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Both physician and patient 'teach' one
another in dialogue.

Pellegrino, Thomasma 1981: 65

Abstract. After introductory remarks on didactics (§ 7.1), selected com-
munication models and theories of communication will be presented,
which have also become significant for the empirical analysis of doctor-
patient communication (§ 7.2-7.4). In addition to various criteria (inter-
disciplinarity, relevance, practicability, etc.), the selection is determined
above all by how the various (semiotic, (language-)philosophical, linguis-
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tic, conversation-analytical, communication-psychological, etc.) models
and approaches can contribute to the analysis of commonalities and
differences between everyday and medical-therapeutic communication,
which is also to be understood essentially as dialogue-based communi-
cation in the institutional framework of action. Thus, communication
between doctor and patient should also be essentially understanding-
orientated, so that strategic action that relies on coercion in a strictly pa-
ternalistic model, for example, or on manipulation in an extreme service
model, is largely frowned upon.

In spite of all institutional restrictions, a "dialogue principle" must
also be brought to bear in the medical consultation and ward round,
according to which doctor and patient can meet as unequal but equally
entitled dialogue partners in a "real" conversation. Following the rele-
vant philosophy of dialogue (7.5.1), a brief historical overview will trace
the development in which the pendulum initially swung from purely
doctor-centered to purely patient-centered medicine, before these ex-
tremes could be mediated in a relationship- and dialogue-centered medi-
cine (§ 7.5.2). Accordingly, traditional concepts and analyses of the
asymmetry of the relationship and communication between doctor and
patient are to be subjected to critical reflection before a plea is made for
a dialogical symmetry, which is to be justified within the framework of
an ethics of discourse (§ 7.5.3).

Finally, the consequences for the evaluation and didactics of doctor-
patient communication are shown by means of a dialogue cube (§ 7.5.4),
in which the dialogical sub-principles (of cooperation, rationality, trans-
parency, relevance, function, structure) are summarised, which are to
accompany us with thematic emphases through the handbook as a
whole. Finally (§ 7.5.5), the bridging function of dialogue for the media-
tion between the patient's life world and medicine is to be put into per-
spective, in which the basic trust in the doctor-patient relationship plays
an essential role.

Since this handbook is also an interdisciplinary project, with authors
contributing from very different (medical, psychological, sociological, lin-
guistic, etc.) traditions, some remarks should be made at the end (§ 7.6)
about terminology, which should be kept as "reader-friendly" as possible
overall, even if the individual disciplines occasionally make it (unneces-
sarily) difficult for each other.
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7.1  Preliminary remarks on didactics

In the following presentation of selected communication models and
theories of communication, we have endeavoured, from a didactic point
of view, to provide a generally understandable presentation that can al-
so be used for teaching purposes in "non-subject-specific" learning con-
texts for which the thematic study of language and communication is
less central.! Those who find this introduction to topics and problem
areas of communication research too "abbreviated" due to the necessary
didactic reductions are immediately referred to the further reading at
the end (§ 7.7) or the original sources of the "classics".

For a better understanding of the following chapters and conversa-
tion analyses on doctor-patient communication, a series of selected
terms, categories and concepts will be introduced here, for which some
"classics" of language and communication research will be "discussed"
in detail, if possible "in their own words". In doing so, some basic tech-
nical terms and categories will be introduced and explained here, which
will be applied in the course of further argumentation and empirical
analysis on doctor-patient communication, if possible in colloquial
"translations", on which we will conclude (7.6) with some remarks on
the terminology in this handbook.

The compilation of the following selected models and theories of
communication under a uniform "label" (such as communication psy-
chology, speech act theory, linguistic pragmatics, conversation analysis
(CA), discourse analysis (DA), conversation analysis or (simply) conversa-
tion analysis etc.) is not without problems. Their relationship and inter-
dependency is not always clear, even if it is sometimes explicitly
claimed. Likewise, a strict demarcation of different communication
models and theories often remains as contentious or at least difficult as
their reception history varies.

