24

24.1
24.1.1
24.1.2

24.2
2421
24.2.2

24.3

24.3.1
24.3.2
24.3.3

24.4
2441
24.4.2

24.5
2451
245.2

24.6

24.6.1
24.6.2
24.6.3
24.6.4

24.7

24.7.1
24.7.2
24.7.3
24.7.4

24.8
24.9

Online Handbook

Ward Round Communication

Armin Koerfer, Laura L. Kilarski, Christian Albus

The hospital from the patient’s perspective
Between fear and hope
Institution of refuge and terror

Key functions of ward round communication
Supportive interventions
Phase-specific functions

The ward round as multi-person communication
Research on ward rounds

Medical communication privilege

Paradoxes of triadic communication

Quantitative ward round research
Duration of conversation and direction of interaction
Asymmetric participation

Qualitative ward round analyses
Structural communication barriers
Asymmetric verbal actions

Patient-centred ward rounds
The Ulm Reform Model
Biopsychosocial anamnesis: "that | won’t grow old".

11

16

19

23

Interaction and theme development: "very active so far"

Therapeutic dialogue in ward rounds

Cooperative storytelling in the ward round

History and examination: "doesn't hurt at all”
Biographical-narrative anamnesis: "don't go crazy"
Narrative in dialogue: From work to health

Health concept and life narrative

Evaluation
Further information

References

34

52
54
55

Cologne Manual & Evaluation of Medical Communication 62

A. Koerfer, C. Albus (Eds.) (2025): Medical Communication Competence - 1


http://verlag-gespraechsforschung.de/2025/medical-communication.html

Armin Koerfer, Laura L. Kilarski, Christian Albus

The ward round, the highlight of each
day, had always been the biggest dis-
appointment at the same time.

Thomas Bernhard, The Breath

Abstract: Patients who come to hospital are usually seriously ill. The in-
patient hospital stay alone represents a caesura in the patient's previ-
ous life, which confronts him or her with special challenges, in the face
of which his or her previous everyday routines of coping threaten to fail
(§ 24.1). In this emergency situation, which is often experienced in this
way, the patient needs special communicative attention from the hospi-
tal staff. Their communicative competences are required in a bundle of
functions ranging from admission interviews to discharge interviews (§
24.2). Compared to these specific competence requirements, profession-
al communication practices in everyday hospital life often prove to be
considerably deficient. This is due to institutional conditions (pressure
to act, time constraints) and especially to the paradoxes of triadic com-
munication, in which hospital staff often communicate over the heads
of the patients (§ 24.3). The deficits can be demonstrated in quantitative
and qualitative conversation analyses of ward rounds (§ 24.4-5). Alter-
natives to traditional ward round communication have been tested in a
reform model (§ 24.6-7). The exemplary analysis and evaluation of this
alternative ward round communication (§ 24.8) leads to model conver-
sations which, with demonstrable improvements, can serve as a model
for further reform developments.

24.1 The hospital from the patient’s perspective

First of all, the hospital staff must contribute to coping with the specific
disease situation, which is often subjectively experienced as threaten-
ing, as soon as the patient is admitted and integrated into the ward. Re-
ferral or admission to hospital represents a radical change for the pa-
tient in several respects, which is often experienced as "being torn out
of life" that can no longer be continued as "usual". Outpatient treat-
ment, which only selectively prevents the patients from their habits, is
obviously no longer possible, but inpatient treatment is unavoidable,
which is experienced with diverse, often "mixed feelings".
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24.1.1 Between fear and hope

With inpatient admission, a caesura is also reached in the patient's self-
perception that far exceeds the horizon of experience of a mere external
change of different places of living: an illness that makes a stay in hos-
pital necessary is often experienced in a special way as a "mortification".
The patient is no longer dependent on an individual helper such as the
family doctor on a case-by-case basis, but on institutionally organised
help that has to be claimed "around the clock" in shift work. In this
context, the multitude of helpers is not always only experienced as re-
assuring, but from the practical perspective of experienced clinicians
such as Morgan and Engel (1969/1977) (Box 24.1), it can contribute to
confusion precisely because the patient often misses a direct reference
person as an individually available contact person.

Box 24.1 In whose care is the patient actually?

In hospital, patients come into contact with a bewildering number of
people. The nursing staff changes three times a day. The doctors, stu-
dents and student nurses change departments. Specialists, dieticians
and laboratory assistants come and go. Anxiety, dejection, irritability,
anger and other moods sometimes reflect the patient's inability to recog-
nise whose care he is actually in.

Morgan, Engel 1977: 16

However, the guarantee of and at the same time dependence on organ-
ised permanent help is only one side of the patient experience in hospi-
tal. The other, often existential side of the experience is that the "best
help" can fail when, for example, medical art reaches its limits.

In addition to the hope of a cure or at least improvement of the con-
dition, there may be objectifiable "dangers to life and limb" for the pa-
tient, which may develop differently depending on the type, severity,
course and not least treatment options of the disease. Admission or
even emergency admission to hospital usually has "serious" to "dra-
matic" reasons, and further treatment (e.g. surgery) often involves risks
or has an uncertain outcome. The associated loss of safety and control
triggers a variety of fears in patients, such as pain or even death.

