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Based on conversation analysis of 18 audio-recorded consultations i erthon O ation
between cancer patients and a range of cancer care specialists, study; interactional norms
this article analyses the ways cancer specialists attempt to

ascertain their patient’s understanding of their disease. Cancer

specialists routinely enquire about their patient’s understanding.

In doing so, they phrase enquiries in different ways, resulting in

different patient responses. How questions are phrased can

require patients to deal with contradictory norms in the

consultation, such as the patient being competent but not

assuming medical expertise, and potentially hinder patient

participation. Alternatively, questions can allow patients to draw

on their own experience and so facilitate greater patient

involvement. Questions aimed directly at the patient’'s medical

understanding result in minimal or negative responses. In

contrast, questions directed at what the patient has been told or

has experienced, elicit longer and more in-depth responses from

the patient. This analysis illuminates the co-construction of cancer

specialist consultations and suggests simple ways in which patient

involvement in the consultation can be facilitated.
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Introduction

People are confronted with contradictory norms when interacting, or considering interact-
ing, with the healthcare system (Ziebland, Rasmussen, MacArtney, Hajdarevic, & Ander-
sen, 2019). In this paper we consider contradictory norms inside the cancer healthcare
consultation and suggest that an awareness of these norms has the potential to foster
less problematic interactions in the difficult circumstances of these consultations. We
focus on the norms that come into play when clinicians attempt to ascertain what patients
know about their condition. These norms include patients being competent but not
making claims of medical expertise or telling someone something they already know.
The way health professionals phrase questions greatly impacts on the patients” response
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(Leydon et al., 2018). If patients feel unable to respond because of how questions are
phrased, their opportunities to engage in the consultation and in decision-making are
reduced, working against the ideals of patient-centred care and patient empowerment.

In order to tailor their information, health professionals need to let patients take the
initiative early in the consultation (Heritage & Robinson, 2006) and also ascertain patients’
understandings of their condition. In routine acute consultations, patients are given the
initiative through opening questions enquiring about the patient’s medical concerns
(such as ‘what can I do for you today’) (Heritage & Robinson, 2006). Soliciting questions
also allow the patient to raise their concerns and may lower patient anxiety (Leydon et al.,
2018). Such enquiries do not generally occur in consultations with specialists, such as
oncologists, where the patients’ concerns may have already been presented as part of
the referral process, and a diagnosis given (White et al., 2014). Health professionals do,
however, enquire about patients’ understanding (Farrell, Kuruvilla, Eskra, Christopher,
& Brienza, 2009). However, if the goals of shared decision-making (SDM) are to be
enacted then it is necessary to ensure that patients are able to participate as fully as possible
in that process (Heritage & Maynard, 2006). Research indicates a range of hindrances to
SDM and patient-centred care.

Physicians and patients vary in their attitudes to concepts like patient-centred care and
SDM. In a review of patient barriers and facilitators to SDM, factors identified included
patient characteristics (e.g. ethnicity), patient attitudes (e.g. a ‘doctor knows best’ attitude)
and clinician characteristics (approachable or not) (Joseph-Williams, Elwyn, & Edwards,
2014). In order to better approximate a patient-centred model of care there is a need to
attend to norms that influence patient participation, such as patients’ expectations to be
passive in consultations (Joseph-Williams et al., 2014), and clinician” expectations that
patents are communicative and know what is going on with their health (Sointu, 2017).
Even in situations where clinicians are actively engaged in programmes to enhance
SDM, they use a range of rhetorical devices that act to secure agreement to a preferred
decision (Robertson, Moir, Skelton, Dowell, & Cowan, 201 1) and may overtly recommend
or infer preferred options in the consultation (Dew, Signal, Stairmand, Simpson, & Sarfati,
2019). Clinicians may unwittingly undermine patient involvement in decisions about
treatments, for example, by leaving patients with a sense that there is no choice in treat-
ment options (Ziebland, Chapple, & Evans, 2015).

Researchers who focus on the details of interaction in health encounters have strongly
argued that, in order to make recommendations to improve health communication, the
details of actual interaction need to be understood (Pilnick, Hindmarsh, & Gill, 2009).
The use of Conversation Analysis (CA) in detailing the medical encounter has shown
the collaborative nature of these encounters and how partipcants are attentive to the
talk and conduct of co-participants (Pilnick et al., 2009) Through talk and interaction par-
ticipants in the consultation ‘establish and maintain boundaries of expertise’ (Pilnick et al.,
2009, p. 789). The research outlined here draws on this approach.