For example, Karl Buhler's long misunderstood Organon model (§
7.2.2) has meanwhile experienced a broad, interdisciplinary resonance
in quite different research currents, such as for semiotics ("theory of

1 In addition to the selection and design according to criteria of interdiscipli-
narity, relevance as well as practicability for teaching purposes, learning
objective requirements should be taken into account here, such as those
formulated in the National Catalogue of Learning Objectives in Medicine
(NKLM 2021), which explicitly include knowledge of the "classics" (such as
Buhler, Uexkull, Watzlawick, Schulz von Thun, etc.) in the curriculum.
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signs") in general, but also specifically for "communication psychology"
approaches (§ 7.4.2) and especially for "linguistic-pragmatic" research
directions (§ 7.3.2.). Overall, the following is intended to provide a brief
overview of specific problems in communication research for teaching
purposes in medical, but also social science subjects, with a varying
depth of presentation for selected models and theories of communica-
tion as well as their methods of analysis.2 These introductions will cer-
tainly meet with different basic knowledge and specific levels of
knowledge during reading, which is why an attempt has been made
here to provide a presentation that is as free of prerequisites as possi-
ble, which will hopefully nevertheless be able to "appeal" to beginners
and advanced users alike.

7.2 Semiotic models of communication

Because of its direct relevance to medicine, the function and situation
circle model is presented here first, as it was designed by the biologist
Jacob von Uexkull and further developed and concretised by the two
physicians Thure von Uexkull and Wolfgang Wesiack in numerous
works. Following on from this, Karl Buhler's Organon model will be pre-
sented here as a semiotic model, because it has become known beyond
the boundaries of individual disciplines (such as psychology, linguistics)
in an extensive history of reception, which can be summarised under a
general term of semiotics ("theory of signs").

7.2.1 Functional and situation circle model

In the preceding remarks on the biopsychosocial model, attention had
already been drawn to the scientific-historical and epistemological foun-
dations of this model (§ 4). In the development and justification of their
comprehensive "Theory of Human Medicine" (1991), Thure von Uexkull
and Wolfgang Wesiack, as well as in their basic article in the "Uexkill

2 On the one hand, the selection and depth of presentation was (as always)
dependent on our own insights and interests; on the other hand, we were
also guided by the history of reception, according to which the relevance of
certain approaches is also reflected in curricular influence (e.g. in adult
education).
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Handbook" on "Psychosomatic Medicine" (2011), already refer to strong-
ly interdisciplinary traditions, which, as early as George Engel (§ 1), seek
to lift the epistemologically narrow framework of a purely biomedically
oriented research and medical care.

In particular, Thure von Uexkull has expanded the model of the
functional circle, as developed by his father, the biologist Jakob von
Uexktll on animal behaviour, from the specific perspective of semiotics
("theory of signs") in more than 30 years to a model of the situation circle
(Fig.7.1) (Uexkull 1981, Uexkull, Wesiack 1991, 1997, 2011). This se-
miotic foundation and expansion of the functional circle model, originally
developed from a biological perspective, primarily concerns the trial-
and-error behaviour characteristic of human problem-solving behaviour,
as it comes into play in particular before and during linguistic action.

Testing is constitutive for human existence, and it is no coincidence
that it is at the center of the situation circle (Fig. 7.1). Already in child-
hood we acquire the necessary competences, which are continuously
developed until they are finally increased to everyday practical or scien-
tific hypothesis formation. In the trial-and-error interaction with the en-
vironment, however, mismatches can arise at an early stage, which, ac-
cording to Uexkull and Wesiack, lead to maladjustment, which can
eventually manifest itself in illnesses. We cannot trace in detail the soci-
ological, (developmental) psychological, system-theoretical and above all
semiotic perspectives and applications of the situation circle model de-
scribed by Uexkull and Wesiack in this context here, but only refer back
to the remarks on biopsychosocial medicine and the body-soul problem
(§ 4).

Under both aspects, the example of application to the situation circle
model in the GP consultation, interpreted in detail by v. Uexkull and
Wesiack (1991, 2011), had also been discussed, in which the task of the
doctor as interpreter is basically to recognise and solve the problem sit-
uation "consisting of signs (that) the patient brings along" (2011: 38). In
this case with an obese patient, discussed in detail (§ 4.3), several
rounds of conversation were about meaning testing, meaning making
and finally meaning utilisation of the patient's story dramatically told by
the patient.
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The situation circle differs from the functional circle in that the imag-
ination is an obligatory intermediary, in which programs for assigning
of meaning (“perceiving”) and meaning utilization (“effecting”) are at
first be tested as assumption of meaning and testing of meaning, be-
fore the ego releases them for the motor activity. In this process, the
situation (which corresponds to the characteristic or problem situa-
tion in the functional circle) is quasi-experimentally pre-structured in
the imagination: This means that assigning meaning is initially given
as a hypothetical assumption of meaning, whose consequences can
be probed in the imagination by means of “testing acts”.