On the one hand, the fears relate to the (more or less favourable)
course of the disease itself, but on the other hand they are due to a
(more or less "objectifiable") mistrust of the art of medical treatment.
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The spectrum of the manifold fears of patients in hospital can be seen,
for example, in case reports (Box 24.2) of a female patient who has al-
ready had relevant previous experiences and therefore fears and repeat-
edly delays further hospital treatment.

Box 24.2  Fear in hospital (case report)

For weeks, Inge Walter has not been able to sleep through the night.
Time and again she wakes up with pain in both hands. Her fingers feel
numb, she can no longer grip the water bottle on the bedside table: the
68-year-old suffers from carpal tunnel syndrome on both sides. Two sur-
gical interventions would be necessary. But Inge Walter does not want to
go to hospital. Immediately, memories of earlier operations surface, com-
bined with agonising feelings of being at the mercy of others and defence-
less. Even though she is assured that the operation is a routine proce-
dure. "Does that mean that nothing can happen?" she asks herself. No, of
course not, she knows that. That is why it remains the same: she is
afraid.

Hempel 2010: A1740

While in individual cases, as in the case of this patient, special previous
experiences may have been formative, according to the results of repre-
sentative surveys (Box 24.3) of German citizens, it must also be as-
sumed that there are generally widespread reservations and fears.
These may relate to hospitalisation in general, but also to very specific
problems from various areas (incorrect treatment, infections, pain, etc.)
which, according to the respondents' perceptions, are associated with
inpatient treatment.

Box 24.3 Fear in hospital (type, frequency and significance)

More than half of all Germans (54 percent) are afraid of a hospital stay,
about one in ten is even very afraid of it. This is the result of a Forsa sur-
vey (...) At the top of the list is the fear of treatment errors (65 percent)
and unsuccessful therapies (61 percent). 55 percent of the respondents
are worried about contracting dangerous germs, 53 percent fear suffering
pain. In hospital, fear is one of the most significant phenomena: fear
shakes patients considerably in their sense of self and can affect their
physical and mental health.

Hempel 2010: A1740
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However, these fears before and during hospitalisation and their nega-
tive consequences for health are only one perspective of patients' expe-
riences. The other remains fundamentally connected with the hope for
which the hospital was visited in the first place. Here, however, (overly)
high expectations are often cherished, which are then of course often
disappointed. Thus, the hospital staff as a whole must adjust to an am-
bivalence of the patients' feelings, which can fluctuate between fear and
hope. Accordingly, the hospital as an institution can experience very dif-
ferent attributions and evaluations.

24.1.2 Institution of refuge and terror

This ambivalence in patients may constantly develop in one direction or
the other depending on their findings and condition, which must also be
constantly perceived and therapeutically dealt with by the clinic staff. In
this context, both individual and typical behavioural and experiential
patterns of patients must be taken into account, as was vividly de-
scribed by Morgan and Engel (1969/1977) (Box 24.4) from their many
years of clinical experience. According to them, the institution “hospital”
can be experienced by patients in the extremes as a "place of refuge" or
as a "strange, frightening place".

Box 24.4  Ambivalences of the patient experience

By no means all patients experience the hospital in the same way. Some
see it as a place of refuge where they will be helped and their discomfort
alleviated. For others, it is a strange, frightening place where they must
suffer pain or even die. However, above all, hospitalisation - especially
the first one - requires a significant adjustment. Patients are separated
from their homes and families, which can be both an ordeal and a relief.
Patients must largely give up their personal independence and freedom of
action but are freed from many obligations. They are often confined to
bed. The daily routine is changed, the food is unfamiliar. Unpleasant and
painful interventions are imminent. Frightening things are seen and
heard. On the other hand, patients are cared for and served, and they
hope that their suffering will be relieved, and their problems solved (...)
The nurses, doctors and students must make a concerted effort to help
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the patient adjust to hospital life. They can do it if they are able to give
the patient as much security as possible.

Morgan, Engel 1977: 16

As Morgan and Engel make clear in this context, the fears that continue
to emanate from the hospital for many patients cannot be entirely re-
moved. This is in the "nature of things" because it is, after all, a "sick"
house in terms of its institutional function.

But the stay there can be made much easier for the patients, espe-
cially by providing "as much security as possible". This formulation
alone ("as much as possible") suggests a maxim for action according to
which the "common endeavour" in question (see above) can only ever
represent a gradual approximation to the ideal of medical action (§ 3, 7,
17). Here, hospital staff face the challenge of mitigating the individual
perception of the hospital as a place of "horror" and strengthening it as
a place of "refuge". As will be shown in detail, the success of this task
depends to a large extent on effective communication with the individu-
al patient, understanding how to take up and deal with their compre-
hensible ambivalences between fear and hope.

