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Abstract

The present study is an investigation of the parameters of power following in medical encounters in spoken Egyptian Arabic.
The analysis will focus on the aspects of discourse: speech acts especially directives such as questions, orders and commands,
features related to turn taking like different types of overlap, adjacency pairs and the concept of preference, Grice's concept of
implicature and the politeness theory with its strategies for Face Threatening Acts. The study aims at drawing conclusions
concerning power and ways of claiming it in Egyptian Arabic medical encounters. Thus, the study differs from previous
studies not only in investigating the Arabic language but also in the aspects of analysis, which has not been examined before
because each of the previous studies concentrates on only one aspect of analysis.

Keywords: Medical Discourse, Power Parameters, Arab Culture vs. Western Culture

1. Introduction

“Language in discourse is considered “a site for and a means of the analysis of power” According to Hirsch, 1994: 12).
Power is exercised when participants are unequal or when one of the participants is in a position of power. Being an
institutional setting, medical encounters are said to be organized on an asymmetrical hierarchy which both the lay person and
professional expertise preserve. This authority relies on expert knowledge and external social legitimation. In their
interaction with patients, physicians exercise this power and even impose the discourse type upon patients: they ask
questions, give commands, determine the topic, interrupt patients, and control language as a whole. Ainsworth-Vaughn
(1992, 1994, and 1998) contrasts these findings emphasizing that patients are active in claiming power. These contrasting
results call for more studies on the different ways participants claim power. In addition, these several studies have been
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concerned with power in English medical encounters whereas Arabic medical interactions have not received adequate
attention.

In addition, no other study has focused on all these parameters of power. Previous studies have concentrated on only one or
two aspects of power such as questions or topic transition (Al-Ali, 2006; Barry et al., 2006; Anderson, 1988).

2. Statement of Problem

Many different challenging interactions occur daily. These challenging interactions may arise due to discrepancies in
expectation, perception and/or communication between the patient and medical practitioner, and could be caused by the
doctor, by the patient or by both. Interactions between patients and medical practitioners can sometimes be challenging. We
have all had consultations where the interaction was not optimal, either as medical practitioners or as a patient ourselves.
Neither normally wishes to cause a difficult situation but common misunderstandings, by both groups, often result in such
an occurrence. Communication and listening skills are essential for every consultation but in particular for situations where
the interaction may become difficult. A doctor's communication and interpersonal skills encompass the ability to gather
information in order to facilitate accurate diagnosis, counsel appropriately, give therapeutic instructions, and establish caring
relationships with patients. These are the core clinical skills in the practice of medicine, with the ultimate goal of achieving
the best outcome and patient satisfaction, which are essential for the effective delivery of health care. Basic communication
skills in isolation are insufficient to create and sustain a successful therapeutic doctor-patient relationship, which consists of
shared perceptions and feelings regarding the nature of the problem, goals of treatment, and psychosocial support (Boisvert &
Thiede, 2020; Bucholtz & Hall, 2005).

The ultimate objective of any doctor-patient communication is to improve the patient's health and medical care. Studies
on doctor-patient communication have demonstrated patient discontent even when many doctors considered the
communication adequate or even excellent. Doctors tend to overestimate their abilities in communication. Tongue et al
(2005) reported that 75% of the orthopedic surgeons surveyed believed that they communicated satisfactorily with their
patients, but only 21% of the patients reported satisfactory communication with their doctors. Patient surveys have
consistently shown that they want better communication with their doctors (Hall et al., 1981; Duffy et al., 2004; Fong Ha et
al., 2010). Clinicians, educators, researchers, and policy advocates generally agree that a more active and autonomous role
for patients in the doctor-patient relationship is necessary to address health care needs. Proponents of the patient-centered
approach to health care delivery in which patients' desires and expectations are incorporated into the medical decision-
making process so that both physicians and patients contribute to the decision-making process, suggest that eliciting and
incorporating the patient perspective is associated with more favorable outcomes for patients. The evidence, however, is not
conclusive. Some studies have shown that patients who are more active in the medical decision-making process report
higher levels of satisfaction, adherence to treatment regimens, and medical outcomes. Other studies have failed to
demonstrate a strong relationship between patient-centered care and patient outcomes. One plausible explanation for the
mixed results is that the effect of the relationship between interaction style and outcomes may differ by patient characteristics
(e.g., race, gender, age). Little empirical evidence exists about how patient characteristics might moderate the relationship
between interaction style and outcomes. Furthermore, much of the evidence that does exist, does not examine actual doctor-
patient interaction, but rather relies on preferences from vignettes and hypothetical scenarios (Peck, 2011; Bialystok, 1993;
Campbell & Roberts, 2007; Daly et al., 2004; DeFina et al., 2006).

3. The Purpose

The present study is an investigation of the parameters of power following in medical encounters in spoken Egyptian
Arabic. The analysis will focus on the aspects of discourse: speech acts especially directives such as questions, orders and
commands, features related to turn taking like different types of overlap, adjacency pairs and the concept of preference,
Grice's concept of implicature and the politeness theory with its strategies for FTAs. The study aims at drawing conclusions
concerning power and ways of claiming it in Egyptian Arabic medical encounters. Thus, the study differs from previous
studies not only in investigating the Arabic language but also in the aspects of analysis which has not been examined before
because each of the previous studies concentrates one aspect of analysis. Further, the results of the analysis will be compared
to those of western culture to see whether they are similar or different concerning power in medical discourse.

4. Methodology

The database consists of 143 minutes of audio-recorded medical encounters between Egyptian physicians and patients in
both private and public practice settings. It includes 28 encounters: 14 in public clinics and 14 in private practice settings.
Most of the encounters were initial visits. Only five encounters were repeat visits, which took place in private practice
settings. The data were collected over a period of two years. Encounters in public clinics were audio taped in two public
hospitals. Prior to the taping, a brief description of the purpose of the study was given to the physicians. The description
states that the study is about doctor-patient interaction. Nothing was said about power or different ways of claiming it.