Fig. 7.1: Situation circle (on v. Uexkull, Wesiack 2011: 32)
(cf. in: Adler et al. (Eds.) (English edition) (1997)
(Psychosomatic Medicine): 31f; and v. Uexkll, Wesiack 1991: 274)

Under both aspects, the example of application to the situation circle
model in the GP consultation, interpreted in detail by v. Uexkull and
Wesiack (1991, 2011), had also been discussed, in which the task of the
doctor as interpreter is basically to recognise and solve the problem sit-
uation "consisting of signs (that) the patient brings along" (2011: 38). In
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this case with an obese patient, discussed in detail (§ 4.3), several
rounds of conversation were about meaning testing, meaning making
and finally meaning utilisation of the patient's story dramatically told by
the patient.

This extended as a medical history from the difficult childhood to the
failed marriage to current losses and separation fears, which, in view of
the son's impending departure, triggered the current nocturnal attacks
of respiratory distress with further medically significant accompanying
signs. The development of the current complaints and symptoms had
been explained by Uexkull and Wesiack (1991, 2011) in upward and
downward movements in the biopsychosocial model, the sign meanings
of which the doctor and patient first had to ascertain laboriously and
conversationally.

This reconstruction of sign-like meanings is not possible with tradi-
tional anamnesis and conversation. As the example discussed in detail
above (§ 4.3) made clear: Whoever as a doctor wants to follow a biopsy-
chosocial medicine must increasingly engage with biotic, psychological
and social themes, and whoever as a doctor wants to engage with these
themes must choose a different way of conducting the conversation
than is usual according to Balint (1964/1988: 171, 186) in the tradi-
tional, biomedical taking of anamnesis. Precisely because life stories
and medical histories in their individual meanings for patients cannot
be adequately asked, but only told, doctors must be prepared to change
their traditional way of conducting a conversation from an interrogative
anamnesis, which according to Balint (1964/88: 382) consists of an
"almost completely formed sequence of questions", to a more narrative
anamnesis (§ 9), in which patients have their say by telling their stories.

As already described above and to be elaborated on in the further
course of the handbook: the biopsychosocial model is not only to be
shown as a model of knowledge and treatment, but also as a model of
communication, in which a changed conduct of conversation follows a
changed model of medical care. To this end, we will repeatedly return to
the situation circle model, for example when, with Uexktll and Wesiack
(1991: 291ff), it is to be described how doctor and patient exchange
"scenic information" right at the beginning of the consultation (§ 9.2),
which they mutually gain in both verbal and non-verbal communication
(8 12, 18) and know how to use for further processes of testing of mean-
ing.
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7.2.2 Organon model and I-here-now-origo

The importance of the psychologist Karl Buihler, who can still be consid-
ered a universal scholar of the natural sciences and the humanities, not
least because of his studies in medicine and philosophy (both with doc-
torates), was initially misjudged for a long time. Thus, not only from the
perspective of semiotics ("theory of signs"), Sebeok still finds it "deplora-
ble at the beginning of the 1980s that a large part of the researchers in
this field, whether they toil in American or European institutes, are only
to a very small extent aware of standing on Buhler's broad shoulders"
(Sebeok 1981: 223). It was not until the 1960s that Buihler was widely
received, for example by the phonetician and communication scientist
Gerold Ungeheuer (cf. e.g. Schmitz 1990), and this reception continues
to this day.

Initial example of "dialogue screws without end*

In his Theory of Language (1934 /1982), Buihler presents his now widely
received organon model, which he previously developed in several
sketches. He starts with a simple example ("it is raining"), the scope of
which can unfold for speaker and listener in "dialogue form" to a "screw
without end" (Box 7.1).

Box 7.1 Example of a "screw without end" in "dialogue form

Two people in a room - one looks at a pattering sound, looks at the win-
dow and says: it's raining - the other also looks there at the window, ei-
ther directly from hearing the word or from looking at the speaker. That
happens, and the circle is closed in the most beautiful way. If you like,
you can even let the events in the closed circle go on like a screw without
end. If the thing or event is rich enough for ever new stimuli, which are
taken up alternately by one or the other partner, if the incident appeals
to both of them extensively (as one is wont to say pithily), then they will
indulge for a time in observing and talking about the thing or the affair in
dialogue form.