Farrell et al. (2009) found that health professionals routinely overtly assess patient
understandings in the consultation using ‘teach-back’ questions. A teach-back question
is defined as ‘[a] question whose natural answer is the patient’s own version of the infor-
mation covered in the conversation’ (Farrell et al., 2009, p. 129). A key issue with ‘teach-
back’ is that they are taken to be tests of a patient’s understanding (Koole, 2010). Vinson,
in his ethnographic study of medical education in the US, observed the use of this teach-
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back format, referred to as the ‘ask-tell-ask’ technique in his study. This technique was
meant to avoid paternalism and designed to assess a patient’s knowledge of their
medical problems so that the physician can determine what might need elaboration or cor-
rection. An example is students being taught to ask patients who have tests showing they
have diabetes ‘Do you know what diabetes is?” (Vinson, 2016, p. 1373). In Vinson’s study,
students are specifically taught to test knowledge. Testing knowledge evokes those contra-
dictory norms for patients of being a competent patient and not assuming you have
medical expertise.

Answering a teach-back question requires the answering party to breach two social
norms of interaction. Firstly, they are informing a knowing participant about something
they are already aware of. Secondly, in the case of patients, they are also breaching the
norm that speakers should not make claims to which they have less epistemic access to,
that is, are less expert about (Stivers, Mondada, & Steensig, 2011). The response and
expected ‘minimally complete answer’ to a question are determined by both the structure
of the question (Heritage & Robinson, 2006), and by the relative epistemic access of the
participants (Heritage, 2012, 2013).

In medical education, students are taught how to negotiate the contradictory norms at
play between patient empowerment and the students’ developing medical expertise
(Vinson, 2016). To empower patients to make their own decisions runs the risk of under-
mining the doctor, who is trained to provide diagnoses and treatment plans. In addition to
their own experiences, patients draw on previous information provided to them by
specialists, or other healthcare professionals (Eggly et al., 2006; Rapley, 2008; Schnitzler
et al.,, 2017). Students may be taught about these different domains of expertise, with
patients having expertise on their own circumstances and situation and clinicians
having medical expertise (Vinson, 2016). The asymmetry of consultations is unavoidable
(Pilnick & Dingwall, 2011), but the level of asymmetry in consultations can be influenced
by the conversational strategies employed by health professionals (Toerien, Shaw, &
Reuber, 2013).

The research reported here aimed to identify how consultation questions can facilitate,
or hinder, patient involvement in the consultation. This sociological observational study
draws on tools from conversation analysis to explore the sequences following cancer
specialists’ questions to ascertain cancer patients’ understandings or experiences of their
condition. In doing so, the research identifies how question formulation can bring into
play contradictory norms in the consultation, that can hinder patient involvement.

Methods

The data were collected as part of a research programme to explore the cancer care jour-
neys of patients and investigate how aspects of healthcare delivery may lead to inequitable
outcomes for Maori, the indigenous peoples of Aotearoa/New Zealand (Dew, Signal, et al.,
2015; Dew, Stubbe, et al., 2015). One phase of this research is drawn on here that involved
the audio recording of cancer consultations between June and October 2013, which
included a treatment decision as a topic.

Approval for the study was granted by the New Zealand Central Region Ethics Com-
mittee. For this phase of the research 18 patient participants and eight specialists were
recruited through clinical networks in four Aotearoa/New Zealand hospitals. Patients
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were included from a range of ages (adults >18 years), ethnicities (Maori and New Zealand
European), gender, cancer types, with and without co-morbidities, who had recently
received a cancer diagnosis (or high likelihood of this in the case of lung cancer) and
were about to discuss their treatment options. Patients’ whanau (family) were present
in most consultations and cancer nurse specialists were present in some. Specialists
who agreed to participate identified possible patient participants who were contacted by
the researchers and received verbal and written study information and were asked to
give written consent. The participating clinicians were two radiation oncologists; four
medical oncologists and two surgeons. The cancers that were discussed in the consul-
tations were breast (5), lung (4), prostate (2), bowel (2), rectal (1), stomach (1), testicular
(1), skin (1) and abdominal sarcoma (1).

The digitally recorded consultations were between 24 and 71 min in length. On listen-
ing to the consultations and reading the transcripts it was noticed that there were occur-
rences where specialists appeared to ask questions to ascertain patients’ understandings,
and these seemed to elicit different responses. This seemed potentially pertinent to the
decision-making process so a collection of all the ascertainings in the dataset was made.
Of the 18 consultations, 16 contained an explicit attempt to ascertain the patient’s under-
standing. In these 16 consultations, the question segments were anonymised and tran-
scribed using Jeffersonian conventions (see http://www.paultenhave.nl/Transcription-
DCA-2.htm). Each question and the subsequent conversation sequence were analysed
in detail. Following analysis, we grouped ascertainings into three types, direct teach-
back questions, indirect teach-back questions, and questions directed at patients’ experi-
ences. In all transcripts, codes have been used. MS refers to the medical specialist, PT refers
to the patient, and PS to a patient’s support person.

