grand med ord a si ... att
patienten ler lite grand det ar lite grann
mildare stimningen. De dr spanda nir de
kommer till ldkare, de ar oroliga, man kan
bygga det hir forhéllande att det inte ar sa
allvarligt. Jag var jattebra pa det har i
hemlandet, jag kunde gora det fort i
borjan att hdlsa ndgonting om utseendet
eller sant. Det ar svarare har. Jag har
kommit in lite grand, men det racker inte
om man jamfor med [i hemlandet] jag har
bott har i Sverige 13 snart 14 ar jag kan
som en 14 aring kan man siaga och det ar
fortfarande barnsligt sprak.

Back home, [ could joke with the patient a
little, and he or she was glad and me too, we
laughed and things like that ... I could joke a
little. Maybe I can’t now ... in the same way. |
have learned a few such tricks when I play a
little with words and so ... that the patient
laughs a little, it’s a bit milder atmosphere.
They are tense when they come to see the
doctor, they are anxious, you can create this
relationship that it’s not so serious. I was
really good at this back home, I could do it
quickly in the beginning to greet and say
something about appearance or so. It’s more
difficult here. I've managed a little, but it’s not
enough compared to [back home], ['ve lived
here in Sweden for 13, soon 14, years, |
master it as a 14-year-old, you could say, and
it’s still childish language.

In the example below, the same Iranian physician who commented on informal talk above
(IraD6) 1s observed having problems understanding her patient’s joke (adapted from

Berbyuk, 2005):
Example 7. “Bend plastic” (IraD6)

Physician and patient talking about the patient's occupation

Speaker Transcription Translation into English

$D: jobbar du eller do you work or

SP: a yeah

$D: va Jjobbar du me what do you do

$P: ja béjer plast <1> <2 // >2 nej vi |Ibend plastic <I> <2 //>2 no we make brackets for
hdaller pa a tillverkar . mobile phones and stuff like that
mobiltelefonhallare a sant har

@ <1 laugh >1

@ <2 body movement: D leans forward and doesn’t seem to understand what P means >2

In answering the physician’s question about his job, the patient attempts to joke (ja bojer

plast [‘] bend plastic’]). However, he realizes that she does not seem to understand (lack of

understanding) what he means (see comments on non-verbal behavior, i.e., doctor leaning
forward) and immediately explains what he had said.




Incorrect pronunciation by the non-Swedish physicians and elderly patients’ hearing
problems represent an unfavorable combination for understanding. In the example below, the
lack of understanding occurs between a Hungarian physician and his elderly female patient:

Example 8. “Become better” (HuD3)
Physician and patient talking about results of surgery

Speaker Transcription Translation into English

$D: < okej > / 6: / har du blivit mycke |<okay >/ er/ have you improved after er surgery /
g;a:ttre e efter operation / va tycker |, ;. do you think

@ < head movement: nods >

SP: < hm > <hm >

@ < body movement: leans towards D, to hear better >

$D: har < <.iy > blivit mycke BATTRE efter |jigve <you > become much BETTER after surgery
operation

@ < SO: du/you >

$P: < med de har > | < with this >

@ < hand gesture: pointing with right hand on stomach >

$P: ‘ ja ‘ yeah
The elderly patient has problems understanding the physician’s question, as can be observed
from her non-verbal behavior. The physician repeats the question and, with the help of
emphasis and gestures, the lack of understanding is resolved.

Problems with grammar are also observed to cause problems with understanding. In the
interviews, the physicians often comment on problems in formulating the messages, as HuD3
does in this excerpt:

Jag kiande att jag har en stor vetenskap [ felt that I have much science knowledge
kunskap bakom i huvudet, men det  behind in my head, but it doesn’t come
kommer inte fram. Jag vill girna saga jag  forward. I would like to say I would like to
vill girna kommunicera, men kan inte  communicate but cannot formulate.
formulera.

Non-Swedish physicians often use the patient’s file as a helpful tool in their interactions with
the Swedish patients. Reading questions from the file and using them in consultations is an
easy way to get information from the patient. However, in some cases, reformulation of the

question is necessary for the patient to understand what is meant. Consider the example
below:

Example 9. “Latest examination” (GerD12)
Physician inquiring about the patient's latest examination

Speaker Transcription Translation into English

$D: 0: senaste undersdkning datum (...) |erlatest examination date (...)

SP: va sa du what did you say

$D: senaste undersdkning / ndr har du lates examination / when you have been [ (...) |
varit [ (...) ]

$P: [ ja ungefdr ] tvd &r sen [ veah about ] two years ago

Here, an unclear formulation results in problems with understanding. The physician has to
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repeat and reformulate his message for the patient to understand what is meant.

The example below is an another illustration of problems due to the physician’s incorrect
formulation:

Example 10. “We misunderstand each other” (HuD2)
Physician inquiring about when the surgery took place

Speaker Transcription Translation into English
$D: < e: ndr kommer du tillbaka néar < er when will you come back when will > you have
blir > du opereras e surgery er

@< gaze: looks down in the papers >

$P: <l >1 <2 ja blev opererad i maj < I>1 <2 I had surgery in may I think >2 //
val >2 //

@ <1 body movement start: P leans forward >1
@ <2 gaze: looking straight ahead >2
SD: ‘6 nej < // > ‘ern0<//>

@ < gaze: D looks at A (the patient's daughter) >

$P: ‘jO forra < &r > jo forra &ret ‘wellyeah last < ye+ > yeah last year

@ < cutoff: aret/year >
SA: m m

$D: < ja > < yeah >

@ < head movement: nods >

$P: ja yeah
$D: men <1 vi missférsil:ér >1 <2 but < 1 we misunderstand >1 <2 each other >2 [1 <3
varandra >2 [1 <3 ja fragade / I asked / when 1 were you >3 or when when did you

nar ]1 var du >3 eller nar nar har

du f£att / narkos sista [2 gingen ]2 have / anesthetic last [2 time | 2

@ <1 hand gesture: with right hand >1
@ <2 head movement: nods >2
@ <3 hand gesture: with right hand >3

SP: [1 ja jo / ja 11 [1 yeah well / yeah | 1
$P: [2 Ja ]2 / nu va de att ja har varit /2 yeah ] 2/actually I have been here twice
hdr tva génger

The physician realizes from the patient’s answer that she misunderstood the question. She
draws attention to it (men vi missforstar varandra [ ‘but we misunderstand each other’]) and
reformulates her message so the patient will understand what she meant.

Few occurrences of lack of understanding/misunderstanding found in the data are coded as
“other-content.” As Allwood and Abelar (1984) mention, it is complicated to say what could
potentially be misunderstood with regard to content and it is difficult to classify this type of
understanding problem. A/l the examples mentioned above involve problems with
understanding of content, though the reasons are not the participants’ lack of knowledge of
what is being discussed, but problems resulting from how it is said, that is, vocabulary,
grammar, pronunciation, etc. In Allwood and Abelar’s study, the cases when
misunderstandings occurred were treated as related to problems understanding the content
when the interactants had different background information about such domains as food,
clothing, homes, health, activity, attitudes and values. At the same time, the authors
emphasize that all the misunderstandings they noted also concern attitudes and values, but
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within different spheres of life. Similarly, in the data used in my study, few occurrences of
lack of understanding/misunderstanding were distinguished when no other factors (such as
language problems) existed and only the physicians’ and patients’ background knowledge
was the cause of problems with understanding. In the example below, the lack of
understanding occurs on the patient’s side, when the Hungarian physician and her Swedish
patient are talking about the patient taking too many sleeping pills:

Example 11. “Bears in winter” (HuD2)
The physician warns the patient about sleeping pills

Speaker Transcription Translation into English

$D: de <1 e fOr mycket for >1 that's <I too much for >1 sleeping pills [1 <2 three
sémntabletter [1 <2 tre times >2 ] 1
gdnger >2 ]1

@ <1 head movement: shake >1
@ <2 laughing >2

$P: [1 < de e mycke > ]1 ja tar inte en |[] <that's much >]1 I don't even take one [2 every
[2 var fjortonde da ]2 en géng two weeks ]2

@ < laughing >

$D: ‘ [2 < ska sova som bjornar > ]2 ‘[2<willsleep as bears > |2

@ < laughing >

$D: ‘< pad vintern ni > ‘<in winter no >

@ < laughing >

$P: som sagt var / ja tar inte en var as I said / I don't even take one every two weeks

fjortonde dag

The physician comments that the patient takes too many sleeping pills and jokingly says that
she will sleep like a bear, a joke which the patient apparently does not understand.

To summarize, problems with understanding in intercultural medical encounters are observed to occur due
to problems with vocabulary (physicians’ and patients’ lack of knowledge of the words used), phonology
and hearing problems, grammar (problems with syntax as well as wuse of incorrect word forms; see
Allwood and Berbynk, 20006, for examples) and contents.

In Table 39, an overview of the number of occurrences of each type of problem observed in
the data is provided. Problems with understanding arise due to problems with vocabulary,
phonology and hearing deficits, grammar and lack of shared background knowledge.
However, it is worth mentioning here that in some cases it is complicated to attribute the
understanding problem to a single factor. In the data, pronunciation is an additional factor
from the patients’ perspective, when the physician is a non-native speaker. In addition, if
patients speak fast and, though this is not represented in the data, use dialect, these are
additional reasons for considering pronunciation as a contributing factor to problems with
understanding. Therefore, in Table 39 I mention pronunciation as a possible cause of such
problems in parentheses.
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Table 39: Types and frequencies of problems with understanding

Causes of problems with understanding/ # of occurrences
participant who experiences them Lack of understanding | Misunderstanding

Vocabulary (and pronunciation)

Physician 3 0
Patient 3 3
Phonology, hearing problems

Physician 1 0
Patient 11 0
Grammar (and pronunciation)

Physician

Patient

Other-content (and pronunciation)

Physician 0 2
Patient 5 2

Total lack of understanding physicians: 4
Total misunderstanding physicians: 2

Total lack of understanding patients: 27
Total misunderstanding patients: 8

Total: | 41
One should bear in mind that the participants’ own evaluation of their understanding and the
observer’s analysis differ, as problems with understanding can be covert or overt to a greater
or lesser extent. As we can see, the majority of problems with understanding, both lack of
understanding and misunderstanding, were experienced by the patents. The reason is that the
physicians’ problems with grammar and pronunciation caused the majority of understanding
problems in the data. The physicians were observed to experience few problems with
understanding.

4.3.4 Word-finding problems in communication between
non-Swedish physicians and Swedish patients

The non-Swedish physicians claim that word-finding problems are their main language
problem, and that they often occur in stressful situations, for example, Vid akut nodsituation
kan min kommunikation vara sdmre, falla tillbaka till tyska eller sakna ord (‘In acute
emergency situation, my communication may be worse, fall back to German or lack words’).
As 1 have already mentioned above, one can be too brief, and this is a negative factor,
especially when a physician has to talk about sensitive issues. Consider this excerpt from the
interview with a Hungarian physician (HuD2):

IVA det ar jattekansligt omrade. Du pratar ~ Intensive care is a very sensitive area. You
med anhoriga och beskriva hindelser. Nu  talk to relatives and describe events. Now I
kadnner jag att jag inte har tillrackligt med  feel I don’t have enough language to explain
sprak att forklara eller vilka ord man kan  or what words one may use.

anvinda.
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A German physician comments on the same issue (GerD13):

vill man ju ibland uttrycka sig lite
forsiktigare, lite kansligare, och det ar

ibland lite svart.

Sometimes you just wish to express yourself a
bit more carefully, more sensitively, and that’s

a little difficult sometimes.

In Allwood and Berbyuk (2006), a detailed analysis of word-finding problems and solutions
to these problems is presented. The reader is referred to that article for a detailed analysis and
examples. Below, I present only a brief overview of the ways of handling word-finding
problems that have been observed in the data (Figure 3 followed by Table 40, which presents
the frequencies of different ways of handling word-finding problems [adapted from Allwood
and Berbyuk, 2006]):

physicians

Ways of handling word finding problems by

Physician

handling word finding manggmg problem. n
problem in production perception/understaning of
word
use of gestures to m
by vocal and -
estural 5 oo supplement by getting term by gettin
gestu . y voca ’ information from ¥ 9 |.g
OCM to gain paraphrase and accompanying explanation
time for abandoning person from patient
search sought word deictic fllO|ISTIC
iconic
gesture
by vocal OCM iconic
and by getting
substitution of correct term
sought word from patient
for more
general word %\
by vocal OCM by vocal and by OCM answer supplementation correction
phrase and phase and
L gestural OCM L
substitution of . substituting
and by using
sought word ) sought word
medical
for other terminol from a related
related word erminology language

Figure 3: Non-Swedish physicians' ways of handling word-finding problems
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Table 40: Frequency of use of different ways of handling word-finding problems

# |Ways of handling word-finding problems |# of occurrences
The physician handles word-finding problem in production

1. by vocal and gestural OCM 23
2. by vocal OCM and substitution of sought word by more general word 2
3. by vocal OCM phrase and substitution of sought word by related word 2
4. by vocal OCM, paraphrase and abandoning sought word 8
5. by OCM phrase and by substituting sought word from a related language 5
6. by vocal and gestural OCM and by using medical terminology 3
7. use of gestures to supplement information

a deictic 4
b particular iconic

c holistic iconic

The physician handles problem in perception/understanding of word

8 by getting explanation from patient 1
9. by getting correct term from patient

a answer 2
b correction 2
c supplementation 2
10. by getting term from accompanying person 1
Total: 64

In the majority of cases, the non-Swedish physicians solve their word-finding problems
themselves, primarily by using vocal and gestural own communication management (OCM)"
(23 occurrences) and by using supplementing gestures (13 occurrences) and vocal OCM and
paraphrases. In a few cases, the physicians abandoned the search for the word (8
occurrences). Other strategies (use of an OCM phrase, word from a related language, use of
vocal OCM and substitution of the sought word by a more general or a related word) were
less common. The physicians were also observed using medical terminology in case of word-
finding problems (3 occurrences).

The above data show that the physicians rarely get help from their patients and patients’
relatives with word-finding problems: only in eight occurrences out of 64 did the patient or
the patient’s relative become directly involved and help the physician. In section 4.4, T will
present the participants’ views on patients functioning as informal teachers. In the next
subsection, I will focus on another issue mentioned by the participants, namely taboo topics
in interactions.

19. OCM stands for “processes that speakers use to regulate their own contributions to communicative
interaction” (Allwood, 1993a). OCM comprises hesitation sounds, lengthening of continuants, self-interruption,
self-repetition, etc.

96



4.3.5 Taboo topics in interactions between non-Swedish
physicians and Swedish patients

Some conversational topics are taboo (i.e., proscribed by society as improper or
unacceptable) in one culture but not in another, which means that interactants consciously
avoid raising them in the course of interaction. Consequently, in medical consultation, certain
issues might be difficult to discuss with the patients from a certain cultural background. For
example, American physicians interacting with Russian immigrants point to the cultural
taboo against disclosing a cancer diagnosis or even saying the word “cancer” (“the C word”),
as the patient may see this as a “death sentence” (Dohan and Levintova, 2007, p. 302). Other
examples that can be mentioned here are Taiwanese adolescents’ views of the menstrual
cycle (Cheng et al., 2007) and delivering bad news to terminally ill patients or their families
in China (Tse et al., 2003), etc.

A physician who is a newcomer to the patient’s language and culture should be aware of this
issue. In Swedish culture, for example, a patient’s alcohol problems are a sensitive topic, as
discussed in the reports of The Swedish Risk Drinking Project (Pettersson, 2006) and even by
the respondents of my own project, the non-Swedish physicians and Swedish medical
personnel.

The Swedish personnel were asked an open-ended question in the questionnaire about what
topics might be taboo in medical consultations (Q.11); the non-Swedish physicians were
asked whether a communication problem had ever occurred due to their raising issues that are
taboo in Sweden but not in their home countries (Q.32, a yes-no question). Both groups were
also asked to comment on the topic.

Few non-Swedish physicians answered yes to the question concerning the taboo topics; those
who commented mentioned their caution primarily in talking about alcohol. The Swedish
personnel, in addition to mentioning alcohol, also mentioned political views, drugs, smoking,
income, cancer, sexual issues, family problems, and abuse.

An interesting excerpt from the interaction between a Hungarian physician and his elderly
Swedish patient illustrates the sensitivity of talking about alcohol habits (adapted from
Allwood and Berbyuk, 2006):

Example 12. “Sober” (HuD3)

Speaker Transcription Translation into English

$D: e <1 >1 férlét mej men ja mé§te e |er<1>11pardon me but I must er ask you er about
fraga dej e om e tva saker till /€ | two more things / er do you usually <2 drink alcohol
brukar du <2 dricka alkohol eller or not >2
inte >2

@ <1 inhalation sound >1

@ <2 head movement: nods >2

$P: ja anvander inte alkohol 1 don’t use alcohol

$D: okej < e du nykter > okay < are you sober >

@ < head movement: nod >

$P: ‘< HM > ‘< HM >

@ < body movement: leans towards D to hear better >

$D: ‘< NYKTER > ‘<SOBER>

@ < head movement: nods >
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SC: < nykterist ja > ‘<teetotaleryeah>

@ < gaze: P looking at C (the patient's daughter) >

$D: [1 nykterist ja ]1 nykterist [2 [1 teetotaler yeah |1 teetotaler [2 okay ]2 < yeah >
okej ]2 < ja >

@ < head movement: nods >

SP: [1 nykterist ]1 [1 teetotaler |1

$P: [2 6: ]2 [2er]2

$P: sen nittonhundrafemtitre since nineteen fifty-three

$D: < okej > < okay >

@ < head movement: nods >

SP: har ja inte anvant sprit I haven't used alcohol

$D: oJ wow

$P: annat &n i medicinskt bruk in other than medical purposes
$D: < a visst visst visst > < yeah sure sure sure >

@ < head movement: nods >

This example illustrates the physician’s careful way of asking his question about alcohol
consumption, introducing it with “pardon me,” which shows his awareness of the sensitivity
of the topic. Unfortunately, he uses the wrong form of the word (nykter [‘sober’] instead of
nykterist [‘teetotaler’]). When the lack of understanding (and obvious bewilderment of the
patient, who probably thinks that the physician is asking whether he is sober at the time of
consultation) becomes apparent, the physician gets upset about it. This can be seen in his
feedback, a visst visst visst (‘yeah sure sure sure’) as well as supportive head nodding, after
the patient’s relative helps with the word and the patient tells his narrative about being a
teetotaler.

The excerpt below also exemplifies a female Iranian physician’s stress when talking about
alcohol problems:

Example 13. “What do you mean by ‘bad’?” (IraD6)
History taking. Talking about alcohol

Speaker Transcription Translation into English

$D: nej // hur e de me < alkoholvaner > no // what about < alcohol habits >

@ < SO: alkoholvanor/alcohol habits >

$P: de e dalit it's bad
$D: < de e dalit dalit va menar du me < it's bad bad what do you mean by bad >
dalit >

@ < laughter: P >

$P: a de e inte mycke well it's not much
$D: < ja de e bra // de e inte dalit > < well that's good // that's isn't bad > okay //
okej // d& man kontrolleras (...) then one is controlled (...)

@ < laughter: D, P >

When the physician asks about alcohol consumption, the patient jokingly answers that it is
bad. The physician apparently becomes stressed, not understanding that the patient is joking.
This example illustrates both the physician’s tension in talking about a sensitive issue and the
above-mentioned problems with understanding small talk and joking in interactions.
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4.4 Swedish patients and personnel as informal
teachers: help with language problems during
consultations

We also wondered whether Swedish patients, accompanying persons and health care
personnel would help to solve the language problems experienced by the non-Swedish
physicians. However, as can be seen from section 4.3.4, not many occurrences of patients’
helping with word-finding problems were found in the data.

Both the non-Swedish physicians and the Swedish patients were asked about this issue in
their questionnaires and the interviews. The participants’ responses are presented in Table 41.

Table 41: Non-Swedish physicians and Swedish patients: help with language
problems (Q.26 and Q.17a respectively)

Non-Swedish physicians (Q. 26) Swedish patients (Q. 17a)
Question Alternatives/number and % of|# of Question Alternatives/number # of
respondents per alternative resp. and % of respondents|resp.
per alternative

Did you ge_t help Yes No Sometimes Did you help the non- Yes No

i om Sw?d’Sh ) Swedish physician with

patients in case of language problems?

language

problems?

Non-Swedish 25 11 41 77 Swedish patients 21 57 78

physicians 33% 14% 53% 27% 73%

Male 17 4 30 51 Male 8 34 42
33% 8% 59% 19% 81%

Female 8 6 12 26 Female 13 23 36
31% 23% 46% 36% 64%

The table shows that the majority of the non-Swedish physicians report getting help with
language problems from their Swedish patients at least some of the time (the alternatives
“yes” and “sometimes” account for 86% of the responses). The female respondents report
getting help from their patients less than the males (“no” response: males 8%, females 23%).
Turning to the patients, the majority of the respondents (73%) report not helping non-
Swedish physicians with language problems. The female patients consider themselves to help
more than the male patients (females 36%, males 19%).

As for the patients’ age and education (for the data, see Appendix E), the older male patients
report helping more than the younger ones while no differences can be observed for the
female patients. Males with postsecondary education and females with secondary education
help more than other educational groups. Regarding the different cultural groups, only the
physicians from the Nordic countries report not getting any language help from the patients,
which may be related to their language competence. Otherwise, no clear tendencies can be
observed.

The patients’ responses concerning language help in same-sex versus cross-sex cultural
encounters are presented in Table 42.
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Table 42: Swedish patients: help with language problems for non-Swedish
physicians (same-sex and cross-sex medical encounters, Q.17a)

Question Alternatives/number and |# of encounters
% of respondents per
alternative
Did you help the non- Yes No
Swedish physician with
language problems?
M phs-M pat 5 29 34
15% 85%

M phs-Fpat 11 18 29
38% 62%

F phs-F pat 2 5 7
29% 71%

F phs-M pat 3 5 8
38% 62%

The table shows that male-male consultations are characterized by the least help for the
physicians as reported by the patients (15%), followed by female-female consultations (29%).
Thus, cross-sex medical encounters are characterized by more help from the patient than
same-sex ones.

To summarize, the following picture emerges:

The majority of the non-Swedish physicians report getting belp with language from their Swedish patients.
However, the majority of the Swedish patents report not providing language help to their physicians.

I presume the reason the non-Swedish physicians report getting help more than the patients
report providing it might be the greater self-awareness of the physicians; we saw the same
situation with misunderstandings. Another reason may be that the physicians are describing a
general picture while the patients focus on a single consultation.

The female physicians report getting less langnage help, while the female patients report helping more than
the males. The male-male encounters are characterized by the least belp from patients.

The fact that the female physicians get less help than the males might explain their lower
satisfaction level compared to their male colleagues. The female patients’ greater helpfulness
with language problems (according to their own reports) might reflect their being more
“immediate” in their non-verbal behavior (e.g., they smile, nod, and gaze more, are more
physically expressive, and approach others more closely) (see Chapter 2), which makes them
more sensitive to language problems. At the same time, the fact that patients do not help
more often might be the result of activity influence (i.e., the physician’s dominant role might
keep the patient from correcting the physician’s language).

The fact that male-male encounters are characterized by the least help might reflect certain
male characteristics, which are opposite to the female ones mentioned above. The
involvement in the interaction of a female (physician or patient) results in increased
collaboration and help being reported by the patients. However, the female patients tend to
help the female physicians less than the male ones. I cannot formulate a good explanation for
this observation.
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There is a tendency for the more educated patients to help their physicians more with language than the
patients with a lower educational level.

This may be due to the influence of education, as discussed above.

The patients were also asked to specify what kind of help they had provided to the physicians
(Q.17b). All the alternatives were chosen at least once: assistance with finding the right word,
helping the physician to see whether the patient understands and helping to provide a more
detailed medical description.

As I already mentioned above, the reader is referred to the article by Allwood and Berbyuk
(2006) for a comprehensive analysis and examples of the patients’ linguistic assistance to the
non-Swedish physicians. The Swedish patients may provide a word the physician cannot
retrieve, explain a word the physician does not understand, provide a word after an explicit
question from the physician, or correct the physician if the word used is incorrect. Below, I
present an example in which the physician uses an incorrect word and is corrected by the
patient.

The Iranian ophthalmologist (IraD9) and his Swedish male patient are talking about the
patient’s eyesight after an operation. In response to the physician’s question about his
eyesight, the patient reports that the left eye functions better for short distance and the right
for long distance:

Example 14. “Combine or complement” (IraD9)

Transcription

Speaker Translation into English

SP:

<1 de hdr funkar pd >1 ndra avsténd
bdst [ inte pa ] la&ngt avstadnd <2 de
funkar pd l8ngt avstadnd <3 bist >3

<1 this functions >1 best at short distance [ not
at | long distance <2 this functions at long
distance <3 best >3 but not at short >2 / <4 so

men inte pd ndra >2 / <4 s att

dom >4 they >4

@ <1 hand gesture: points at left eye >1

@ <2 hand gesture: points at right eye >2

@ <3 head movement: nods >3

@ <4 hand gesture: P and D move both hands back and forth >4

$D: [ jaha ] [ yeah ]
$D: kombinerar combine
$P: <l ja dom kompletterar varandra < 1 yeah they complement each other very <2

valdit <2 bra >2 >1 well >2 >1

@ <1 hand gesture: D puts on a pair of glasses on P >1
@ <2 giggling >2

$D: <1 <2 okej >2 <3 // >3 <4 forlat >4
// >1 <5 om du tittar p& tavlan >5
dar borta

<l <2 okay >2 <3 // >3 <4 sorry >4 // >1 <5 if
you look at the board >5 over there

@ <1 hand gesture continued: D puts a pair of glasses on P >1
@ <2 quiet >2

@ <3 laughter: P >3

@ <4 gaze: D looks at the board >4

@ <5 gaze: D looks at the board >5

The physician attempts to complete the patient’s utterance by saying the word kombinerar
(‘combine’). In the subsequent utterance, the patient implicitly corrects the physician, saying
that his eyes kompletterar (‘complement’) each other very well. The physician’s confusion is
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manifested by his saying forldt (‘sorry’) preceded by a long pause.