24.2 Key functions of ward round communication

Overall, the patient's current situation in hospital is essentially deter-
mined by the change that has become necessary from the familiar living
environment of everyday life to an institution that is foreign to him or
her (§ 5, 10, Mishler 1984, Koerfer 1994, Koerfer et al. 2005). In this
unfamiliar, crisis-like situation, the self-evident and certainties of eve-
ryday life can turn into incomprehension and uncertainty to such an
extent that one's own self-confidence is impaired. However, when self-
assurances threaten to break down and tried and tested coping routines
fail, specific cognitive, emotive and communicative services are required
with which the loss of possibilities for meaning and action can be over-
come or at least mitigated, and the coherence of self-experience can be
more or less restored (Antonovsky 1987). This requires special profes-
sional help, which is to be provided selectively and specifically in indi-
vidual cases and as a rule as a permanent service, in order to stabilise
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the patient or to prevent regressive relapses or worse (e.g. suicidal
tendencies, § 29).

24.2.1 Supportive interventions

The hospital situation, which many patients experience as threatening,
demands a supportive communication function from the entire ward
team and also from the doctor in order to strengthen the adjustment
performance, which concerns the disturbed self-esteem of the patient.
In view of the ambivalences described above, it should be noted that pa-
tients can often only accept help from others in very different ways. As
we have seen, their self-experience can be significantly shaped by feel-
ings of powerlessness, helplessness and dependence (Box 24.2).

According to Morgan and Engel (1969/1977), very individual and at
the same time typical behaviour patterns (from dependent to pseudo-
independent) of patients must be assumed here. As Morgan and Engel
explain from their own clinical experience, considerable resistance is of-
ten to be expected, for example with "pseudo-independent" patients who
try to cover up their fear or helplessness with aggressive behaviour (Box
24.5). Accordingly, according to Morgan and Engel, the doctor should be
able to withdraw to a large extent and initially leave control of the con-
versation to the patient.

Box 24.5 Helpful conversation with aggressive patients

Some patients mask their fear or helplessness with aggressive behaviour.
These patients cope with their deep-seated fear of inactivity by being per-
petually active and trying to be in control all the time. It frightens them
to be sick, bedridden and subject to the routine of hospital operations.
They find nursing staff threatening rather than helpful (...) These pa-
tients show behaviour typical of them. They are always restless and ac-
tive, even when seriously ill. They play down or deny their symptoms and
dismiss serious complaints as trivial (...) Such a patient can become an-
gry at any time during the case history, especially if he realises that he is
losing control in the conversation (...) If (the doctor) understands that
such behaviour is based on fear and an attempt to control the situation,
then he is prepared for an outburst of anger, does not reprimand the pa-
tient for this, but helps him to regain the feeling that he is in control of
the situation. The topic that led to the outburst is dropped for the time
being and the conversation is left to the patient (...) If the patient still
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hesitates, (the doctor) drops this topic and turns to another one that is
less stressful for the patient or supports his self-esteem. For example, he
asks him about a time when the patient was healthy and successful.
Perhaps the patient will then spontaneously return to the issue that
caused his anger.

Morgan, Engel 1977: 67

All in all, medical offers of help should always be made cautiously and
the dosage should be tailored to the patient's needs. This accuracy of fit
of verbal interventions refers to the general problem of dosage in medi-
cine (§ 3, 7), which in this sense is always individual medicine. If possi-
ble, the individual communicative attention towards the patient should
be supportive in such a way that their remaining autonomy is not un-
necessarily restricted but largely promoted. As we have already worked
out in detail in the discussion of the relationship models (paternalism -
service - cooperation) and their hybrid forms (§ 10.4), the relationship
model suitable for this individual patient must be renegotiated with the
patient himself again and again and (depending on the type, severity,
course and duration of the illness) updated if necessary when the pa-
tient's treatment situation or attitude changes.

In general, the problems in communicating with the patient increase
with the duration of treatment, especially if there is no end in sight. Es-
pecially in the case of longer hospital stays, the general problem of hos-
pitalisation must be taken into account, which in extreme cases can
cause the patient to decompensate. Likewise, an already existing de-
pression or even suicidal danger as a comorbidity (§ 29) can be intensi-
fied by a stressful hospital stay, which must be recognised in time by
the doctor in direct contact with the patient and counteracted with
them in supportive conversations. If necessary, a psychosomatic con-
sultation (Fig. 24.1) should be sought for additional support in severe
cases, in which a surgeon or internist, for example, feels that his or her
professional experience or available time have been exceeded. Such a
consultation can also provide specific crisis interventions.

However, the demands on the doctor's communication competence
are by no means exhausted in this "prevention of the worst". The sup-
portive function is to be fulfilled as a continuous performance in so far
as a helping relationship ("helping alliance", Luborsky 1988) is to be es-
tablished with the patient in the long term, also in the daily work on the
ward, which is a very first prerequisite for therapeutic success (§ 3, 8).
Finally, the motivation and cooperation of the patient is also dependent
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on this quality of the relationship, whose individual (sceptical or opti-
mistic, passive or active) attitude can have a significant effect on the
course of treatment.