Results

As a result of the analysis, three questions types were identified across all the consultations,
direct teach-back, indirect teach-back and experience questions. In the following we con-
sider each one separately. We did not set out to classify consultations as one type or
another as, in the same consultation, different questions may be used as specialists re-for-
mulate in response to patient talk. The focus of this analysis is on the type of question and
the responses to it.

Direct teach-back questions

Direct teach-back questions are directed at the patient’s understanding of their condition
or treatment. This type of question occurred in 5 of 18 consultations. In all five instances it
resulted in a problematic interaction with misalignments between patients and specialist,
minimal, negative responses from patients, or patients redirecting the target of the ques-
tion to their experiences. We interpret the interactional difficulty as arising from the con-
tradictory norms of patients displaying competence but not making claims of medical
expertise, and the interactional norm of not telling someone something they already know.

An example of the minimal response given by the patient can be seen in IV18. The
patient, IV18 has had cancer for 12 years and demonstrates a degree of health literacy
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throughout the consultation. However, when asked a direct ‘teach-back’ question in the
form of a yes-no interrogative on line 12 he responds with a minimal, and soft ‘no’

IvVig

12 MS: >* so you know< what cancer is all that sort of thing*
13 PT: enoe=

14 MS: =yeah no (.) okay you know what the prostate is and (1.0) all
15 that sort of thing

16 PT: uh=

17 MS: =yeah.=

18 PT: = yeah

12 MS: have an idea

20 PT: eyeahe

21 MS: so~ so it/ s down in the pelvis area

22 PT: eyeaghe

In asking the questions on lines 12 and 14, the specialist attempts to ascertain the patient’s
understanding of cancer. Yes-no interrogatives generally result in a minimal response that
conforms with the type of interrogative (affirmative or negative) (Schegloff, 2007) and so a
minimal response is expected. However, by phrasing the enquiries as direct teach-back
questions, first about cancer and secondly about the prostate, we infer that the enquiry
is received as something like a test of the patient’s understanding of their condition
from a medical perspective. The patient’s responses are quiet, firstly the ‘no’ on line 13
in response to the direct question about whether they know what cancer is. There is a hesi-
tant ‘yealy’, suggested by its lower pitch, on line 18, after being asked about his knowledge
of the prostate, which followed a minimal response on line 16, and a quiet affirmative
response on line 20. The patient is establishing the boundary of expertise but not laying
claim to medical knowledge.

As mentioned above, elsewhere the patient demonstrates a greater level of health lit-
eracy than this interaction would suggest. However, to answer the question the patient
would have to demonstrate a high level of technical understanding. To do so would
break both the norm of not providing information already known, and it would be inform-
ing an expert of that technical understanding. There is a misalignment between the
specialist’s attempt to ascertain the patient’s understanding and the patient not breaching
norms of claiming medical expertise. Given the phrasing of the question as requiring a
‘yes/no’ and the expertise requirements of a teach-back question, this interaction does
not result in the patient offering any further information, demonstrating their understand-
ing or raising concerns.

Teach-back questions are not always phrased as yes/no interrogatives, but even when
they are less constraining the patients’ response is minimal. The tendency for direct
teach-back questions being treated as tests, and thus receiving minimal responses, was
acknowledged by the specialist in IV13. MS provides a pre-account with ‘my next question
to you sounds like a quiz’, which is designed to minimise the chance of IV13 hearing the
question as a test.

IV13

04 ¥MS: my next guestion to you scunds like a quiz but it’ s not meant
05 to be

06 PT: emhme=
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07MS: =Iwculd like for you to tell me what you <understand> about

08 what was found on <your imaging and on your biopsy>.hh this
03 just lets me know what you' ve ({.) taken away from your

10 discussions.h> so that I know where to start<

I1PT: u:i:m (.) that I have a lump=

12MS: =yes

13 (1.0)

14 PT: andthat’ s prettymuch it
15MS: okay.hh so has anybody talked to you about (.) what the ()

16 biopsy has shown did your G P chat with you! about that] =
17 PT: [ n::o ]

18 MS: =cn Monday=

18 PT: =s0] on]

20 MS: [ y~1

21 PS: hedidn’ t have any information

22 PT: sohegot!umorigin] al=

23 MS: [ o:h?* ]

24 PT: =documentation which he gave me & copy of that advised that
25 (.} o:nMonday last week.hhh when I was seen at radiclogy
26 that they took a{ bio} psy=