In the interviews and questionnaires, the non-Swedish physicians comment on getting help
from their patients, at the same time pointing out that a physician should be able to request
help, which might be complicated at the beginning when one cannot explain what word is
needed. Consider this comment from the Iranian physician IraD6:

De hjilpte inte [patienterna], inte pa  They didn’t help [the patients], not at the
borjan, men nu for tiden har jag formaga  beginning, but now I‘'m able to explain what
att forklara vad jag ar ute efter fragar  I'm after and ask directly: “I mean this and
direkt: “Jag menar sd och s, vad sager that, what do you say?”

ni?”

The representatives of Swedish and non-Swedish personnel comment on helping the
physicians with their language problems. While the patients help during the interaction, the
health care staff members often explain to the patients after the consultation what the
physicians said (N-SweNS5):

Nar lakaren gitt fragar de [patienterna]l  When the doctor has left, they [the patients]
“vad sade han?” Han [den utlindska ask “what did he say?” He [the non-Swedish
ldkaren] forstod inte att de [patienternal]  physician] didn’t understand that they [the
inte forstod. Jag fick ocksd be en annan  patients] didn’t understand. I also had to ask
lakare forklara. another doctor to explain.

In the Swedish patients’ questionnaire, the respondents were asked whether any health care
personnel was present during their consultation with the non-Swedish physician (Q.15),
followed by questions concerning what kind of personnel were there and how they helped (Q.
16). Sixteen patients reported that a member of the health care personnel had been present
during their consultation with a non-Swedish physician; only three of them considered that
that person had helped the physician with language. In all cases it was a nurse, who helped
with pronunciation, word-finding problems, and sentence construction, as well as providing
more detailed information to the patient. Only one example from the recorded data is
available to illustrate this (see below):

Example 15. “I want my X-ray pictures” (IraD8)
Patient insisting on having his X-ray pictures send home

Speaker Transcription Translation into English

$:P ja & s& skulle ja gérna vilja ha Iwould like to have copies of these X-ray pictures
kopior p& dom rdéntgenbilderna ocksd

$SD: rontgenbilderna X-ray pictures

$P: ja kopior p& dom yes copies of them

$SD: okej vi kan skicka till din adress okay we can send them to your address

The physician agrees to send the copies of the X-rays to the patient. However, the nurse
immediately objects, pointing out that it is not the copies of the X-ray pictures but the copy of
the answer from the physician who analyzed the pictures that can be sent to the patient:
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Example 16. “I want my X-ray pictures” (IraD8) (cont.)

Speaker Transcription Translation into English

$N: men rontgenbilderna kan du inte £& |butyou can’t have a copy of the X-ray pictures but
kopia pa da féf du £a pd [1 kopia ]1 you may have a [1 copy |1 of the answer [2 then |2
pa svaret [2 da ]2

$D: [1 men ]1 [1 but ]1

$D: [2 svar ]2 [3 (mina v&n) ]3 [2 answer ]2 [3 (my friend) |3

$P: [3 ja 13 vill ha pd bilderna [3 1]3 want a copy of the pictures

SN: [4 (de gdr inte) ]4 nej [4 (it's not possible) ]4 no

$D: (4 (...) 14 [4(.)]4

$P: [5 (jo jo) 15 [5 (why yes yes) |5

$D: [5 (-..) 15 [5(.)]5

$P: de e klart mina bilder of course these are my pictures

$N: nej (...) kan man inte £4 men du kan |no (..) you can’t have but you may have a copy of|
fa kopia pa [6 svaret ]6 the [6 answer]6

$D: [6 svaret ]6 kan du fa [6 the answer ]6 you may have

There are two possible causes for the nurse’s intervention: the physician’s lack of knowledge
of routines in the hospital or failure to understand what the patient meant.

This section (and the earlier ones) exemplifies how cooperation works across language and
cultural borders in a specific social activity — medical consultation. According to Allwood
(1976, 2007b), cooperation is a matter of degree; one can be cooperative to a greater or lesser
extent. Allwood (2007b) presents four conditions for cooperation; if all of them are followed,
an ideal level of cooperation can be observed, but if at least one condition is followed, one
can speak about some degree of cooperation. Two or more normal rational agents interact
cooperatively if their actions fulfill the following four conditions:

* take each other into cognitive consideration

* have a joint purpose

* take each other into ethical consideration

* trust each other to act in accordance with (i) — (iii)

(Allwood, 2007b, p. 1)

We can observe that the patients and the non-Swedish physicians take each other into
cognitive consideration. They adjust their communication to each other, taking into account
the limitations and possibilities of their interlocutor’s cognition. The patients of the non-
Swedish physicians help their physicians with language when they notice them experiencing
language problems of different kinds, and the non-Swedish physicians ask their Swedish
patients for language help (though seldom, as can be seen from the data). At the same time,
the non-Swedish physicians are often aware of their patients’ problems with understanding
medical terms, and, as can be seen from one of the examples from an interview (p. 87), they
attempt to explain terminology (e.g., multicystisk = ménga pasar som hinger tillsammans).
Because they are aware that language problems can influence understanding (see 4.3.3.), the
non-Swedish physicians also attempt to be as clear as possible, according to their patients
(see section 4.6, in which I discuss positive aspects).

Physician and patient, whether they come from the same or different cultural backgrounds,
have a joint purpose: to reach some kind of shared understanding of the patient’s problem in
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order to fulfill the purpose of medical consultation as a social activity, namely to solve or
help to solve the patient’s health problems. Though it is the physician who is primarily
responsible for the interaction, both participants are interested in achieving successful
communication during the consultation to get a clear picture of the problem. This should
result in the Swedish patients’ actively helping their physicians in case of language
difficulties, both at the physician’s request and otherwise, as it is a way for them to get the
help they need; meanwhile, the non-Swedish physicians should allow their patients to help
them and use this help. However, here ethical aspects come into play. The fact that the
patients report that they seldom provide help, and in fact are rarely observed to do so, may be
traced back to their ethical consideration of the physicians, such as fear of showing
disrespect to the physician by correcting his/her language. In addition, the typical Swedish
conflict avoidance and unease with confrontation may be relevant here. On the other side,
although the physicians might accept that it is rational to use their Swedish patients as a kind
of “language support tool,” fear of being seen as “unprofessional” and “linguistically
incompetent” might prevent them from doing so (see section 4.5 below). This might be
especially true of the representatives of cultures in which a greater distance between
physician and patient is preferred and the physician’s status is emphasized. All the factors
mentioned above indicate that there might be a lack of mutual trust in intercultural medical
consultations, which is unfortunate, as trust is one of the prerequisites for successful
cooperation.

Before turning to the issue of trust, one question arises: Where does the physicians’
impression that the patients are helping them with language problems come from (86% of the
non-Swedish physicians report getting help at least sometimes)? I would explain this by the
novelty of the situation for the non-Swedish physicians (i.e., being in the role of a non-native
physician and working in a foreign country). In addition, the non-Swedish physicians might
be unused to the patients’ getting involved to such an extent compared to their experiences
with patients from their home countries (see section 4.3.1 discussing the differences between
patients from other countries and Sweden). One might also presume that in cultures that
maintain a larger power distance and a more paternalistic relationship between physician and
patient (as we have seen, the majority of the non-Swedish physicians come from countries
that have larger power distances than Sweden), patients might consider it to be “rational” not
to correct or help a physician during consultation (a face-saving strategy). In Swedish culture,
which, as discussed above, is characterized by a short power distance and questioning of
authority, patients might not see saving the physician’s “face” as rational to the same extent
as in more hierarchical cultures. This factor might also influence how the non-Swedish
physicians perceive their patients’ involvement.

Trust, the fourth premise for cooperation, is the participants’ belief that “the other
communicators are cognitively and ethically considering them as well in trying to achieve
common understanding or other joint purposes” (Allwood 2007b, p. 10). As the responses to
questions 29 (non-Swedish physicians) and 23 (Swedish patients) in section 4.2.1 show, trust
is an essential aspect of medical consultation. It is seen as the basis for the physician-patient
relationship and a prerequisite for patient satisfaction, as the research shows (McKinstry et
al., 2006; Janssen et al., 2007). A patient’s trust in his/her physician, which is often seen as
“the [patient’s] belief that a doctor is working in the patient’s best interests” (McKinstry et
al., 2006, p. 2) results in openness and an ability to tell the doctor all the information relevant
to his/her health problem so that the doctor can make an accurate diagnosis and prescribe
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treatment. Here, it is worth mentioning that it is primarily patients’ trust in physicians rather
than physicians’ trust in patients that is the focus of research. This is not surprising, as in
consultation it is the patient who is in a vulnerable position and has to disclose himself/
herself to a physician (often a complete stranger), while the physician must make the patient
feel comfortable enough to do this. However, the physician’s trust in the patient is no less
important. Lack of trust on the physician’s side might result in, among other things,
questioning what the patient says, which could have negative outcomes such as refusing to
provide medical treatment, which the patient might actually need.

Developing trust across linguistic and cultural borders is not always unproblematic, as
differences in values, anxiety and uncertainty (see, for example, Gudykunst’s anxiety/
uncertainty management theory; Gudykunst, 1988), cultural biases and language problems
are often obstacles to constructing a shared understanding and building trust. In intercultural
medical consultation, differences between the physician’s and patient’s views of health and
illness, roles and outcomes of the consultation, for example, might influence the development
of trust between them.

Let us return to example 1 (“You don’t need care”), in which the German physician tells his
patient that he did not observe anything that shows that she needs medical help. The patient
seems skeptical about what the physician says and may have the impression that the
physician is not taking her problem seriously, is being unethical (offensive, insulting) in
delivering his diagnosis, does not want to help her, etc.; in fact, the problem might stem from
the physician’s experiencing language problems and being used to a different communication
style (a more direct way of speaking).

It is also possible that the physician simply does not consider the patient’s symptoms as being
the kind that need to be treated. Earlier in the interaction, the patient points out that the
physician who treated her before made a diagnosis of fibromyalgi (‘fibromyalgia’):

Example 17. “Fibromyalgia” (GerD12)

Speaker Transcription Translation into English

$P: m // och sen s& e s8 undersSkte hon |m // and then er she examined me and stated that I
mej & konstatera att ja &ven hade also had fibromyalgia
fatt fibromyalgi

$D: m m

$P: for att ja hade fatt ont péd mer because I had pain in more parts of [ the body |
stdllen i [ kroppen ]
[m ] < /// m: /] > [m]<//m/>

@ < hand gesture: D is writing >

The symptoms of fibromyalgia are relatively easy to fake (Khostanteen et al., 2000). It is
possible that the physician might think that the patient is simulating and the patient might
think that the physician mistrusts her story. In any case, this situation exemplifies a lack of
trust between physician and patient, which, unfortunately, can result in negative outcomes.

The patient might also be suspicious of the quality of the physician’s education (this may be

especially true for physicians from developing countries), which is negative for developing

trust in consultation. Thus, the fact that non-Swedish physicians are rarely observed explicitly

asking for help from their patients may be related to their attempt not to show any lack of

language competence, which, as I will show below, could have a negative impact on the

patients’ view of their professional competence — “bad Swedish = bad doctor” — and,
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consequently, their patients’ trust in them as physicians.

As I have discussed, a number of studies report a relationship between non-native physicians’
language proficiency and their patients’ view of their professional competence. Fiscella et al.
(1997) point to the “fear of patient bias” (i.e., the non-native physicians’ feeling that their
professional competence is considered worse than that of native physicians). One might ask,
do non-Swedish physicians believe that Swedish patients are unable to distinguish between
their professional and linguistic competence? Questions concerning this issue were addressed
to both the non-Swedish physicians (Q.28) and the Swedish patients (Q.25) (i.e., whether the
patients found that a physician’s language competence influenced their impressions of him/
her). The respondents’ views on this issue are presented below.

4.5 The relationship between language proficiency
and professional competence

The confusion of general competence and linguistic competence, which often leads to
discrimination, is a general problem in intercultural communication. Low competence in the
language of the host society often limits career opportunities. Unlike discrimination based on,
for example, religion, race, gender, or clothing style, language competence often reflects the
immigrant’s interest in the host culture, willingness and ambition to learn and to “become
part” of society as well as, to some extent, his/her general intelligence level; having a good
knowledge of the language enables one to be a more competent interlocutor and makes it
possible to demonstrate one’s professional competence (in our case, medical knowledge).

Consider the following comment from a Finnish physician (FinD22):

Svensk gar ut och bedomer doktor med
sina svenska Ogon ofta pga. bristande
spraket ifragasiatter kunskapsnivan. Man
blandar ihop den. Den som inte kan
spraket kan ju inte kunna
ldkarvetenskapen heller. Min erfarenhet
ar att de utldndska likarna ofta har stora

Swede goes and judges doctor with his
Swedish eyes often because of failing
language questions, the level of knowledge.
One mixes it up. Someone who doesn’t know
the language can’t know medicine either. My
experience is that the foreign doctors often
have high levels of knowledge, often deep

kunskapsnivéer, ofta djupa kunskaper pa
sitt omréde.

knowledge in their field.

Language problems might be a reason why patients question a physician’s professional
competence and professionalism. This issue was addressed in the questionnaire and the
interviews with both the non-Swedish physicians and the Swedish patients. The responses
obtained to the questionnaire are presented in Table 43.
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Table 43: Non-Swedish physicians and Swedish patients: linguistic competence
and professional competence (Q. 28 and Q.25)

Non-Swedish physicians (Q.28) Swedish patients (Q.25)
Question Alternatives/number and % of # of Question |Alternatives/number and %* of # of
respondents per alternative resp. respondents per alternative resp

Have you Yes No Sometimes Does the Pro Pro  [Ability |Ability [No in [Oth

found‘that non- fessio |fes to toun |fluen |er

Swedish Swedish nal siona |make |der |ce

patients physician’s {com |lism [me |stand

mixed up language | peten feel |me

your competen ce se

language ce influence cure

competence your first

with your impression

professional of his/her ...

competence?

Non- 14 42 22 78 Swedish 8 9 24 35 33 2 82

Swedish 18% 54% 28% patients 10% | 11% | 29% | 43% [ 40% | 2%

physicians

Male 8 26 16 50 Male 3 4 12 17 18 1 42
16% 52% 32% 7% | 10% | 29% | 41% | 43% | 2%

Female 6 16 6 28 Female 5 5 12 18 15 1 40
22% 57% 22%* 13% | 13% | 30% | 45% | 38% | 3%

*The numbers do not add up to 100% because of *Percentages exceed 100% because the total is based on

rounding. respondents and each respondent was allowed to give more

than one response.

To start with the physicians, even though the alternative “no” was chosen by 54% of
respondents, the remaining non-Swedish physicians had found that their patients confused
their professional and language competence regularly (18%) or at least sometimes (28%).
The female respondents were slightly more likely than the males to choose the alternative
“no.” No clear tendencies can be observed in the answers of the physicians from different
cultural groups.

Concerning the Swedish patients, such alternatives as “ability to understand me,” “no
influence” and “ability to make me feel secure” have the highest response frequency. Only
10% and 11% (21% total) chose the alternatives “professional competence” and
“professionalism.” The female patients chose these alternatives more than the males (females
26% [13% + 13%] and males 17% [10% + 7%]). The comments mentioned in response to the
alternative “other” relate to anxiety and uncertainty about the correctness of the diagnosis.

Concerning the patients’ age and education (Appendix E), the younger female and older
male patients chose the alternatives “professional competence” and “professionalism” more
than the older female and younger male patients. Both male and female patients with primary
education were less likely to choose the above-mentioned alternatives than the respondents
with secondary and postsecondary education.

Concerning differences in the same-sex and cross-sex encounters, the following picture
emerges:
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Table 44: Swedish patients: non-Swedish physician's linguistic and professional
competence (same-sex and cross-sex medical encounters, Q.25)

Question Alternatives/number and %* of respondents per alternative # of
encounters

Does the non- Professional | Professionalism | Ability to make |Ability to No

Swedish physician’s | competence me feel secure |understand me |influence

language competence

influence your first

impression of his/her

M phs-M pat 2 3 10 14 15 34
6% 9% 29% 41% 44%

M phs-Fpat 5 4 11 12 14 31
16% 13% 35% 39% 45%

F phs-F pat 0 0 1 6 2 9
0% 0% 11% 67% 22%

F phs-M pat 1 1 2 3 5 8
13% 13% 25% 38% 63%

* Percentages exceed 100% because the total is based on respondents and each respondent was allowed to

give more than one response.

The table shows that professional competence and professionalism appear to be questioned
by the patients most in the cross-sex medical consultations: M phs—F pat (16% + 13% = 29%)
and F phs—M pat (13% + 13% = 26%). None of the female patients who had experienced
communication with female physicians and only 5 of the 34 male patients (15%) who had
communicated with male physicians report questioning their professional competence or
professionalism. Concerning the choice of other alternatives, the female patients were less
likely to find that a physician’s language competence influenced his/her ability to make them
feel secure (F phs—F pat 11%) while the opposite was true of the female respondents’
communication with male physicians (M phs—F pat 35%).

In the interviews, the non-Swedish physicians commented that they had found that both
patients and personnel mixed up their linguistic and professional competence (IragD14):

ja, ibland tycker de [personalen] det ar
sprakliga svarigheter, men ibland — nej,
han ar inte sa duktig pa medicin, om man
faller forsta manaden &ar det svart att
fortsitta, ar det svart att fa plats i det

ves, sometimes they [the personnel] find that
there are linguistic problems, but sometimes —
no, he is not that good at medicine, if one fails
the first month, it’s difficult to continue, it’s
difficult to enter in the medical society ... if

medicinska samhallet

... bedommer de

they [the personnel] evaluate him negatively

[personnel] honom negativ forsta ménad,  the first month, he cannot clean up the picture.

kan han inte rengora bilden.

To summarize, about half of the non-Swedish physicians report experiencing their language competence
being considered to represent their professional competence; the male physicians excperience this more than
the females. A physician’s professional competence and professionalism are most often questioned by
patients in cross-sex consultations and least in female-female consultations. No clear pattern can be
observed between the patients’ questioning of physicians’ professional competence or professionalism in
relationship to age. As for education, the patients with primary education appear to question their
physicians’ professional competence less than more educated patients. It is interesting that female patients
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report experiencing that female physicians’ language competence has little influence on their ability to
mafke them feel secure, whereas with the male physicians, it does have an impact.

As we can see, the non-Swedish physicians are more likely than the Swedish patients to
report experiencing their professional competence being confused with their language
competence; one might attribute this to the non-native respondents’ general uncertainty and
increased sensitivity. On the other hand, the Swedish patients might be uneasy reporting their
experiences. Concerning gender, the male non-Swedish physicians report experiencing
“patient bias” to a somewhat higher degree than the females; one might speculate that the
male respondents are more concerned with status. The fact that the better-educated patients
question the physicians’ competence more than the less-educated patients may be explained
in the same way as the satisfaction issue. I cannot provide a good explanation of the pattern
observed in cross-sex and same-sex medical consultations.

4.6 Reported positive aspects of intercultural
medical consultations

The Swedish patients and health care personnel in our survey were asked to comment on
what was positive about meeting a non-Swedish physician during a consultation. The
Swedish patients were asked about this both in the questionnaire (Q.20) and in the interviews,
while the medical personnel were only asked about the topic in the interviews. To start with
the Swedish patients, the following responses were obtained:

Table 45: Swedish patients’ comments on the positive aspects of meeting a non-
Swedish physician

Comments from the Swedish patients in response to the question:
“What was positive about your visit to the non-Swedish physician?”

Swedish original English translation
Lakaren lyssnade bra och verkade pa det stora helaiThe physician listened well and seemed serious in
serios general
Att lakaren var noggrann och tog mig pé& allvar That the physician was meticulous and took me seriously
Hon brydde sig och lyssnade och var valdigtiShe cared and listened to me and was very thorough
Listening, noggrann
thorough, - s s . - o . .
caring, Tog sig tid; Den utldndska lakaren tar sig mer tid, ariTook his time. The non-Swedish physician takes more
and ' mera noggrann time, is more meticulous
taking time Noggrann och omsorgsfull Thorough and careful
Kénns som om utlandska lakare bryr sig mer och &rilit feels like non-Swedish doctors care more and are more
mer man om en concerned about you
Hans kunskaper His knowledge
Proffessionalism Att lakaren kunde sin sak; hans kunnighet That the physician knew his business, his competence
and competency
Han var duktigt och proffs; kunnig lakare He was skilled and professional; competent physician
En bra - duktig lakare svensk eller utlandsk ar helt OK!{ A4 good — skilled doctor; Swedish or non-Swedish is quite
(b6r kunna svenska bra) OK (should be good at Swedish)
Han var intresserad av min transplantation (lever) He was interested in my transplant (liver)
Interest Lugn och proffsig (erfaren) Calm and professional (experienced)
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Calmness, att mina “problem” inte var s& “farliga”
directness, . x

’ Trevlig och bestdamd
ciearness

Raka svar. Tydligt och han var ej tveksam
Klara besked

Han var mycket Overtygande i sin argumentering —
hade en lugnande effekt p& mig. Han 6vertygade mig

He was very convincing in his argumentation — had a
calming effect on me. He convinced me that my problems
were not “dangerous

Nice and determined
Direct answers. Clear and he was not uncertain

Plain answers

Willingness to
speak Swedish
and involvement
with patient and
his /her problems

Han ville valdigt val!

Att han forsokte prata svenska

med svenska lakare
Vinnlagger sig att bli forstaddd och forsta

Intresserad, kunning- villig att férséka forklara
Hon forsokte, hon var nog en duktig lakare

De verkar lite mer engagerade i mig som patient,
kanske de &r medvetna om att de kan bli “jamférda”

Interested, competent- willing to try to explain
She tried, she was probably a skilled physician
He really cared!

That he tried to speak Swedish

They seem somewhat more involved with me as a patient,
maybe they 're aware that they might be “compared” to
Swedish physicians

Take great pains to understand and to be understood

far hjalp och diagnos

Det som i allménhet &r positivt med lakarbesck, man! The general positive aspects of a consultation, you

receive help and a diagnosis

No problems; han var lika bra som andra lékare

Satisfactory . . . . . . > . .
examination and!Informativt; &ven om det tog lite extra tid; Fick den}lnformative; even if it took a little extra time; got the
outcome behandling jag efterfragade treatment I asked for

Gjorde en bra undersdkning. Var ndjd Did a good examination. Was satisfied
Other Jag kande mig trygg; Han berattade om sin utbildning {7 felt secure; He told me about his education

No problems; he was just as good as other doctors

Meeting a thorough, caring physician who is a good listener and has time for patients is the
most common reply from the Swedish patients to the question about their positive
experiences in consultations with non-Swedish physicians. Lussier and Richard (2007) point
out that patients’ dissatisfaction with a consultation is often related to their experiencing the
consultation as being too short, which means that physicians pay less attention to their
patients. The interview response from a senior Finnish physician (FinD22) both reflects and

partially explains the patients’ comments:

Och just det hir att man kan dra nytta av att
man [utlindsk ldkare] dr SAKTARE i sitt
sprak och patienten hinner s att siga mer
ocksa pa ett annorlunda satt och att man tar
mer tid. Patienter mater tiden ocksa i faktisk
tid. Om du tar 10-20 minuter lingre fran dig
di uppfattar patienten att du AGNAT dig &t
10-20 minuter ldngre an vad en annan doktor
har gjort. Sa att jag tror att manga patienter
sdger “Ja hon och han dr sd noggrann, vi far s&
mycket tid, och just det den doktor LYSSNAR.
Det dr oftast sddana saker som jag kan kan
hora om lakare med utlandsk backgrund. Det
har kan vara att vad man sjilv uppfattar som
sina svagheter kan ocksd uppfattas som
egentligen samtidigt som positiva sidor fran
mottagarens sida och framforallt fran
patienternas sida. Det ar just att han eller hon
tar TID.

And precisely this, that you can benefit from being
SLOWER in your language [non-Swedish
physician] and the patient gets more time so to
speak, also in a different way, and that you take
more time. Patients measure time in factual time as
well. If you take 10 to 20 minutes more of your
time, then the patient perceives that you have
DEVOTED yourself 10 to 20 minutes more than
another physician has done. That’s why I think
many patients say: ‘“Yeah, she and he is so
thorough, we get so much time, and precisely this,
this doctor LISTENS. ” It’s mostly things like that [
can hear about physicians with non-Swedish
backgrounds. It could be that what you yourself
consider as your weaknesses may actually
simultaneously be considered as positive aspects
from the receivers’ point of view and above all
from the patients’ point of view. It’s exactly that he
or she takes TIME.