24.2.2 Phase-specific functions

The intended treatment success is determined overall by effective com-
munication with the patient, which must fulfil a variety of phase-
specific functions beyond the permanently supportive relationship: The
clinical conversation work with the patient extends in detail to the

* confirmation of the reasons, motives and expectations at the time
of admission and inpatient admission

* detailed biopsychosocial anamnesis (§ 9, 19)

* cautious communication of diagnosis and thorough information
before and after further examination and treatment measures
(pre-post) (8 8, 10)

* shared decision-making (§ 10, 22)

* consensual implementation and control of further diagnostic and
therapeutic measures and appropriate education

* motivating and initiating further treatment before the patient is
discharged

Although the sequence here suggests a certain ideal-typical sequence of
functions (Fig. 24.1), these are to be performed repeatedly if necessary
and in circular communication processes (§ 8), in which planning and
discussion of examination and therapy measures as well as debriefing
of their results etc. may alternate.!

1 In a linear model, Merriman, Freeth (2022) distinguish four phases: ,Phase
1, focusing attention; Phase 2, sufficient gathering of information, opinions
and suggestions and formulating a management plan; Phase 3, articulating
and checking the management plan; Phase 4, agreement, and closure”
(2022: 414f.).
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[ Psychosomatic consultation: crisis intervention on demand ]
’ - - - —~— ~ - ‘

Stationary Medical Information | | Examination Information Discharge

Admission History Decision Treatment postoperative counselling
1 “‘\ ’,“ I 1 ‘\ f, 1

[ Continuous supportive interventions as standard ]

Dynamic development of a "Helping Alliance"

Fig. 24.1: Ideal-typical process model of ward round communication

The circular resumption of phase-specific functions becomes necessary
when, for example, new situations with new findings and treatment al-
ternatives arise and the patient's attitudes, fears and hopes change ac-
cordingly. The fact that a good biopsychosocial anamnesis can always
be extended after a large number of ongoing ward rounds will be shown
later by way of example using a specific consultation shortly before a
patient is discharged, in which the focus is on a patient's illness behav-
iour and coping after discharge from hospital (§ 24.6-7). In all these
cases from admission to discharge, the daily ward round is essential as
the centrepiece of ward work, to which the patient often attaches very
high expectations, however realistic or even justified these may be, be-
cause certain functions were not or only insufficiently performed.

Patients' expectations of the ward round can easily be disappointed.
The writer Thomas Bernhard, for example, formulated his individual
expectations and disappointments very impressively in his autobio-
graphical story "The Breath" from his own perspective of experience as a
patient:
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Box 24.6  The doctors never spoke to me'

The ward round, the highlight of each day, had at the same time always
been the biggest disappointment (...) I had had a constant desire to talk
to my doctors, but without exception they never spoke to me.

Thomas Bernhard, Der Atem (The Breath)

If the speechlessness experienced in this way during the ward round is
already complained about by a patient who certainly knew how to use
the word and yet was not able to make himself heard sufficiently during
the ward round, one can already assess the communicative hardships
of patients who may be less practised in using the word.

Compared to everyday life in the ward, it may be authentic but un-
realistic to have "an incessant desire to speak to his doctors". Likewise,
it may be a rhetorical exaggeration on the part of a writer that his doc-
tors "but without exception never spoke to him". Nevertheless, the
speechlessness experienced so dramatically can be documented in em-
pirical studies based on direct observations of ward rounds, which will
be reported on below.

24.3 The ward round as multi-person communication

The dilemma of the ward round has been characterised in linguistic and
clinical conversation research as "prevented" or "failing" dialogue (Blie-
sener 1982, Fehlenberg et al. 1996, 2003). This is not only about the
conflict between “real world” and medicine (§ 10.2), which should only
be mitigated in favour of the patient, but about elementary deficits in
the collection of psychosocial data from the perspective of a biopsycho-
social approach to care (§ 4), for which the traditional biomedical collec-
tion of anamnesis falls short.

24.3.1 Research on ward rounds
The deficits and disturbances in doctors' communication with patients

were described early on in research on ward rounds and have been fur-
ther differentiated in the last four decades (Kéhle, Raspe 1982, Fehlen-
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berg 1983, 1987, Ott 1996, Langewitz et al. 1998, 2002, Koerfer et al.
2005, Lalouschek 1995, 2005, Menz et al. 2008, O‘Hare 2008, Nowak
2010, Weber 2011, Fischer et al. 2016, Walton et al. 2016, 2019, 2020,
Buck 2022, Merriman, Freeth 2022, Morris et al. 2022). Possibilities for
improvement have been pointed out in detail and demonstrated in eval-
uation studies (e.g. Putnam et al. 1988, Langewitz et al. 1998, Hellmich
et al. 2010). Nevertheless, according to the results of even recent re-
search, the prevailing conversation practice in hospital wards seems to
have hardly improved, so that the main desiderata (in practice and edu-
cation) persist (e.g. Ott 1996, Hauser, Schwebius 1999, Weber et al.
2001, Langewitz et al. 1998, 2002, Koerfer et al. 2005, Weber et al.
2007, 2009, Papsdorf et al. 2009, Weber 2011, Weber, Langewitz 2011,
Nikendei et al. 2016, Baldt 2022, Buck 2022, Khalaf, Khan 2022).