Buihler 1934/1982: 25f. (emphasis in the original)
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It is easy to fantasise beyond Buihler how such "dialogical screws with-
out end" can develop, which take their harmless beginning from the
simple example ("It is raining") (B 7.1), from which then (as constructed
here) "one word can yield the other", to which we will return with fur-
ther (and then empirical) examples from doctor-patient communication.

E 7.1 "It's raining" - with a "dialogue screw without end"

01 A Itis raining.

02 B Yes.

03 A There's quite a bit coming down. The garden chairs get all wet.

04 B Do you want me to bring in the lawn chairs?

05 A You can do that.

06 B You doit!

07 A  All right, I'll get them in.

08 B Take the umbrella with you. Otherwise you'll get all wet.

09 A Where is the umbrella?

10 B Why are you asking me that?

11 A You had it last!

12 B  Look for it yourself!

13 A You'll have misplaced it again.

14 B Always me.

15 A [Quoting Schiller ironically:] Holy order, blessed daughter of
heaven.

16 B [aggressive] You're one to talk, you know-it-alll Take a look

around your room! It looks like Sodom and Gomorrah!

Even at first glance it becomes clear that it is about "more" than the
mere reference to an "outer" world in which it rains and garden chairs
get wet, but that the dialogue partners have and pursue attitudes (wish-
es, preferences, intentions, etc.) in their "inner" world, which they also
try to influence reciprocally, so that actions occur which may also result
in changes in the "outer" world (e.g. when the garden chairs are brought
into the dry). Before we go into more detail later on such "dialogue
screws" as dialogical sequences in doctor-patient communication as
well, which, with reference to speech act theory (§ 7.3.1), also deal with
the question of "indirectly" realised "speech acts", we will first continue
to follow Buhler's explanations following his simple dialogue example
("It's raining") (Box 7.1).

A. Koerfer, C. Albus (Eds.) (2025) Medical Communication Competence - 10
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Organon model

After an excursus in the history of science, in which he discusses,
among other things, the distinction between "signs" and "signs of ac-
tion" by the biologist Jakob von Uexkull (§. 7.1), Bihler then systemati-
cally develops, via preparatory sketches, the final illustration of the or-
ganon model, which he explicitly justifies following Plato: "I think it was
a good touch on Plato's part when he states in the Cratylus that lan-
guage is an organum for one to communicate something to another
about things" (1934/82: 24). At the center of the organon model is the
sign (=Z; S), whose position and relations will be described here in ex-
cerpts in Buhler's own words (in Fig. 7.2).

Originally still based on a different terminology (German: Kundgabe,
Auslésung, Darstellung), Biihler's terminological reorientation is certain-
ly guided by considerations of science and everyday practice that were
current at the time, when, for example, he follows the tendencies "in the
circle of linguistic theorists" when choosing "expression" or, in the case
of "appeal", takes into account associations with "sex appeal".

Box 7.2 Terminology: expression, appeal, representation

Today I prefer the terms: expression, appeal and representation, because
in the circle of language theorists 'expression' is gaining more and more
the precise meaning demanded here and because the Latin word 'appel-
lare' (English: appeal, German roughly: ansprechen) is apt for the sec-
ond; as everyone knows today, there is a sex appeal, next to which the
speech appeal seems to me to be an equally tangible fact.

Buhler 1934 /1982: 28f. (emphasis in the original)

It is certainly a special merit of Buihler's to have brought the expressive
and appealing function of language and speech into the focus of atten-
tion in addition to the traditional representational function. Although
Buhler does not want to fundamentally deny the commonly assumed
dominance of the representational function, he would like to relativise it
in the sense that the other two basic functions can also come to the
fore, individually or together.
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The circle in the middle symbolises the concrete sound phenomenon.
Three variable moments in it are called upon to elevate it three times
differently to the rank of a sign. The sides of the triangle symbolise
these three moments (...) The groups of lines symbolise the semantic
functions of the (complex) speech sign. It is a symbol by virtue of its
association with objects and circumstances, a symptom (sign, indici-
um) by virtue of its dependence on the sender, whose inwardness it
expresses, and a signal by virtue of its appeal to the listener, whose
external or internal behaviour it controls like other traffic signs.