The Finnish physician’s comment provides a tentative explanation of why the non-Swedish
physicians are described as meticulous and as spending a lot of time with their patients.
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Moreover, due to language problems, the tempo of interaction might be lower than in
interactions between native speakers (which is proven by the analysis of the recorded
interactions provided in Chapter 6, section 6.3 below). Consider the following comment (N-
SweN4):

Man brukar alltid tala mycket langsamt  Usually one always talks very slowly and more

och mer Kklart. De [utlindska ldkare] ar  clearly. They [the non-Swedish physicians]

medveten om deras spraksvarigheter are conscious about their language problems
eftersom han talar sd tydligt sd .. because he talks so distinctly, he really is

egentligen dr han vildigt omtyckt om  very popular with patients because he maybe

patienter for han kanske talar mycket mer  talks much more slowly and clearly.

ldngsamt och klart.

I will return to the issue of meticulousness later on, when analyzing recordings of medical
consultations.

Concerning the non-Swedish physicians’ reported as being caring, one might presume that
the paternalistic style of relationship, characterized by the physician taking the core
responsibility for the patient might affect the physician’s behavior and constitute the grounds
for such comments. Consider this excerpt from the conversation between a female Russian
physician and a male Swedish patient concerning ointment for his shoulder:

Example 18. “Ouch, it hurts” (RusD18)
Physician recommends that the patient put more ointment on the shoulder

Speaker Transcription Translation into English

$D: <1 8 ja ska skriva <2 ut en bra <1 and I will prescribe <2 a good gel / a good > 1
gel >/ en bra >1 s8n salva >2 for such ointment >2 for your shoulder / so when it kind
axeln / sd ndr de liksom AJ e de of OUCH er it hurts you can rub it / and it will

svider till da far du smérja den / & |release//is this what you want
de slidpper // vill du ha de sa

@ <1 hand gesture: P takes the paper >1
@ <2 hand gesture: D touches and rubs P's shoulder >2

$SP: ‘aja ‘yeahyeah

The example above might also illustrate the physician treating her patient in a way that
reflects the Russians’ view that a physician should not only have technical knowledge but “a
heart, soul” (Dohan and Levintova, 2007). The importance of relationship development and
building trust, sincerity and “conversation of souls” in Russian culture have also been pointed
out by Svennevig and Isaksson (2006).

Another comment made by the patients is that the non-Swedish physicians are very direct,
which (as I have mentioned above) can be explained by a number of factors and may have
both positive and negative consequences; for example, being too direct might create problems
in delivering sensitive diagnoses. A possible positive impact of a direct communicative style
can be observed in the example below, an excerpt from the interaction between an Iranian
physician and a Swedish male patient in which the physician recommends that the patient
should be careful with his feet:
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Example 19. “Bruise” (IraD6)

Physician conducting a physical examination of a patient who has no mobility in his legs and observes
a bruise on his foot

Speaker Transcription Translation into English

$D: s&n hir bldmidrke har such a bruise here

SP: a yeah

$P: e de nat me skorna eller has it to do with your shoes or

$P: ja korde emot 1 bumped into

$D: jaha < // > okej // du maste vara I see < // > okay // you must be very careful [ with
jatteforsikti [ me dom ] them |

@ < chuckle: P >

$P: ‘ [ vet de] ‘[know that |

The Swedish patients may appreciate getting direct and clear directions from the non-
Swedish physicians.

Regarding professionalism and competence, these characteristics are not necessarily related
to a physician’s being a foreigner but are appreciated in any physician. However, the
paternalistic relationship style that implies that the physician is functioning as an authority
might highlight the physician’s role as a health care provider more than occurs in a
relationship of mutuality. Consider the example below, where an Iranian physician
emphasizes his experience and knowledge (IraD8):

Example 20. “I have done it many times” (IraD8)
Physician ensuring the patient concerning his professional experience

Speaker Transcription Translation into English

$P: pé en tre fyra dar d& sd e man pa in three or four days then you're at the hospital at
sjukhus pd en gdng va once right

$D: nej de e ju helt annan / karaktdr &n|no it is of quite a different / character than this
den har som din kula ja e ju bullet of yours see I am a war surgeon originally so

krigskirurg i botten ja har ju
[ opererat ]

$P: [ va ] e de f6r skillnad d& [ what's ] the difference then

of course I have [ performed surgery |

However, the patient is apparently not impressed by the physician’s talk about his
professional experience.

Judging from their comments, the Swedish patients appreciate the non-Swedish physicians’
attempts to speak Swedish and understand what is being said. One Swedish patient comments
on this in the interview (SweP2):

Det verkar si att utlindska lakare [Ir seems that non-Swedish physicians make
anstranger sig lite mer att verkligen forstd ~ more effort to really understand what the
vad patienten vill, de tar mer tid patient wants, they devote more time.

To summarize, the positive experiences of consultations with the non-Swedish physicians reported by

Swedish patients and health care personnel are as follows. The non-Swedish physicians are described as

listening, caring, and taking the time to talk to their patients. These comments might reflect the non-

native speakers’ being particularly attentive to what their patients say so they will not miss any
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information. The language problems they experienced might result in the non-Swedish physicians’ taking
more time for consultation. Caring and professionalism might be linked to the physicians having a more
paternalistic relationship with their patients. The physicians’ clearness and directness may also be dne
both to their language problems and their cultural impact, that is, problems with formulations and
attempts to be as clear as possible when using Swedish as a foreign language. The difference in power
distance might also play a role. The patients also appreciate the physicians’ speaking Swedish and being

engaged in their problems. In addition, as in any consultation, a successful ontcome is appreciated.

Cultural differences are often seen as an obstacle, a barrier to communication. As mentioned
above, few researchers treat cultural diversity as an asset, rather than a source of problems
(see Sederberg and Holden, 2002, for a detailed overview of the research on problems and
benefits of intercultural diversity in business). The Swedish patients’ comments about their
positive experiences of medical consultations with the non-Swedish physicians show that
intercultural communication and even foreign language use can have their benefits. One
should not over-generalize and assume that al/l Swedish patients favor a mutuality
relationship with their physicians and being involved in decision-making. Some patients may
prefer a more paternalistic relationship with their physician, which often entails less patient
involvement. I presume that it is primarily elderly patients who are used to a more
“paternalistic physician” and might enjoy meeting with a non-Swedish physician. However,
as [ have already mentioned, the elderly patients might experience hearing problems and not
be used to having a non-Swedish physician as a health care provider, which can also create
problems with understanding and suspicion. The use of a foreign language by a physician
could result in problems with understanding. However, at the same time, if the physician is
aware of the possibility of lack of understanding/misunderstanding and consciously attempts
to prevent these problems by speaking slowly and clearly, patients appreciate it.

I will return to the issues mentioned in this analysis of the recorded medical consultations and
will try to find out what communicative strategies used by the non-Swedish physicians gave
rise to these comments.
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4.7 Summary of Chapter 4

In this chapter, I presented an analysis of interviews and questionnaires combined with the
data from the recordings of medical consultations. First, I would like to comment again on
the methodology and data. A substantial part of this chapter is based on data obtained from
questionnaires sent to non-Swedish physicians and Swedish patients. It is worth pointing out
that the participant groups have diverse backgrounds in terms of education, work experience,
age, etc. As I have mentioned, the participants represent a wide variety of cultures, but the
number of representatives of each one is relatively low. Hence, the conclusions drawn about
specific cultures are often tentative.

It was difficult to evaluate the non-Swedish physicians’ language competence, even though
the approximate duration of their language training was mentioned in the questionnaires
(Q.13, see Appendix D). Furthermore, not all factors were taken into account, such as the fact
that the representatives of certain cultures might be “less favored” than others. In addition,
though we have tried to find out whether the patients were aware of the cultural backgrounds
of the non-Swedish physicians they met (Q. 5, 6 and 7 in the Swedish patients’
questionnaire), few patients answered these questions. Furthermore, a patient’s guess
concerning the physician’s background cannot be considered to be reliable. As I have
mentioned a number of times, in some cases there are not enough data to draw any definite
conclusions, for example concerning the impact of patients’ age, gender and education on
their evaluation of communication, the non-Swedish physicians’ responses in relationship to
their cultural backgrounds, communication in same-sex and cross-sex consultations, etc.
Nevertheless, the data analysis reveals some insights into how intercultural communication
between non-Swedish physicians and their Swedish patients plays out and to make some
observations on the impact of gender, culture, age and education.

The results presented in this chapter show that there are both differences and similarities in
how the non-Swedish physicians and the Swedish patients view the physician’s task in
medical consultation. Taking the patient’s problems seriously and showing a genuine interest
are tasks which both physicians and patients consider important. Confidence is also valued by
both groups. This shows that there are similarities in the non-Swedish physicians’ and
Swedish patients’ views of communication in consultation, which might result in satisfaction
with communication. The fact that the physicians and patients report being generally satisfied
with their communication (the majority of Swedish patients are even satisfied with
communication in relation to their expectations and the amount of information provided by
the non-Swedish physicians) suggests that intercultural communication can be successful,
though it is not unproblematic. Both language and cultural differences are reported and are
observed to interfere with interaction between the non-Swedish physicians and their Swedish
patients.

Language problems are reported and observed to have a negative influence on
communication more than cultural differences, which is not surprising as they are more
“visible.” The primary reasons for lack of satisfaction/dissatisfaction are problems with the
formulation of messages including word-finding problems, problems with grammar and
pronunciation (especially when combined with patients’ hearing problems). The majority of
problems with understanding observed in the medical consultations also have their roots in
language problems.
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In the case of language problems, the non-Swedish physicians report getting help from their
patients and the Swedish patients report helping their physicians with language (though less
than the non-Swedish physicians). In the transcriptions of the recordings, physicians and
patients are observed to cooperate in order to achieve the purpose of medical consultation: to
give help to the patient/get help from the physician. The analysis of interactions also shows
that in most cases the non-Swedish physicians prefer to solve problems by themselves. In
cases when the patient provides help, stress and confusion on the physician’s side can
sometimes be observed.

Language competence being confused with professional competence is reported more by the
physicians than by the Swedish patients. This is especially true of the male physicians, which
might reflect the greater value males attribute to status compared to females.

The cultural differences mentioned by the participants as influencing communication are
primarily differences in power distance and Swedish conflict avoidance.

The data analysis illustrates how language and culture are intertwined in communication, as it
is often not possible to trace the problem experienced by the respondents to language
problems or cultural differences alone. One example of this phenomenon is the non-Swedish
physicians self-reporting and being reported by the patients and personnel as being too brief,
which may be explained by language problems, that is, difficulties in formulating the
message. However, a cultural factor may play a role here as well, namely differences in
views of physician-patient relationships related to power distance. In a more hierarchical
relationship type, the physician might not consider it important to explain his/her decisions to
the patient, while a Swedish patient who is used to a more egalitarian relationship might
expect the physician to do just that. The fact that the non-Swedish physicians are too concise
in talking to their Swedish patients and provide fewer explanations than the patients expect
might be a result of their lack of language competence, but it could also stem from the
physicians’ not considering it necessary to do this. The lack of both language competence and
cultural competence might explain the non-Swedish physicians’ problems with small talk
(i.e., lack of vocabulary to talk about things outside the medical field and lack of knowledge
of what issues can be discussed).

Swedish conflict avoidance, fear of confrontation and indirect communication style were also
mentioned by the non-Swedish respondents. Though the physicians appreciate the Swedish
patients as being “kind and problem-free,” many feel uneasy about the Swedish fear of
showing their dissatisfaction openly. In addition, their uneasiness in talking about such
sensitive “taboo” topics as alcohol was mentioned and described here.

The data analysis has also provided some insight into non-verbal communication in
intercultural medical encounters. As language problems can complicate, and indeed are
observed to complicate, understanding, the physicians and their patients rely on gestures as
tools to support and clarify their verbal messages. Gestures are even used when the
physicians experience word-finding problems and need to “substitute” the word they lack
with a gesture. Concerning cultural differences, the Swedish patients are less likely to report
seeing eye contact as a prerequisite of making contact than the physicians are; this can be
explained by differences in cultural views of eye contact as a way of establishing contact and
trust, which are appreciated in medical consultation. However, it is worth mentioning here
that gender may also have an influence.
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The analysis also provides some insights into Swedish culture and the cultures of the non-
Swedish physicians. The fact that Swedish patients are critical of physicians might be rooted
in a cultural attitude that is critical of authorities (as well as a possible attempt by the non-
Swedish physicians not to report any lack of satisfaction in order to avoid reporting failure).
One can also observe German directness in contrast to Swedish indirectness. Here, we can
see that, although the German physicians report experiencing more differences than other
non-Swedish physicians, they are also among the most satisfied. This illustrates that cultural
differences do not necessarily lead to a lack of satisfaction. In addition, the German
physicians’ higher satisfaction with regard to cultural understanding compared to other
groups might tentatively be explained by the closeness of German and Swedish culture. The
fact that the respondents from Northern Europe prefer to be more neutral, choosing the
alternative “satisfactory” to describe their communication with their Swedish patients, might
reflect the differences between cultures of understatement and overstatement. The data also
shed light on certain aspects of Swedish culture, such as the Swedish patients’ lower
preference for eye contact compared to the representatives of other cultures (non-Swedish
physicians) and their relative informality in consultation. The data analysis indicates that a
Swedish consultation is experienced as being quite informal by the non-Swedish physicians,
though this does not necessarily cause them to change their communicative style and become
more informal themselves.

The data also show how the non-Swedish physicians experience being newcomers in the
language and culture of their patients and using Swedish as a foreign language in
consultation. I presume that the fact that the physicians (both male and female) value making
personal contact might show their need to overcome language and cultural barriers between
themselves and their patients. The non-Swedish physicians who chose the alternative “to
show professional competence” in response to the relevant question are predominantly
physicians from the countries outside the European Union, which might indicate that they
feel more need to prove their professionalism to the patients than physicians from within the
EU/EEA. In addition, cultural views of the physician’s role might play a role here. The
Hungarian physicians’ lower satisfaction with their language is probably related to their
being the group that had spent least time in Sweden, which might influence their language
competence.

The data also provide some insights into the physicians’ and patients’ views of medical
consultation as a social activity and its outcomes. The physicians are less likely than the
patients to report problem solving and showing professional competence as primary tasks.
The patient wants to solve his/her problems, while the physician understands that this is not
always possible.

Apart from the physicians being foreigners and their patients being native speakers, a number
of other factors are observed to influence how the respondents view their communication.
One of them is gender. Although there are not enough data to draw definite conclusions, it
can be observed that the female non-Swedish physicians and the female Swedish patients are
more critical of their communication than the male respondents. The female non-Swedish
physicians are less satisfied with their communication with Swedish patients and experience
more differences in how Swedish patients talk to them compared to patients from their home
countries; they also change their communicative style more than males do. Female physicians
also report getting less help from their patients. However, the female non-Swedish physicians
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report less misunderstandings than male physicians. No difference in experiencing “fear of
patient bias” between male and female physicians is observed. The female Swedish patients,
like the female physicians, are less satisfied than the male patients with their communication
in general, and with regard to expectations and explanations in particular. They also report
being more likely to confuse the physicians’ language and professional competence than the
male patients and report more differences in how Swedish and non-Swedish physicians talk
to them. The female patients consider that they help the non-Swedish physicians more with
language problems than the male patients. In addition, concerning the Swedish patients’
views on communication in same-sex and cross-sex medical consultations, the female
patients meeting with female physicians (F pat-F phs consultations) are less satisfied with
communication in general, and in regard to expectations and explanations in particular; they
report experiencing more cultural differences and more misunderstanding. The consultations
between male patients and male physicians are characterized by more reported satisfaction on
the patients’ side and fewer cultural differences. At the same time, competence appears to be
more questioned in cross-sex than in same-sex consultations; it is questioned least by female
patents interacting with female physicians.

I tentatively explain the female respondents’ more critical view of communication by
females’ higher demands for relationship development and affective communication, while
males have higher demands for problem solving. (This is supported by the responses to the
question concerning views of the physician’s tasks: more males than females chose the
alternative “to solve problems.”) Relationship development may require more advanced
linguistic and cultural competence, which might be complicated to achieve in intercultural
medical encounters.

It is interesting that the analysis of the data for this thesis both supports and raises doubts
about earlier research on gender and communication. As I mentioned in Chapter 2, earlier
research shows that female patients are more critical than male patients and that the male
patients are more focused on problem solving in consultation than female patients. The same
conclusions can be drawn from the results of my study. However, the claim that female
patients prefer female physicians can be questioned (Kerssens et al., 1997, Derose et al.,
2001), as the female patients who had communicated with female physicians in this study
were often more negative about their communication than the patients in other gender
combinations.

Other factors are the patients’ age and education. The older and less-educated patients
appear to be less critical about their communication with the non-Swedish physicians than the
younger and better-educated patients. In addition, more-educated patients report helping
more with language. This may be due to their views on authority and difference in education.

As I have discussed, much research in the field of intercultural communication highlights the
negative, rather than positive consequences of cultural meetings. Problems with
understanding due to the use of a foreign language and differences in values, conflict, stress
and anxiety are often mentioned. The positive effects of intercultural consultations reported
by the participants in this study are that the patients get more time for consultation and they
find the non-Swedish physicians to be very meticulous, which has its roots in the physicians’
uncertainty with language and striving for understanding.
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Chapter 5: Analysis of some specific
aspects of medical consultations

In Chapter 4, I presented an analysis of the participants’ views of their communication as
revealed in interviews and questionnaires. In contrast, this chapter is mainly based on the
analysis of recordings of medical consultations, though I bring in evidence from the
interviews and the questionnaires when applicable. Below, a brief overview of the contents of
Chapter 5 is provided.

Table 46: Layout of Chapter 5

Section # Title Empirical data used
5.1 Information seeking in intercultural and monocultural medical consultations: recordings of medical
analysis of questions used by physicians and patients in medical consultations | consultations

questionnaires
interviews
5.2 Information giving in intercultural and monocultural medical consultations: recordings of medical
analysis of the use of the pronoun man (‘one’)® consultations
questionnaires
interviews
5.3. Information acknowledgement and checking in intercultural and monocultural |recordings of medical
medical consultations: analysis of repetitions and reformulations as a type of |consultations
feedback questionnaires
interviews

5.4 Summary of Chapter 5.

20. More specifically, I will analyze and compare the use of impersonal pronoun man (‘one’) by the physicians
when they answer their patients’ questions, provide explanations, give advice, etc., since differences in the use
of man (‘one’) when providing information were found between Swedish and non-Swedish physicians.

118



5.1 Information seeking in intercultural and
monocultural medical consultations: analysis of
questions used by physicians and patients in
medical consultations

In this section, I will provide a description and a comparative analysis of how the non-
Swedish and Swedish physicians and their respective patients ask questions.

One of the tasks that both physician and patient face during a consultation is to get
information from each other. The physician has to obtain information from the patient in
order to make the diagnosis and suggest medical treatment. The patient, in his/her turn, is
often interested in getting information from the physician concerning such issues as the
advantages and disadvantages of treatment, occurrence of symptoms, etc. Since questions are
perhaps the most common instrument for getting information, I have made a fairly detailed
study of what question types (and how many instances of each) are used in intercultural and
Swedish-only medical consultations.

It is undoubtedly essential for the quality of communication for both physician and patient to
be able to get information from each other. However, as it is the physician’s task to figure out
what is wrong with the patient and make a diagnosis, his/her ability to ask questions is key.
Naturally, when the physician is a foreigner and experiences language problems, the patient’s
may well feel anxious concerning the physician’s ability to collect the relevant information
and, consequently, to make a correct diagnosis and provide appropriate treatment.

Another reason for analyzing questions is the fact that questions are a kind of tool for
establishing power in interactions. A participant who asks more questions than his/her
interlocutor has more control over the person who has to answer them. (I will discuss the
relationship between questioning behavior and power in more detail in the next section.)
Given that power is one of the issues analyzed in this thesis, the study of question types and
their use might provide some insight into the differences and similarities in how power is
exercised in intercultural medical encounters (where the physicians are non-native speakers
and the patients are native speakers) compared to Swedish-only medical encounters.
Furthermore, I will also investigate the questioning behavior in relationship to gender and
physicians’ cultural backgrounds.

Turning to the questionnaire, one of the questions for the Swedish patients concerned
whether there are differences in Swedish and non-Swedish physicians’ questioning behavior
(Q.27). The following responses were obtained:

119



Table 47: Swedish patients: difference in questioning between non-Swedish and
Swedish physicians (Q. 27)

Gender Same-sex and cross-sex medical encounters
Question Alternatives/number # of Question Alternatives/number # of
and % of respondents resp. and % of respondents [encou
per alternative per alternative nters
Have you found that non- |Yes No Don't Have you found that non- |Yes No Don't
Swedish and Swedish know Swedish and Swedish know
physicians ask questions in physicians ask questions in
different ways (i.e., more different ways (i.e., more or
or less direct questions)? less direct questions)?
Swedish patients 18 53 13 84 M phs-M pat 6 24 5 35
21% | 63% 16% 17% 69% 14%
Male 9 28 7 44 M phs—Fpat 9 19 4 32
20% | 64% 16% 28% 59% 13%
Female 9 25 6 40 F phs-F pat 0 6 2 8
23% | 63% 15%* 0% 75% 25%
* F phs-M pat 3 4 2 9
0,
rlgidr:génbers do not add upp to 100% because of 33% 45% 204

The majority of the patients, both male and female, report no differences between Swedish
and non-Swedish physicians in asking questions (64% male and 63% female). The fewest
differences were experienced by the patients in same-sex encounters: the answer “no” was
chosen by 69% of male patients who had communicated with male non-Swedish physicians
(M phs—M pat) and 75% of female patients who described their communication with female
physicians (F phs—F pat).

The comments obtained concerning differences in questioning show that the questions asked
by non-Swedish physicians are shorter, less detailed and more direct: Kortare [fragor].
Ibland lite stress (‘Shorter [questions]. Sometimes little stress’), Min erfarenhet av svenska
ldkare stdller fler, utforligare och mer bredd pa sina fragor (‘My experience of Swedish
physicians is that they have wider coverage in their questions’), Mer direkta frdgor. Korta
fragor (‘More direct questions. Short questions’).

Apart of providing grounds for speculation and further analysis of data, it is difficult to draw
any firm conclusions on the basis of the questionnaire results.
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5.1.1 Studies on questions in medical encounters

Questions in medical encounters have been studied from different perspectives, using
different methodologies and focusing on different aspects. Below, I outline the most common
issues analyzed, the results obtained and the data and analysis methods used in health care
communication research.

To start with a definition, questions are often defined on the basis of their function (a request
for information), following in the classical linguistic theory of speech acts (Austin, 1962).
For example, in the Svenska akademiens grammatik (SAG) a question is “sprakhandling som
innebdr att talaren begir information av lyssnaren” (‘speech act that implies that the speaker
is asking for information from the listener’; Teleman et al., 1999, vol. 1, p. 173; our
translation from Swedish). Concerning expressive form, a question can not only be expressed
in the regular interrogative form, that is, the inversion of subject and verb in Swedish, the
sequence auxiliary-subject-verb in English, wh-question, rising intonation, etc. In interaction,
utterances such as declaratives that do not have interrogative forms can also function as
questions. At the same time, utterances with interrogative forms may not function as
questions (e.g., rhetorical questions, which do not have a primary function of requesting
information).

As Wynn (1995) points out, the research in the field of medical consultation is represented by
two approaches, namely the medical (psychological) approach, represented by Bales’ (1950)
Interaction Process Analysis and Byrne and Long’s (1976) system of analysis on one side,
and the ethnomethodological conversation analysis (CA) approach on the other. Bales’
approach to the analysis of small group interactions focuses primarily on contents. Probably
its most popular successor today in the field of physician-patient communication research is
RIAS (The Roter Interaction Analysis System). Developed by Debra Roter (Roter, 2006) and
used primarily in medical studies, the RIAS coding scheme contains 39 categories,
subdivided into socioemotional and task-focused groups (15 and 24 categories, respectively).
Questions are coded according to both form and content (i.e., “asks closed-ended question —
medical condition” describes a yes/no question in which information about the patient’s
medical condition is requested). It should be mentioned here that it can be problematic to
code whether a question concerns the medical or the social condition, as they might overlap.
In addition, concerning question forms and the answers that are expected for each question
type, Roter distinguishes between closed-ended questions, defined as “direct questions that
ask for specific information, i.e., where short responses are generally the only response
options and an answer of one or two words or a ‘yes’ or ‘no’ is usually sufficient” and open-
ended responses, which are characterized by ‘“non-specificity and/or probing intent” and
often begin with “what, why, could or how” and request an answer of perception,
information, or feelings (p. 33). This is quite common but also a rough distinction (which is
not unproblematic, see below). Wynn (1995) provides a detailed overview of the criticisms of
this kind of analysis, including claims that the categories are too abstract, ignore rare
behaviors, have low sensitivity, etc.

On the contrary, within sociolinguistics and the CA tradition, more emphasis is placed on
both the definition and linguistic analysis of questions, the form of the question, the answers
obtained and the construction of turns in which the question occurs.

Such studies as those by Ainsworth-Vaughn (1998), Wynn (1998), Lindholm (2003) and
Linell et al. (2003) are examples of more thorough research on questions, their forms and
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functions in general, and their use in medical consultation in particular. In CA, one of the
units of conversation is the adjacency pair, which consists of an exchange of one turn®' each
by two speakers; the first turn establishes an expectation concerning the second turn that will
follow, for example, greeting-greeting or question-answer (Ainsworth-Vaughn, 1998). The
definition of question as “ett bidrag som uppmannar till respons” (‘contribution that requires
a response’) used in Lindholm (2003, p. 50) is based on the adjacency pair concept.