According to Weber's (2011) research, there has even been stagna-
tion in international research specifically on ward round communication
up to this point (but cf. the more recent reviews by Walton et al. 2016,
Morris et al. 2022). Of course, stagnation only applies relative to the
general progress in research on doctor-patient communication, which,
however, has shifted the focus to the (general) doctor's consultation
(primary care) or specialist practice (cf. on the state of research also § 2,
25). This discrepancy will be used here as an opportunity to briefly take
stock of the main results of quantitative and qualitative research on
ward rounds (§ 24.4-5), before we then present (§ 24.6-7) the Ulm re-
form model conceptually and with the help of examples of conversa-
tions.

24.3.2 Medical communication privilege

The cognitive interest of ward round communication research as a
whole must take into account the specific situation, which is tradition-
ally a multi-person communication between doctor, patient and nursing
staff. This is a special constellation of relationships that can be charac-
terised as a specific type of trialogical communication (Dieckmann 1981,
Koerfer 1994) or triadic interaction (Weber et al. 2007, Weber 2011, We-
ber, Langewitz 2011, Buck 2022, Baldt 2022). Traditionally, the doctor
is in the communication centre, from where he or she chooses to seek
more or less dialogical communication with a potential partner, while
the others often have to remain in the role of "silent" listeners until they
are specifically addressed by the doctor (Fig. 24.2). In the traditional
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constellation, the doctor has a privileged right of initiative with which he
or she always decides on the new dialogue roles (of listener and speak-
er).

In this context, the asymmetry of dialogue role assignment can be-
come highly complex: The typical constellation of the ward round can be
complicated by further participation roles (head physician, assistant
physician, etc.), whereby a complex hierarchy of competences
(knowledge, competences, responsibilities, etc.) can be assumed (Fig.
24.2). For example, in the usually weekly chief physician rounds, other
physicians or the nursing staff can be asked to give a "report" instead of
the patient, which is then given coram publico, as it were, in the sense
of trialogical communication.

From the point of view of the intentionality of communication, differ-
ent types of speakers and listeners must be distinguished: In trialogical
communication, all those present can more or less be (made) listeners.
For example, a de facto listener such as the patient should also be able
to listen as a secondary listener, even if the head doctor (CA) has not
primarily addressed him, but the ward doctor (SA) or the nurse (PF).
Sometimes, however, the patient as a listening third party is systemati-
cally excluded from interprofessional communication, as we will see in
empirical examples.

Legende: CA=Chefarzt, SA=Stationsarzt, PF=Pflegefachkraft, P=Patient, MP= Mitpatient;
Hauptlinien: Dialog: «———— » ; Mit-Héren: o - >

Fig. 24.2: Triadic communication constellation: Example of a ward round by the chief
physician. English legend: (CA) chief physician, (SA) resident physician, (PF) nurse,
(MP) fellow patient. Main lines: Dialog: «——; indirect listening: @------- >
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The (factually tolerated) inclusion of other fellow patients in the listen-
ing audience is likely to be particularly sensitive (in the standard case of
the multi-bed room), which is a special aspect of trialogical communica-
tion. In this way, fellow patients can become co-hearers of both inter-
professional communication (e.g. doctor-nurse) and doctor-patient
communication - with a not inconsiderable consequence: many a ward
round may have remained incomplete due to the patient's embarrass-
ment in front of an extended audience, without this (type of) communi-
cation barrier being recognised or taken into account. From the per-
spective of experienced clinicians, this dilemma can only be solved by a
change of situation:

Box 24.7 Concealment because of listening fellow patients

Much of the information that the patient withholds in the first interview,
he or she will tell in the second or third interview when he or she has
gained trust in the doctor. Sometimes a patient also withholds infor-
mation because other patients in the room are listening. In a later con-
versation in private, the patient will spontaneously fill in the missing in-
formation.

Morgan, Engel 1977: 69

The reverse conclusion can be drawn from this: As a rule, the ward
round is no longer perceived as a "dialogue" between doctor and patient
(§ 18.3). This, however, would be a prerequisite for the intimacy (§ 2.4.2)
that should be inherent in a trusting doctor-patient relationship.

Regarding the type of knowledge, a distinction must be made be-
tween professional knowledge and specific empirical knowledge in daily
contact with patients. It is no coincidence that the restructuring of tra-
ditional ward rounds is considering a stronger participation of nurses
(see below), in order to be able to systematically use their knowledge
advantage qua greater proximity to the patient in everyday ward life for
the ward rounds as well.