4.1. Data Collection Procedure
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The data have been collected in two different ways. First, in public clinics, the researcher attended the encounters that
were audio-taped. After each encounter physicians tended to explain the case in detail deliver the diagnosis and even restate
the details of treatment to the researcher. Second, in private practice settings the physicians themselves were asked to audio
tape the encounters. The data were then written in its colloquial Egyptian form. Each encounter has been given a number.
Further, details of information about physicians and patients were noted. Then, the data were phonetically transcribed with
the following kinds of information available in the transcript file: (1) time and place of the original recording, (2)
identification of the participants, (3) words as spoken, (4) sounds as uttered, (5) spaces silences, (6) overlapped speech, and
(7) rising intonation.

4.2. Participants

The medical doctors participate in this study by accepting to have their encounters with patients recorded five in public
clinics and five in private practice settings. Of the ten physicians participating in the study, there were nine males and only
one female. The ages vary between late twenties to early forties. They belong to the following specialties: pediatrics,
nephrology, dermatology and internal medicine. Patients in the study can be divided into three groups according to age: the
group of young children and babies, middle-aged patients, and patients aged over sixty. In the first group the interaction was
between the physician and one or both of the parents. Concerning the socio-economic status of patients, two different
categories have been observed. The categories correspond to the division of encounters into public and private. Category one
is for patients in public clinics, who belong to the working class. They are either uneducated or with very limited education.
Category two includes patients in private practice settings to the middle class. Although most of them are educated, some are
uneducated.

4.3 The Framework of Analysis

The study falls within the theoretical framework of oral discourse analysis. It attempts to discover power relations
between participants through analyzing their organizational strategies. Participants are seen as constructing unique speech
activities which they choose according to the context. In this regard, the study belongs to the domain of qualitative research
with its emphasis on the relationship between choice and context. Qualitative research uses naturalistic data which are
familiar to participants to reveal the way talk is organized into appropriate sequences. Yet, some aspects of the qualitative
research are not included in this study. First, the study does not depend on either participant observation or "participant’s
views". Second, it handles many encounters rather than focusing on only one or few encounters. Finally, it will depend on
definitions and counting. Hence, the study also belongs to the area of quantitative research. In other words, the study
depends on a synthesis of both quantitative and qualitative approaches (Hart, 2020 & Have, 1999).

The way the medical encounteris structured is of central importance for the investigation of the parameters
of power. Thus, the selection of actions and their verbal shapes; turn-taking systematics, including overlap and interruptions;
sequence organization, different types of politeness and deviations from the co-operative principle with its maxims will be
analyzed using the tools of spoken discourse analysis. These are selected because they represent some of the ways of
claiming power in medical encounters. Other aspects of analysis such as turn construction unit are out of the scope of the
present study since most of the encounters include only two participants. In such case, next speaker's selection is always
obvious.

4.4, Stages of Analysis
4.4.1. Transcribing the Data

Transcription is a distinctive stage in the process of data analysis. It is a selective process that reflects theoretical goals
and definitions. Yet, it cannot capture all the possible features of talk. Kendon (1982: 478) observes that "it is a mistake to
think that there can be truly neutral transcription  system, which if only we had it, we could then use to produce
transcriptions  suitable for any kind of investigation ... Transcriptions thus embody hypotheses. Thus, the transcription
conventions used will focus on features related to both turn- taking and speech delivery. The conventions used are a synthesis
of those used by Ezzat (1972) and Hafez (1988). Identification of the participants is indicated by letters such as Dr. and P. for
doctor and patient respectively.

4.4.2. Testing the Data

After the process of transcription, the data have been tested for possible criteria of analysis. Thus, some encounters in
which the medical phases are incomplete and those in which conversational features cannot be observed are excluded. For the
analysis of speech acts, both linguistic and discourse criteria were examined. When there are redundant defining features, the
following order of priority is credited: syntax, phonology, then discourse.

4.4.3. Classification

Speech acts and conversational features will be classified. That is speech acts are classified into directives which are
further sub-classified into questions, orders/commands and requests. Questions themselves are classified according to
linguistic and contextual criteria. For example, there will be seeking information questions, yes/no questions, choice
questions, and question tags. Likewise, overlap will be classified into transitional overlap, interruption, and Backchannels.
Politeness strategies will also be classified into four categories: bald-on-record, positive politeness, negative politeness, and
off record. Each category will then be analyzed into utterances such as (include both speaker and hearer in the activity, give
deference, and be vague).
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4.4.4. The Analysis of the Data (Procedure and Rationale)

The analysis of the data will proceed as follows: First, the parameters of power in the interactants' linguistic behaviour
outlined in the previous sections will be defined. Second, they will be classified into (sub)-categories. The relative frequency
for each (sub)-category will be measured. This will be followed by an attempt to interpret the results in terms of context.
Finally, there will be a comparison between the results in public and private practice settings to draw conclusions about
power and ways of claiming it in Egyptian Arabic medical discourse.

5. Review of Literature

5.1. Previous Research on Doctor-Patient Interaction

The structure of talk in doctor-patient interaction reflects speakers' orientation to its institutional nature and context.
Through the use of technical jargon or vocabularies, speakers indicate their institutional identity. Also, their lexical choice is
said to be context sensitive. For example, Sacks (1992) observes that members of institutional organizations refer to
themselves as 'we' rather than 'I' to indicate that they are speaking as representatives or on behalf of an organization. This
leads to analyses focusing on the use of ‘we’ and ‘I’ by doctors. Related to lexical choice is the use of temporal references
which Schegloff (1972) discusses. He refers to the different use of terms related to temporal references in ordinary
conversations and institutional context (Yazdannik & Mohammadi, 2017). Structural organization does also include turn
design, sequence organization, and cautiousness. Analyses of turn design show that it consists of two distinct phenomena: a)
the selection of an action to be accomplished in the turn; and b) the selection of the verbal shape. As for sequence
organization, it refers to the sequential nature of the interaction which draws-upon-basic conversational phenomenon
Silverman (1987) illustrates how "institutional” properties of talk are identified through ordinary conversational phenomena
by providing an extract from an investigation of a cleft- palate clinic in which the doctor's attempt to determine if the patient
wants to undergo further surgery arises misunderstanding, an overlap/ interruption, and a topic change. In addition to these
features of institutional interactions which are evident in doctor- patient talk, there is power asymmetry which both
physicians and laypersons are aware of the following section will illustrate this power asymmetry (Peck, 2011; Hardavella et
al., 2017; El-dali, 2019a,b; 2012, 2011).
5.2. Asymmetry in Doctor-Patient Talk