27 MS: [ yes]

28 PT: =for scanning but it didn’ t have any specific details about
29 (.) <what the> findings were (.) so he couldn’ © really tell us
30 iwhen I went to see him.hhh on Monday=

31M8: =o0:h, I'm- {(.) that wasn’ t how this was meant togo? (.)![ so]
32 PT: [hah]
33 hah=

34MS: =Iap(h)ologise

35 PT: [ hah hah]

36 PS: [yeah ] (he thought) you’ 11 need to find out .=

37MS:  =yes so (.) sowe re going to start at the beginning then

The patient initially gives a short confirmative response to the teach-back question on line 11,
beginning to describe her knowledge. The pause on line 13 is likely the result of the specialist
waiting for a longer response, but the patient closes their turn on line 14. The specialist re-
phrases the ascertaining toward the knowledge imputed by a third party (the patients GP)
on lines 15-16, and 18. The question is no longer about the patient’s understanding but
what they have been told, and the patient is able to give a stronger negative response on
line 17 (corroborated by the patient’s support person on line 21), which they then elaborate
on lines 22, 24-26, and 28-30. Whilst the patient does not provide any additional medical
information, clarifying that they have not received any additional details on line 28, they
are able to provide additional information about their experiences. On line 31 the specialist
acknowledges that there is a problem in that the patient does not know the outcome of the
biopsy, something the specialist expected the patient to know. The specialist apologises on
line 34, realising that important information has not been made available to the patient,
and moves to repair this situation by starting ‘at the beginning’ (line 37).

Despite the health professional attempting to address the issue of teach-back questions
being received as a quiz, and raising potential third parties for the patient to draw upon on
lines 7-10, the patient still provided minimal information in response to the direct teach-
back question. The specialist was able to obtain a more sufficient response by changing the
question agenda (Stivers & Hayashi, 2010, p. 8) to one about what the patient has been told.
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IV16 demonstrates the difficulties that emerge from direct teach-back questions, but also
indicates that specialists can successfully solicit a longer response, by raising the patient’s
interactions with a third party. In lines 13 and 14 the specialist opens by asking a direct
teach-back question (what you know so far) and also solicits questions from the patient:

IVié

13 MS: jJust tell me what <you> (.) know so far and what youmost want
14 to find out (.) tecday and thenwe’ 11 (.) >kind of go from

15 there<

16 PT: I’ d Like to know (.) hhh what happoens from now

17 MS: mhm

18 PT: what my treatment’ s going to be (.) how long they’ 11 be.hh

19 what (1.0) n- side effects if any I would have

20 MS: yep=

21 PT: =>what are my chances<of (.) it reoccurring (Z2.0) and that’ s
22 about it

23MS: ewell ite tplenty( tobe getting onwith and I] think they re=
24 PT: [ hah hah hah hah Thah}

25 MS: =>really really good <questions.hh sc I hope by the end of

26 today we’ 11 have the answer to that (.).hh and then maybe

27 we' 11 stert off by asking what (.) you know (.) so far ;and

28 (.) you' ve already had the most important part of

29 ryour treatment

30 PT: <yel s>]

31 MS: [the] surgeryl| by Brian so] =

32 PT: [ yes yes I have yes]

33 MS: =that’ s excellent.hhumso (.) tell me what you kind of know
34 about the (.) the breast cancer

35 (2.0}

36 PT: h.hh um Brian explained tome that they.h think they (.) e~
37 i>got it all<=

38 MS: =mhm

39 PT: so and that it shouldn’ £ (.) be a problem.hh but that there
40 will be some: (.) ongoing treatment

41 MS: ecokaye (1.0) anddidhe (.) specify or discuss what that might
42 {.) be

43 PT: the:: hh he said he wasn’ t sure[and] that=

44 MS; [ no]

45 PT: =[that it] was really up to=

46 MS: [ okay ]

47 PT: =hh he said that it had gone to a board and they had ordered
48 more tests=

49 MS: =mhm

50 PT: and then (.) it wouldbe (.) depending cn those test results
51 MS: >for sure <sure-c

On lines 16, 18, 19, and 21 the patient avoids responding to the teach-back questions and
responds only to the request for questions. This leads to the long turn by the medical
specialist on lines 23, 25-29 and 31, which affirm the patient’s choice of questions
(really really good questions), before reiterating the teach-back question on line 27
(what you know so far). However, this is again followed by another question in a yes/
no form, and which the patient responds to. The teach-back question is restated for a
third time on lines 33-34 (tell me what you kind of know about the breast cancer), this
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time unaccompanied by another question. However, in the same turn the specialist also
mentions a third party, Brian, on line 36, and mentions the patient’s experiences.
Raising the third party provides an opportunity for the patient to reorient the question
target toward what they have been told by Brian (lines 36, 37, 39, 40, 43, 47, 48) rather
than their health literacy and a test of their own expertise.