Fig. 7.2: Organon model (on Buhler 1934 /82: 28)

As examples, Buhler cites the dominant appeal function of command
language, but also the "balance" of appeal and expression in "terms of
endearment and swear words”, whereby here, as in music, it is precisely
the "tone" that is important. In the above "dialogue screw" (B 7.1), we
can also fantasise the ironic to aggressive tone of the "exchange part-
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ners". As we will see, such paralinguistic ("speech-accompanying") phe-
nomena are also or especially significant in doctor-patient conversa-
tions, which will be a special topic under the aspect of non-verbal com-
munication (§ 12, 18).

In the systematic justification of his Organon model, Buihler on the
whole already makes use of a modern, at least still common description
of the "speech situation", in which "sender" and '"receiver" encounter
each other as "subjects" and "addressees" of a "speech action", in rela-
tion to which they can finally take up "their own positions" (Box 7.3) as

"exchange partners".

Box 7.3 The "Structure of the Speech Situation”

(...) the other is true, that in the structure of the speech situation both
the sender as perpetrator of the act of speaking, the sender as subject of
the speech act, as well as the receiver as addressed, the receiver as ad-
dressee of the speech act have their own positions. They are not simply a
part of what is communicated, but they are partners in exchange, and
that is why it is ultimately possible that the medial product of the sound
has its own sign relation to the one and to the other.

Buhler 1934/1982: 31 (emphasis in the original)

These determinations of the constitutive features in the "construction of
the speech situation" can already be considered essential preliminary
work for a modern model of communication, which at the same time fo-
cuses on the intersubjectivity and individuality of the speech-acting ex-
change partners, who in communicative action reciprocally negotiate
what of all possible communication functions should be of interest and
relevance to them in a given speech situation.

I-Here-Now-Origo
With the development and justification of the triadic organon model,

Buhler at the same time perspectives a structured task and topic for
further (linguistic) scientific research, which he sums up as follows:
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Box 7.4 Research tasks and topics

The decisive scientific verification of our constitutional formula, the Or-
ganon model of language, is achieved when it turns out that each of the
three relations, each of the three functions of meaning of the signs of
language opens up and thematises its own field of linguistic phenomena
and facts.

Buhler 1934/1982: 32

Buhler has thus identified a research programme to which he already
seeks to contribute in the same work. Already in the following chapter
(1934 /82: 79ff), Buihler outlines a specific theoretical and research con-
cept, which became known above all through what he called the "Origo
des Zeigfeldes", to which the "Grundzeigworter" (basic deictic words)
here, now and I belong in their "function as linguistic place marker,
time marker, individual marker". This concept of the I-here-now-origo
has been used in many ways and has led, for example, in linguistic
pragmatics to numerous general and single-language studies of the
deixis of person, space and time in texts and conversations (e.g. Ehlich
1979, Levinson 1983/2000). These deictic phenomena and expressions
(Gr. deiknymi) play a specific role in doctor-patient communication in
the "here and now" of a consultation:

e Taking anamnesis (§ 9), when patients as first-person narrators
in the current narrative situation here and now tell a personal
counterpart ("you") their medical history from "there and then".

e Detailed exploration (§ 22), when it comes to the temporal and
local dimensions of complaints or specifically to pain localisations
(§ 33), for example, in the case of pain that starts from a certain
region of the body ("here") and can then move in another direc-
tion ("there")

e Clarification (§ 10, 26, 27, 39) if, in addition to oral information,
doctors also refer to certain "places" in imaging procedures with
"here" and "there" or accordingly use graphics or spontaneous
drawings to illustrate where there is something to show with
"here" and "there", etc.
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Before we cite empirical cases in these (later) chapters, to which refer-
ence will only be made here, we should first appeal to our everyday ex-
perience that deictic phenomena can easily lead to misunderstandings
when, for example, hosts verbally and with a pointing gesture offer the
guest the seat here because someone (else) is already supposed to be
sitting there (and afterwards, despite the pointing gesture, one is no
wiser about where exactly one should sit). What often seems to be easily
solvable in everyday life can become a problem of understanding with fa-
tal consequences in the consultation, if it is not counteracted in a modi-
fied sense by Buihler by means of a "dialogical screw with a good ending"
with a safeguarding of understanding (§ 27, 19).