Parsons (1951) observes that there is a "communication gap" between doctors and patients. This gap arises from the
professional competent help patients need. For him, patients are neither qualified to do what is needed nor able to judge what
needs to be done. So, he draws the attention towards the asymmetrical relationship between doctors and patients in medical
consultations. This asymmetry has been observed in the phases of medical consultations and in the way diagnosis has been
delivered and received. Byrne and Long (1976) divide medical consultations into the following phases in which physicians
practice their power and influence over patients: (1) relating to the patient, (2) discovering the reason for attendance, (3)
conducting a verbal or physical examination or both, (4) consideration of the patient’s condition (diagenesis), (5) detailing
treatment of further investigation and (6) terminating. They observe that phase (4) of the consultation in which the diagnosis
or medical assessment is presented is limited and sometimes it does not exist at all and this is related to the asymmetries of
the relationship. The asymmetries related to delivering and receiving diagnosis, on the other hand, have been studied by
Heath (1992). She observes that diagnosis, varying from a single word or phrase to a detailed description of the condition, is
designed by doctors in two distinct ways: a) as a factual monolithic assertion; or b) as a 'question’. The patient’s response,
then, in each way is different. However, patients do not always remain silent. They may produce a response in the form of a
downward-intoned er or yeh which shows that the patient acknowledges the diagnosis, passes the floor back to the doctor,
and provides him with an opportunity to develop the interaction as he likes patients also in representing and displaying the
seriousness of their symptoms, encourage doctors to reconsider their opinions. Patients are not always passive. Asymmetry is
also evident in "the discourse type™ which doctors are said to impose upon patients. It includes questions, orders, commands,
interruptions, and topic initiation and/shifts. Interest in questions is drawn from the conclusion that 'medical encounters' are
an "interview genre" in which one asks questions, and the other passively answers. In addition, Dillon (1990) observes that
questions are a principal device, which doctors use in communicating with patients. Roter (1977) also states that patients are
passive and powerless because they rarely ask questions. Thus questioning has crucial functions in medical encounters to the
extent that its use is an indicator of claiming power and control over the discourse. Questions constitute a powerful discourse
move for the following reasons. First, a question nominates the next speaker. Second, it sets the topic of the response.
Third, it indicates that the floor will be returned back to the questioner. Finally, it elicits information which empowers its
possessor (Fong Ha et al., 2010; Hall et al., 1981; Duffy et al., 2004; Givon, 2005; Gotti & Salager-Meyer, 2008).

6. Analysis and Discussion
This section provides an analysis of the database and the discussion of the results. The analysis will focus on two main
aspects of Egyptian Arabic medical encounters: the characteristics and the structural organization. Then, it will provide a

discussion of the results, compare them with previous studies and draw conclusions about ways of claiming power in both
public and private practice settings in Egyptian Arabic medical discourse.
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6.1. Characteristics

The encounters have certain specific phases which physicians always seem to preserve. These phases are generally
comparable to those listed by Byrne and Long (1976) in their study of doctors' verbal behaviour. According to Byrne and
Long, medical consultations contain six distinct phases: phase I, relating to the patient; phase 1, discovering the reason for
attendance; phase 11, conducting a verbal or physical examination or both; phase IV, diagnosis; phase V, detailing treatment
or further investigation; and phase VI, terminating. The present study demonstrates differences in both the number and type
of phases according to whether the interaction takes place in a -private or public practice setting. In private practice settings,
with the exception of repeat visits, the encounters have the same six phases with only one difference: phase | is related to the
doctor rather than to the patient, i.e., with the exception of the adjacency pair greeting/greeting which is initiated by the
patient, physicians seem always to initiate the verbal interaction. In phase I, the pediatrician initiates the verbal interaction
and determines the topic Phase Il contains sequences of adjacency pairs questions/answers in which the pediatrician inquires
about the reason for attendance. In phase 11, he conducts a verbal examination followed by a physical one. Then in phase 1V,
he delivers the diagnosis followed by the details of treatment in phase V. Finally, phase VI terminates the encounter. In
public practice settings, the analysis has shown different results regarding these phases. First, phase I, which is related to the
doctor, in private practice settings is either missing or contains a single utterance by the physician inquiring about the reason
for the attendance. Second, Phase IV in which the diagnosis is provided is always missing. Physicians tend to move from
phase 111 of conducting the examination to phase V of detailing treatment without referring to diagnosis. Third, phase VI of
terminating is expressed non-verbally, i.e., both physicians and patients take phase V of detailing treatment as a termination
for the encounter. Consequently, patients leave as soon as the physician details treatment (Hammudin, 2012; Harris, 2003;
Haworth, 2006).

The medical consultation in public clinics has the following phases: phase Il. Discovering the reason for attendance,
phase I1l. Conducting a verbal and/or physical examination; and phase V. detailing treatment. Phase Il is expressed non-
verbally when the mother shows the baby's body to the physician. Then phase 111 starts in which the physician conducts his
examination. This is followed by phase V of detailing treatment. Then the mother takes the end of this phase as a termination
for the consultation and leaves. In this regard, it appears that there is power asymmetry in the relationship between
physicians and patients in Egyptian Arabic medical encounters. It arises mainly from the help patients need and the
specialized and technical knowledge physicians have. Being ignorant of both the nature and the treatment of their diseases,
patients are less powerful than physicians who determine the nature of the patient's condition and its appropriate
management. Such type of power is gained through what West and Zimmerman (1985) call situated identities. Physicians
acquire power through the medical institutions which they represent. Asymmetrical relationship is manifested in the phases
of medical encounters and their structural organization. Concerning the phases of medical encounters in private practice
settings, phase one reveals doctors' dominance and control over the verbal interaction. This control over phase one contrasts
with Byrne and Long's (1976) finding that phase one is related to the patient. In the present data, physicians imitate the
encounters with patients and determine the topic. In this extract, the physician initiates the verbal interaction with the mother
of the patient. Then, he shifts the topic and moves to phase two in which he asks about the reason for attendance. Another
difference between these results and those of the previous studies is found in phase IV. Byrne and Long observe that phase
IV, in which the diagnosis is provided, is either limited or completely absent. By contrast, phase 1V is present in all the
encounters of private practice settings in the form of a detailed description of the condition. Even in repeat visits where
diagnosis is already known, physicians tend to provide a consideration of the condition in relation to initial visits. In this
extract, the physician provides a consideration of the patient's condition in relation to the initial visit and also refers to the
prescribed treatment. The way diagnosis is received is also different from previous studies. In the present data, patients
respond to the diagnosis with an agreement, a disagreement, or a question. This contrasts with the findings of Heath (1992)
that patients respond to the diagnosis by either remaining silent or by producing a downward intoned 'er' or 'yeh'.