However, research into patient-centred, i.e. dialogue-based ward
round communication continues to focus on the participation opportu-
nities of patients who, in traditional rounds, are primarily confronted
with interprofessional communication (chief physician, consultant, resi-
dent physician, nursing staff), in relation to which they often risk being
left behind with their concerns: this applies all the more the more pro-
fessional "side communication" turns into the actual "main communica-
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tion". In this kind of triadic communication, the patient becomes an ex-
cluded third party who is talked about in his presence without being
talked to personally. Moreover, because the patient often lies in bed,
around which the team talks standing up (instead of sitting down, if
possible) (§ 18.6), communication takes place in a concrete and figura-
tive sense "over the patient's head".

24.3.3 Paradoxes of triadic communication

This creates a paradox that is apparently more or less accepted by all
sides, because it can certainly be used suboptimally: The patient be-
comes the audience of his professional case discussion, from which he
can or should "benefit" more or less depending on his personal condi-
tions (age, education, ability to concentrate). The paradox is tacitly
maintained and continued in clinical teaching (like a "hidden curricu-
lum") because in this kind of trialogical communication the illusion of a
dialogue with the patient can be maintained: Although hardly a word
must have been exchanged with him on the matter, the patient present
was an "eye and ear witness" to his own case discussion, so that he can
be considered involved and informed.

The paradox of triadic ward round communication can occur in dif-
ferent variants: The subject participation of the patient present can in
each case be counterfactually asserted with an as-if attitude, no matter
what the patient has heard, understood or accepted. The processes of
hearing, understanding and accepting can themselves become the ob-
ject of manipulation without removing the suggestion of subject partici-
pation. Thus, the team members can gradually dose the flow of infor-
mation according to their liking, for example by semantic or acoustic
means, or prevent it altogether if the indirect communication is judged
to be counterproductive for the patient who is listening in.

If the interprofessional side communication is "not intended for the
ears of the patient", it can be communicated past the patient by using
medical jargon ("aplasmocytosis") or the unwanted listener can be ex-
cluded from the communication completely by lowering the voice (colle-
gial "whispering"). For this type of strategic communication in the ward
round, many empirical variants have been differentiated in qualitative
ward round research (see below).

The specific institutional framework conditions and linguistic-
communicative characteristics of the traditional ward round have been
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researched in the last three decades in a variety of theoretical and em-
pirical, qualitative and quantitative approaches, which should be inte-
grated in multi-method studies (e.g. Kéhle, Raspe 1982, Fehlenberg
1987, Fehlenberg et al. 2003, Koerfer et al. 1996, 2005, 2010). Although
research cannot be reduced to a simple dichotomy of quantitative ver-
sus qualitative methods, approaches with more quantitative and more
qualitative questions and foci should be distinguished here, the integra-
tion of which we will return to separately (§ 40-43) in the evaluation
problem of training and further training interventions in medical inter-
viewing.

24.4 Quantitative ward round research

In more quantitative research, deficits in traditional ward round com-
munication can already be shown through the critical comparison of
data, for example, on overall ward round duration and and, in particu-
lar, how communication is directed., These comparisons reveal that
participation opportunities for the patient, doctor, and nursing staff are
often controlled in a doctor-centred manner, in the sense of the trialogi-
cal communication model (Fig. 24.2). By means of relatively simple
measures, it can be shown how quantities can turn into qualities or:
how "countable" things can indeed "count".

24.4.1 Duration of conversation and direction of interaction

First of all, duration of conversation and direction of interaction are rel-
atively simple measures of (lack of) communicative attention towards
the patient (Fig. 24.3a,c). Under these aspects of communicative atten-
tion, conditions seem to have changed little beyond designated reform
wards (§ 24.6). While in early studies (Westphale, Kéhle 1982) the dura-
tion of ward rounds per patient on traditional wards was still given as
3.5 minutes (Fig. 24.3a), Hauser and Schwebius (1999) also report just
under two minutes per patient on general internal medicine wards.
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Traditional hospital ward

Model hospital ward Ulm

3.5
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Fig. a: Duration of visits
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Fig. b: Distribution of speaking activity (sentences)

Doctor ) Patient 33%

Other 66 %

6.7 min. 3.0 min.
at the bedside outside
51.5 % Doctor
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3,5%| Other

Doctor Patient 97%
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Fig. c: Direction of conversation of the visiting doctor

59 %

3%

Fig. d: Proportion of indirect information transfer

36 %

16 %

with a favourable prognosis

92 %

15 %

with an unfavourable prognosis

Fig. e: Proportion of evasive answers by the doctor

Fig. 24.3: (a-e): Dialogue structures of the ward round
(after Westphale, Koéhle 1982, Fehlenberg et al. 2003)
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In such mini-rounds, the patient will have even less time to speak than
in the already short ward rounds of 3.5 minutes, in which the patient
has to make do with about 30% of the conversation (Fig. 24.3b). 80% of
this share of the conversation consists of answers to questions from the
doctor, who in turn asks 82% of the questions, i.e. the participation role
of the doctor is essentially proactive, that of the patient essentially reac-
tive.