In one instance the patient was able to reorient a direct teach-back question by
responding with a discussion of their experiences and so provide a longer response:

IV03

01 MS: why do you understand why you’ re here to talk to me

02 (@20)

03 PT: u:mbecause I hadum:: (.) a: colonoscopy in December=

04 MS: =mhm

05 PT: u:h which showed I had a tumour (.) uh so I went to a surgeon (.)
06 usam ()

07 he (well or one of his (.) >registrars <hah hah

08 MS: one of [ the minions]

09 PS: [ the minions] hah hah]| v (h)eah] =

1.0 [ hah hah] =

11 MS: =yes=

12 PT: =ch- chopped it out hah hah

13 [ hah]

14 MS: [ yep]

15PT: inFebruary (.) u:mandwhen I<sawhimfor> the follow up (.) u:h
16 whenever it wasMarch (1.0) .hhe said that um::.h that the: u:h
17 lymph nodes (1.0) the histology in the lymph nodes <showed> that
18 there was spread

19 MS: yes

20 PT: some spread

21 MS: yep

22 PT: that/ s wha- all- and I would need to (.) come and see you folk=

23 MS: =excellent
24 PT: that’ s what f:: >that’ s really all I know<=

25 MS: =okay s- how what T know (.) u:m
26 if I put it in context (.) how I think about bowel )
27 tcancers.hh the first thing (.) um in terms of (.) is that you

28 actually have

two.hh one of vweve  \\re @ S= Al f—\-w;-\ H\o> \nve

24
Lﬁ}O/ which is like a freckle (.) and is a nothing
( (SPECIALIST CONTINUES) )

After a long pause, the patient responds to the question ‘do you understand why you are
here’ by giving the history of their treatment, mentioning the discovery and diagnosis
(lines 03, 05, 06, 07), surgery (lines 07, 10, 12), and the identification of the spread of
the cancer (lines 15-18, 20). Again, the patient invokes a third party and what ‘he said’
(line 16). Thus, they have interpreted the question as enquiring about their medical
history, as opposed to their understanding of the disease, and the technical language of
histology is imputed to a third party. Evoking third parties means any possible misunder-
standings can be attributed to that third party and not to the patient’s competence. The
specialist provides a positive assessment to the patient’s response on line 22 with ‘excel-
lent’, followed by a medical understanding of the patient’s condition, diagnosis and

\
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prognosis, putting the patient’s experiences and understandings from third parties ‘in
context’ (line 26). This interaction indicates that, even when direct teach-back questions
are successful in eliciting the patient’s understanding, such questions still require work
from the patient. The ambiguous targeting of the question at ‘why you are here’ can be
interpreted by the patient as allowing them to discuss their journey, rather than demon-
strating their expertise in relation to their condition.

The examples presented here highlight the difficulty that patients face in responding to
a direct teach-back question. Patients either give minimal, negative responses or redirect
the question to their experiences, including what they have been told. Direct teach-back
questions evoke contradictory patient norms. The patient must provide technical infor-
mation that the specialist already knows and demonstrate their understanding to a special-
ist. If their understanding is inadequate, they risk being viewed as incompetent or lacking
concern. The potential contradiction can be resolved if a third party can be appealed to.
The teach-back form of question also requires more work from health professionals, as
the consultation with IV03 and IV16 indicates. The health professional may have to
repeat and rephrase the question to receive an adequate response, or explicitly reassure
the patient that the question should not be received as a test.

Indirect teach-back questions

Indirect teach-back questions are directed at the information provided by third parties, rather
than patients’ understandings. As IV03 and IV16 indicate, patients draw on third parties to
provide a longer response to direct teach-back questions. Indirect teach-back questions
more easily elicit longer responses than direct teach-back questions. They are not received
as tests of the patient’s medical knowledge, but instead of the patient’s experiences of being
told medical knowledge. When reporting what a third party has stated, patients avoid the
clash over appearing competent but not claiming expertise or telling someone something
they already know. There were five instances of this type of question in the dataset.