In some cases, the patients respond to the physician’s consideration of her condition with a disagreement. In other cases,
patients respond to diagnosis with a question. Thus, both the delivering and receiving of diagnosis in private practice settings
is different from the findings of Heath (1992). In terms of power, patients are not passive and physicians' control and
influence over medical consultations is not static. There is a power sharing between physicians and patients, i.e. physicians
control the verbal interaction and determine the topic in phase I, yet, in phase 1V, they provide patients with the diagnosis and
patients themselves do not remain silent. Rather, they produce different types of response. In public practice settings, on the
other hand, the results are different. Phase | is either missing or contains a single utterance by the physician that inquires
about the reason for attendance. This contrasts with the finding of Byrne and Long that phase | is relating to the patient.
Phase 1V in which the diagnosis is provided is also missing. Physicians move from phase Il of conducting verbal and/or
physical examination to phase V of detailing treatment. Also, phase VI is either missing or expressed non-verbally. Both
physicians and patients take phase V in which treatment is given as the termination for the encounter. This is due to the
asymmetrical relationship between physicians and patients. In addition to situated and/or institutional power, physicians in
public practice settings have master identities: power gained through social class. Yet, this power is also dynamic as
demonstrated in the doctors’ performance in private practice settings. This is demonstrated by the way patients ask about the
diagnosis ignored by physicians. Thus, patients are not passive. They claim power in the phases of medical consultations.
Even when physicians design turns in a way as to ignore the delivering of the diagnosis, patients ask about this diagnosis
rather than remaining silent (Evans, 2018; Heydon, 2005).
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6.2. The Structural Organization

The analysis of the data focuses on turn-design, sequence organization, turn-taking organization, lexical choice, and other
parameters of power including the co-operative principle and the politeness theory. The following sections will illustrate
these points in detail.

6.2.1. Turn-design

The design of turns in these encounters reflects physicians' and patients' orientation to context. There are three different
types of speech acts in these encounters: representatives including statements, expressives such as greetings, and directives
like questions, commands, and requests. Yet, the most commonly used type was the class of directive speech acts. The
following sub-section handles the three types of directive speech acts.
6.2.1.1. Questions

The questions are identified according to syntactic and/or phonological form. Both physicians and patients asked
questions. Of the 362 questions identified in the data, 149 questions, were asked by patients and 213 were asked by
physicians. Moreover, the results vary as to whether the encounters belong to private or public practice settings. In public
practice settings, physicians' questions are almost twice as many as those of the patients: there were 109 questions asked by
physicians versus 58 questions asked by patients. In private practice settings, on the other hand, physicians' questions are
only slightly more frequent than those of patients: patients asked 91 questions of 195 questions identified in the data and
physicians asked 104 questions. The questions include the following types: information-seeking questions, yes/no questions,
choice questions, and tag questions according to the intonation and the context in which they occur and according to the
sentence structure. Thus, patients are not passive. They claim power in the phases of medical consultations. Even when
physicians design turns in a way as to ignore the delivering of the diagnosis, patients ask about this diagnosis rather than
remaining silent. Thus, patients asked a high percentage of questions which is considered a means for claiming power.
Questions are indicators of power: they nominate the next speaker, determine both the topic and type of response, entail that
the floor will be back to the questioner, and aim to elicit information which empowers its possessor. As pointed out above,
physicians' questions were more frequent than patients’. Yet, in private practice settings physicians' questions are slightly:-
more frequent than those of patients while in public clinics they are almost twice as many as those of the patients. This high
frequency of the questions patients asked especially in private practice settings contrasts with the findings of Roter (1977),
and Frankel (1990). The results, on the other hand are similar to those of Ainsworth-Vaughn (1994, 1998). In terms of power,
patients are not passive: they claim power by asking questions. Yet, the results indicate that the type and context of
physicians' questions are different from those of patients. Physicians' questions are intended to acquire information from the
patient about his/her disease and its symptom. Such information is essential before the diagnosis and the detailing of
treatment. So, physicians' questions come in the first three phases of the encounter: relating to the doctor, discovering the
reason for attendance and conducting the verbal and/or physical examination. By contrast, patients' questions are intended to
obtain information about the diagnosis, types of treatment, its duration, the possibility of recovering and whether there is a
need for further investigations or repeat visits or not. This leads to questions directed by patients in phase IV diagnosis, phase
V detailing treatment and phase VI of terminating.

In this context, questions can be analyzed in two different ways as an aspect of sequence organization, and/or as an aspect
of professional dominance. First, the encounter can be viewed as a request from the patient for the physician's assistance,
professional diagnosis and treatment which in turn requires additional information for the physician. This information is
acquired through a series of insertion sequences, namely, questions/answers between the two parts of the pair. Second, as
illustrated in the present study, questions are analyzed as an aspect of professional dominance. The results reveal two
important factors: first, patients claim power by asking questions, and second, Egyptian Arabic medical encounters do not
belong entirely to the interview genre in which one participant asks and the other passively answers. Rather, they are
examples of what Schegloff (1987) calls talk-in-interaction (Holmes, 2005).
6.2.1.2. Commands