In conversation, it is not uncommon for more than one question to be asked per turn.
Lindholm (2003) analyzes questions in medical consultations with regard to the turns in
which they occur. Single-unit questioning turns and multi-unit questioning turns have been
distinguished. The term “turn constructional unit” (TCU), originally introduced by Sacks et
al. (1974), is used in CA in analyses of turn-taking. Selting (2000) says that the TCU is an
intuitive and holistic notion and defines it as “the smallest interactionally relevant complete
linguistic unit, in a given context, that is constructed with syntactic and prosodic resources
within their semantic, pragmatic, activity-type-specific, and sequential conversational
context” (p. 477). Four types of TCUs are distinguished, namely word or lexical units,
phrasal units, clausal units and sentential units.

Single-unit questioning turns (SUQT) are turns that consist of only unit, so-called enkel fraga
(simple question) (Lindholm, 2003). Such question types as yes/no questions, free-standing
nominal phrases, fill-in-the-blank questions, wh-questions and declaratives have been
distinguished in the data (Lindholm, 2003). Unlike single-unit questioning turns, many
questions do not have a single interrogative sentence format, but rather a multi-unit design;
they are defined as multi-unit questions or multi-unit questioning turns (MUQT) (Linell et al.,
2003). To be called an MUQT, the turn should fulfill two conditions:

consist of two or more turn-constructional units (TCUs), which are delivered together,
either in one single turn or in a close-knit turn sequence with no intervening substantial
responses from the responder [...] (i.e., we allow nothing more than receipt or
acknowledgment tokens to intervene)™.

one or more of the TCUs are formally designed as questions or, more precisely,
interrogatives, that is, such a TCU is marked by one or several interrogative indicators.
A TCU within a MUQT is prototypically clause-shaped, although we count some
phrasal units, that is, units which are not (full) clauses, as primarily components (TCUs)
of MUQTs, provided that they are prosodically exposed and demarcated as units, that is,
with a clear intonational terminal.

(Linell et al., 2003, p. 540)

The authors rely largely on research by Heritage and Greatbach (1991) and Mazeland (1992),
who call the same phenomenon a “question delivery structure” and “question delivery unit,”

21. In my analysis, I use the term “turn” since it is used in the research I consulted in my study (in CA, turn is
an important unit). However, I prefer the term “contribution,” since “turn” can be problematic as a participant
may make a contribution without having a turn or may have a turn without using it to make an active
contribution (e.g., in cases of giving feedback or being silent). For more information, see Allwood et al. (2000).

22. Lindholm (2003) uses even narrower criteria, not including in MUQT questions that are interrupted by
receipt or acknowledgment tokens from the interlocutor.
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respectively. MUQT types and analysis are discussed in greater depth in section 5.1.4.

Other issues discussed in relationship to the analysis of questions in medical encounters are
power, gender, culture and ethnicity.

Power and the use of questions in medical consultation is one of the central issues in
physician-patient communication research. Studies show that physicians ask more questions
than their patients, which results in asymmetric interactions (e.g., Ainsworth-Vaughn, 1998;
Lindholm, 2003). Concerning question types, the use by physicians of closed-ended
questions is helpful to obtain precise and to-the-point responses from patients, but is also
often seen having negative consequences such as physicians controlling their patients,
limiting their responses and not allowing them to present their problems properly (Wynn,
1998). On the other hand, open-ended questions give the patients more space to respond and
increase patient participation in a consultation (for an overview of research see, for example,
Wynn, 1998; Zandbelt et al., 2005). At the same time, as Gnisci and Bonaiuto (2003) point
out, wh-questions (open-ended questions) differ in their degree of “openness”; the authors
distinguish between broad and narrow wh questions on the basis of how specific the
information is that the speaker wants to get from the listener (e.g., “How many million?”
versus “What do you think?””). To sum up, though some research points to the physician’s use
of closed-ended questions as a sign of higher physician power, this is a somewhat
oversimplified view as some open-ended questions also limit the patient’s responses to a high
degree, whereas responses provided to closed-ended questions are often not limited to yes/no.

Apart from the use of questions by the physicians, power relationships are also discussed in
relation to the patient’s questioning behavior. The issues of patient passivity and involvement
in the consultation are often discussed in relation to questioning behavior or, to put it simply,
how many questions the patient asks. Health care providers ask considerably more questions
than their patients, but it is not clear how great the difference is. For example, West (1984)
showed that patients asked only 9% of the total questions, while Ainsworth-Vaughn (1998)
found that patients asked about 39% of questions. In comparing her results with West’s,
Ainsworth-Vaughn draws attention to the differences in genre between consultations as well
as to such factors as patients’ social background, first visit or not, gender, nature of diagnosis,
individual differences, private vs. public health care settings, and ethnicity, which were not
taken into account by West. According to Ainsworth-Vaughn, the patients who asked the
most questions were in money-handling professions and white, while in West’s study,
approximately half the patients were black (which, according to Ainsworth-Vaughn, might be
a factor explaining the considerably lower number of questions asked by West’s patients).
The majority of interactions in West’s study were with male physicians, while in Ainsworth-
Vaughn’s study, the numbers of male and female physicians was equal. Therefore, racial
differences, gender and social status appear to influence questioning behavior and,
consequently, the power relationship in consultation. Cerny (2004) also points out that
patients ask more questions in certain phases of consultations; in his study, no patient-
initiated questions were observed during the history-taking phase of consultation.

To be more specific about gender, Ainsworth-Vaughn (1998) showed that, in interactions
with female physicians, the number of questions asked by male and female patients was
roughly similar; when the physician was a male, female patients asked more questions than
male patients. Male physicians are also reported to ask more questions than female
physicians. Conversely, Wynn (1995) reports male physicians and patients to have higher
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mean numbers and frequency of questions than female physicians and patients. As for the

types of questions asked, no differences were observed in relation to gender (Roter et al.,
2002).

Concerning relationship between culture and the questioning behavior of participants in
medical consultation, few studies exist. The study by Ohtaki et al. (2003) shows no
differences in questioning behavior in terms of distribution of question types and number of
questions asked by the physicians and patients in the USA and Japan; in both countries, the
physicians asked more questions than the patients and the distribution of question types was
similar. The study by van den Brink-Muinen et al. (2000), which investigates communication
in different gender dyads, reports no clear relationship between question use and culture
either.

In my analysis and comparison of questions in intercultural and Swedish medical
consultations, I will also address the issues of power, gender and culture in medical
consultation and will compare my results to the results of the studies mentioned above in
subsection 5.1.6.

5.1.2 Some comments about coding and data analysis

In my analysis, I will primarily rely on CA research. I distinguish between single-unit
questioning turns and multi-unit questioning turns. In the SUQT category, that is, turns that
consist of one utterance, I include yes/no questions, wh-questions, fill-in-the-blank questions,
declaratives, phrases as questions and disjunctive questions. In addition, questions used with
particles are included in this category (though they are not considered as a separate question
type). The MUQTs are of two types. The first consists of one or more statements followed by
one or more questions. The second is represented by a turn that consists of two or more
questions with different kinds of relations.

QUESTIONS

Single-unit questioning Multi-unit questioning turns
turns

S-a questions with

particles statement(s) question

+question(s) +question(s)

yes/no
questions

disjunctive
questions

wh- fill-in-the-blank declaratives free-standing
questions questions as questions phrases as questions

Figure 4: Types of questions
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The questions were coded by using the transcriptions of the recordings and listening to and
watching the recorded audio/video interactions. After finishing the coding, I verified the
material; ambiguous cases were discussed and resolved with a second, independent analyst.

The study of questions in medical consultations is presented below. First, a qualitative
analysis of single- and multi-unit questioning turns used in the recorded medical
consultations between the non-Swedish physicians and their Swedish patients and the
Swedish physicians and their patients is provided. Then, a quantitative analysis is presented,
in which the frequencies of use of different question types are presented and discussed. The
analysis is done in relationship to gender and cultural group (Hungarian, Iranian, Mixed and
Swedish groups). The differences were checked for statistical significance using x2 tests.

5.1.3 Single-unit questioning turns (SUQTs): Qualitative
analysis of question types

5.1.3.1 Yes/no questions

Yes/no questions are commonly introduced by a finite verb and are used to ask for specific
information, expecting an answer of yes or no. However, as Lindholm (2003) points out, an
expanded response to a yes/no question is not uncommon, that is, one that includes not only
minimal response words (feedback)®, as exemplified below:

Example 21. “Eyeglasses” (IraD9)
The physician and the patient are talking about the patient's eyesight

Speaker Transcription Translation into English
$D: har du glaségon do you have eyeglasses
$P: ja de har ja med mig ves I have them with me

To the physicians’ question about eyeglasses, the patients provides an answer consisting of a
feedback word ja (‘yeah’) and additional information ja de har ja med mig (‘yes, | have them
with me’). Conversely, in example 22 below, the response provided by the patient contains a
feedback word only:

Example 22. “Children” (IraD6)
The physician is talking about the patient's family situation including the death of his wife

Speaker Transcription Translation into English
$D: har ni barn do you have children
$P: nej no
$D: nej < /// > e & e du ensam nu eller |no <//> er and are you alone now or
@ < hand gesture: writes in her notepad >

In response to the physician’s question regarding children, the patient provides a negative
answer, which is sufficient for the physician, who is filling in the file. This might be due first
of all to the question’s sensitive nature and the patient’s being unwilling to discuss it in detail.

23. In the thesis, I use the term “feedback” instead of Lindholm’s “minimal response” for the same
phenomenon.
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It might also be because the doctor is filling in the form. In some cases, the feedback words
are also omitted by the answerer (in the example below, it is the patient):

Example 23. “P-pills” (HuD1)
The physician is inquiring about what medication the patient uses

Speaker Transcription Translation into English
$D: 4 dter < dy > ndra mediciner and do < you > take any medication
@ <SO: du/you >
$P: ‘< p > piller ‘contraceptivepills
@ < letter >

The patient provides the name of the pills instead of giving a positive/negative response. This
may be motivated by the patient’s expectation that the physician will be interested in getting
the information rather than simply a positive or negative answer.

According to Lindholm (2003) and Ainsworth-Vaughn (1998), yes/no questions are the most
common question type used by physicians.

In my corpora, the patients use yes/no questions primarily for asking about instructions
before examination, for example, ska ja ta av mej den (‘shall I take it off?’), ska jag sdtta
mig upp (‘shall I sit up?’), and asking about treatment, as in ska ja ta det (‘shall I take it?”).

5.1.3.2 Wh-questions

Questions introduced with an interrogative pronoun or adverb, such as vem (‘who’), var
(‘where’), hur (‘how’), etc., are known as wh-questions and allow a wide range of responses.
As I mentioned above, these questions can be “open” to a greater or lesser extent (i.e.,
requiring more or less specific information). Consider the example below in which an Iranian
physician asks her patient a question concerning her job:

Example 24. “What do you do?” (IraD7)
The physician is inquiring about the patient's background

Speaker Transcription Translation into English

$D: va jobbar du me what do you do

$P: ja studerar // ja léser 1 study // I study interaction design at the < IT >
interaktionsdesign ute p& < IT > university
universitetet

@ < abbreviation >

The information required by the physician is more limited than what is asked for in the
example below:

Example 25. “How have you been?” (IraD10)
The physician is inquiring about the patient’s state of health since the last consultation

Speaker Transcription Translation into English

$D: jaa ja se: de // ska vi se: // Jja: |yeah I see: // let’s see: // well how have you been
hur ha de varit paula sedan sist paula since last time

$P: jo de: e inga problem faktist well there are no problems actually

This question is more open than in the previous example, allowing a wider range of responses
from the patient and encouraging more talk.
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The patients also use wh-questions to ask about the kind of treatment they will get (vad ska
jag gora [‘what shall I do?’]) and its length (hur lang tid rdknar ni att de tar en san hdr
[‘how long do you estimate it will take, such a?’], ndr far ja dka hem [‘when may I go
home?’]), seeking information about the location and causes of symptoms (e.g., about
gallstones: va har ja egentlien i sidan [‘what do I really have in my side?’], vad beror de pa
[‘what’s the cause?’]), as well as when they do not understand something (vadd for nat
[‘what?’], vad sa du [what did you say?’]). In a few cases, the patient asks about the
physician’s background, for example, hur ldnge har du varit likare (‘how long have you
been a doctor?’).

5.1.3.3 Fill-in-the-blank questions

Although few occurrences are observed in the data, fill-in-the-blank questions (/ucklimnande
fragor in Swedish) are worth mentioning here. Fill-in-the-blank questions are defined as
“uncompleted utterances of a type that can be regarded as intentionally interrupted in order to
appeal to the interlocutor for help to fill in one or more (timely) words” (Linell and
Gustavsson, 1987, p. 34; our translation from Swedish). An example of this question type is
provided below:

Example 26. “And once” (HuD4)
Talking about different kinds of narcosis

Speaker Transcription Translation into English

$D: m // var de e anestesi eller e nan |m// was it er anesthesia or er some injection
beddvning

$P: de va lokalbeddvning tvd génger it was local injection twice

$D: < tva génger [ lokalbed6vning ] > < twice [ local injection | > and once

4 en gang

@ < head movement: nods >
$P: [ a] [yeah ]

S$P: e ryggmdrgsbeddvning er spinal injection

5.1.3.4 Declaratives as questions

Questions can also be expressed by means of declaratives, which are sometimes called B-
event statements, a concept introduced by Labov and Fanshel (1977) for information that is
primarily known to recipient B but not to speaker A. B-statements are treated by interactants
as seeking confirmation (or disconfirmation). Consider the example below:

Example 27. “Vegetarian” (IraD10)
The physician is inquiring about the patient’s eating habits

Speaker Transcription Translation into English
$D: men du dter inte bara vegetarist but you don’t eat vegetarian (food) only
$P: na ja &dter e fisk & // kyckling no I eat er fish and // chicken

The physician’s question is about a fact known by the patient and is treated by the
interactants as a statement that not only needs confirmation, but also elaboration: the patient
states that she eats both fish and chicken.

Although yes/no questions and declarative questions have different forms, they have similar
functions. The difference might lie in the declarative questions’ being more directive than
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yes/no questions. For example, Lindholm (2003) notes that patients have a tendency to agree
with the physician. In addition, the use of declaratives instead of yes/no questions can also
indicate a more informal, casual tone of interaction (Pentz, 1996).

5.1.3.5 Free-standing phrases as questions

Free-standing phrases, such as adjective phrases, noun phrases, preposition phrases, verb
phrases, etc., can be used with an interrogative function. Lindholm (2003) mentions primarily
noun phrases used for questions. Wynn (1995) calls this phenomenon ‘“question lists™:
providers (primarily) use free-standing phrases while going through a number of questions in
a short period of time, in routine or formal tasks, completing a written form, etc. A free-
standing noun phrase used as a question is presented below:

Example 28. “Profession” (GerD12)
Physician inquiring about the patient's background

Speaker Transcription Translation into English

$D: < yrke > < profession >

@ < gaze: D is looking down and reading from another paper >

SP: e vardarinna er nurse

$D: < vardarinna > < nurse >

@ < hand gesture: D is writing >

In the example above, the physician is filling in the patient’s file, specifically the section with
the patient’s background information such as age, profession, etc. By reading the respective
sections of the patient’s file, the physician uses the names of the sections as questions.

5.1.3.6 Questions with particles

In the data, there are a number of questions that include all of the above-mentioned question
types except fill-in-the-blank, and end with eller (‘or’), da (‘then’) and va (‘don’t you’, ‘can’t
you’, ‘right’). In addition, a few questions that end with ja (‘yeah’), nej/nd (‘no’, ‘nah’), and
inte (‘not’) were found, used primarily by the non-Swedish physicians. This is not a Swedish
way of asking questions but is probably a transfer from the non-Swedish physicians’ native
languages.

Note that, as mentioned above, questions with particles are not different question types but
variations on the above-mentioned question types. Below, I provide a brief overview of their
functions and use in my data.

Questions with eller (‘or’)

Questions (yes/no or declaratives) with eller (‘or’) in post-sentential position are the most
common type of questions with particles in the material. Lindstrom (1990) calls them an “or-
inquiry,” which is defined as a “yes/no question or B-event that ends with the Swedish
conjunction eller,” produced and understood as a turn in its own right (p. 60). In addition, the
particle eller is designed to be heard as a constitutive component of its host TCU rather than
as an add-on post possible completion. There is no pause or hesitation at the syntactic
completion point between the penultimate word and eller. In my analysis, I follow these
criteria. Cases when interruptions occur are excluded. If there is an overlap and the utterance
is complete, it is included.
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Example 29. “Diet” (SweD3)
Prescription. Talking about diet

Speaker Transcription Translation into English
$D: vill du h&lla diet eller do you want to follow a diet or
SP: ja forsoker ITwill try

The excerpt above exemplifies the use of a yes/no question with eller; by the physician
requests information on whether the patient wants to follow a diet. By using eller, the
question points to possible alternatives.

An example of a patient using a question with eller is provided below:

Example 30. “Back to Hungary or” (HuD3P7)
The patient is asking if the Hungarian physician is planning to go back to Hungary

Speaker Transcription Translation into English

$P: e s& du ska tillbaks till ungern er so you will go back to hungary later or
sedan eller

$D: e de &r en intressant fraga er that's an interesting question

As above, the patient uses the declarative + eller to allow an alternative answer from the
physician.

To summarize, the function of questions with eller is basically similar to the functions of yes/
no and declarative questions. However, the use of eller in post-sentential position means that
the question allows for an alternative. It is probably a more careful, less direct and less
encroaching way of asking questions.

Questions with da (‘then’)

According to Eriksson (1988), the particle dad (‘then’) used after a question marks the
anticipated disapproval of some possible answers to the question (p. 106). In her analysis of
da in questions used by physicians, Lindholm (2003) cites Hakulinen and Saari (1998) as
saying that questions with da typically function as fortsdttningsfragor (‘continuation
questions’) (p. 131) when the speaker wants more information about something previously
discussed in the interaction.

The example below illustrates the use of dd by a patient:

Example 31. “Take tests now” (SweD4P49)
Talking about taking a blood sample

Speaker Transcription Translation into English

SD: du // va . de"géller c'iin mage sa . well // about your stomach I guess we consider that
tycker vi vdl att vi har e: / 18st we have er / solved the problem now
problemet nu

$P: asd ja really yeah

$D: men visst / har vi tat < blodprovena |put I think / we've already taken the < blood tests
redan eller > haven't we >

@ < gaze: looking at the nurse >

$N: ndh [1 han f&r ta de nu ]1 no [1 he can take it now ] 1

SP: [:} j;:\ men ;‘!a fick inte ]:} gjort de / [1 yes but I did not |1 get it done / I’ll go and take it
<f1§r %a ga a ta de efterat [2 nu afterwards [2 now then |2
a ]
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$D: [2 ja ]2 // visst vi ska gbra de [2 yes ]2 // sure we’ll do it afterwards now
efterdt nu

Here, the patient hears what the nurse and the physician are saying about him having a test.
He summarizes what they have said and asks if he can take the test now.

A question with the particle da may also mark the connection to what was said earlier in the
interaction and introduce something new (inference marker; Lindstrom, 1990). However, |
did not find any such examples in my data.

Questions with va (‘don’t you’, ‘can’t you’, ‘right’)

Few occurrences of questions ending with va, translated into English as the tag ‘can’t/don’t
you?’, are observed in the data. Eriksson (1988) cites Andersson (1976) as stating that va can
have two functions: either the speaker wants the listener to verify what has been said or the
speaker is checking to find out whether the listener has followed and understood what is
being said. Consider the example below:

Example 32. “You want to” (IraD8)
The physician and patient are discussing the wait time for surgery

Speaker Transcription Translation into English

$D: ja tror inte att du ska ga flera I don't think that you'll wait several months
ménader

$P: nid fér d& &ker ja utomlands vet du |no because then I'll go abroad and fix it you know
& fixar de

$D: jo de e klart att du kan gora va du \well yeah of course you can do whatever you want
vill va [ de kan du ] right [ you can ]

$P: [ ja ja visst ] de gbr ja ju for [ yeah of course ] I do that you know because I don't
att ja (...) inte en chans (...) have a chance

$D: du vill bli opererad direkt va you want to have surgery immediately don't you

$P: ja (...) latt e ja har vérk hela |yeah (..) that er I'm in constant pain // I feel like half|
tiden // ja kdnner mej som en halv |y wan [ can’tlift anything
karl ja kan inte lyfta nénting

In this example, the physician uses va (‘don’t you?’) to invite the patient to verify what he
says about the planned treatment.

Questions with ja (‘yes’), nej (‘no’), né (‘nah’) and inte (‘not’)

Few occurrences of questions with the particles ja/nej/nd (‘yes’/’no’/’nah’) or the adverb inte
(‘not’) are observed in the corpora. The questions with the above-mentioned particles
typically govern the interlocutor’s response; for example, questions with ja (‘yes’) seek
confirmation from the interlocutor:

Example 33. “Hurts now, yes?” (IraD9)
The physician is examining the patient’s eye

Speaker Transcription Translation into English

$D: nej de // om du kan va [sndll & ] no it // could you [ please ] put your chin // hurts now
sdtta hakan // svider nu ja yes

$P: [ Ja ] [yes]

$P: ja ja ska bara blinka till lite sd |yes just let me blink a little like that
dar

Here, the Iranian physician asks (judging from the questioning intonation) the patient whether
his eye hurts and the patient confirms it. Ja is used as an eliciting particle, which is
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uncommon in Swedish and might be a transfer from the physician’s native language.

5.1.3.7 Disjunctive questions

Disjunctive (or alternative) questions present alternative states of things and require
information about which of them is true (Teleman et al., 1999, vol. 1, p. 153*). The
alternatives are connected by eller (‘or’). Lindholm (2003) defines disjunctive questions as
consisting of nominal or adverbial phrases connected with eller:

Consider the example below in which adverbial phrases are used:

Example 34. “Weight” (SweD1)
Talking about weight

Speaker Transcription Translation into English
$D: aak/ ha du gdtt upp eller ner i well / have you gained or lost weight

vikt
$P: de & samma it's the same

However, when the units connected with eller are full clauses, they are treated as MUQT in
Lindholm (2003), for example:

Example 35. “Drops” (IraD9)

Speaker Transcription Translation into English

$D: har du slutat med dropparna eller did you stop taking the drops or do you have the
har du dropparna drops

SP: nej ja droppar kvar no I have drops left

In the example above, the two questions connected with eller relate to different things, which
is why the turn is called an MUQT. This is discussed in more detail below. It is also
interesting to point out that the patient misunderstands the physician’s question. What the
physician actually is asking is if the patient is still taking the drops, while the patient
interprets the question as “do you have any drops left?”

24. In SAG, the expression alternativ fraga (‘alternative question’) is used.
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5.1.4 Multi-unit questioning turns (MUQTSs): Qualitative
analysis of question types

Linell et al. (2003) distinguish two types of MUQTs from a syntactic perspective. The first
type comprises the so-called framing questions (i.e., MUQTSs which include “one or several
statements (S) usually before but sometimes after the interrogative unit(s), (‘question’: (Q)”).
The second type of MUQTSs “comprise exclusively a sequence of interrogatives (two or more
Qs)” (p. 549). Both types are represented in the data and will be discussed in more detail
below. I follow Lindholm (2003) in not characterizing as MUQTs those turns which are
interrupted by receipt or acknowledgment (feedback) tokens from the interlocutor.

5.1.4.1 MUQTs consisting of statement(s) and question(s) (framing
questions)

According to Linell et al. (2003), MUQTs that consist of one or more statements that provide
some background to the question(s) that follow(s) are called framing questions. Consider the
example below:

Example 36. “What medication do you use?” (RusD18)
Talking about medication

Speaker Transcription Translation into English

$D: ja / vi har inte pratat om e yeah / we haven’t talked about er medication your

mediciner dina mediciner vilka medication what medication do you use
mediciner anvander du

$P: e [de ] er[it]

$D: [vilka ] mediciner stdr du p& [what ] medication are you on

The MUQT consists of a statement (vi har inte pratat om e mediciner dina mediciner [‘we
haven’t talked about er medication your medication’]) followed by a wh-question about the
medication the patient is taking. Here, the statement provides the introduction to the question.

5.1.4.2 MUQTSs consisting of questions
The types of MUQTs that consist of several questions differ on the basis of the type of
relationship between the questions.

The most common kind is the so-called question cascade (Clayman and Heritage, 2002, as
cited in Linell et al., 2003), where the relationship between the questions is a particularizing
(specifying) one (i.e., each following question is a specification of the preceding one,
defining a more narrowly based query). It is exemplified by the excerpt below:

Example 37. “Pain in the arm” (HuD3)
Inquiring about the pain in the patient’s arm after surgery

Speaker Transcription Translation into English
$D: har < dy > / ONT nanstans / har du |does it HURT somewhere / does your arm still hurt
ont e: i armen fortfarande

@ < SO: du/you >
$P: ‘ja ‘a ‘yeah
@ < abbreviation >

Here, the physician first asks if the patient feels pain somewhere. The more general question
(har dy ONT ndnstans [‘does it HURT somewhere?’ (literally: ‘have you PAIN
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somewhere?’)]) is followed by the more specific one (har du ont e i armen fortfarande [ ‘does
your arm still hurt?’ (Literally: ‘have you pain in the arm still?”)]). This is the most frequent
MUQT type in the data produced by the physicians. However, only one occurrence of this
type is produced by a patient (the patient inquires about her future treatment and asks the
physician about what will happen to her: va hédnder da far jag medicin da [‘what happens
then, will I get medication then?’]).