IVO1 provides a good example of an indirect teach-back question that easily elicits a
detailed response from the patient. This question does not explicitly evoke a particular
third party, but enquires about the information provided to the patient:

Iv01

23 MS: so (.) tell me what you have been told

24 PT: well uh doctor Baron

26 MS: yes

27 PT: he said what uh: <there is>a:: (2.0) uvha littlebit on the top
28 of your right hand lung e::r °esort of a° shadow=

29 MS: X & SRecd =mhm

30 PT: er.hhh so what might be doing here.hh gave me.hh the worst

3 example (.) if it iscancer.hand it is very badyour lung’ s got
32 to come out.hh however .h at your age it/ sunlikely (.) ifitis
33 not (.) we find a cure however we have todo (.) abiopsy (.).h
34 usually they the- were through the nose? however (.) this one
35 e— e- 1s an awkward position the °ewoulde d- needle on your

36 arms.hh take a biopsy s: have a look at what it is *and they
37 find a treatment for it* (.) and that’ s it

38 MS: okay? Well I think that’ s (.) a[ >pre] tty good<summary=
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The patient begins their response to the indirect teach-back question on line 23 by evoking
the name of an expert third party on line 24 (doctor Baron). This is followed by along turn
of talk conveying what they have been told by that party on lines 27-28 and 30m =)
response demonstrates an understanding of their condition and possible treatment
options, which the specialist acknowledges and provides a positive assessment of the
2R —patient response '6ii_li—11—e@(that’s a pretty good summary).
A similar question occurred in IV09:

V09

133 MS: =and to um this has come about.h (.) so<what’ s been explained>
134 to you about this

135 PT: about what it was=

136 MS: =what it was an:d (.) why you’ re here

1375 (2500

138 PT: um (.) what itwas is (.) something abit rarer than normal (.)
139 u:m (6.0) got lots of °things explained> to me <properlye
140 ((tuts)) so tha- well basically

141 it was that it attaches to the muscles n- n- about that=

142 MS: =mm

143 PT: um::: (2.0) °that obviously it doesn’ t present itself in any
144 othere way that I- they can’ t (.) pick it up (.) in- by scans
145 MS: hm. eyepe (.) usually=

146 PT: =cyepe (1.0) a:::nd I think they’ re purpose of this

147 appointment <is to> formadecisionof: if there’ s a treatment
148 () [ el

149 MS: [ vep]

150 PT: do=

151 MS: =e- tthat’ s exactly right

V09 has already had surgery and prior to this segment the specialist, a radiation oncol-
ogist, has asked about the response to surgery and other general health matters. The
specialist then moves on to ascertaining what IV09 understands about ‘this’, a euphemism
for the cancer, and the purpose of this particular consultation. Again, the patient
exhibits an understanding of their condition in a long response on lines 138-141 and
143-144 but does not name a particular third party, instead stating that things were
explained properly. As with IVO1 the specialist provides a positive assessment of the
response on line 151.

Indirect teach-back questions evoke a third party, avoiding the question being received
as a test of the patient’s medical knowledge. Asking about what the patient has been told
transfers the onus for the patient’s understanding away from the patient and to a previous
medical specialist. Consequently, indirect teach-back questions are more likely to result in
extended responses, where patients exhibit their understanding and the specialist provides
positive assessments to patient responses.

Experience questions

Another ascertaining employed by specialists that facilitates extended patient responses is
to enquire about the patient’s experiences and medical journey so far, of which there were
six instances. For example:
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IvV1is
09 MS: umbut before we get into that hh can you just tell me what' s
10 been happening

11 (.) when did you first notice the prchlem

Ivo7

56MS: what I would like to know a bit more about is.hh howdoes it all
57 come about you know what what was it you felt that led to this
58 <being> | found

Rather than requiring the patient to demonstrate their expertise, these questions are
directed at the interaction between medicine and the patient’s lifeworld from the perspec-
tive of the lifeworld (Mishler, 1984). Consequently, this form of question elicits long
responses that are assessed positively by the specialist. Patients can provide accounts
that may convey new information to the expert, and recounting one’s experience does
not require a display of competence to someone who is an expert.

IV12 provides an example of experience questions eliciting a detailed response, includ-
ing the patients’ uncertainties:

viz

26MS: T I mijustu:::minterested t- t—- to Just um:: find cut w-

27 what/ s your (.) what’ s yourunderstandingof what’ s thappened
28 so far and

29 PT: well] I wasgoing th—-] the:: well=

30 MS: [ what’ s going onj

31 PT: =I-I-1Iwas tcld that (.).hh I ve got cancer

32 MS: okay

33 (1.0)

34PT: alsoI’vegota:u:m (.) >what doyoucall it <the (2.0) 1what’ s
35 that thing ul-ulcer ulcer (.) ulcer (.)[ I don’ £t} know