There are 144 commands in these encounters: 72 in public clinics and 72 in private practice settings. The commands
were all given by physicians to patients in two main phases: phase 11 of conducting the examination and phase V of detailing
treatment. They are expressed either in the form of a direct imperative or in the form of a statement. The following examples
illustrate these various forms for commands. Orders exert power and control over other conversational participants. They are
also intrinsically face-threatening acts because they contradict the face wants of the addressee by putting pressure on him/her
to do them. Physicians' commands were given in various forms: a statement or a direct imperative. They are in conformity
with Grice's maxims. They are expressed in the most direct clear and unambiguous way. They conform to the maxims, which
are the guidelines for achieving maximally efficient communication. There are various reasons for the use of the bald-on-
record strategy: cases of great urgency or seriousness, cases of power superiority, cases in which the doing of the FTA is in
the interest of the addressee, and rituals for beginning and terminating encounters such as greetings and farewells. In the
present data the commands are given in phases Il and V. That is, in the phase of examination and in the phase of detailing
treatment. In these two phases, maximum efficiency is very important. Hence, physicians choose the bald-on-record
utterances: the clear and direct way for achieving maximum efficiency. Further, the FTA itself (the command) is in the
interest of the patient: it either helps in the physical examination or clarifies the details of treatment. In this regard, the
commands are not intended to reveal physicians’ superiority over patients. The commands are restricted to phase Il and V.
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In addition, physicians resort to strategies of politeness- negative, positive, and off record to give attention to patients face
(Kamp & Partee, 2004; Jiang, 2006).
6.2.1.3. Requests

There is only a few number of requests in these encounters. They were all directed by patients to physicians. There are
two requests in public clines and three in private practice settings. Generally, requests were accompanied by negative
politeness features such as hedges and give deference. Of the hedges found in these encounters are "bass" meaning "but",
"Tabb" meaning "OK", and "mi/' mumkin" meaning "isn't it possible”. As for the use of give deference strategy in requests,
there were two common utterances: "haDritik" meaning "your honour" and "ya duktuur" meaning "doctor". In the following
example, the mother does not only preface her request with the hedge 'bass', 'but', but also includes ' ‘haDritik', "your
honour".

6.3. Sequence Organization

These encounters are sequentially organized as each utterance is produced in a certain specific place. It is related to the
preceding one and at the same time it creates a context for its own next utterance. Adjacency pairs, preference system, and
topic change provide major instruments for this analysis. The following section will discuss each one in detail.

6.3.1. Adjacency Pairs and Preference System

There are two different types of adjacency pairs in these encounters: greeting/greeting and question/answer. The first pair
part was commonly used in the opening of encounters in private practice settings. By contrast, the second kind of adjacency
pair was commonly used in both private and public practice settings due to the nature of the interaction. This simple form for
the question/answer pair is an indication for the preference system, i.e. questions are followed by answers rather than by not
answering. Yet there are cases in which this simple form is not present. Questions are sometimes followed by a pause which
leads the questioner to repeat his/her question until an answer is obtained. In other cases, the physician's question is
responded to with another question rather than with an answer. In this encounter, the physician's question in 1 is responded to
with another question in 3 by the patient. In 4 the physician responds to the patient's question with an answer which was
followed by an answer for the physician's first question. This is a case in which there is an adjacency pair within another:
/question (question/answer) answer. Thus, the question/answer pair is the most frequently used one. This is due to the nature
of the interaction. i.e. institutional interaction. Yet, the shape of the encounters is always negotiated by physicians and
patients rather than being pre-allocated. This is illustrated by the different shapes of the adjacency pair question/answer.
Also, the way this pair is designed is m indication of the inferential property of sequences (McKellin e al., 2007; Mooney et
al., 2011).

Physicians design their first parts in particular ways in order to get certain social actions done and patients also, in return,
can design their second parts as preferred or dispreferred responses. Instead, she combined the two alternatives: it appears
and vanishes and at the same time there remains traces. This indicates the conversational nature of these encounters.
Furthermore, patients' design of their second parts as preferred and dispreferred responses and their design of questions are
illustrations of the power they have. They are not constrained to respond in a certain specific way as in court cases discussed
by Levinson (1992). They are free to design their utterances as questions and to get answers from physicians and they are
free to design their responses in different forms, i.e. preferred, dispreferred, pause, or another question (Simpson et al., 2018).
6.3.2. Topic Change

There are two means for changing topic in these encounters: smooth and sudden. Physicians resort to smooth transition in
the phases of the encounter. They move from one phase to another smoothly. The physician considers the patient's answer
for his question as the end for phase Il of conducting the examination. So, he moves to the following phase in which he
details treatment. Sudden topic change, on the other hand is carried out by patients in the form of questions. Physicians
respond to these sudden topic change questions with answers. Yet, sometimes physicians challenge topic change and keep the
on-going topic.

6.4. Turn Taking Organization

In addition to these features of the sequence organization of the encounters, the analysis focuses on organization features
such as overlap, interruption and backchannels. Transitional overlap refers to the misjudgment overlap by current non
speaker who starts his/her turn of possible transition relevance place while the current speaker continues. Interruptions, on the
other hand, are cases in which current non-speaker claims the right to a turn before the completion of current speaker's turn.
As for backchannels, they are feedback vocalizations produced by current non-speaker during a current speaker's on going
utterance but without claiming the speaking turn. Though physicians and patients observed the rules for smooth transition
between turns, occurrences of more than one speaker at a time were common. The following section is designed to shed light
on these features.

6.4.1. Transitional Overlap

There were 17 cases of overlap at possible transition relevance places. There were 10 occurrences of transitional overlap
in private practice settings and 7 cases in public clinics. Contrary to expectations, doctors do more overlapping in the private
settings than in the public ones. There were 7 cases of transitional overlap carried out by physicians in private practice
settings opposed to 4 cases by physicians in public practice settings. Thus, transitional overlap occurs in both private and
public practice settings. Regardless of the asymmetrical relationship, current non speaker's turn taking is hierarchically prior
to continuation by current speaker. In one encounter, the mother of the baby overlaps with the female physician before the
completion of her turn. This overlap is resolved by the physician yielding the floor to the mother to answer a question that
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has not been completed. In the following example, by contrast, the physician overlaps with the mother of the baby. This
occurs when the physician starts a turn about a consideration of the condition before the mother's completion of her turn. The
overlap is resolved by the mother yielding the floor to the physician who starts a new turn and changes the topic.

Thus, turn-taking priority by current non-speaker may be due to the type of the utterance itself rather than to the social
distance between participants. That is, it may be related to the discourse identity. Current non-speakers start their turns with
directives such as questions and orders, parts of adjacency pairs which are preferred such as answers to questions,
clarifications and/or a consideration of the condition. In this sense, transitional overlap displays negotiation, interest and
understanding rather than social distance. This is similar to Tannen's (1987, p.77) finding that transitional overlap reveals
"solidarity, enthusiasm and interest in other's talk".