Another kind of MUQT consisting of a number of questions is the so-called question
paraphrase (Linell et al., 2003), in which two or more questions in a sequence are variants
of the same question (i.e., the same question is presented in different words, for example,
using a more colloquial style instead of formal language). However, the authors point out that
the boundary between MUQTs with a specifying relationship between the component
questions and MUQTs that include question paraphrases is far from clear-cut. In my data, the
non-Swedish physicians are observed using question paraphrases often, due to their language
problems, to ensure that their patients understand:

Example 38. “How did you get?” (HuD3)
History taking. Inquiring about the origin of symptoms

Speaker Transcription Translation into English

$D: mhm mhm okej okej // e hur fick du |mhm mhm okay okay // er how did you get these <I

dom hédr <1 smdr+ >1 e dom har sdren pain+ >1 er these wounds then // how did it become
da // hur blev <2 sd hiar >2 // <2 like this >2 //

@ <1 cutoff: smarta/pains>1
@ <2 hand gesture: right hand pointing at stomach >2

$P: all < pressen menar (du) > ja de va|all < the pressure > (you) mean > well that’s a good
en bra fraga question

@ < hand gesture: right hand on stomach >

The physician in this case simply repeats the same question because of problems finding the
right word.

Yet another type of MUQT consists of collateral questions, that is, several questions that
appear not to have any relationship to each other (Linell et al., 2003). However, as Linell et
al. mention, there is often a “super-topic” that causes the questions to be delivered together.
Few examples are present in my data. One of them is presented below:

Example 39. “Symptoms” (HuD3)
The physician is asking the patient about her current condition

Speaker Transcription Translation into English

$D: e va kanner du < 1 hér kanner du >1 \¢r what do you feel <I here do you feel >1 <2 the
<2 trycket / <3 tjénner >3 du >2 / | .oqure /<3 do you feel >3 >2 / er <4 nauseous >4

e: <4 illamdendekidnsla >4 / <5 < S5 <f B .
kinner du att ndgonting >5 <6 tar / <5 do you feel something >5 <6 hindering er to
swallow >6 / foo:d

emot att e svdlja >6 / ma:t

@ <1 hand gesture: with left hand >1

@ <2 hand gesture: with left hand on his shoulder >2
@ <3 hand gesture: with left hand, SO: kanner/feel >3
@ <4 hand gesture: with both hands >4

@ <5 hand gesture: with left hand >5

@ <6 hand gesture: with left hand pointing at his throat >6

$P: ja mdr inte illa / naeh 1 don't feel sick /nah
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The common topic of all three questions is “symptoms.” The physician is inquiring about
different kinds of symptoms (pressure in the chest, nausea and problems with swallowing).
Another example of this MUQT type is a turn that consists of two questions: a har du blivit
undersokt e me lungrontgen / ndr va sista gangen du har varit undersokt me lungréntgen
(‘well, have you had an X-ray examination / when was the last time you were examined?’).
One of the questions refers to whether the patient had an X-ray and the second to when it
took place.

Collateral questions can also be connected with eller (‘or’), for example:

Example 40. “Up a little bit” (SweD9)
Talking about the patient's work

Speaker Transcription Translation into English

$D: kdnner du dej i skick att orka soka |do you feel well enough to search for a job the way

jobb som du kidnner dej NU eller you feel NOW or do you need to get up a bit first
maste du forst upp en bit

$P: ja méste upp en bit I need to get up a bit

Here, the two questions connected with eller (‘or’) present two alternatives, which are related
by a common topic: the patient’s job search.

The opposite to the particularizing type of question mentioned above are the so-called
generalizing appended questions (Q + eller + Q +...), which broaden rather than narrow the
range of possible answers (Linell et al., 2003). Consider the example below:

Example 41. “Taking blood tests” (SweD3)
The physician is inquiring about the patient's blood tests

Speaker Transcription Translation into English
$D: va de HAR dom tog de eller var de |was it HERE they took them or was it
$P: tog blodprovena hadr ja took the blood tests here yeah

Here, the second element in the turn extends the possible response range. Lindholm (2003)
comments on the incompleteness of the second component in discussing whether it is treated
as a TCU or not. I would state that, in the majority of cases, if there is no interruption that
prevents the speaker from completing the utterance, this incompleteness has a generalizing
function.

5.1.4.3 Unclear cases
In a few cases, it was difficult to decide what kind of turn a question constituted. One of them
is the example below:

Example 42. “Cold all the time” (IraD7)
The physician is inquiring about the patient’s state of health since the last consultation

Speaker Transcription Translation into English

$D: men e ja skulle bara fréjlga en / but er I was just going to ask you one / ask you
stdlla en annan fraga till dej / another question / have you been / well er / lately / I

har du varit / frisk under den e / mean when you have a cold have you had the cold
senaste tiden / ja menar ndr du e

forkyld har du varit < hel+ > hela < a+> all the time or / you have been well for one
tiden férkyld eller / du har varit |(wodaysand then/
frisk en tvd dagar & sen /

@ < cutoff: hela/all >
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$P: jag har ként mej halvdali men / men | have felt partly bad (literally: half bad) / but I've

ja har trénat &nd& / & sd har de taken exercise anyway / and then I got worse
< blitt > varre

@ < SO: blivit/got >
Here, from one perspective, the physician’s turn, which is introduced by a metastatement or
“preliminary,” can be coded as one that includes a more general question followed by a
specifying question. However, it can also be seen as an example of paraphrase.

5.1.5 Quantitative analysis of question types

In this section, I will present quantitative results concerning the use of questions by the
physicians and their patients in both corpora. I will start with an overview of the data on
SUQTs, followed by an overview of the data on MUQTs. %2 tests were used to test the
significance of differences.

5.1.5.1 Single-unit questioning turns (SUQTS)

General overview

I start with an overview of the total number of SUQTs, namely simple questions produced by
non-Swedish physicians, Swedish physicians and their respective patients. As the sizes of
corpora differ, in order to be able to compare the use of questions, I calculated the percentage
of each question type in relation to the number of utterances produced by the physicians/
patients. The utterances were counted using 7al-till-tal (Hartzell and Mékk, 2003).

Table 48: SUQTs: overview. Percentage of questions out of total number of
utterances

Non-Swedish Swedish physicians |Patients of non- Patients of Swedish
physicians Swedish physicians |physicians

Total number of utterances 3875 2867 4056 2945

Total number of SUQTs 810 491 129 85

% of SUQTs 21% 17% 3% 3%

The table shows that the physicians use considerably more questions than the patients in both
intercultural and Swedish-only medical consultations. The differences are statistically
significant (the difference between the non-Swedish physicians and their patients: y2 =
596.33 [df = 1], p <.001; and between the Swedish physicians and their Swedish patients: 2
= 329.94 [df = 1], p < .001). This is not surprising, as in a medical consultation it is the
physician who asks questions in order to get information about the patient so he/she can make
a diagnosis and prescribe suitable treatment.

Comparing the non-Swedish and Swedish physicians, the non-Swedish physicians asked
more questions than the Swedish physicians (2 = 15.09 [df = 1], p < .001). This can be
explained by the fact that ICCMedConsult contains more consultations and more consultation
types than SweMedConsult.

Comparing the patients of non-Swedish and Swedish physicians, it can be observed that the
percentage of simple questions is similar (3%)>. Thus, there seems to be no difference in the

25. I present the y2 values only when there is a significant difference.
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number of questions asked by patients in intercultural and Swedish medical consultations.

We shall now turn to the distribution of different question types in the corpora. In Table 49, 1
present the percentage of each question type out of the total number of questions, for the
physicians and patients.

Table 49: SUQTs: distribution of different question types (in absolute numbers and
percentage of total questions)

Number of Yes/no |(Wh Declara |Phrasal |Disjunct |Fill- Questions with particles
occurrences per tive ive in-the- . .
, eller da va ja/nej/
question type/ blank nélinte
percentage of
question type
Non-Swedish physicians
234 169 102 142 38 14 89 7 4 11
29% 21% 13% 17% 5% 2% 11% 1% 0.5% 1%
810
Swedish physicians
176 67 97 56 11 5 38 36 1 4
36% 14% 20% 11% 2% 1% 8% 7% 0.2% 0.8%
491
Patients of non-Swedish physicians
26 39 20 11 3 1 8 20 1 0
20% 30% 15% 9% 3% 1% 6% 16% 1% 0%
129
Patients of Swedish physicians
26 17 21 4 2 0 9 5 1 0
31% 20% 25% 5% 2% 0% 11% 6% 1% 0%
85
*The numbers do not add up to 100% because of rounding.

Yes/no questions are the most common question type for the physicians, representing 29% of
the simple questions used by the non-Swedish and 36% by the Swedish physicians.

No statistically significant differences are observed in the frequencies of yes/no, declarative
and fill-in-the-blank questions between the non-Swedish and Swedish physicians. Too few
occurrences of questions with the particles va, ja/nej/nd and da were found in the data to
draw any conclusions concerning differences between the groups of physicians.

The non-Swedish physicians use wh-questions, questions with eller, phrases as questions
and disjunctive questions more than the Swedish physicians.

Statistically significant differences were observed between the non-Swedish and Swedish
physicians in their frequencies of use of wh-questions (2 = 19.99 [df = 1], p < .001),
questions with eller (2 = 8.42 [df = 1], p <.01), phrases as questions 2 = 16.93 [df = 1], p
<.001) and disjunctive questions (¥2 = 8.15 [df = 1], p <.01).

The Swedish physicians use somewhat more questions with dd than the non-Swedish
physicians, though no statistically significant difference is observed.

Concerning the patients, too few occurrences of the patients asking the physicians questions
exist in the data to draw any conclusions.
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The fact that more wh-questions are observed in the speech of the non-Swedish physicians
might stem from a number of factors. One possible explanation is the difference in
consultation types included in the ICCMedConsult and SweMedConsult corpora.
Consultations in the field of anesthesiology, gynecology, ophthalmology, rehabilitation,
intensive care, orthopedics, general practice, and surgery are represented in ICCMedConsult
while only general practice and surgery consultations are included in SweMedConsult. This
aspect might result in more question types being produced by the physicians in general, and
more wh-questions in particular. Wh-questions are primarily used in history taking. The
larger number of consultations and variety of types and, consequently, the fact that there are
more instances of history taking might result in the higher number of wh-questions in the
ICCMedConsult corpus.

Another tentative explanation for the greater use of wh-questions by the non-Swedish
physicians can be illustrated by the following excerpt from a consultation. A Hungarian
physician comments to the patient that it is very important to take the patient’s history:

$D: e: min Overldkare frdgade mej att e e gdra en e / anamnes och de e jatteviktit
att f48 en bra anamnes frén patienten

8D: er: my senior physician asked me to er er take er / anamnesis and it is awfully important to get a good anamnesis from
the patient.

Being new in their workplace and attempting to do their best might result in the non-Swedish
physicians’ being particularly thorough when collecting information from their patients (the
non-Swedish physicians’ meticulousness was reported by the patients, see section 4.6 above).
As wh-questions from the physicians limit the patients’ responses less than yes-no questions
and declaratives, their more intensive use by the non-Swedish physicians might be a
consequence of their striving to give their patients more options for responses because they
want as much information as possible from them. (One should bear in mind that though wh-
questions vary in their “degree of openness,” as shown, they still allow a greater response
range than “closed-ended questions.”)

Questions with eller are used more by the non-Swedish than by the Swedish physicians. As I
mentioned above, the use of eller with closed-ended questions can point to possible
alternative answers. It might also reflect a less encroaching way of asking questions.

Concerning the non-Swedish physicians’ more intensive use of phrases as questions, I
presume that language competence might play a role here; using phrases for questions is
easier for a non-native speaker than formulating syntactically complete questions.
Furthermore, the use of the patient’s file as a support is another tentative explanation of the
greater frequency of this question type in the non-Swedish physicians’ speech. The same is
true of questions with dd. The fact that the non-Swedish physicians did not adopt this strategy
might depend upon language competence, among other things. In addition, this question type
is less important in this activity than other types (e.g., wh- and yes/no questions), which is
another possible explanation.

In addition, the individual questioning behavior of physicians may also play a role in the
cases above.

To summarize, activity influence and participants’ roles explain why the physicians ask more questions
than the patients in both intercultural and Swedish medical consultations. Concerning similarities between
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the participants, yes/no questions are the most common tpe for both non-Swedish and Swedish
physicians. No statistically significant differences in the frequencies of yes/ no, declarative and fill-in-the-
blank questions between the physicians are observed. The non-Swedish physicians use more wh-questions
and more questions with eller than the Swedish physicians, which might be due to individual differences
in questioning behavior and to the non-Swedish physicians’ extra thoroughness in collecting information
from their patients. The non-Swedish physicians use phrases as questions more than the Swedish
physicians, which might be due to their language competence (i.c., using phrases for questions is easier for
a non-native speaker than using syntactically complete questions). Use of the patient’s file as a support is
another possible explanation. As for the patients, too few data are available to draw any conclusions
concerning the distribution of question tpes. However, it can be observed that the percentage of questions
out of the total number of utterances for the patients is similar for the patients of both non-Swedish and
Swedish physicians (3%).

Gender
Table 50 presents the use of questions in the four gender combinations.

Table 50: SUQTSs: gender

Number of |Yes/no (Wh Declara |Phrasal |Disjunct |Fill- Questions with particles Total #

occurrences tive ive in-the- I da ia/nei/ of

per question blank efler va fé;’ii!te questi

type/ ons per

percentage gender

of question com

type bination

Non-Swedish physicians

M phs-M pat 85 56 32 39 16 6 14 4 3 8 263*
32% 21% 12% 15% 6% 2% 5% 2% 1% 4%

M phs—Fpat 69 33 20 57 8 7 9 1 0 2 206
34% 16% 10% 28% 4% 3% 5% 1% 0% 2%

F phs—F pat 34 38 16 21 7 0 25 1 1 1 144
24% 26% 11% 15% 12% 0% 17% 1% 1% 1%

F phs-M pat 46 42 34 25 7 1 41 1 0 0 197
23% 21% 17% 13% 4% 1% 21% 1% 0% 0%

Swedish physicians

M phs-M pat 50 21 22 10 0 1 2 12 0 2 120
42% 18% 19% 8% 0% 1% 2% 10% 0% 2%

M phs-Fpat 88 23 30 27 4 3 19 21 1 0 216
41% 11% 14% 13% 2% 1% 9% 10% 0.5% 0%

F phs-F pat 33 20 42 15 5 1 16 2 0 2 136
24% 15% 31% 11% 4% 1% 18% 2% 0% 2%

F phs-M pat 5 3 3 4 2 0 1 1 0 0 19
26% 16% 16% 21% 10% 0% 5% 5% 0% 0%

*The numbers do not add up to 100% because of rounding.
It is difficult to draw any conclusions from the table above, as it is questionable whether there
are enough data. The disjunctive and fill-in-the-blanks questions and those with da, va, ja/
nej/nd, and inte are represented by too few instances. However, tentative observations can be
made concerning the other question types. They are presented below.

The male non-Swedish physicians use more yes/no questions when talking to their male
patients (M phs—M pat) than are observed in the consultations between female non-
Swedish physicians and their female patients (F phs—F pat), y2 =9.4 (df=1), p <.01. No
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significant differences between the same-sex combinations are observed for the Swedish
physicians. The use of this question type by physicians in cross-sex encounters (M phs—F pat
and F phs—M pat) shows no significant differences for either the non-Swedish or Swedish
physicians.

Looking at the use of wh-questions, no statistically significant differences can be
observed between M phs-M pat and F phs-F pat for non-Swedish or Swedish
physicians. The same is true of declarative questions. However, the male non-Swedish
physicians use wh-questions and declaratives less when talking to female patients (M phs—F
pat) than female non-Swedish physicians talking to male patients (F phs—M pat) (x2 = 16.310
[df = 1], p <.001 and %2 = 20.26 [df = 1], p < .001, respectively). No significant differences
were found between Swedish physicians in the cross-sex encounters.

Concerning phrasal questions, no significant differences were found between the same-
and cross-sex consultations for physicians in both corpora.

Another interesting observation is that female non-Swedish and Swedish physicians
talking to female patients (F phs—F pat) use questions with eller more than male non-
Swedish and Swedish physicians talking to male patients (M phs—M pat). The differences
are significant (non-Swedish physicians: y2 = 7.9 [df = 1], p < .01; Swedish physicians: y2 =
10.79 [df = 1], p <.01). Moreover, female non-Swedish physicians talking to male patients (F
phs—M pat) use more questions with e/ler than male physicians talking to female patients (M
phs—F pat)(y2 = 51.839 [df = 1], p < .001). No significant differences were found between the
same combinations for Swedish physicians.

To sum up, male non-Swedish physicians talking to male patients use more yes/ no questions than female
non-Swedish physicians talking to female patients, while no differences are observed for Swedish
physicians in the same-sex combinations.

Here, it is possible to assume tentatively that male non-Swedish physicians talking to male
Swedish patients use a more “matter-of-fact” style with their yes/no questions than the female
physicians talking to female patients; as a result, they obtain precise and to-the-point
responses from their male patients. However, as the Swedish male physicians talking to their
male patients do not show the same tendency, it is not certain that gender is the influencing
factor here.

No significant differences are observed in the use of wh-questions, declarative questions and phrases as
questions by physicians in same- and cross-sex combinations in either group, except that male non-
Swedish physicians talking to female patients use less wh- and declarative questions than female non-
Swedish physicians communicating with female patients.

Again, it is complicated to explain these findings. However, it is possible that, in general,
male and female physicians’ questioning behavior does not depend on gender.

Both female non-Swedish and female Swedish physicians talking to their female patients use more
questions with eller than male physicians talking to male patients; in addition, female non-Swedish
Dphysicians use even more eller questions when talking to male patients than when talking fo female
patients.

As mentioned above, questions with eller allow for an alternative and they constitute a less
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direct and possibly more consensus-seeking way of asking questions than yes/no and
declarative questions. Thus, the use of questions with eller may indicate a more consensus-
seeking way in which female physicians talk to their patients?

Cultural groups

Below, I present an overview of question use by physicians in the different cultural groups.
As the number of questions for the patients is too small, no comparison is possible.

Table 51: SUQTSs: physicians of different cultural groups. Number of occurrences (in
absolute numbers) and percentage of each question type out of total number of
questions

Number of Yes/no (Wh Declar |Phrasal | Disjunc | Fill- Questions with particles Total # of
occurren(_:es ative tive in-the- eller d3 va jalnej/ questions
per question blank nélinte

type/

percentage of
question type

Hungarian physicians

88 45 22 30 20 7 30 1 0 0 243

36% 19% 9% 12% 8% 3% 12% 1% 0% 0%
Iranian physicians

100 80 55 73 12 1 47 4 4 7 383

26% 21% 14% 19% 3% 0.3% 12% 1% 1% 2%
Mixed group physicians

46 44 25 39 6 6 12 2 0 4 184

25% 24% 14% 21% 3% 3% 6% 1% 0% 2%

*The numbers do not add up to 100% because of rounding

I do not have enough evidence to form any definite conclusions concerning the relationship
between the physicians’ cultural backgrounds and their use of questions. The distribution of
question types is similar in all three cultural groups (i.e., yes/no questions are the most
common, followed by wh-, phrasal and declarative questions as well as questions with eller).
This might indicate that the use of questions is more influenced by activity, gender and
language acquisition than by cultural/linguistic background, which supports the few previous
studies on the relationship between questioning behavior and culture (Ohtaki et al., 2003; van
den Brink-Muinen et al., 2000).
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5.1.5.2 Multi-unit questioning turns (MUQTS)

General overview

In this section, I present a general overview of the use of MUQTs by the participants in
intercultural and Swedish-only medical consultations. As with the overview of SUQTs,
provided above, I will start with a general overview of MUQTs:

Table 52: MUQTs: overview. Percentage of questions out of total number of
utterances

Non-Swedish Swedish physicians |Patients of non-|Patients of Swedish
physicians Swedish physicians |physicians

Total number of utterances 3875 2867 4056 2945

Total number of MUQTs 100 61 0 7

% of MUQTs 3% 2% 0% 0.2%

The table shows that MUQTSs represent 2% to 3% of the total number of utterances in the
speech of the physicians in the two corpora. Few occurrences of MUQTSs were found in the
patients’ speech. This is similar to what Lindholm (2003) observed in her data (i.e., the
physicians use more MUQTs than their patients). No statistically significant differences in
the number of MUQTs can be observed between the non-Swedish and the Swedish
physicians

Table 53: MUQTs: distribution of different types in relation to the total number of
MUQTs (in absolute numbers and percentage of total questions)

MUQTs MUQTs MUQTs MUQTs
S+Q/ Q+Q S+Q/ Q+Q
Q+$ Types of MUQTs with regard to relation between Q+S Types of MUQTs with regard to
. component questions of MUQTs ) relation between component
Framing Framing .
) .~ |questions of MUQTs
questi questi
ons Specifying | Paraphra |Collate |Generalizing [Unclear ons Specifying |Paraphra |Collate
ses ral appended |cases ses ral
Non-Swedish physicians Patients of non-Swedish physicians
Total: 12 50 17 17 3 1 Total: 0 0 0 0
12% 50% 17% 17% 3% 1% 0% 0% 0% 0%
100 0
Swedish physicians Patients of Swedish physicians
Total: 8 25 6 15 6 1 Total: 4 1 1 1
13% 41% 10% 24% 10% 2% 58% 14% 14% 14%
61 7

To start with the physicians, there are no striking differences in the distribution of different
types of MUQTs between the non-Swedish and Swedish physicians. However, I would like
to note that MUQTs with a specifying relationship between the component questions and
question paraphrase MUQTs are somewhat more common for the non-Swedish physicians
(specifying 50% and paraphrases 17% in the non-Swedish physicians’ speech and 41% and
10% in the Swedish physicians’ speech), although no statistically significant differences in
the frequencies between the native and non-native physicians are observed. I presume that the
more intensive use of the above-mentioned MUQT types by the non-Swedish physicians may
be linked to their language issues, as they attempt to make themselves understood and to be
as clear as possible. It is not uncommon for native speakers to find that non-natives repeat
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what they have already said.

The fact that the patients prefer the statement + question (S+Q) type is not surprising and has
already been mentioned by Lindholm (2003).

Gender
Concerning gender, the numbers are too small to draw definite conclusions, so I will simply
present some observations.

Table 54: MUQTSs: gender

MuQT MuQT Total
S+Q/Q+S Q+Q per gender
Types of MUQTs with regard to relation between combination
. component questions of MUQTs
Framing
questions | Specifying Paraphrases |Collateral Generalizing Unclear cases
appended
Non-Swedish physicians
M phs-M pat 6 14 6 7 1 0 34*
18% 41% 18% 21% 3% 0%
M phs-Fpat 4 10 3 6 1 0 24
17% 42% 13% 24% 4% 0%
F phs-F pat 1 10 3 2 0 1 17*
6% 60% 18% 12% 0% 6%
F phs-M pat 1 16 5 2 1 0 25
4% 64% 20% 8% 4% 0%
Swedish physicians
M phs-M pat 3 2 2 4 3 0 14
21% 14% 14% 28% 21% 0%
M phs-Fpat 2 9 3 4 3 0 21*
10% 43% 15% 19% 15% 0%
F phs—F pat 3 1 1 7 0 0 22
14% 50% 5% 32% 0% 0%
F phs-M pat 0 3 0 0 0 1 4
0% 75% 0% 0% 0% 25%
*The numbers do not add up to 100% because of rounding.

It is interesting that consultations in which MUQTs include a statement primarily involve
male physicians (10 out of 11 occurrences for the non-Swedish physicians and 5 out of 8 for
the Swedish physicians). Again, although I avoid drawing any definite conclusions, male
physicians seem to show a tendency to use more S+Q/Q+S type MUQTs than female
physicians. Possibly, males are more likely than females to provide grounds for their
questions.
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Cultural groups
The data on the different cultural groups are presented in Table 55.

Table 55: MUQTs: physicians of different cultural groups. Number of occurrences
(in absolute numbers) and percentage of each question type out of total number of
questions

MUQTs MUQTs Total
S+Q/Q+S Q+Q number of
) Types of MUQTs with regard to relation between questions
Framing .
) component questions of MUQTs
questions
Specifying Paraphrases |Collateral Generalizing |[Unclear
appended cases
Hungarian 5 20 8 10 2 0 45
physicians 11% 44% 18% 22% 4% 0% 100%*
Iranian physicians 4 19 4 3 0 1 31
13% 62% 13% 10% 0% 3% 100%*
Physicians in the 3 11 5 4 1 0 24
Mixed group 13% 46% 21% 17% 4% 0% 100%*
*The numbers do not add up to 100% because of rounding.

The Hungarian physicians use more MUQTs than the Iranian physicians (y2 = 7.07 [df = 1],
p < .01) or the physicians from the Mixed group (¥2 = 10.57 [df = 1], p < .01). The
Hungarian physicians are the ones who had spent the least time in Sweden, so this might be
an indication that physicians with the least language skills use MUQTs more, in order to
ensure that their questions are clear and explicit.