24.4.2 Asymmetric participation

This tendency towards passivity is reinforced by the patients' experience
that their already rather modest initiatives to obtain information are of-
ten answered indirectly or evasively, namely 36% in the case of a fa-
vourable prognosis and even 92% in the case of an unfavourable prog-
nosis (Fig. 24.3d-e). Accordingly, patients in traditional ward rounds are
increasingly dependent on the exchange of information in interprofes-
sional communication. The quantitative weight of this is manifested by
the fact that 66% of the comments made by the doctor in charge of the
ward round are not addressed to the patient but to other team members
(doctors, nurses) (Fig. 24.3¢).

In this case we are dealing with a particularly doctor-centred trialog-
ical communication, which is predominantly conducted "over the head
of the patient". Paradoxically, the patient may "profit" from this com-
munication as a non-addressed but "third listener" or, in the absence of
an alternative, may even have to "profit" from it.

An "unmistakable sign" of the passivisation of the patient as a non-
intended third party is then speaking about him/her in the third person
("he", "she", "his", "her" etc. instead of "you", "your" etc.). As we will see
from empirical examples from qualitative ward round research (see be-
low), the communication barriers for the patient are so high due to this
type of doctor-centred conversation that he can hardly intervene in the
interprofessional conversation.

According to research by Weber et al. (2001), the patients' participa-
tion in conversation was also limited to only 29%. In terms of the pro-
portions of topics, profession-specific action (62.4%) and factual ex-
changes (32.9%) dominated over "emotional work" (4.5%). In particular,
a comparatively high proportion of non-professional interventions
(20.3%), which include communicative strategies of blocking and eva-
sion, were found in relation to expressions of feelings.
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24.5 Qualitative ward round analyses

Communication strategies such as blocking and evasion, with which en-
try into an open dialogue with the patient is prevented, have become the
subject of qualitative, conversation-analytical studies in particular (e.g.
Bliesener 1980, 1982, Nothdurft 1982, Siegrist 1982, Quasthoff-
Hartmann 1982, Bliesener, Kohle 1986, Ott 1996, Menz et al. 2008, No-
vak 2010). Here, the sometimes subtle linguistic-communicative means
have been examined with which doctors more or less consciously, but in
any case routinely, erect barriers against the patient's participation in
dialogue - for whatever institutional or individual reasons or motives
(lack of time, defence against emotions, etc.).?

Although strategic as well as communicative action can be inherent
in everyday as well as institutional situations, in principle our actions
are based on a model of ideal communication (§ 7), according to which
we may expect at least minimal rules of understanding and communi-
cation even in institutions, as we are used to in our everyday lives (§ 7,
9, Koerfer, Neumann 1982, Koerfer 1994). Here, as there, we expect an-
swers to our questions or justifications to our reproaches and com-
plaints, etc. Even if our expectations may not be as unrealistic as those
of Th. Bernhard, who wanted to "talk to his doctors without interrup-
tion" (see above), we nevertheless assume the validity of a normal form
also in the institution of the hospital, which we may demand from the
everyday perspective as patients.3

24.5.1 Structural communication barriers

Thus, Nothdurft (1982) also analyses the structural impermeability of
hospital rounds primarily under dimensions and characteristics under

2 Cf. on the motives and reasons also the evaluation problem (§ 3, 9, 40), on
the special framework conditions of institutional communication can al-
ways only be dealt with in passing here (Ehlich, Rehbein 1986, Koerfer
1994 /2013, Ehlich 2921, 2022).

3 Even if not always as courageously as the actress Hildegard Knef, who as a
real patient rejected the doctor's opening question ("How did we sleep to-
day?") with a protest against the wording ("we").
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which elementary rules of everyday communication are violated in the
round.

e The unobservability of the ward round often results from the fact
that the team communication bypasses the patient. This can be
the case, for example, with the "side communication", which may
be the "main communication”, in which the clinic staff talk
among themselves and even lower their voices, precisely so that
the patient cannot become an involuntary listener and witness.

e The opacity is due in particular to the technical terminology ("hy-
potension", "ischaemia"), the jargon ("irreversible", "insufficient",
"indicated", "dissolve water", "tumour not responding", cf. below)
and the complex or abbreviated language ('CT", "PSA value") of
the clinic staff.

e Finally, patients suffer from the unpredictability of a possible en-
try into communication, in which they, as potential speakers,
miss or miss the take-over points ("When can/should I say some-
thing here?") that are relevant for them in dialogue.

The following example (E 24.1) (from Nothdurft 1982) also demonstrates
several aspects of the impermeability of ward round communication for
a patient whose barriers to taking over the speech and active participa-
tion in a professional "side communication" between the doctor (D) and
the MA (M) are unmistakably high.