6.4.2. Interruptions

Cases in which one of the participants claims the right to a turn before the completion of another's were also common in
these encounters. Of the 67 Interruptions that occurred in these encounters, physicians were interrupted 33 times by patients
and patients were interrupted 44 times. Moreover, physicians in private practice settings interrupted patients more than they
do in public clinics. Therefore, when current non-speaker starts his turn at a point, which is not a transition relevance place
(TRP) the result, is a competitive act called interruption. One of the participants in his /her attempt to dominate and control
the conversation considers an interruption. As such, it is a violation of a current speaker's right to complete a turn or even to
reach at a possible TRP. In dealing with interruption, either current speaker may yield the floor accepting non-speaker's
interruption to resolve the resulting overlap or he may use negative sanctions such as complaints. In the present data, both
types of response occur. In the following example, the physician claims the right to a turn by starting before the mother of an
eighteen-month-old baby completes her rum or even arrives at a possible transition relevance place (PTRP). Yet, the mother
in order to resolve the resulting overlap, yields the floor and stops prematurely, thus effecting a break. However, participants
in medical consultations do not always respond by yielding the floor. Interruption is negatively sanctioned by the physician
who has been interrupted by the mother of the patient more than once in the encounter. Interruptions are marked by
certain strategies for taking the speaking turn without waiting for the transition relevance place TRP. S/he may preface
the turn with an attention-getter like 'bass’ (but) "Tab™ (so) or "yacnii" (thus),. The following example illustrates this
use of attention-getter by interrupter. The patient prefaces her turn with the attention-getter 'bass' (but) to claim the speaking
turn.

Although interruption is an attempt by one of the participants to dominate and control conversations, the present data
show that both physicians and patients interrupt one another. Interruptions occur for various reasons. First, physicians
interrupt patients to ask questions or give commands in conducting the examination. They interrupt patients to get certain
specific information needed before the diagnosis. For the physician, what the mother is saying is notas important as
the question about the pimples' appearance. Consequently, the physician interrupts the mother before she completes
her turn and the mother yields the floor and responds in the following turn with an answer to the question. The other case in
which physicians may interrupt patients are related to giving commands. Second, physicians interrupt patients to clarify
their utterances. Third, patients interrupt physicians to ask questions in the phase of detailing the treatment. Fourth, patients
interrupt physicians to say something, which they believe to be important. The patient interrupts the physician whose
question indicates that there is either an infection or a hereditary disease. Therefore, the patient interrupts the physician to
reveal important information, which, he believes, may affect the physician’s diagnosis. Finally, patients interrupt physicians
to express an agreement or a contradiction to what the physician says.

In terms of power, interruption in medical encounters is not just an attempt to dominate and control. It has other
functions to be fulfilled by physicians and patients. However, the different types of response to interruption indicates power
asymmetry: only physicians have the power to respond to an interruption with negative sanctions. Patients, on the other hand
can respond to interruptions only by yielding the floor. This is due to situated and institutional identities, which physicians
POSSESS.

6.4.3. Backchannels

The encounters were also characterized by the frequent use of backchannels. Of the 106 backchannels found in the
encounters, there were 40 backchannels produced by physicians and 66 produced by patients. Yet, physicians' production of
backchannels in private practice settings was more frequent than its counterpart in public clinics. In the present  data,
backchannels consist of brief utterances in the form of non-verbal vocalizations such as "hah" "hmm" and
"?2mm" "um" one or two word utterances like "Tayyib" - OK, "?aywa"-"yes" and "maafii"- "No" or a repetition of all or
part of the previous turn by the current non-speaker. In the following example, the physician responds to the patient's
utterances by producing backchannels to indicate attentive hearership. Backchannel vocalizations serve to display continuing
interest and co-operation in topic development. They indicate that the listener, who is doing support work, is carefully
attending to the stream of talk. In the present data, backchannels were common. Yet patients' backchannels were more
frequent than those of physicians. They were used to fulfill a variety of functions. Physicians and patients produce
backchannels to confirm the continued attention and hearership. Physicians can also use backchannels to show sympathy
with patient’s statements. Patients, on the other hand, produce backchannels to acknowledge understanding of the physician's
speech. Thus, most of the patients, backchannels were produced in the phases of diagnosis and detailing treatment.

The interpretation of such violations for the turn taking is based on Sacks et al. (1987) assumption that the turn-taking
system is an economy in which the distribution of turns is like a commodity. In this sense, differences between physicians

35



JCSLL 1 (4): 28-40 El-dali, H. M., EI-Moety, Doha M. A., & El-Seidi, M. A.

and patients in turn distribution can be considered a matter of advantage. Furthermore, cases of more than one speaker at a
time are considered violations that should be justified. In this regard, turn taking violations can be justified as follows.
Transitional overlap indicates the negotiate nature of the medical consultations. Physicians and patients negotiate rights to
turn-taking through misjudgment overlap and the fact that this overlap is soon resolved indicates their orientation to the "one
speaker at a time" strategy. Interruptions, by contrast, reveal a competitive behaviour on the part of the interrupter. When
used frequently, they assert the speaker's authority and lack of care for the interrupters face. In the present data, however,
interruptions were not frequently used. Further, both physicians and patients used them to achieve certain functions.
Similarly, back channels were produced by participants to achieve a variety of functions. They are co-operative overlaps that
indicate non-speaker's continued attentions, understanding, agreement and interest. These three types of overlap can be
ordered according to their frequency of occurrence as follows: backchannel vocalizations, transitional overlap and
interruptions. In terms of power, medical consultations are characterized by co-operation and positive reinforcement for
continued talk from both physicians and patients. There is no absolutely powerful or powerless participants. Rather both
participants are active hearers that pay considerable attention to one another. Yet there is some sort of power asymmetry,
which characterizes these encounters. It is due to this power asymmetry that responses to interruptions vary (Van Dijk, 2006,
2008a, b; Wang, 2006).