Overall, Buhler's scientific work, which cannot be reduced to his
well-known triadic organon model and the I-here-now-origo, has had a
delayed but then all the stronger interdisciplinary influence. Relevant to
linguistics and psychology anyway, Buhler has inspired semiotics
("study of signs") (e.g. Sebeok 1981, Noth 2000) as well as exerted influ-
ence on philosophy, such as on Karl Popper, who studied psychology
with him (with a doctorate). Thus, Buihler's distinctions between the
three language functions also had an influence on Popper's develop-
ment of his three-world theory (Popper 1972/94, Popper, Eccles
1977/94), which has already been discussed in advance (§ 4) in the dis-
cussion of the mind-body problem.

In a communication psychology approach, Friedemann Schulz von
Thun (1981) in particular finally expanded Buhler's Organon model into
a communication square and four ears model, which will be presented
separately later (§ 7.4) because of its widespread use.

7.3 Speech action and communication theories

The linguistics and action sciences concerned with speech actions and
language (in the narrower sense) have received, if not their impetus,
then an enormous boost at the latest with and since John Austin's pub-
lication of "How to do things with words" (1962), which initiated the so-
called pragmatic turn after the so-called linguistic turn (e.g. Karl-Otto
Apel 1990). The fact that the "discovery" that we perform actions
through our speech was so long in coming is characterised from a phil-
osophical perspective by Wolfgang Stegmtller (1975) as a "shameful
scandal" (Box 7.5).
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Box 7.5 A "shameful scandal“

Actually, it is a scandal. In fact, it is a shameful scandal for all those who
have dealt with languages in any way in the last 2500 years that they did
not make the discovery of J. L. Austin long before he did, the essence of
which can be expressed in a brief sentence: With the help of linguistic ut-
terances we can perform the most diverse kinds of actions (...) For Scho-
penhauer's claim that it is particularly difficult for us to elevate the eve-
ryday and the obvious to the level of a problem because, due to its self-
evidence, it escapes our attention, there can hardly be a better confirma-
tion than the phenomenon of speech acts.

Stegmuller (1975: 64f)

In the following, the developments associated with this radical turn will
be outlined in such a way that their significance for the empirical anal-
ysis of doctor-patient communication also becomes clear. First, the
speech act theory of John Austin himself will be presented and intro-
duced to some basic concepts of speech action analysis, which are still
relevant today in the further developments by John Searle as well as in
linguistic pragmatics and conversation analysis. Because of their inter-
disciplinary impact, the cooperation principle and Paul Grice's conversa-
tional maxims, which he developed in his theory of conversational impli-
cature, will then be discussed. At the end of this chapter, Jurgen Ha-
bermas' theory of communicative action will be introduced and its appli-
cation perspective for discourse ethics also in medicine will be shown,
which will be concretised again and again in the rest of the handbook
under the aspect of evaluating doctor-patient conversations.

7.3.1 Language philosophy and speech act theory

With his theory of speech acts ("How to do things with words"), John
Austin (1962/72) certainly initiated a paradigm shift (Kuhn 1973),
which has had an impact up to the present. Of course, as with (almost)
all paradigm shifts, there are precursors and harbingers of develop-
ment, for which one could name Karl Buhler (§ 7.1.2) or Ludwig Witt-
genstein in the case of speech action theory. But Austin brought an
emerging development to the conceptual and theoretical point for which
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he himself (in all modesty) saw the starting point of a "philosophical
revolution" (Box 7.6).

Box 7.6 The "philosophical revolution®

Philosophers have now long enough assumed that the business of
"statements"” is solely to "describe" a state of affairs or "assert a fact", ei-
ther accurately or inaccurately (...).) [[t] has now been shown in detail, or
at least made very plausible, that many traditional philosophical difficul-
ties have arisen from a mistake: statements which are either meaningless
(for interesting non-grammatical reasons) or which are supposed to rep-
resent something quite different from statements or ascertainments have
simply been taken to be statements of fact (...) and we can deplore how-
ever much the confusion into which the content and method of philoso-
phy have once fallen: we cannot doubt that a philosophical revolution is
now dawning with it.

Austin 1962/72: 23-25

Austin illustrates his "revolutionary" view right in the first of his twelve
lectures with a series of utterance examples where anyone would say
"that I am doing something specific with these utterances (only under
appropriate circumstances, of course)" (27). Such specific circumstanc-
es must be present, for example, in the case of betting, baptism, or mar-
riage: "When I say 'yes' before the registrar or at the altar, I am not re-
porting that I am entering into marriage; I am entering into it" (ibid.).
For such utterances, Austin would first like to use the term "performa-
tive": "The name, of course, comes from 'to perform': one "performs" ac-
tions. It is meant to imply that someone who makes such an utterance
is performing an action" (27f). Austin then develops his "speech act the-
ory" on further examples also under other "circumstances" which must
"fit" the respective utterances. A specific method of investigation comes
into play here, namely to conclude from the possible "failures" of com-
munication (i.e. from misfortunes such as abuses, misappointments, mi-
sexecutions, etc.) that it is rule-like.