5.1.6 Results, discussion and conclusions on information
seeking

To summarize the results presented above, I have analyzed and compared how questions are
asked by non-Swedish and Swedish physicians and by their patients. Although I attempted to
use a questionnaire to find out whether the patients think there are differences between non-
Swedish and Swedish physicians, this study was primarily based on an analysis of recorded
medical consultations.

The data analysis shows that there are both similarities and differences in questioning
behavior between non-Swedish and Swedish physicians and their patients.

To start with the similarities: both the non-Swedish and Swedish physicians ask more
questions than their patients, which can be explained by the influence of activity and has
already been mentioned in earlier research (e.g., Ainsworth-Vaughn, 1998; Lindholm, 2003).
However, no difference in the number of questions asked by patients in the ICCMedConsult
and SweMedConsult corpora can be observed; in other words, I have no evidence that
Swedish patients ask more questions when communicating with Swedish physicians than
with non-Swedish physicians.

Thus, the patients of the Swedish physicians appear not to be more active questioners than the patients of
the non-Swedish physicians, from which it can be concluded that the fact that a physician is a non-native
Speaker and a representative of a culture different from the patient’s might not influence a patient’s
questioning behavior.
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The findings of this study also support previous research in showing that yes/no questions are
the most common type used by physicians (Ainsworth-Vaughn, 1998; Lindholm, 2003) and
that framing questions are common in the speech of patients (Lindholm, 2003). In general, I
have observed that both Swedish and non-Swedish physicians use the same question types.
Moreover, no significant differences in distribution of such “simple question” (SUQT) types
as yes/no, declarative, and fill-in-the-blank, or of MUQTs, are observed between the non-
Swedish and Swedish physicians. Unfortunately, some question types were used to a very
limited extent (e.g., disjunctive questions, questions with dd), which prevents one from
drawing any conclusions about their frequency of use.

As 1 have mentioned, more intensive use of so-called closed-ended questions (which
commonly include declaratives, yes/no questions, and tag-questions; see, for example, Gnisci
and Bonaiuto, 2003) by the physicians often indicates greater physician dominance while the
use of so-called open-ended questions (wh-questions) is considered a sign of the physician
giving the patient more space for comments and results in more patient involvement and,
therefore, a more egalitarian relationship between the two participants.

Although 1 have pointed ont that this view of the relationship between power and questioning behavior is
over-simplified, the results of this study do not show that there are differences in the frequencies of use of
yes/ no and declarative guestions (too few occurrences of disjunctive questions are represented in the data),
indicating that the non-Swedish physicians do not exhibit more dominant questioning bebavior than the
Swedish physicians.

Concerning differences, a tentative explanation for the more frequent use of wh-questions by
the non-Swedish than the Swedish physicians might be that the non-Swedish physicians are
new in the workplace and attempting to do their best in, among other things, collecting
information from patients, which might result in their being more thorough in asking
questions.

The language acquisition factor is a tentative explanation of the fact that the non-Swedish
physicians use more phrases as questions in talking to their patients than the Swedish
physicians do. The use of phrases instead of syntactically complete questions might be a
result of problems formulating messages as well as of using the patient’s file as a support
tool, as pointed out by Wynn (1998). If we return to the comments provided in the
questionnaire, the patients commented that the non-Swedish physicians asked shorter
questions. Probably the intensive use of phrasal questions by the non-Swedish physicians is
the reason for these comments.

The level of language competence might also account for the fact that the non-Swedish
physicians ask few questions with da (complexity of use). MUQTs with a specifying
relationship between the component questions and ones that include the question-paraphrases
are more common for the non-Swedish than the Swedish physicians, which may be linked to
the non-native physicians’ attempts to be as clear as possible in a language they have not
fully mastered. The fact that the Hungarian physicians use more MUQT than the physicians
from Iran and the Mixed group might indicate that the physicians with the least language
competence use MUQTs more, in the hope of being clearer and more explicit.

Concerning gender, questions with eller are used more by female physicians, which might
reflect a more consensus-seeking way of asking questions. Though I have also observed other
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tendencies, such as the male non-Swedish physicians’ using more yes/no questions in talking
to male patients than the female non-Swedish physicians use in communicating with female
patients, it is difficult to draw any definite conclusions.

In addition, such factors as the physicians’ individual questioning behavior may also have an
impact in these cases. As for the patients, they asked few questions, which makes it
complicated to draw any conclusions concerning the question types they used.
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5.2 Information giving in intercultural and
monocultural medical consultations: analysis of the
use of the indefinite pronoun man (‘one’)

How much information the physician should give to the patient, what kind of information to
give and how it should be conveyed are influenced by a number of factors. According to
Hippocrates, physicians are responsible for deciding how much information is in the patient’s
interests (Hippocrates, 1923, cited in Waitzkin, 1985, p. 81). A number of studies show that
the amount of information given to the patients varies depending upon such factors as the
nature of the disease, which implies a higher or lower level of confidentiality or disclosure,
and the patient’s education, age, and cultural background.

In an overview of the research in the area of information giving, Waitzkin (1985) mentions
class differences as one of the factors that influence how much patients ask their physicians
and how much information the physicians provide; patients from lower social classes receive
less information than patients from higher social classes (see also Willems et al., 2005).
Setting also has an impact: private-practice patients often expect to get more information
from their physicians than patients at a hospital outpatient department (Waitzkin, 1985).
Gender and cultural differences are other factors (e.g., Street, 2002).

In medical consultation, it is the physician who possesses specialized medical knowledge,
regardless of the patient’s educational level in other areas; as a result, the physician controls
the information process and the patient depends on the information the physician delivers.
The physician’s ability to provide information to the patient is essential. The fact that a
physician is a foreigner and has a different linguistic and cultural background from the
patient, which is the focus in this thesis, might have an impact on the information providing
in medical consultations. Patient anxiety about the physician’s ability to provide information
might be a negative consequence.

I have already presented some observations on the non-Swedish and Swedish physicians’
giving information to their patients, which show that patients are generally satisfied with their
communication and the amount of explanations provided by non-Swedish physicians (see
4.2).

In analyzing the recorded interactions, an interesting difference in how non-Swedish and
Swedish physicians provide information to their Swedish patients can be observed. This
difference concerns the use of the indefinite pronoun man, which is similar to English one,
French on, Spanish uno and German man (Altenberg, 2005). This pronoun is used much
more often in the discourse of Swedish physicians than in that of non-Swedish physicians.

Man is used to express a general statement and avoid specification. According to SAG
(Teleman et al., 1999), man is used in utterances about people in general (generic selection of
multitude, in which the speaker is included), when the speaker intends to show that what is
said is valid for anyone, including himself/herself. Man is also used to refer to any person
who belongs to the textually or situationally given multitude of referents (specific selection in
which the speaker does not need to be included). In addition, man is used in cases when the
speaker cannot or is unwilling to specify the referent for certain reasons (e.g., confidential
information). It can also be used if a speaker to avoid being subjective in his/her statement.
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Liebscher (2006) emphasizes that the use of man “places less responsibility on the speaker in
explicitly formulating a perspective” (p. 164). Similarly, Altenberg (2005) points to the
impersonal effect of the use of man, which results in the speaker placing her/herself at a
distance from what he/she says. Although the referent is sometimes vague, it is often possible
from the context of the interaction determine what referent is meant.

Medical consultation as a social activity generally involves two participants, the physician
and the patient. The talk during consultation is usually related to issues that concern the
patient, a concrete referent. When physicians use the impersonal generic pronoun in
interaction with their patients, this might result in a more general, “distanced” and
consequently more neutral kind of behavior; it is a sign of the physician’s taking a less
encroaching position in relation to the patient and giving the patient more freedom. As the
aim of this thesis is to analyze physician-patient communication and the relationship between
the participants in intercultural and Swedish-only medical encounters, one might presume
that Swedish physicians’ more intensive use of man may indicate their more distanced and
less personal way of talking to patients, compared to the non-Swedish physicians. This might
reflect a different communicative style. This could be an interesting cultural factor. The use
of man in the sequences in which the physician is providing information to the patient (e.g.,
concerning the choice of treatment, giving advice) may be a sign of their more indirect way
of influencing the patient, more “neutral” persuasion and, consequently, a more distanced,
less personal relationship. In addition, it can indicate power differences. It may also be a
consequence of the fact that the use of this pronoun is not emphasized in Swedish language
teaching.

5.2.1 Some comments about coding and data analysis

For the study, the instances when physicians used the indefinite pronoun man in sequences in
which they provided information to their patients have been selected. As with the coding of
questions (section 5.1.2), the coding was done both by using the transcriptions of the
recordings of medical consultations and by listening to and watching the recorded
consultations. The ambiguous cases were discussed and resolved with an independent
analyst.

The referent types for use of man were identified. The interpretation of man depends upon
whether the physician is talking about himself/herself or about the patient. The determinants
are the predicate, the context and the activity. Below, an overview of different uses of man by
Swedish and non-Swedish physicians in medical consultations is presented.
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Man (one)

HCP PAT/HB HCP+/-PAT Lexicalized
phrases
General- Specific- anyone with
HCP HCP similar
| | problems,
S}/mptoms, in action is fixed
similar performed by expressions
any health the situation, etc. health care >XP "
personnel . like e.g."man
care to the patient- personnel Kan
personnel, relatedlto listener; incl. /excl. the 5
. the patient- X sdga" ("one
not directly list anyone, e.g. patient- can say")
related/ _'S |e;1er, | talking about listener
unrelated to 't?]c Jexcl. physiology,
the patient- he " anatomy,
listener p ys::nan general
Speaker statements

Figure 5: Use of man (‘one’) in medical consultations

The physicians, both Swedish and non-Swedish, use man to refer to health care personnel
(HCP) in general (General-HCP) or specific people who are involved in the patient-listener’s
treatment (Specific-HCP), to the patient or human beings in general (PAT/HB), to health care
personnel including or excluding the patient (HCP +/-PAT), as well as in lexicalized phrases.
Below, a detailed analysis, explanations and examples for each type are presented.

5.2.2 Qualitative analysis of use of man in medical
consultations

5.2.2.1 Referring to “Health Care Personnel” (HCP)

The physicians often use man to refer to health care personnel. Two main types of referent
can be distinguished. The first type is when the physician refers to health care personnel in
general, who are not involved or, more specifically, not directly involved in the patient-
listener’s case (General-HCP). This use can be observed in sequences when the physicians
are talking, for example, about research, developments in medical treatment, etc. The
example below illustrates this use:

Example 43. “Keyhole surgery” (SweD7)

The physician and patient are discussing the upcoming surgery. The physician provides the patient
with some background information regarding keyhole surgery (laparoscopy)

Speaker Transcription Translation into English

$D: de e vdl sd att man e //just nu_ I guess that one er // just now finds oneself in er // it
befinner sej i e // de man har V&l |ppe has performed surgery with keyhole technology for
hallit pa a operera me the last well ten fifieen twenty years I think I'm not sure

titthdlsteknik dom sista ja . .
tiefemton tjugo &ren ja e inte / so it has become practice to perform keyhole surgery

siker / & di har de blivit praxis |ongallbladders
att man opererar gallbldsor me
titthdlsteknik

The physician provides a general background on the use of laparoscopy in practice. In this
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case, man refers to the people involved in the research (General-HCP), who have no direct
relationship with the patient-listener.

A more common case in the data is, naturally, when the physician-speaker is referring to the
personnel related to the patient-listener (Specific-HCP), that is, those who have provided, will
provide or are currently providing care for the patient-listener. Consider the example below:

Example 44. “The gallbladder looked strange” (SweD7)
History taking. The physician talks about the patient's treatment in the emergency ward

Speaker
$SD:

Transcription Translation into English

ndgon gdng ndr du l&g inne pa
avdelningen under hésten

sd sd8g man att de sdg lite konstit ut
p& gallbldsan som om du hade en
inflammation d&r // du hade ocksd ont
i magen

By using man, the physician is referring to the specific health care provider(s) who did the
analysis of the patient’s gallbladder. It is worth mentioning here that it is often problematic to
judge from the context whether the physician-speaker is including himself/herself in the
specific-HCP referent (as in the example above) or not. In the example below, the referent
apparently excludes the physician-speaker. This can be determined from the context (i.e., the
physician states that he got the referral from a colleague and is now meeting the patient for
the first time):

once when you were admitted at the ward this
autumn one noticed that the gallbladder looked
somewhat strange as if you had an inflammation
there // you had stomach pain as well

Example 45. “The eyesight will not be better” (IraD9)
History taking. Talking about a referral from a colleague

Speaker Transcription Translation into English

SD:

ja har tittat hir e pd papprena vi
har f3tt en remiss frdn en kollega
har att e du har 8ldersforadndringar i
gula flacken och e du har &aven

I have looked here er at the papers we've
received a referral from a colleague here that er
you have macula changes due to old age and er

grastarr ocks& you also have cataract as well

SP: m m

$D: yeah yeah

SP: ja har de ja 1 do yeah

$D: m m

$P: ja ser sd daligt sd usch (...) my vision is so poor ugh (...)

$D: ja // d& har man pratat me dej att de |right // so one has talked to you that it / your

/ gula flicken e sa mycke // skadad
att

The physician uses man to refer to the health care personnel who had previously told the
patient about the situation with her eye.

macula is so much // damaged that

In the example below, a Hungarian physician and his Swedish patient are talking during the
physical examination. By using man, the physician refers primarily to himself, probably in
order to be less subjective:
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Example 46. “Good heart and good lungs” (HuD4)

The physician is examining the patient’s heart and lungs prior to anesthesia

Speaker

Transcription

Translation into English

$D:

< ta djupa andetag /// andas in /// >
mycke fina hjdrtljud och / [ helt
klart ]

< take deep breaths /// breathe in /// > very good
heart beats and / [ all clear |

@ < event: examining P's heart and lungs with a stethoscope >

$P: [ m ] [m]

$P: okej // okay //

$D: andningsljud ocksd breathing sounds too

$P: m m

$D: man hor ingenting // ingen ndn e / one hear nothing // no any e /heart murmur or

bl&sljud p& hjdrtat eller ndn / ronki
eller rassel i lungorna

any / rattling or wheezing in your lungs

The physician says man hor ingenting (‘one hears nothing”) while listening to the patient’s
lungs and heart. The physician’s action helps the hearer to understand the referent for man
(the physician-speaker).

5.2.2.2 Referring to “Patient” (PAT) / “Human Beings” (HB)

Telling the patient about the causes of his/her disease, the nature of the symptoms and
possible treatments is an important part of medical consultation and one of the obligations a
physician has in a medical consultation as a social activity. While doing this, physicians often
need to speak in both specific and general terms to describe such issues as, for example,
health problems, symptoms, etc. that are common to anyone in the same situation as the
patient-listener. This is exemplified by the excerpt from an interaction between a Swedish
physician and her patient presented below, in which the physician attempts to explain to the
patient why her hiatus hernia is occurring:

Example 47. “One can have trouble with hernia” (SweD7)
The physician is talking about problems with hernia

Speaker Transcription Translation into English

SP:

hdr <1 [1 asd8 >1 // m ]1 dir har ja
ont mdnga gdnger <2 alltsd just

har >2 <3 / >3 men < 4 sd férsvinner
de >4 men de kommer igen

here <1 [1 you know >1 // m ]I it often hurts
there <2 right here see >2 <3 />3 but <4 then it
disappears >4 but it keeps coming back

@ <1 hand gesture: points with right hand to her chest >1
@ <2 hand gesture: points with right hand to her chest >2
@ <3 head movement: D nods >3

@ <4 hand gesture: with both hands >4

$SD:

[1 ja // precis ]1 men man kan ha
besvdr / av brdck for de gdr ju att
/ de ser inte riktit ut som vanlit
de vill sdja ]2 / i vanlia fall sa
sluter ju 6vre magmunnen tdtt < sd
kan férsvinna e mat & dryck & sant
nerdt >

e
[2

de

[1 yeah // exactly ]1 but one can have trouble /
with hernia because it makes it / not really look
as usual [2 that is ]2 / normally the upper
opening of the stomach fits tightly < so food and
drink and such can pass down >

@ <hand gesture: with both hands up and down >

SP:

[2 ja ]2

[2 yeah |2

$SD:

men de ska inte kunna komma uppdt
igen fOrutom ndr man kraks

but it shouldn’t be able to come upwards again
apart from when one vomits
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$P: ja'a ‘yeah

@ < head movement: nods >

$D: men e har man ett brack dd stdr <1 de |but er if one has a hernia then <l it’s somewhat
ju lite mer Oppet didr >1 & d& kan <2

surt innehdll fr&n magen spola upp i
matstrupen >2 <3 & de gdr ont >3

more open there you know >1 and then <2 acid
stomach content may flush up into the gullet >2
<3 and that hurts >3

@<1 hand gesture: with both hands >1

@<2 hand gesture: with right hand upwards >2

@<3 head movement: nods >3

By using man, the physician gives a general explanation of the negative effects of hernia,
which are common to anyone with this problem, including the patient-listener, but with less
intrusion into the patient’s personal space.

Man is often used in sequences in which the physicians make recommendations to their
patients. Consider the example below from an interaction between a Swedish physician and
his patient:

Example 48. “Sedative” (SweD2)

Prescription. The physician is talking about anxiety treatment

Speaker Transcription Translation into English

$D: de finns inga medel som gor att du |there are no remedies that can make you / one takes it

/ man tar detzafje kva'l]]; a sd. . |every night and then one sleeps well and one wakes up
sover man gott & man vaknar pigg & \ 2
glad de & inte s& \fit and happy that’s not how it is

In answering the patient’s question, the Swedish physician can be observed changing from du
(‘you’) to man in order to provide a more general answer to the patient’s question. It makes
the recommendation more neutral and less categorical. In addition, the use of man opens up
the possibility that this particular patient might be an exception.

The example below is quite interesting for intercultural communication study. A Swedish
female physician and her female patient are discussing the possibility of the patient’s having
surgery. The patient disagrees and provides a number of arguments concerning why she
considers the surgery to be unnecessary at the time (e.g., not experiencing many problems
with ostomy, being too old, having had too many surgeries already, unwillingness, etc.). The
physician’s reaction is presented below:

Example 49. “One may express one’s opinion” (SweD7)
Talking about a possible surgery

Speaker Transcription Translation into English

$D: dd har ja inget mer & tilldgga // de |then I have nothing else to add // the important
viktia e att man far va me a best@mma |\smng is that one may take part in the decision

4 att man far uttrycka sin asikt and that one may express one's opinion

This example shows the Swedish physician’ using man to refer to her patients, including the
patient-listener, who may be involved in the decision-making process. Apart from
exemplifying the use of man for generalizations, this example reflects the physician’s view of
the patient’s role in decision-making, the importance of the patient’s involvement; according
to Herlitz (2003), this is common in Sweden.

An interesting difference between the Swedish and non-Swedish physicians’ ways of making
recommendations can be observed by comparing the way the Swedish physician makes a
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recommendation in example 49 above with the one below made by an Iranian physician (as
well as Example 18):

Example 50. “Be careful with it” (IraD6)

The physician is talking to the patient about the negative consequences of sitting too long in a
wheelchair

Speaker Transcription Translation into English

$D: gu e lite ré6d i baken ocksd // [1 your behind is slightly red as well // [1 here ] 1
ar ]1

S$P: [1 ja ]1 aha [1 yeah |1 I see

$D: de har varit tidigare ocksd // eller |it has been previously as well // or // it’s [2
// de [2 e lite r&d hdr ]2 // var slightly red here ]2 // be careful with it
forsiktig me den

$P: [2 a / a ]2 precis [2 yeah / yeah ]2 exactly

Because she is worried that the red spot may be a pressure sore, the Iranian physician
strongly advises her patient to be careful about it. This way of making recommendations is
more direct than in the previous example or the example below from a Swedish physician:

Example 51. “One must go out and get exercise” (SweD2)
Talking about the importance of physical activity

Speaker Transcription Translation into English
$D: de vill ) s'e.ija man méstg fb’rféka ] & / |that is one must try to / as medication go out and get
som medicin gd ut & rdra pa sej / |exercise/and in that case (...) there one may practice
a blir de sa (...) dar far man Ova
sej

This recommendation, like the one in Example 49, is given in a more general way than the
Iranian physician’s recommendation. The modal verb mdste (‘must’) used with the
impersonal pronoun is a way of giving a direct strong recommendation, but the use of the
impersonal pronoun makes it more neutral and indirect and less encroaching.

Man is also used when the physician delivers information that may be perceived as sensitive,
as in the example below, in which a German physician is talking to his forty-two-year-old
female patient who has just had a baby and has experienced complications after the delivery:

Example 52. “One is not that young” (GerD12)
Talking about complications after delivery

Speaker Transcription Translation into English

$D: speciell inte sd ung kvinnor // [1 special not that young women / [1 it’s 1 such a
de 11 blir sé&n chock // pad kroppen shock // on the body

SP: [1 precis ]1 [1 exactly |1

$P: ja Jja yeah yeah

$D: (...) graviditet [2 alltsd ]2 (...) pregnancy [2 that is ]2

$P: [2 ja ]2 ja [2 yeah ]2 yeah

$D: men <1 fo6rti >1 eller <2 fortiett >2 |pur <] forty >1 or <2 forty-one >2 is late // and
dr sent // & darfdr man &r mycke that is why one is very old
gammal

@ <1 SO: fyrtio/forty >1

@ <2 SO: fyrtioett/forty-one >2

By using man, the physician makes the message about the patient’s age (man dr mycke
gammal [‘one is very old’]) sound more neutral, more general, less offensive and less
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confrontational.

In some cases, man refers to any human being, when the physician is talking about general
health issues (e.g., anatomy, physiology) that are not directly related or not related at all to
the patient’s experiences. Consider the example below in which the physician is talking to a
patient who has pain in her ear because of a loud noise:

Example 53. “Hearing” (SweD6)

Speaker Transcription Translation into English

$D: fast du kan ju va fOrsiktig me & / |but you know you can be careful with / but that’s valid
men de gdller alla / ungdomar och |4 4l / teenagers and everybody have to be careful

alla mdnniskor mdste va fdrsiktia . .
me att utsitta sej £or f£or starka with exposmg’ thems.elves to loud sounds one should
look after one's hearing

ljud man ska va rddd om sin horsel

Here, the physician points out that anyone and everyone should be careful about their
hearing. However, it is often problematic to clearly define borders between “patient” and
“human being” from the context; this is why the occurrences of man used to refer to the
patient and to human beings in general were placed in the same category.

To summarize, the physicians use man to provide more general explanations and more neutral, less
encroaching advice to their patients.

5.2.2.3 Referring to “Health care personnel” and “Patient” / “Health

care personnel” or “Patient” (HCP+/-PAT)
Consider the example below:

Example 54. “One can do something else” (SweD1)
Prescription. Discussing the patient's high blood pressure

Speaker Transcription Translation into English
$D: om trycket inte hdller sej bra da kan |if the pressure doesn’t stay fine you can get in
du ti‘ kontakt sa kan man gdra nat touch so one (we) can do something else
anna

In the example above, from one perspective, man refers to “health care personnel,” who will
provide medical help to the patient in case of problems with blood pressure. From another
perspective, the physician says that the patient should come back if problems with blood
pressure occur and the health care personnel will help, which can be seen as “you come for
help, you will be informed what help you can be provided, and we (health care personnel)
will help you.” If we interpret it in this way, man refers to both the patient and the health care
personnel, although the emphasis in this case is primarily on the health care personnel, as
they are the ones who can gora (‘do’) something else.

Instances like this were coded as HCP+/-PAT. Example 55 illustrates the difference from the
category HCP, in which man refers to “health care personnel” only (discussed above):
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Example 55. “One cuts the skin” (SweD5)
Prescription. Talking about the coming surgery

Speaker

Transcription

Translation into English

$D:

de blir ju lite inflammation runt

omkring de eftersom man skdar ju huden
84 s& gdr man in 8 s sen siger du att
de att den har varit lite // e: olika
génger// s8 sd: blir de < li+ >/ som

it gets somewhat inflamed around it you know
since one cuts the skin you know and one goes in
and then you say that it that it has been
somewhat // er different times // so so it becomes

en sd&rlikning < so+ >/like a wound healing

@ < cutoff: lite/somewhat >

When the action determined by the predicate is done exclusively by a health professional
with no involvement by the patient (e.g., descriptions of a surgeon’s actions during surgery,
as illustrated above), the instance is coded as HCP.

5.2.2.4 Lexicalized phrases

The impersonal pronoun man is used in a number of fixed expressions, such as man kan sdga
(‘one can say’), mdste man sdga (‘one must say’), etc., which are used with no specific
reference. In the example below, the patient proudly tells the physician about his exercise
program and even “jogging” in the spring marathon after his surgery:

Example 56. “That's strong” (SweD5)
Talking about the patient’s state of health after the consultation

Speaker Transcription Translation into English

$P: ja lunkade vérruset i alla fall [1|] jogged along Vérruset (jogging festival) at least [1
(+..) 11 eller nédr de nu va (...) ]1 or whenever it was

$D: [l m men de va ju < strongt > ]1 [1 m that’s < strong > |1

@ < loan English: strong >

$P: ja yveah

$P: s& att e // de gjorde ja [2 well er // I [2 actually ]2 did
faktist ]2

$D: [2 de ]2 maste man ju sédga e ett [2 why ]2 one must admit it’s a good result though
bra resultat &nda

Madste man ju sdga (‘one must admit’; Literally: ‘one must say’) in the example above is used
by the physician to make the statement less categorical and more vague, so that it expresses a
general truth. It could easily have been left out. This example is also interesting from cultural
perspective, as it shows the patient’s eagerness to become fit and strong, which reflects a
common opinion in Swedish society of the importance of being active and exercising
(Herlitz, 2003; Daun, 1996).