6.5. Lexical Choice

Lexical choice focuses on items that reflect participants' orientation to the institutional nature of the encounters. It
includes the use of technical jargon and professional cautiousness. The following section discusses each one in detail.
6.5.1. The Use of Technical Jargon

The analysis of the data shows contrasting results between public and private practice settings. In public clinics,
physicians tend to avoid the use of technical terms. In private practice settings, by contrast, physicians tend to use
technical jargon. There were 31 cases of the use of technical terms by physicians. Moreover, the encounters include lots of
utterances in which physicians discuss these terms with patients to get them to understand their conditions.

6.5.2. Professional cautiousness

The encounters include 20 utterances that were designed in a way to maintain cautiousness. Physicians reflect their
orientation to their institutional tasks when they resort to using general statements and indirect speech acts. First, physician
begins his turn with the question who tells you so? Which conveys the possibility that there may be another person who is
responsible for such a fault rather than asserting that it is the mother's fault? Second, he asks two rhetorical questions to let
the mother infer that it is only the physician who has the right to prescribe medicine. Finally, he states the danger of injecting
the child.

The analysis of lexical choice reflects the dynamic nature of the power asymmetry between physicians and patients. In
public clinics, physicians avoid the use of technical vocabulary terms though they exercise two different types of power over
patients, i.e., institutional identity and master identity. Therefore, the avoidance of technical vocabulary jargon may be a
means of decreasing the social distance between physicians and patients. Furthermore, it may also be indicated to encourage
patients’ participation in the verbal interaction. By contrast, physicians in private practice settings tend to use technical
vocabulary items. Yet, they are not intended to show power superiority over patients. Rather, physicians provide
patients with necessary explanations for these terms. As such, the social distance between participants does not remain static.
It is increased and decreased during the encounters and physicians do not always aim to indicate and practice power
superiority over patients. By contrast, they provide patients with opportunities to power claiming (Widdowson, 2004; Wilce,
2009).

6.6. The Co-Operative Principle

The 144 commands given by physicians in phase Il of conducting the examination and in phase V of detailing the
treatment are in conformity with Grice's maxims. They are given in the clearest and most direct way. Physicians resort to
bald-on-record strategy and design their commands as imperatives or statements. In the following encounter, the physician
designs his command as a statement that conforms to Grice's maxims of Quantity, Quality, Relation, and Manner. In addition
to these commands, the encounters include other utterances in which physicians flout Grice's maxims by inviting implicature.
In the following example, the physician responds to the mother's question by violating the maxim of manner and thus being
less informative than is required. Yet, the physician intends this flout of maxim to avoid saying that the child has scabies.
Thus, there is an observation for the co-operative principle and its maxims. This is due to the nature of the interaction in these
encounters in which achieving maximally efficient communication is the most important aim. Thus, physicians and patients
produce utterances that are clear, direct and unambiguous. They conform to the maxims of Quantity, Quality, Relation and
Manner. However, there are instances in which physicians flout these maxims and invite conversational implicature to
avoid responsibility for doing an FTA. This indicates two important observations: First, the encounters have the
purposeful and co-operative nature of conversations. Second, they refer to the importance of context in interpretation and the
observation for face consideration.

6.7. The Politeness Theory

Although the achievement of efficient communication is the most important aim in these encounters, cases in which
participants give attention to each other's face were common. These cases of face considerations came in the form of positive
politeness, negative politeness and in the use of the off-record strategy. There were 131 utterances in the form of positive
politeness: physicians in private practice settings gave 93 utterances and 38 in public clinics. They were expressed
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linguistically. In addition to positive politeness, the encounters include instances in which participants aim at minimizing the
particular imposition that the FTA unavoidably effects. This is done with negative politeness. In private practice settings,
there were 38 utterances of negative politeness while in public clinics there were 20 such utterances. That is, cases of
negative politeness are more frequent in the private settings than in the public ones. Furthermore, patients' use of this strategy
is more common than physicians, use of it. Out of the 58 utterances identified, there were 45 utterances produced by patients
and only 13 utterances by physicians. Negative politeness is implemented by the following strategies: (1) Stating FTA as a
general rule - In this strategy, physicians displace patients and state the FTA as a rule in order not to blame them directly for
doing something wrong. Thus, in the previous example, the physician avoids saying something like "what you have done is
wrong and it may affect your child's health badly". This utterance came in response to the mother's indication that she gave
her child "novalgin”. (2) Minimize the imposition; (3) Give deference - Both physicians and patientsuse this strategy. Yet,
patients' use of it is found to be more common than that of physicians. (4) A hedge: a particle, a word, or a phrase that
modifies the degree of membership of a predicate or noun phrase in a set; (5) Apologize - When patients do an act, which
they believe to be an FTA, they tend to apologize as the following example indicates. The patient raises his foot in front of
the physician to let him see how it is injured in the physical examination phase. Yet, the patient accompanies this act with an
apology. (6). Impersonalize speaker and hearer - Physicians resort to this strategy to minimize the imposition that the FTA
affects. In the following encounter, the physician avoids the use of 'I' and 'we' to encourage the patient to respond freely.

In addition to positive and negative and negative politeness, physicians use off-record strategy and invite conversational
implicature through violating Gricean Maxims of efficient communication. Yet, off-record utterances were not common in
the encounters. There were only 6 utterances in which physicians flout Grice's maxims. They were used to help them do an
FTA without having the responsibility for doing it. In the present data, off-record strategy is linguistically realized as
follows: be vague, give hint; and use rhetorical questions. (1) Be vague: violate the Manner Maxim- By violating the
manner maxim, the physician indicates the serious condition of the patient under examination. Furthermore, this utterance
has been provided as a preliminary to the diagnosis and it may also indicate the parents' responsibility for such a bad
condition. (2). Give hints: violate the relevance maxim - The physician may give hints about the serious and bad condition of
a patient by violating the Relevance maxim. (3). Use rhetorical questions: Violate the quality maxim - The physician uses
rhetorical questions and violates the Quality maxim to indicate that it is only the physician who has the right to prescribe
medicine and to criticize the patient's behaviour in taking the medicine irregularly.