36 MS: [alright]

37 PT: whether that’ s the same thing=

38 =0r whatever

39 MS: yeah so that’ s the[ uh ]

40 PT: land] thel and] the=

41 MS: [ vep]

42 PT: =know the the th- the ches~ i~ ex~
43 explained to me that.hhh tc get to that cancer the cut it cut=
44 MS: =mhm

45PT: u:thm (1.0) it was impossiblebecause of my heart heart problems
46 (6.0)
47 MS: okay (3.0) vep,

48 (2.0)

48 PT: so:

50 MS: >anything[ else<]

51 PT: [bu- | but- the thing is what I don’ t understand
52 is (.) <they said tome s~ uh uh about this radiation or

53 whate- whatever *what was it*

54 MS: mhm

55 PT: uh :: 1<yeah> I don’ t knowhow they theyg~ (.) theysaid (.) they
56 mentioned something about that and I dor’ t know uh what they
57 mean > you Xnow<=

58 MS: =okay=
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59 PT: =what they <mean>

6Q MS: sure ryep (2.0) <and> janything else that you thought about
6lior: (.) need to ask about

62 (1.0)

63 PT:well (1.0) IknowI’ vegot cancer but there' s nothing they can
64 de about it you[ know]

65 MS: [1okayl (.) alright (.) ((tut)) rokay.hh so um
66 I" 11 just sort of:

67 slightly go back you' ve you’ ve been in and out of hospital a
68 little bit haven’ t you=

The question on lines 26-28 asks for the patient’s understanding of what has happened so
far, as opposed to their understanding of their condition. The patient response on line 31,
as with responses to indirect teach-back questions, evokes a third-party expert (‘well I was
told’). The patient’s response demonstrates a combination of their understanding, such as
being aware of why surgery is not an option on lines 43 and 45, and also allows them to
highlight areas they wish to discuss further, such as ulcers (line 35) and radiotherapy (lines
51-52). The specialist was able to ascertain the patient’s level of understanding and later
responds accordingly with an explanation of ulcers, cancer and treatment options (not
shown).

A more ambiguous case occurred in IV06 in which the specialist expresses a wish to
establish where the patient is ‘up to” with knowing about their investigations (lines 08—
10). Whilst this question is directed at the patient’s understanding (‘knowing’), it is also
directed at the patient’s experiences (their investigation):

IV06

05 MS: I vebeen um (.) well aware ¢ (h)f wh(h)at’ s been going on
06 with[ you]

07 pT: [ yeah] mm=

08 MS: =1can I just ask with you before we start anything *where are
09 you up to:*with knowing what’ s going on with your

10 investigations and what the treat| ment plan ig]

11 PT: [ okay S0 J:irumm (.) I
12 saw the um {.) chemo: um (.) date

13 MS: mhm=

14 PT: = ((HOSPITAL)) yesterday he brought me up to date with.hh
15 side effects and everything to do with umwith tchemo

16 MS: mhm

17 PT: <and um>he says once the plian=
18727 : =*cop* sorry
19PT: hah.honcetheplanisinplace: I’ 1lget theum (.} .hu:::h (.)

20 prescription to get it fromchemist which is every two weeks=
21 MS: =mhm=

22 PT: =for chemo.hh (.) u:m Ravee yesterday? *Ravee*

23 MS: you saw Roy

24 PT: Roy

25 MS: >yep yep<
26 PT: yesterda:y u:mhad the had me- r~ before T saw Roy I had my

27 roadmap (2.0) tattoos etcetera for the (.) radiation ((tut))
28 lunderstandconce thatplanis: isupandrunning (.) it/ 11 be five
239 days a week>Monday to Friday<forfive weeks (.) so the radiation

30 and chemo go ttogether (1.0) .hh ((tut)) u:::m>and then after
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31 that<uh the radiationwill still be (.) taking effect and
32 there’ 11 bea (.) like a six weekperiodbefore (.) I have (.)
33 an operation

34 MS: okay.h who was it * you saw from <chemo> (.) can you remember
35 <who> that was:

On lines 5 and 6 the specialist states that they are well aware of the patient’s experience,
before asking for that information again on lines 8-10. In this instance, the specialist has
stated that they are a knowing recipient of the teach-back question, however the patient
still provides a long response that demonstrates an understanding of their condition.
The patient responds by focusing on ‘what’s been going on’ as a set of events and is
also able to demonstrate their medical knowledge (for instance being up to date with
the side effects and ‘everything to do with the chemo’ on lines 13-14). However, whilst
the patient raises medical knowledge and understanding, they do so in relation to their
experiences, by discussing what they have been told by third parties (e.g. Roy). Unlike
when asking a teach-back question about the patient’s medical understanding, the
patient can draw on their experiential knowledge. Questions directed at the patient’s
experiences allow the patient to respond from their own experiences and allow the
patient to exhibit their understanding as they are not having to demonstrate expertise,
and there is less risk of being seen as incompetent.