5.2.2.5 Unclear cases
“Unclear cases” include uses of man in elliptical utterances, self-interruptions, etc., when it is
complicated to figure out the referent.

The distribution of man in the sequences in which physicians provide information to their
patients and in discussion is presented in the next section.
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5.2.3 Quantitative analysis of use of man in medical
consultations

General overview

Table 56 presents the number of occurrences of man produced by the non-Swedish and
Swedish physicians. The numbers are given in parts per million (PPM). PPM is determined
as follows: number of occurrences of man + number of tokens for participant category x
1,000,000. It is important to note that, though I analyzed the occurrences of man only in
sequences in which the physicians provided information to their patients, the PPM was
calculated based on the total number of tokens produced by the physicians (non-Swedish
physicians = 31,037; Swedish physicians = 28,727). The reason for this is that the analyzed
occurrences represent the majority of instances of man produced by the physicians (188 out
of 193 by the non-Swedish and 415 out of 420 by the Swedish physicians). Thus, it is
possible to presume that the use of man in the analyzed sequences reflects a general pattern
of use, which allows one to calculate PPM in the way I did.

Table 56: Number of occurrences of man in parts per million (PPM)

Non-Swedish physicians Swedish physicians
Category HCP PAT/ |[HCP+/-| Lexica Un |Category HCP PAT/ [HCP+/-|Lexicali| Un
HB PAT lized clear HB PAT zed clear
phra cases phra | cases
Gen. | Spec. ses Gen. | Spec. ses
774 1127 1427 | 1741
1901 2191 808 773 384 3168 8459 1532 1010 277
Total: 6057 14446

The %2 test was used to verify the significance of differences between the Swedish and non-
Swedish physicians.

Comparing the physicians, the table shows that Swedish physicians use man more often than
non-Swedish physicians (14,446 vs. 6,057, x2 = 105.11 [df = 1], p < .001). Statistically
significant differences were been observed in the frequencies of man in such categories as
PAT/HB (8,459 vs. 2,191, y2 = 113.22 [df = 1], p < .001), HCP (3,168 vs. 1,901, ¥2 = 9.56
[df=1], p <.01)) and HCP+/-PAT (1,532 vs. 808, 2 = 6.81 [df = 1], p < .01). No significant
difference was observed for lexicalized expressions.

The data indicate that Swedish physicians use man more often than non-Swedish physicians when
referring to the patients, personnel and both together while providing explanations to their patients.

The Swedish physicians’ intensive use of the impersonal generic pronoun might be a
phenomenon that reflects the Swedish way of talking, which is characterized by indirectness,
avoidance of pointing someone out (Sw. peka ut) and a rather distanced way of
communicating in an attempt to be more objective.

In medical consultation as a social activity, this use of man by physicians might be a factor
that contributes to a less authoritarian, more mutual type of relationship between physician
and patient. The way the physicians function as “advisor” rather than “authority” is reflected
in how they talk in more general terms with their patients, along the lines of “I give you
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information, but you do as you want” (Sw. du gor som du vill) and in Swedish hesitance
about imposing on another person’s space.

Although the difference in frequency of use of man is obvious, there are also some
similarities between the Swedish and non-Swedish physicians.

Patient/human being (PAT/HB) is the most common referent for both non-Swedish and
Swedish physicians, followed by health care personnel (HCP) as referent and HCP+/-PAT. 1
would explain these similarities by the influence of the activity. The physician often needs to
talk in general terms, pointing out that the patient’s problems are not specific to him/her but
can affect anyone. Similarly, the need to talk about personnel who have been involved in the
patient’s treatment (Specific-HCP) and/or have done something related (though distantly) to
the patient’s case (General-HCP) motivates the use of man. The former, however, is more
common, as it is the patient’s situation that is the focus of the consultation. Using man to
refer to the patient and/or health care personnel (HCP+/-PAT) may be motivated by a need to
express a shared responsibility for the treatment, on the part of both patient and personnel. It
means “you (patient) know/allow us to do it and we do it (the treatment, surgery, etc.)”.

Gender

Concerning gender, the number of occurrences per type for physicians in the four gender
combinations (i.e., M phs—M pat, M phs—F pat, F phs—F pat and F phs—M pat) is presented
below.

Table 57: Gender: number of occurrences of man in PPM?®

Non-Swedish physicians Swedish physicians

Gender HCP PAT/ |HCP+/|Lexica| Un | Total HCP PAT/ |HCP+/|Lexica| Un Total
combin HB -PAT | lized | clear | per HB -PAT | lized | clear | per
ation phra | cases | gen phra | cases | gen
(Phs- Gen. | Spec. ses e Gen. | Spec. ses e
Pat) combi combi
/Catego nation nation
ry

M phs- 766 | 1628 | 2107 | 670 766 384 | 6321 543 950 | 4479 | 814 543 406 | 7737
M pat
M phs- 410 | 1334 | 1641 821 718 308 | 5232 | 647 863 | 8087 | 2264 | 1074 | 431 |[13370
Fpat
Fphs-F | 1275 | 159 [ 1753 | 319 797 479 | 4782 | 995 | 2431 | 9614 | 1216 | 1437 | 111 | 15803
pat

F phs-M | 873 873 | 4147 | 1746 873 436 | 8948 | 7596 | 3963 | 15852 | 1982 661 0 30053
pat

No clear tendencies concerning gender can be observed in the data; one might also question
whether the amount of data allows one to draw definite conclusions. However, an interesting
similarity can be observed between the Swedish and the non-Swedish physicians. Female
physicians who are talking to male patients (F phs—M pat gender combination) use man to
refer to PAT/HB more than other gender combinations in both corpora. The differences are

26. PPM is determined as follows: number of occurrences of man + number of tokens for physicians in
each gender combination (non-Swedish physicians: M phs—M pat = 10,439, M phs—F pat = 9,746, F phs—F pat =
6,272, F phs—M pat = 4,580; Swedish physicians: M phs—M pat = 7,369, M phs—F pat = 9,277, F phs—F pat =
9,051, F phs—M pat = 3,030) x 1,000,000.
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significant (non-Swedish physicians: F phs—M pat vs. M phs—M pat, ¥2 = 4.8699 [df = 1], p
<.05, F phs—M pat vs. M phs—F pat, 2 = 8.03 [df = 1], p < .01, F phs—M pat vs. F phs—F pat,
2 =5.52 [df = 1], p < .05; Swedish physicians: F phs—M pat vs. M phs—M pat, y2 = 35.88 [df
= 1], p <.001, F phs—M pat vs. M phs—F pat, 2 = 13.889 [df = 1], p <.001, F phs—M pat vs.
F phs—F pat, ¥2 = 7.97 [df = 1], p < .01). Is this a sign of the female physicians’ being more
distant and less direct in interacting with the male patients, compared to female patients and
male physicians? It is difficult to explain this from the data.

Cultural groups

Concerning the use of man by the non-Swedish physicians in the different cultural groups,
the data are presented in the Table 58 below.

Table 58: Cultural groups: number of occurrences of man in PPM*

Hungarian physicians Iranian physicians Mixed group physicians
Partic |HCP [PAT/ |HCP+ |Lexica|Un HCP |PAT/ |HCP+ |Lexica|Un HCP [PAT/ [HCP+ |Lexica|Un
ipant HB /-PAT |lized (clear HB / lized |clear HB /-PAT [lized |clear
categ phra |ca -PAT |phra |ca phra |ca
ory/ ses ses ses ses ses ses
type
Total | 533 | 1922 | 107 535 0 3052 | 3382 | 1650 | 825 | 411 1779 | 942 | 418 | 942 732
per
categ
ory
Total: 3097 9320 4813

The Iranian physicians use man most, followed by the physicians from the Mixed group and
the Hungarian physicians. Statistically significant differences are observed between the
Hungarian and Iranian physicians (2 = 31.169 [df = 1], p <.001) and between the physicians
from the Mixed group and the Iranian physicians (y2 = 14.92 [df = 1], p <.001). A tentative
explanation is that the Iranian physicians have spent more time in Sweden than the
Hungarians and most of the Mixed group physicians. The use of man requires language
competence, which physicians who are relatively new in Sweden might not possess.

One can also consider the influence of the physicians’ native languages on the use of man.
This is reflected, for example, in the German and Colombian physicians’ higher use of man
compared to the physicians from Russia and the former Yugoslavia.

27. PPM is determined as follows: number of occurrences of man + number of tokens for the participant
category (Hungarian physicians = 9,352; Iranian physicians = 12,112, Mixed group physicians = 9,573) x
1,000,000.
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Table 59: Use of man by physicians from the Mixed group in PPM?

HCP PAT/HB PAT+/-HCP Lexicalized Unclear cases
expressions
GerD12 2010 1005 603 804 1005
ColD16 2341 2341 781 781 781
RusD19 762 381 0 1143 0
YuD20 0 0 0 1477 1477

In Russian, there is no impersonal pronoun corresponding to Swedish man; this might be
reflected in the Russian physician’s using man primarily in lexicalized expressions, which
might be learned in chunks, rather than to refer to someone specifically. The same is true of
the physician from the former Yugoslavia.

5.2.4 Results, discussion and conclusions on information
giving

The comparative analysis of the use of man by non-Swedish and Swedish physicians reveals
the following:

The impersonal pronoun man is used more by Swedish physicians than by non-Swedish physicians in
sequences in which the physicians give information to their patients. It is used to refer to the patient or
human beings in general, to health care personnel, as well as to health care personnel and/ or the patient.
It may indicate that Swedish physicians adopt a more neutral, less direct way of talking than non-
Swedish ones. This may be related to such factors as culture (Swedish indirect style); langnage acquisition
(reflected, for example, in the Hungarian physicians and the physicians from the Mixed group [who had
spent less time in Sweden|) using man less than the physicians in the Iranian group); and the influence of
the non-Swedish physicians’ native languages. The fact that the most common referent for man is PAT/
HB for both Swedish and non-Swedish physicians is a result of the influence of activity (i.c., the patient’s
Situation is the focus, which requires one to use man primarily for this referent).

An interesting observation can also be made concerning the physicians’ use of man to refer to
“Patient and health care provider/Health care provider.” This use reflects the ambiguity of the
way the physicians talk to patients and how they create the feeling of involving the patient.

Another aspect this study reveals is the impact of the social activity on the analysis of the
reference of the impersonal generic pronoun. The social activity of medical consultation with
its relatively restricted area of topics and potential referents, makes it relatively simple to
clarify the referent, as the interaction is localized around three possible referents: the patient,
the personnel (including or excluding the physician), and the physician and patient together.

28. PPM is determined as follows: number of occurrences of man + number of tokens for each participant
(GerD12 =4,676; ColD16 = 1,296, RusD19 = 2,624, YuD20 = 677) x 1,000,000.
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5.3 Information acknowledgment and checking in
intercultural and monocultural medical
consultations: analysis of repetitions and
reformulations as a type of feedback

In medical consultation, mutual understanding, that is, understanding which refers to both the
patient’s and the physician’s knowledge about each other’s opinions (Kleinman, 1980, as
cited in Meeuwesen et al., 2007), between physician and patient is important for the quality
of health care. Showing that one has understood what the interlocutor said and checking to
make sure one understood it correctly are important for both physician and patient. However,
it is especially important for the physician, as in a medical consultation it is the physician
who is mainly responsible for the interaction due to his/her obligation to make a diagnosis
and a decision about a suitable treatment (although the patient might be involved to a higher
or lower degree). At the same time, one should not underestimate the need for the patient to
demonstrate his/her listening and understanding to the physician as well.

In our case, when consultation is intercultural and involves a non-native physician and a
native patient, showing understanding and checking the information provided by the
interlocutor are even more important than in monocultural consultations, as problems with
understanding can occur due to the physician’s language problems and cultural differences.
Furthermore, the fact that Swedish patients may be uncertain about the non-Swedish
physicians’ understanding might result in such feelings as anxiety and fear, which have a
negative impact on the consultation process and outcomes. Returning to the Swedish patients’
responses to the question on the questionnaire (Q.25) about whether the non-Swedish
physicians’ language competence influenced their impression of them, such alternatives as
“ability to understand me” and “ability to make me feel secure” have the highest response
frequencies (43% and 29%, respectively); this indicates that the Swedish patients do feel
uncertainty concerning understanding, as well as a lack of security in consultation with the
non-Swedish physicians.

Here, the question arises: How do the non-Swedish physicians demonstrate their
understanding to the patients? How do they make sure they have correctly understood what
their patients are saying? Are there any differences between Swedish and non-Swedish
physicians?

Verbal feedback is a way to acknowledge understanding and check the information provided.
Feedback is defined by Allwood (1993a) as “linguistic mechanisms which ensure that a set of
basic requirements on communication, such as possibilities for continued contact, for mutual
perception and for mutual understanding can be met” (p. 1). Structurally, Allwood
categorizes feedback (FB) into simple feedback units (which consist of one word), subdivided
into primary, namely words and morphemes that are almost exclusively used for NFB
(feedback in the narrow sense) such as yeah and mm; and secondary FB units such as
adjectives, adverbs, conjunctions, pronouns, verbs and nouns, which may be used for
feedback purposes, but which have other important functions in the language as well
(examples include good, certainly, etc.). Other categories comprise reduplications of simple
FB units such as yeah yeah; deictic and anaphoric linking (often by reformulating preceding

159



utterances), such as English 7 do, it is, Swedish de e de, de gor ja; idiomatic phrases such as
thank you very much; and modal phrases such as [ think so.

Allwood (1988, 1993a) defines two primary FB functions: FBG (feedback giving or “pure
feedback”) and FBG/FBE (feedback giving and elicitation).

FBG is used to indicate that one is listening to and understanding what the interlocutor says
and to express attitude, for example, (dis)agreement, emotion, etc. The FBG/FBE function
stands for both showing listening and understanding and checking whether one has heard and
understood what the interlocutor said by eliciting a response in the form of confirmation or
additional specification. Although in my coding (see 5.3.2. below) I make a distinction
between FBG and FBG/FBE, it is worth mentioning here that the term “feedback elicitation”
might be misleading, as the evocative function of any contribution, namely eliciting a
response (not necessarily in feedback form) is present not only in FBG/FBE but in FBG as
well, though to a lesser degree (Allwood, 2007b).

When I analyzed the recordings of medical consultations, I observed an interesting difference
between the Swedish and non-Swedish physicians. The latter use a special kind of feedback,
namely repetitions and reformulations of (parts of) their patients’ utterances, so-called echo-
backchannels (Sugito et al., 2000), allo-repetitions (Tannen, 1989), interactive repetitions/
reformulations (Martinovsky, 2001) or other-repetitions (Long, 1981; Svennevig, 2004) more
than the former. The structure of the repeated segment varies from exact repetitions of what
has been said to paraphrases in which the same meaning is presented in different words.
Martinovsky (2001), following Allwood (1988, 1993a), distinguishes between interactive
repetitions and interactive reformulations:

Interactive repetition A segment of speech Y in an utterance by speaker B is an
interactive repetition if it is fully identical to a segment of speech X in an utterance o of
speaker A where a precedes B, where Y and X are not completely overlapping, and
where the criteria of identity consist of a combination of lexicon, syntax and mood (but
not necessarily intonation)

Interactive reformulation A segment of speech Y in an utterance § by speaker B is an
interactive reformulation if it is partially identical to a segment of speech X in an
utterance o of speaker A where o precedes B, where Y and X are not completely
overlapping, and where the criteria of identity consist of a combination of lexicon,
syntax and mood (but not necessarily intonation)

(Martinovsky, 2001, p. 98)
In this section of the thesis, I will specifically focus on the analysis of interactive repetitions

and reformulations used for feedback purposes in the intercultural and Swedish medical
consultations.”

29. Twill also present a general analysis of verbal feedback in Chapter 6, section 6.5.4
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5.3.1 Repetitions and reformulations as a type of feedback
Repetition/reformulation as a conversational phenomenon has been described and analyzed in
a number of studies (Long, 1981; Allwood, 1988; Tannen, 1989; Sugito et al., 2000;
Martinovsky, 2001; Perrin et al., 2003; Svennevig, 2004). Among the above-mentioned
studies, those by Long, Allwood and Svennevig focus on the use of repetitions and
reformulations (more specifically interactive and other repetitions and reformulations) in
non-native—native speaker interactions.

Tannen (1989) provides an extensive analysis of repetitions and their functions:

getting or keeping the floor, showing listenership, providing back-channel response,
stalling, gearing up to answer or speak, humor or play, savoring and showing
appreciation of a good line or a good joke, persuasion, linking one speaker’s ideas to
another’s, ratifying another's contributions (including another's ratification), and
including in an interaction a person who did not hear a previous utterance.

(Tannen, 1989, p. 51)

Sugito et al. (2000), in their analysis of Japanese informal conversations, also emphasize that
repeating what the other speaker says indicates willingness to interact and involvement in the
interaction.

Perrin et al. (2003, p. 1849) present a summary of the functions of repetitions such as a taking
into account function, “by which a speaker indicates that what was just said by the
interlocutor has been heard and interpreted” (corresponds to Allwood’s pure FBG function of
repetition); a confirmation request function (signaling a problem related to some aspect of the
interlocutor’s talk), “by which a speaker seeks confirmation or a specification of what has
just been said by the interlocutor” (corresponds to Allwood’s FBG/FBE function); a positive
reply function, “by which a speaker expresses agreement with the preceding talk of the
interlocutor”; and a negative reply function, “by which a speaker expresses disagreement
with what the interlocutor has just said” (both are subcategories of FBG).

This thesis focuses on interactions in which participants with different cultural and linguistic
backgrounds are involved. Svennevig (2004) shows how other-repetitions are used to display
the receipt of information (in Allwood’s terms, to give feedback) in interactions between
native Norwegian clerks and their non-native clients. Svennevig also points to the impact of
intonation on the function of repetition, showing that a plain repeat with falling intonation is
a display of hearing while a repeat plus a final response particle, ja (‘yes’), constitutes a
claim of understanding. The use of rising intonation can also display emotional stance
(surprise or interest) (p. 489). Long (1981) analyzes NS-NNS interactions in arranged
activities, including informal conversation, vicarious narrative, giving instructions for two
communication games, etc. Unlike Svennevig’s study, in which the non-native speakers were
in a subordinate position compared to the native speakers, it is unclear what roles the non-
native speakers have in Long’s study. Both studies show an intensive use of other-repetitions
by native speakers in NS-NNS conversations to ensure comprehension. Long also compares
NS-NNS and NS-NS conversations, showing that other-repetitions are used more intensively
in the former than the latter.

Concerning non-native speakers and their use of repetitions, I have not found any study that
focuses on repetitions in situations in which a non-native speaker is in a superior position to a
native speaker in a social activity. In Allwood (1988), the majority of the activities involve
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non-native speakers in subordinate positions to native speakers. However, unlike Svennevig’s
and Long’s studies, the focus is primarily on the non-native speaker’s production of
repetitions/reformulations. As Allwood points out, repetitions/reformulations are widely used
by language learners as means for feedback giving and elicitation, especially early in
acquisition process, since they are “a simple means of feedback giving for the learner who
does not have many other means of expression” (p. 277). The use of repetitions/
reformulations is observed to decrease over time; they seem to be replaced by primary FB
units. Furthermore, the native speakers in the above-mentioned study produced little
repetition compared to the non-native speakers. Allwood also emphasizes that the use of
repetitions/reformulations depends upon a number of factors, such as a particular speaker’s
characteristics, activity type and how common the use of repetitions/reformulations for
feedback giving/eliciting is in the speaker’s native language. Culture can also be a
contributing factor. As Tannen points out:

for individuals and cultures that value verbosity and wish to avoid silences in casual
conversation, repetition is a resource for producing ample talk, both by providing
material for talk and by enabling talk through automaticity.

(Tannen, 1989, p. 48).

All the above-mentioned functions of repetitions and reformulations make them both relevant
and interesting to investigate in the context of medical consultation in relation to information
acknowledgment and information checking. In spite of the apparent scarcity of research on
repetitions/reformulations in medical consultations, their positive impact on communication
between physician and patient cannot be overestimated. In his book on communication with
patients, aimed at medical students, Bendix (1980) emphasizes the importance of repeating
the patient’s last words (Upprepa de sista orden); among other things, this strategy can
encourage the patient to become more open, help to make the issues discussed clearer, and
keep both participants interested. All of these outcomes are essential for this activity and the
quality of care. In addition, it might be interesting to see how non-native speakers in a
superior position over native speakers use this type of feedback to ensure understanding, as
well as the possible influence of culture.

5.3.2 Some comments about coding and data analysis

In my coding, I distinguish between repetitions and reformulations, according to Martinovsky
(2001). However, I will only briefly comment on what kinds of changes were made in the
original utterances.

The repetitions/reformulations are divided into those used for feedback giving (FBG) and
those used for both feedback giving and eliciting (FBG/FBE).

FBG and FBG/FBE are distinguished as follows. Repetitions/reformulations that do not
evoke confirmation from the interlocutor in the next utterance are coded as FBG while those
that evoke such confirmation are coded as FBG/FBE. In addition, in the case of repetitions/
reformulations for FBG, falling intonation is used (similar to Svennevig’s study). When the
repeated/reformulated segment is used with interrogative (rising) intonation, it is coded as
FBG/FBE. When intonation is interrogative, it encourages the production of feedback from
the interlocutor. However, the absence of interrogative intonation does not rule out the
production of feedback in the next utterance. Therefore, sequences in which the repeated
element is followed by confirmation from another speaker constitute a primary criterion for
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distinguishing between FBG and FBG/FBE.

In this thesis, the repetitions and reformulations produced by the non-Swedish and Swedish
physicians and their respective patients were extracted from the transcriptions and analyzed.
Repetitions by other participants, if present, are not considered (e.g., accompanying persons,
nurses). All the repetitions and reformulations are grouped on the basis of their function into
FBG and FBG/FBE categories.

REPETITIONS/
REFORMULATIONS

FBG FBG/FBE

rep ref rep ref

Figure 6: Analysis of repetitions and reformulations

I will focus on the functions of repetitions/reformulations in medical consultations and the
structure and place of these items in sequences. The differences and similarities in the use of
repetitions/reformulations between the non-Swedish and Swedish physicians and between the
patients of both groups are investigated. The physicians from different cultural groups were
also compared. Gender and the use of repetitions/reformulations for feedback purposes was
analyzed. Quantitative differences were checked for statistical significance using y2 tests.

The coding was again done by using the transcriptions of the recordings of medical
consultations and listening to and watching the recorded consultations. The ambiguous cases
were discussed and resolved with an independent analyst.
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5.3.3 Qualitative analysis of repetitions and
reformulations in medical consultations

5.3.3.1 Repetitions and reformulations for feedback giving (FBG)
Physicians and patients in both corpora use repetitions and reformulations to give feedback
(FBG). To start with the physicians, they tend to repeat (part of) their patients’ answers to
their questions. This is one of ways in which physicians show their active involvement in the
interaction: that they are paying attention and listening to what their patients say. In addition,
this is often a strategy used to “record” new information provided by patient (e.g., a new
symptom that might be worth paying attention to). Svennevig (2004) comments that such
repeats often occur after statements presenting new (and often specific) information, and can
therefore be called “information receipts” (p. 490). Declarative intonation is used in these
cases, not interrogative. Consider the example below:

Example 57. “Heartburn” (HuD2)
Talking about stomach problems

Speaker Transcription Translation into English
$D: m //omen e hade du.mggblb'dn%ng eller m // but er did you have a gastric
magsar eller [l nej inget sant ]1 hemorrhage or a gastric ulcer [1 no

nothing like that |1
$P: [1 nd nd nd ]1 de har ja nog inte haft men |/] no no nojl I don’t think I've had that
ja har haft problem <1 me magen va // [2 but I've had problems <I with my stomach

:z; ﬂilgi E?r[ga;‘zrjgék?g ;ufggtia'&ita va // [2.see ]2 I've got I can’t eat just
halsbridnna & [4 & andra ]4 <2 & rapar >2 anything >1 [3 because then ]3 / I get
vildit mycke rapningar heartburn and [4 and other |4 <2 and

burp >2 a lot of belching

@ <1 hand gesture: left hand on stomach >1
@ <2 hand gesture: left hand moving up towards the throat >2

$D: [2m ]2 [2m]2

$D: [3 < jaha > 13 [3<Isee>]3

@ < head movement: nod >

$D: [4 < halsbrdnna > ]4 [4 < heartburn > |4

@ < head movement: nod >

$D: jaha // ja // och e &r du allergisk mot 1 see // well // and er are you allergic to
nagonting anything

First, the physician gives feedback using simple feedback items, such as m and jaha together
with a head nod. However, she also repeats the word halsbrinna (‘heartburn’), which
constitutes more exhaustive feedback than using a simple feedback unit (e.g., mm, yeah). It is
also a way of “recording” a new symptom and marking a concept important for giving a
diagnosis. It can also be observed that the patient’s answer is followed by the physician’s
confirmation of understanding, expressed by the simple feedback items jaha // ja (‘1 see //
well’), before she continues with the next question concerning allergies. In similar examples
from the corpora, simple feedback items such as jaha, ja, jasd, okej, mm, etc., are often
combined with non-verbal behavior (e.g., nod, smile, long pause). In addition, the question
that follows the patient’s answer might concern an issue unrelated to the one being
discussed — the physician raises a new topic in the interaction (see the example above, where
the physician abandons the topic of stomach problems and turns to allergies) or an issue
related to the one being discussed. Consider the excerpt from the interaction between an
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Iranian physician and a Swedish patient below:

Example 58. “Urine” (IraD6)
The physician is asking the patient how often he uses a catheter

Speaker Transcription Translation into English

SD: hur mdnga gdnger hur ofta how many times how often

$P: de beror sej pa va ja dricker lite |itdepends somewhat on what I drink / but at least five
/ men minst fem génger [ e: ] om times [ er ] per day that is
dygnet da

$D: [ < fem > ] [ <five>]

@ < quiet >

$D: ‘é’l ldcker ockséd ‘and leaking as well

In this example, the physician repeats the word fem (‘five’) to monitor information and
provide feedback to her patient. The question a ldcker ocksd (‘and leaking as well’) is used to
obtain additional information from the patient about the same issue — his use of the catheter.