Generally, politeness strategies were more commonly used in private practice settings than in public clinics. This is an
indication of the differences in power relations between participants in the two settings. In public clinics, physicians exercise
more power over patients. Consequently, they pay little attention to patients' face while patients' utterance, show great
considerations to physicians' face. By contrast, in private practice settings, physicians show a considerable attention to
patients’ face. Yet, the social distance between physicians and patients is a dynamic one. It is negotiated with positive
politeness and negative politeness, which work as a social "accelerator” and social "brake", (Brown and Levinson 1978) for
increasing and decreasing social distance in medical consultations. The use of the negative politeness strategy "give
Deference”, for example, increases the social distance whereas the use of the positive politeness strategy
"presuppose/raise/assert common ground” decreases it. Thus, positive and negative politeness strategies provide physicians
and patients with a means through which they can keep and assert the dynamic nature of their relationship.

7. Conclusion

The study is about language and power in Egyptian Arabic doctor-patient interaction. In the present study patients are
neither passive nor powerless. In these encounters, there is power asymmetry between physicians and patients. It arises from
the status and role that physicians occupy. It is an institutional and legitimated power. This power is reflected in the
discourse, especially in the phases, which physicians seem to preserve. Yet, the results vary according to whether the
encounter is in a private or public practice setting. This is because physicians in public practice settings exercise a different
type of power in addition to institutional power. It is the power gained through social class.

In private practice settings, physicians' power is manifested in phase | in which they initiate the verbal interaction and
choose the topic. Yet, this control is negotiated and physicians' power is not static. Physicians are not constantly the powerful
participants nor are the patients constantly the powerless ones. In phase IV, physicians provide patients with the diagnosis,
which empowers patients, and patients themselves respond to this diagnosis with a question, an agreement or a disagreement.
Likewise, in public practice settings, there is a share of power though in different phases. Physicians' power in these
encounters is higher and the distance between physicians and patients is larger. This results in the short duration of
encounters and consequently the absence of certain phases. Phase | is either absent, expressed non- verbally or includes just
one utterance by the physician about the reason for attendance. Similarly, phase 1V in which the diagnosis is provided and
phase VI of terminating are missing. The absence of these phases, especially the provision of diagnostic information in the
consultation, is related to the asymmetries of the relationship and the maintenance of medical authority. Yet, this
maintenance is not absolute: patients ask about the diagnosis.

Power is also negotiated through the structural organization of medical consultations. Of the total number of questions
identified in these encounters, 40.8% were asked by patients. In private practice settings, patients asked 46.6% of the
questions while in public clinics they asked about 34.7%. That is, patients in both private and public practice settings ask
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questions and questions stand for power. Physicians' orders/ commands are in the form of bald on record, i.e., in conformity
with Grice's maxims. They are given either in Phase Il of conducting the examination or in phase V of detailing treatment.
This indicates that they are given in the clearest, most direct and unambiguous form to achieve maximally efficient
communication. They are not intended to express power superiority. This is illustrated by the frequent use of politeness
strategies. A frequent utterance of positive politeness has been observed. They are used by physicians in the following
linguistic realizations: (1) Use in group identity markers, (2) intensify to patients, (3) give reasons, (4) presuppose/raise/assert
common ground, (5) include both physician and patient in the activity, (6) exaggerate approval and sympathy and (7) use
joke. In this regard, the use of positive politeness by physicians in their interaction with patients indicates that patients are not
powerless. Negative politeness has been also used frequently by physicians and patients to minimize the imposition of the
FTAs. The following devices of negative politeness are identified: (1) State the FTA as a general rule, (2) minimize the
imposition, (3) give deference, (4) the use of a hedge, (5) apologize and (6) impersonalize physician and patient.

Negative politeness and positive politeness are used to decrease and increase social distance in the relationship between
physicians and patients which is a dynamic relationship. however, both negative and positive politeness are more common
and frequent m private practice settings than in public clinics. The reason is due to the power asymmetry between physicians
and patients. Moreover, the results show that participants in both private and public practice settings tend to use positive
politeness more than negative politeness. This contrasts with Brown and Levinson's (1978) that in Western culture negative
politeness is the most elaborate and most conventionalized set of linguistic strategies for FTA redress. Off record strategies
are also used by physicians in the encounters. They invite conversational implicatures by violating the Gricean
maxims. They are realized linguistically as: (1) Violate Manner Maxim: Be vague, overgeneralize, (2) Violate Relevance
Maxim: Give hints and (3) Violate Quality Maxim: Use rhetorical questions. Yet, the number of off record utterances are
few. This is due to the nature of medical interactions in which the achieving of maximally efficient communication is the
most important aim.

Turn taking violations, i.e. overlap, interruption, and backchannel are also common in these encounters. They have two
functions: first, they reflect the conversational nature of these encounters, and second, they illustrate the nature of the
relationship between physicians and patients. The encounters include other conversational features such as adjacency pairs
and the preference system. In private practice settings, two types of adjacency pairs have been observed, i.e., greeting/
greeting and question/answer pairs. By contrast, public clinics include only one type of adjacency pairs, namely,
question/answer. However, participants in both private and public practice settings pay considerable attention to preferred
versus dispreferred responses. Of the dispreferred responses observed are non-answers to questions versus answers. This
results in participant repeating the question until s/she gets an answer. In this regard, Egyptian Arabic medical encounters are
not interviews in which physicians ask questions and patients passively answer. They are purposeful conversations: both
physicians and patients ask questions. They also include different conversational features: the use of politeness strategies,
turn-taking violations, adjacency pairs and the related term preference. In these purposeful conversations, power is not
stable. It is constantly renegotiated through discourse which provides participants with discursive power. That is, power
is dynamic: it is possible for patients to gain discursive power temporarily though physicians have institutional and social
power. To conclude, the asymmetrical relationship between physicians and patients in Egyptian Arabic medical encounters
results from situated or institutional identities which physicians acquire by being representatives for an institutional setting.
In public clinics, physicians exercise another type of power due to differences in social class. This is known as master
identities. Besides, there is discourse identity that shifts between participants in the consultations. As pointed out above,
there are no absolutely powerful and powerless participants in these encounters. Rather, both participants are active: they
share power. In addition, the relationship between participants is a dynamic one in which there is an increase and decrease in
the social distance through the use of different strategies of politeness. The encounters do not belong entirely to the
interview genre which is characterized by questions and answers. They belong to "talk-in-interaction". They also have some
characteristics of purposeful conversations such as turn-taking organization and co-operative principle.
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