7.3.1.1 Subject and categories of speech act analysis

In this context, it is less a question of the well-formedness of sentences,
as has traditionally interested linguistic research on grammar, but ra-
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ther of the expansion of the subject area, which later gradually extend-
ed to the study of the context in which action is taken under certain
conditions and for certain purposes. Initially, however, the speech act
as the basic unit of linguistic communication was the focus of consider-
ation, as formulated following Austin by John Searle (1969/1971) (Box
7.7).

Box 7.7 The speech act as the "basic unit of communication

The reason for concentrating on the study of speech acts is simply that
linguistic acts belong to every linguistic communication. The basic unit of
linguistic communication is not, as has been generally assumed, the
symbol, the word or the sentence (...), but the production or bringing
forth of the symbol or word or sentence in the performance of the speech
act. (...) Speech acts (...) are the basic or smallest units of linguistic
communication.

Searle 1969/1971: 30

This "concentration on the study of speech acts" then laid the founda-
tion for entire research programmes. These deal, for example, with the
(systematic) spectrum of performative ("speech act-designating") verbs
(assert, promise, command, etc.), a possible classification of speech acts,
their direct or indirect forms of realisation, as well as the "appropriate
circumstances" of speech acts, up to and including the social contexts
that can be extended by specific actions in specific institutions. Before
we go into some aspects in more detail, let us roughly mark two re-
search directions. In the alternation of the various epistemological in-
terests in the analysis of speech acts, the following two questions, for
example, have become significant, as they were already formulated with
a different focus in the two essay titles of the philosopher of language
John Searle (1965/72) and the linguist Dieter Wunderlich (1979) at a
distance of more than a decade.

1. What is a speech act? (Searle 1965/72)
2. What kind of speech action is that? (Wunderlich 1979)

Without wanting to assign these two questions one-sidedly to a strict
dichotomy of theoretical and empirical research, this nevertheless marks
different directions of research and sets focal points (Koerfer
1994 /2013). The first line of inquiry is primarily concerned with the
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structure and function of speech acts or speech acts in general, the
second with the identification of speech acts (of a certain kind) in a cer-
tain context. Both research directions will be briefly outlined here and
their relevance for the study of doctor-patient communication will be
put into perspective under special aspects.

Austin already distinguished essential aspects of (every) speech act
in the first research direction (Box 7.8). Although the terminology (Latin
loqui 'to speak') may seem strange,3 it will be adopted here for the time
being, because the distinctions thus designated by Austin have become
established in the further discussion and have remained current to this
day.

Box 7.8 Locutionary, illocutionary and perlocutionary act

First of all, we have described a series of things that one does with an ut-
terance and that together constitute a locutionary act. It amounts, rough-
ly speaking, to uttering a certain proposition and thereby saying some-
thing definite about something definite; and that is to say, roughly, that
the utterance has "meaning" in the traditional sense. Secondly, we have
said, we also perform illocutionary acts, such as informing, commanding,
warning, committing ourselves, etc., i.e. we do utterances that play a cer-
tain (conventional) role. Thirdly, we can also perform perlocutionary acts;
we bring them about by saying something. Examples are convincing, per-
suading, dissuading, also for example surprising or misleading.

Austin (1962/72: 123)

The three types of acts are not performed in isolation, but can be un-
derstood as partial acts or aspects in the performance of the speech act
as a whole. While the locutionary act itself is generally indisputable, the
boundaries between the illocutionary act and the perlocutionary act
cannot always be drawn sharply. The distinction has been exemplified
by so-called clear cases, but with which the possible or even relevant
areas of investigation can at best be illustrated (Koerfer 1994 /2013).
Thus there are many clear cases, most of which can be distinguished -
as already exemplified by Austin - by linguistic tests: Thus I can explicit-
ly say (somewhat awkwardly, but acceptably), "l hereby assert, com-