Physicians also tend to paraphrase their patients’ utterances for the same purpose — to give
feedback, show that they are listening and retain information delivered by the patients.
Reformulations represented in the data are primarily the result of grammatical and lexical
changes applied to the original utterances. For example, when a physician asks which side the
patient is feeling pain in, the patient answers i héger (‘in the right”), which is followed by the
physician’s feedback, i hoger sida // okej (‘in the right side // okay’). Here, the physician
reformulates the patient’s utterance, adding the word sida (‘side’), to provide feedback.
Another example is a Hungarian physician paraphrasing the patient’s answer to his question
about whether she ate breakfast before the surgery. When asked if she has eaten anything, the
patient replies ja har inte dtit (‘I have not eaten’). The physician provides feedback in the
form of a reformulation (lexical change of the original utterance): fast+ fastat / okej (‘fast+
fasted / okay’). It can also be observed that the physician has problems retrieving the right
word, judging from the self-interruption.

A common reformulation type in medical consultation results from a deictic shift of person,
which can be explained by the influence of the activity structure: two main participants,
physician and patient, are involved in the interaction. Consider the example below:

Example 59. “You know” (HuD4)
The physician is talking to the patient about the upcoming surgery

Speaker Transcription Translation into English
$D: du ska opereras idag vou will have surgery today
SP: m vet [ ja ] m [ 1] know
$D: [ vet du ] m // har du nén e [ you know | m // do you have any er problem that you
problem som du vill // prata om want to // talk about

Here, the physician reformulates the patient’s answer by changing jag (‘I’) into du (‘you’).

The use of repetitions and reformulations by physicians is also a useful strategy to encourage
patients to talk more. Consider the example below:
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Example 60. “It’'s my back” (GerD12)
The physician is asking the patient about current problems

Speaker Transcription Translation into English

$D: <1 // okej vad har du for <1 // okay what problem do you have trouble >1 <2

problem >1 besvdr <2 nu >2 // nu |uow >2 // now you must <3 tell me a lot >3 <4 // >4
ska du <3 beratta mycke >3 <4

/] >4

@ <1 gaze: looking down in the papers >1
@ <2 head movement: nod >2

@ <3 hand gesture: both hands in the air >3
@ <4 laughter >4

$P: ja de e ryggen well it's the back

$D: <1 ryggen >1 <2 ja >2 <I the back >1 <2 yeah >2

@ <1 head movement: nod >1
@ <2 head movement: to the side >2

$D: ‘OCh s& < bena > ‘and then my legs
Apart from the feedback-giving function, the physician’s repetition of ryggen (‘the back’),
together with a nod, is an encouragement for the patient to continue with his story.

Like the physicians, the patients use repetitions and reformulations for the same purpose: to
show they are listening to and understanding what their physicians say. The patients in both
corpora choose to repeat or reformulate (part of) their physicians’ questions, answers to their
own questions, etc., in order to provide feedback. Consider the example below:

Example 61. “Surgery in Lundby” (SweD5)
The patient is inquiring about where the surgery will take place

Speaker Transcription Translation into English

$D: nu (...) de e svdrt att sdja om de |now (..)it’s hard to say if it will be done HERE or at

gors HAR eller pd lundby [l lundby [1 or ]I or whatever it may be
eller ]1 eller va de kan bli

SP: [1 lundby ]1 [1 lundby |1

$N: de blir vdl har eller [2 ja tror 12 |itwill be here [2 I don't ]2 think that they have such
inte dom har sa lang vantetid nu a |4 jong wait time now but most likely it will be here
sa dar sa att antagligen sa blir de
har

S$D: [2 de blir har ja ]2 [2 it will be here yes]2

Here, the physician is talking about a possible place for the surgery, and the patient repeats
the name of the hospital probably in order to remember it.

Feedback is used to show contact, perception and understanding, as well as the speaker’s
attitude. The example below shows a patient who uses repetition to give feedback and show
his agreement with the physician:

Example 62. “Heavy job” (GerD12)

Talking about the patient’s job. The patient has problems with his spine. The physician states that the
patient’s job as a window assembler is heavy and not good for him

Speaker Transcription Translation into English
$D: // de dr tungt arbete /it is a heavy job
SP: de e tungt arbete it is a heavy job
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$D: < du mdste hamta dom och fylla i > < you mustfetch them gndﬁll in > and
och

@ < hand gesture: illustrating with right hand in the air >
$D: bdras upp & take up and
$SD: < ja > < yes >

@ < head movement: nod >
By repeating the physician’s utterance, the patient expresses both understanding and
agreement with the evaluation of his job as being heavy. This example also illustrates how
the patient helps the physician with language.

The example below illustrates the use of reformulation by a physician for the same purpose
as in the example above — to show agreement:

Example 63. “You see bad” (SweD2)
Talking about the patient's eyesight

Speaker Transcription Translation into English
$D: ha du haft ont i 8gat ndn géng have you ever felt any pain in your eye
$P: aldri de bara att / ja ser daligt |never it’sjust that /I have poor eyesight
$D: du ser daligt me de &gat ja // & |you have poor eyesight in that eye I see // and then all
s& helt plétslit of a sudden

In addition to giving feedback by reformulating the patient’s utterance jag ser ddligt (‘I have
poor eyesight’), the physician shows his agreement and confirms that he is already aware of
the patient’s problem.

Only one example from the data illustrates the use of reformulation to show disagreement. In
the example below, the patient expresses his disagreement with the physician concerning his
joking suggestion that he should put more clothes on, after the patient has complained a
number of times during the consultation about constantly feeling cold:

Example 64. “I can’t put on more” (SweD4P49)
Talking about the patient feeling cold

Speaker Transcription Translation into English

$D: du far ta pa dej lite mer you should put on a little more

@ < chuckle >

$P: nd jag kan inte ta pad mej < mer //|no I can't put on < more // then it's not possible to >
da gar det inte a > bédara upp carry off

@ < chuckle: D >

By reformulating the physician’s utterance du far ta pad dej lite mer (‘you should put on a
little more’), the patient expresses his disagreement with what is suggested.

Repetitions and reformulations are also used to express emotions such as surprise. Consider
the example below:

Example 65. “Twenty-five kilos” (SweD5)
Talking about the patient's weight loss

Speaker Transcription Translation into English

$D: hur har du [ mdtt ] how have you [ been |
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$P: [ Ja 1 allsd nu kan ja ju tala om |/ well ] now I can tell you that I've lost about twenty

att ja har gatt ner ungefdr tjufem g, kilos in weight / since last year
kilo i vikt / frdn a me forra aret

//
$D: tjufem kilo / de e mycke de twenty-five kilos / that’s a lot
SP: a: yeah

The physician expresses his surprise about the patient’s weight loss by repeating part of her
utterance.

The excerpt from the interaction between a Hungarian physician and his Swedish male
patient below illustrates the latter using reformulation (deictic shift of person) to express
surprise and bewilderment:

Example 66. “Do | smoke?!” (HuD3P7)

The physician is questioning his elderly patient, who is very conscious of health issues (he is a
teetotaler and tries to keep fit), and is surprised to be asked about smoking

Speaker Transcription Translation into English
$D: roker du do you smoke
$P: ROKER JA < // > DO I SMOKE <//>
@ < chuckle: C (the patient's daughter) and P >
$D: ‘< sh ja > skoja ja vet ‘<0h1> am joking I know
@ < chuckle >
$P: ‘ ja sa ju de forut ‘Itoldyou that before

The patient expresses his surprise and bewilderment by reformulating the physician’s
question réker du (‘do you smoke?’) as ROKER JA (‘DO 1 SMOKE?’). The patient is
surprised that the physician is even asking this question as he has already mentioned earlier in
the interaction that he does not smoke.

To summarize, in this section I have illustrated how non-Swedish and Swedish physicians use repetitions
and reformulations of their patients’ utterances (often answers to the physicians’ questions) for feedback
purposes (i.e., to show attention and understanding, to express emotions, agreement, disagreement, efc.).
Repetitions and reformmulations are also a tool used to “record” the information provided by the patients
and to elicit confirmation from them. The patients are observed to use the same strategy in communicating
with their physicians.

5.3.3.2 Repetitions and reformulations for feedback giving and
feedback elicitation (FBG/FBE)

In addition to using repetitions and reformulations just to give feedback, the participants use
them to simultaneously give and elicit feedback (FBG/FBE). Consider the example below
from an interaction between an Iranian male physician and his Swedish patient:

Example 67. “Left eye” (IraD9)
History taking. The physician inquires about treatment

Speaker Transcription Translation into English
$D: i vilket Oga tar du droppar in which eye do you take drops
$P: < véanster > <left >
@ < hand gesture: left hand pointing at left eye >
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$D: vanster left

$P: ja yeah

$D: < > e hoger har du inga <> er right you don't use [ drops ]
[ droppar ]

@ < gaze start: looking at the computer >

SP: [ nej ] nej // ja tar en p& / [ no ] no // I take one in / the morning and two in the
moron & tva pd kvédllen evening

The patient answers the physician’s question, and the physician repeats that answer (vinster
[‘left’]). The patient’s next utterance is a simple feedback item ja (‘yes’), confirming the
information he has already provided, which the physician was attempting to check by using
repetition. As we can see, the repetition here serves not only to show that the physician is
listening and remaining involved, but also to check that the information has been understood
correctly.

The repetition in the example above does not have interrogative intonation, whereas other
cases presented in the data do. As [ mentioned earlier, interrogative intonation encourages the
interlocutor to produce a confirmation in the next utterance. Furthermore, the feedback
provided may be limited to a simple feedback unit (as above), but it can also be combined
with more detailed information. Consider the example below:

Example 68. “Both” (IraD8)

History taking. The patient expresses dissatisfaction with his health condition, both physical and
psychological

Speaker Transcription Translation into English
$D: < okej > [ va e de for fel ] < okay > [ what's the problem ]
@ < head movement: nods >
$P: [ bdde fysist ] och psykist [ both physically ] and psychologically
$D: < mestadelen > alltsé < mostly > that is

@ < head movement: nods >
$P: bade och both
$D: < bade och > < both >

@ < head movement: nods >

$P: ja e: < > fysist e att ja 6 e ja |well er <> physically it’s that I er er why personally 1

tror ju personlien ja har inte ja |mink [ haven’t seen the X-ray pictures
har inte sett rontgenbilderna

@ < hand gesture start: left hand on right shoulder >

The patient states that he feels bad both physically and psychologically (bdade och (‘both”)).
This is repeated by the physician and is followed by the patient’s detailed explanation of why
he feels bad (both non-verbally by putting his hand on the shoulder where the pain is
localized and by expressing his anxiety about not having seen the X-ray pictures).
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Reformulations are also used to both give and elicit feedback. This is exemplified by the
excerpt from an interaction between a Russian female physician and her male patient:

Example 69. “Run to the bus” (RusD18)

Talking during the physical examination. The physician compliments the patient on running to the bus.
The patient is surprised and says that he doesn't run to the bus

Speaker Transcription Translation into English
$D: da far vi se / ja ska ta / . let’s see then / I will measure / your blood pressure to
blodtrycket for att lyssna pa listen to your heart // but you are doing well / you

hjértat // men du e duktig / du 4
ROR p& dej / du springer till EXERCISE / you run to the < bus+ > bus

< buss+ > bussen

@ < cutoff: bussen/the bus >

$P: nd: nu // ja gd till bussen why now // I walk to the bus

$D: du gar till bussen you walk to the bus

$P: ja springer gor jag inte yeah I don't run

$D: f6r vada why

SP: va what

$D: varfér dad varfdr inte why why not

SP: na: ja orkar inte no I don’t have the strength

$D: de du orkar inte you don’t have the strength

$P: nd det e va vet du / det far sa no it's you know / my feet hurt so much so then

ont i fotterna

As we can see, a misunderstanding that has occurred earlier in the conversation — the
physician assumes that the patient runs to the bus whereas actually he walks — results in the
physician complimenting her patient: du e duktig / du ROR pd dej / du springer till
< buss+ > bussen (‘you are doing well / you EXERCISE / you run to the < the bus+>°).
When the patient denies this, saying jag gar till bussen (‘1 walk to the bus’), the physician
uses reformulation (deictic shift of person) with an interrogative intonation, du gdr till bussen
(‘you walk to the bus?’), to make sure she understands the patient correctly. The patient
confirms it (ja springer gor jag inte [‘yeah, I don’t run’]) and expresses his reason for not
doing so (nd jag orkar inte [‘no, I don’t have the strength]) in response to the physician’s
question (varfor dd varfor inte [‘why, why not?’]). Here, by repeating her patient’s utterance,
the physician is again checking to make sure she understands him correctly.

Like the physicians, the patients use repetitions/reformulations to give and elicit feedback.
This strategy is used when the patients want to check if they have understood the physicians
correctly. In the example below, the patient is discussing a possible time for surgery with the
physician:

Example 70. “April” (IraD9)
Planning eye surgery

Speaker Transcription Translation into English

$D: m / de blir ndn gdng i april ménad |m / it will be some time in the month of april
ungefar approximately

SP: april april

$D: ja yeah

As we can see, the patient, by repeating april (‘April’), both signals understanding of what
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the physician has said and checks whether the information is correct.

To sum up, both physicians and patients use repetitions and reformulations to give feedback and make
sure they have understood information correctly, eliciting confirmation from the interlocutor.

5.3.4 Quantitative analysis of repetitions and
reformulations in medical consultations

In this subsection, the quantitative results of the distribution of repetitions and reformulations
used for feedback purposes by the non-Swedish and Swedish physicians and their respective
patients are presented. In addition, the data will also be presented for the physicians in each
cultural group — Hungarian, Iranian, and Mixed — as well as their respective patients. The
data on gender will be presented as well.

General overview

The occasions when the physicians and patients use repetitions and reformulations for FBG
and FBG/FBE were counted. The numbers are again expressed in PPM. To verify the
significance of differences, y2 tests were used.

Table 60: Repetitions and reformulations used by physicians and patients in PPM*

Non-Swedish physicians and Swedish patients Swedish physicians and Swedish patients
Participant Physician Patient Physician Patient
f;;:gm” FBG FBG/FBE FBG FBG/FBE FBG FBG/FBE FBG FBG/FBE
Type rep ref rep ref rep ref rep ref rep ref rep ref rep ref rep ref
rep/ref

Total per |[4830| 1640 [ 1579 | 1382 | 371 | 148 | 296 38 | 1184 | 627 | 174 | 313 | 588 | 317 0 90
category

Total 6470 2961 519 334 1811 487 905 90
rep+ref:

Comparing physicians, the non-Swedish physicians produce more repetitions and
reformulations than the Swedish physicians for both FBG (total rep+ref FBG: 6,470 vs.
1,811, y2 = 51.92 [df = 1], p < .001) and FBG/FBE (total rep+ref FBG/FBE: 2,961 vs. 487,
2 =37.88 [df=1],p <.001).

As I have mentioned, the fact that the non-Swedish physicians use more repetitions and
reformulations for feedback purposes than the Swedish physicians might be related to their
greater need to show their understanding and check the information provided by their
patients, as a strategy to prevent lack of understanding/misunderstanding in communication.
It might also be a result of the language acquisition process, confirming what Allwood
(1993a) mentions concerning the use of repetitions and reformulations by language learners
to give and elicit feedback.

An interesting observation can be made concerning the patients. Though no statistically
significant difference can be observed in the number of FBG and FBG/FBE between the
patients of the non-Swedish and Swedish physicians, the patients of the non-Swedish

30. PPM is determined as follows: number of occurrences of repetitions/reformulations + number of tokens for
the participant category (non-Swedish physicians = 31,037, patients of non-Swedish physicians = 26,958;
Swedish physicians = 28,727, patients of Swedish physicians = 22,120) x 1,000,000.
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physicians produce more repetitions and reformulations than the patients of the Swedish
physicians. This might indicate that the patients in intercultural medical consultations feel a
need to make sure they have correctly heard/understood what their non-native physicians are
saying more than in monocultural medical consultations. In addition, this finding supports the
findings of earlier research (Long’s study), namely that native speakers produce more
repetitions/reformulations when communicating with non-native than with native speakers.

As Table 60 shows, physicians and patients in both corpora tend to use repetitions more than
reformulations for FBG. For FBG/FBE, in the ICCMedConsult corpus, both physicians and
patients use repetitions more than reformulations, while the opposite is true of the Swedish
physicians and patients in the SweMedConsult corpus. One might presume that it is more
complicated to paraphrase than to simply repeat, and that the language competence factor
might be reflected in the native speakers’ tendency to paraphrase more than the non-native
speakers. However, there are not enough data to draw any definite conclusions.

Gender

Concerning gender, in Table 61 I present the total number of repetitions and reformulations
produced by the non-Swedish and Swedish physicians in each gender combination. As the
number of repetitions and reformulations used by the patients in general and per gender
combination in particular is too low, I cannot form any conclusions concerning patient’s
gender and the use of repetitions and reformulations.

Table 61: Total number of repetitions and reformulations per gender combination for
non-Swedish and Swedish physicians in PPM*'

Gender combination

Total number of repetitions and
reformulations for physicians
per gender combination

non-Swedish Swedish physicians
physicians
M phs-M pat 7661 2715
M phs-Fpat 9746 2157
F phs-F pat 10838 5433
F phs-M pat 10812 991

No clear tendency can be observed in the production of repetitions and reformulations as a
function of the physician’s gender. Though it is complicated to draw any conclusions
concerning gender, there is a weak tendency for female physicians talking to female patients
to use more repetitions and reformulations for feedback than the other gender combinations.
This might reflect the female communicative style. To the best of my knowledge, no previous
linguistic study has examined the differences in using repetitions and reformulations for
feedback purposes as a function of gender.

31. PPM is determined as follows: number of occurrences of repetitions/reformulations + number of tokens for
physicians in each gender combination (non-Swedish physicians: M phs—M pat = 10,439, M phs—F pat = 9,746,
F phs—F pat = 6,272, F phs—M pat = 4,580; Swedish physicians: M phs—M pat = 7,369, M phs—F pat =9,277, F
phs—F pat =9,051, F phs—M pat = 3,030) x 1,000,000.
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Cultural groups
Looking at the data for the different cultural groups, the following picture can be observed:

Table 62: Cultural groups: repetitions and reformulations in PPM®*

Hungarian group: physicians and patients Iranian group: physicians and patients
Physician Patient Physician Patient
Participant FBG FBG/ FBG FBG/ FBG FBG/ FBG FBG/FBE
category/ FBE FBE FBE
type
Type rep ref rep ref rep | ref | rep | ref rep | ref | rep | ref | rep | ref | rep | ref
rep/ref
Total per| 9078 | 3631 | 2136 | 2350 | 710 | 118 | 118 | 118 | 2310| 577 | 1237|1237 | O 0 281 0
category/
type
Total rep+ref 12709 4486 828 236 2887 2474 0 281
Mixed group: physicians and patients

Participant Physician Patient

f;‘t:g“y/ FBG FBG/ FBG | FBG/FBE

P FBE

Type rep | ref | rep | ref | rep | ref | rep | ref

rep/ref

Total per 3861|1044 (1461 | 626 | 512 | 383 | 512 0

category/

type

Total rep+ref 4905 2087 895 512

Repetitions and reformulations are used most in the interactions between the Hungarian
physicians and their patients, followed by the Mixed group physicians and patients and then
the Iranian physicians and their patients. The physicians account for the majority of the
repetitions and reformulations in all groups. As the Hungarian physicians and some of the
physicians in the Mixed group had spent the least time in Sweden, this may be a factor that
explains their intensive use of repetitions and reformulations compared to the Iranian
physicians; that is, language learners use repetitions intensively for feedback at the early
stages of the acquisition process (Allwood, 1993a). In addition, how often repetitions/
reformulations are used in the non-Swedish physicians’ native languages may influence how
they use them in Swedish. Unfortunately, I have not found any linguistic studies on this issue
for Hungarian, Farsi, Russian, or Bosnian, so I cannot speculate further on this issue.
Concerning German and Spanish, it is worth mentioning that some data on the use of
feedback (primarily concerning the use of simple FB words) in these languages (as well as
Swedish, Dutch, English, French, Arabic, Finnish, Italian, Punjabi and Turkish) have been
presented by Allwood (1993a). As mentioned above, Allwood points out that language
learners use repetitions/reformulations for feedback, especially in the initial stages of
language acquisition, with a gradual decrease for the majority of learners (but not all) as
language acquisition proceeds. It is interesting that speakers who are observed not to decrease

32. PPM is determined as follows: number of occurrences of repetitions/reformulations + number of tokens for
the participant category (Hungarian physicians = 9,352; Iranian physicians = 12,112, Mixed group physicians =
9,573) x 1,000,000.
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their use of repetition for feedback include Finnish and Spanish learners of Swedish, which
might indicate the influence of their native languages. (At the same time, though, it may be a
“learner-specific strategy,” i.e., typical for these particular learners of Swedish.)

5.3.5 Results, discussion and conclusions on feedback
giving and eliciting

To summarize all the factors discussed above, the non-Swedish physicians use more repetitions and
reformulations to give and elicit feedback than the Swedish physicians, which may be due to the language
factor, more uncertainty concerning understanding and the consequent increased need to check the
information provided by the interlocutor compared to native speakers, as well as a need to “record”
information presented by the patients. The fact that the Hungarian physicians and the physicians from
the Mixced group, who have spent the least time in Sweden, produce more repetitions and reformulations
may confirm the influence of language acquisition on the use of repetitions and reformulations. Concerning
gender, female physicians talking to female patients use somewhat more repetitions and reformmulations
than physicians in other gender combinations, which could reflect a more egalitarian female communicative
style. The patients of the non-Swedish physicians are observed using more repetitions and reformulations
than the patients of the Swedish physicians, which might be due to their greater uncertainty concerning
understanding in intercultural medical consultations. In addition, as 1 have mentioned, the non-Swedish
physicians’ native languages might also have an impact.

Another point worth mentioning here is that the analysis of the non-native speakers’ use of
repetitions and reformulations was done in a context in which they are in a superior position
to native speakers, which is an uncommon perspective in research. The analysis shows that
non-native speakers in a superior position talking to native speakers in a subordinate position
use repetitions and reformulations more than native speakers interacting with subordinates of
the same linguistic (and cultural) background. I have mentioned a number of factors that
might contribute to the non-Swedish physicians using more repetitions/reformulations for
feedback than the Swedish physicians. It is important to add that the fact that the non-native
speakers are responsible for the interaction might lead to their using repetitions and
reformulations as a more comprehensive type of feedback.

Is there anything in the data that might signal cultural differences? As has already been
mentioned, the power distance in Sweden is shorter than in the countries the non-Swedish
physicians come from; thus, one can assume that a more paternalistic type of relationship
between physician and patient, in which the physician has control over the interaction and
core responsibility for the choice of treatment, predominates in those countries. On the
contrary, the mutuality type of relationship (more common in Sweden than in the non-
Swedish physicians’ home countries) presupposes informality and shared responsibility for
the interaction; the physician acts as a counselor or advisor (see Example 2, “It is you who
decides” [SweD7]). This difference in the view of the physician’s role might result in the
non-Swedish physicians’ using repetitions and reformulations a good deal in order to show
their patients that they have the ability to bear responsibility for the interaction in spite of
speaking a foreign language and (possibly) experiencing cultural differences. Repetitions and
reformulations represent a way to provide more exhaustive feedback than other kinds of
feedback. Returning to the positive aspects mentioned by the Swedish patients concerning
their communication with non-Swedish physicians (section 4.6), the non-Swedish physicians’
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reported meticulousness might be traced back to their use of repetitions and reformulations
among other things. Repeating/reformulating (part of) what the interlocutor says is a clear
and powerful way to show that one is listening to and participating in the interaction. This is
essential for medical interactions in general, and intercultural medical encounters in
particular.

5.4 Summary of Chapter 5

This chapter has presented a comparative analysis of some aspects of information eliciting,
information giving, and acknowledgment and checking in intercultural and monocultural
medical encounters. The main findings are summarized below.

Comparing the communication of Swedish and non-Swedish physicians, a number of
similarities can be observed, which are primarily due to the influence of the activity. Both
Swedish and non-Swedish physicians ask more questions than their patients, as a result of
their right/obligation to get information from the patient in order to solve the patient’s
problems. Furthermore, yes/no questions are the most common question type for the
physicians in both groups, which confirms the earlier research findings.

The non-Swedish physicians’ use of Swedish as a foreign language also influences the
interaction. The non-Swedish physicians, apparently in an attempt not to limit their 