Discussion

For patients in this data set, ‘teach-back’ questions were less effective at establishing the
patient’s level of understanding of their condition than questions directed at either
what they had been told, or what they had experienced so far. With the former, the
patient is required to demonstrate their medical expertise in the presence of a co-partici-
pant who has the authority of medical expertise. Patients respond to these questions either
with minimal negative responses or by changing the question agenda to one where they
can talk about what they have been told. Questions directed at what patients have been
told (an indirect teach-back question), or at their experiences so far, allow patients to
impart their broader experiences of their medical journey, and bring in third party
sources of knowledge to facilitate patient involvement in the consultation (Rapley,
2008). In facilitating a demonstration of the patient’s understanding by seeking out
their experiences and avoiding quizzing patients, the consultation is likely to be a more
participative one, which has been shown to improve both patient and doctor satisfaction
with consultations (Gattellari, Butow, & Tattersall, 2001)

The findings reported here are relevant to different theoretical and practical domains.
Ata theoretical level, they inform us about the limits around patient-centred care that is an
outcome of interactional social norms. At a practical level, it allows for the consideration
of simple interventions that can promote patient participation; interventions that are
sensitive to the interactional social norms that are invoked in this institutional setting.

When clinicians ask patients what they know about their clinical condition, patients are
confronted with what we could term structural norms (Ziebland et al., 2019) and interac-
tional norms, and these norms can be contradictory. Patients are confronted with one
norm that, as a good patient, they are expected to answer the question to the best of
their ability, but if they err or provide an inadequate response, they risk being viewed
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as a bad patient (Sointu, 2017). Sointu suggests that a consequence of being viewed a bad
patient is that clinicians may deem you as not unworthy of extra effort. Further, she
suggests that the developing norms around patient-centred care that demand patient
involvement risks patients being categorised into those less committed and those more
deserving (Sointu, 2017).

A structural root of these contradictory norms is the asymmetry of doctor/patient
relations, which has been embedded in western medical practice since the mid-nineteenth
century (Shorter, 2006). In the mid-nineteenth century, the patient was now viewed as a
passive object of the clinical gaze, as opposed to an active subject in the consultation, a
shift that Jewson (2009) referred to as the disappearance of the sick man from medical cos-
mology. Pilnick and Dingwall (2011, p. 1374) suggest that to reform doctor/patient inter-
actions we must ‘acknowledge the inescapability of medical authority and patient
deference in the consultation’. For Pilnick and Dingwall, the goal of analysis is to separate
out dysfunctional asymmetry from functional asymmetry. Our research contributes to this
goal by showing the interactional difficulties that can occur when patients are confronted
with contradictory norms, and how these interactional difficulties can be addressed.

It has been argued that patients need to be given permission to display their understand-
ings (Joseph-Williams et al., 2014), and that permission is not well served if it is received as a
test of knowledge. Tools that have been developed to promote shared decision-making focus
on concerns such as active listening and deliberation (Elwyn et al., 2017), but do not expli-
citly deal with the issue of ascertaining patient’s understanding.

A strength of this research is that through a close analysis of how specialists attempt to
ascertain cancer patients’ understandings of their condition we have identified the impor-
tance of question formulation in facilitating or hindering patient displays of their understand-
ing. We have related this finding to the interactional norms that are at play in consultations
and argue that attention to these norms, and the effects of question formulation, can promote
more patient involvement in the consultation. The limited data set has meant that we cannot
make any statements about how these consultations might vary by ethnic, cultural or social
differences. Conversation analysts are aware that culture comes into play in talk and inter-
action (Luke & Pavlidou, 2002). In the data presented in this paper there are, for example,
Maori and New Zealand European participants. It is entirely possible that interactional
norms vary across these groups and in relation to specific aspects of upbringing and edu-
cation, and these may influence the interactions in this data set.

In clearly delineating the interactional norms in the cancer consultation, of patients’
displaying competence but not claiming expertise and not telling experts something
they already know, an important element of the co-construction of patient participation
in consultations can be discerned. Health professional awareness of these norms would
provide greater opportunities for patient involvement in the consultation process, and
would also provide opportunities to reduce patient stress and make better use of the con-
sultation time. Ascertaining patients’ understandings of their condition, in the stressful
environment of the cancer specialist consultation, by attending to interactional norms
can potentially enhance patient-centred care.
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