E 24.1 "We cannot dismiss her" Comment

01 M She came in because of a suspected ischaem- Inscrutable
ic myocardial reaction...

02 D With absolute arrhythmia. If she moves and
stands up a bit, yes then we don't need so
much [unintelligible].

03 M [talks in parallel to D] The last ECG was done Unwatchable
on the 11th, when the welfare worker was

positive.
04 D What positive?
05 M |[quietly| assesses things, so that she finds Unpredictable

accommodation somewhere, then
06 D No, we can't discharge her. She still has these
huge wounds on her knee joint.
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Here, a "social case" that has to be "accommodated somewhere" is obvi-
ously compared with medical facts that ultimately speak against dis-
charge ("giant wounds"). The potential discharge discussion is conduct-
ed as a purely interprofessional team communication without subject
participation of the patient. Because of the technical hurdles (e.g. "is-
chaemic myocardial reaction", "absolute arrhythmia"), the sequence of
the conversation remains not only inscrutable for the patient, but also
unobservable in so far as the doctor and the MA make their secondary
communication (also for the transcriber) incomprehensibly quiet at
times, whereby they speak about the patient exclusively in the third
person ("she"). The two professional interlocutors coordinate their
speech organisation so closely (sometimes simultaneously) that the pos-
sibility of the patient taking over the conversation remains unforeseea-
ble, if she even knew how to intervene in the dialogue in a meaningful
way.

24.5.2 Asymmetrical verbal actions

According to Siegrist (1982), these types of communication strategies
prevent patients from entering into conversation at all, and the possibly
previously successful conversation initiatives are withdrawn from them
again or transformed with the use of so-called asymmetrical verbal ac-
tions by doctors. Siegrist distinguishes between four types of reaction to
asymmetrical verbal acts:

e Failure to observe,

e Change of addressee or topic,

¢ Relationship comment and

e Communication of functional uncertainty.

For the time being, a few short sequences of conversations will suffice
as anchor examples to illustrate the communicative deficits and disrup-
tions of traditional ward rounds. In the following example (E 24.2) from
Siegrist (1982), the change of topic is accompanied by a change of ad-
dressee, so that the patient is denied any further opportunity to partici-
pate in favour of purely interprofessional communication:

Part V: Specific Fields of communication - 21


http://www.verlag-gespraechsforschung.de/

Armin Koerfer, Laura L. Kilarski, Christian Albus

E 24.2 "Is the blood good" Comment

01 P Is the blood good?

02 D Ibegyour pardon?

03 P The blood?

04 D |[to the nurse| Yes, we can't avoid having an = Change of ad-
X-ray of the stomach on Monday. dressees and top-

ics

For the following example (E 24.3) from Raspe (1983), the contextual in-
formation should be added that this is a patient with leukaemia a few
days before his death, in whom a retinal haemorrhage has led to severe
visual disturbances, but which the patient tries in vain to make an is-
sue of, which the doctor radically changes:

E 24.3 'l can't see anything anymore" Comment

01 P Idonotsee

02 D Hm?

03 P Ican'tsee. I can't see anything any more!

04 D Hm ... and how's the breathing otherwise? Change of subject

In further conversation-analytical research, the focus of observation has
been increasingly sharpened and several other communication strate-
gies for preventing dialogue with the patient have been described, some
of which extend over several conversation sequences and are often real-
ised very subtly in linguistic terms (e.g. Bliesener 1980, 1982,
Quasthoff-Hartmann 1982, Bliesener, Kéhle 1986, Fehlenberg 1983,
1987, Fehlenberg et al. 2003). For example, Bliesener (1982) distin-
guishes a total of 12 rejection strategies towards patient initiatives (e.g.
blocking, overrunning, stalling, immobilising, turning, shifting, etc.). Inso-
far as these rejection strategies are not always successful at the first at-
tempt, interaction loops with counter-strategies of the patients (e.g.
boycotting through minimal reactions) arise.

These counter-strategies, for their part, no longer serve to enforce
the original initiatives, but only to compensate for personal slights. Re-
peatedly going through such interaction loops with rejection strategies
on the doctor's side and reaction strategies on the patient's side can in
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turn lead to greater friction losses in communication between doctor
and patient, whose joint track record then falls considerably short of
the possibilities of a dialogue that is open from the start.

24.6 Patient-centred ward rounds

A changeover to an open dialogue with the patient has been tested since
the early 1970s on a model ward in the Centre for Internal Medicine at
Ulm University Hospital (Kohle et al. 1977, Westphale, Kéhle 1982, Feh-
lenberg et al. 2003, Koéhle, Siol 2003, Koerfer et al. 2005). The model
trial on patient-centred ward rounds included both treatment concep-
tual and organisational-structural changes as well as, above all, chang-
es in communication with the patient.

24.6.1 The Ulm Reform Model

Overall, the innovative approach of the Ulm ward was committed to an
integrative biopsychosocial concept of understanding and treatment (cf.
§ 2.2). The patient-centred approach had both personal and institution-
al-organisational prerequisites: The doctors involved were simultane-
ously undergoing further training in internal medicine and psychoanal-
ysis, and supervision opportunities and one-year further training cours-
es were also offered for the nursing staff (Kéhle et al. 1977).

In order to be able to anchor th