3 Correspondingly: illocution (lat. il- 'in', loqui 'to speak’, i.e. 'action that is
performed in speaking') - perlocution (lat. per- 'through’, i.e. 'action that is
effected by speaking') (BufSmann 1983).
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mand, promise that ..." etc. In contrast, we would reject the following
cases as unacceptable: "I hereby convince, frighten, unsettle, offend you"
etc. Obviously, it is a matter for the listener whether he is convinced,
frightened or offended (and whether he might react accordingly) or not.
Certainly, I can do everything to convince, unsettle or frighten some-
one, etc., but these are then attempts that can remain unsuccessful.
Conversely, I can also frighten or unsettle or offend someone, although
this need not have been my intention at all. Thus we will discuss with
the cardiologist Bernard Lown cases from his many years of practice in
which the medical "power of the word" can have extremely "negative" ef-
fects (§ 17.1), although this may not necessarily have been the intention
of the doctor. Here first are three examples from Lown (2002: 53), to be

supplemented later with further examples:

e They live on borrowed time.
e Her next heartbeat could be her last.
e You are going downhill fast.

Whether intentional or not, the effects possibly achieved with these ex-
amples (uncertainty, alarm, fright, etc.) often depend on the doctor's
choice of (perhaps ill-considered) words as well as on the sensitivity of
the patient, whose evaluations may turn out differently (from what the
doctor thought). If "full intention" cannot necessarily be assumed in
such cases, a certain negligence in the use of words could be recognised
or an attitude could be attributed that could be colloquially labelled as
"cheaply accepted". It is therefore often not a matter of the dichotomous
question (yes/no) of whether intentionality is present, but of possible
(also gradual) attributions of responsibility for calculable consequences
of action, even or especially in the case of doctors' verbal actions.

The problem with the distinction between illocutions and perlocutions
remains the clarification of what role the conventions in general and the
intentions, volitions and evaluations of the participants in particular
(should) play. This controversy over the justification of the distinction
between illocutions and perlocutions has led to extensive, wide-ranging
discussions from Austin (1962/72) to Searle (1969/71) and Strawson
(1971/74) to Habermas (1981, 1988) and Apel (1990), to which refer-
ence can only be made here (Savigny 1974, Koerfer 1994 /2013). In Ha-
bermas, the distinction between illocutions, which can be expressed
openly, and perlocutions, which must remain concealed, ultimately
played a prominent role: it is a centrepiece of his "theory of communica-
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tive action", to which we will still return with specific aspects on the
conflict between lifeworld and medicine (§ 10.2) as well as communicative
and strategic action (§ 7.3.4).

7.3.1.2 Speech act classification

Another initially more theoretically motivated topic and problem area
was various concepts for the classification of speech acts, which could
apply, for example, universally, i.e. independently of language and cul-
ture. There have been many approaches and variants on the classifica-
tion of speech acts, from Austin himself via Searle to Habermas and
Wunderlich. Here we follow a taxonomy by Searle (1979/82) as an ex-
ample, which we summarise in a table (Tab 7.1). The Latin designations
are chosen in speech act theory to avoid confusion between directives
and individual speech acts of this type (such as requests).

Types Exemplary speech acts

1 | Assertive Making statements, assertions, descriptions, prog-
noses, diagnoses, hypotheses, etc.

2 | Directive Requests, pleas, orders, instructions, suggestions,
recommendations, advice, etc.

3 | Commissive Promises (with listener's preference), threats (dis-
preference of H), bets, offers, etc.

4 | Expressive Apologies, thanks, congratulations, condolences,
regrets, etc.

S | Declarative Appointments, resignations, (war) declarations, ex-
communications, etc.

Table 7.1: Taxonomy of speech acts (on Searle 1979/82)

Among many other problems, such as those concerning the discrimina-
tory power of the classification, one specific problem also consists in
taking into account the special institutional binding of speech acts
(Koerfer 1994 /2013). Here, the aspect of institutionality is at odds with
the other speech act classes, at least in the sense that certain
types/examples from these classes experience a certain institutional
character: While we can all make assertions, issue requests or make
promises in our everyday lives, not all of us can issue orders, give in-
structions, perform baptisms, pronounce judicial sentences or make
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medical diagnoses in certain contexts. Making certain pronouncements
only makes sense if we have the necessary competence in the sense of
authorization (to do so) (Koerfer 1994/2013). Mere competence in the
sense of ability is not enough. A public prosecutor also had the ability to
instruct the witness, but its execution is reserved only for the judge.
Similarly, an accurate diagnosis could also be made on the part of nurs-
ing staff, but only doctors are competent to do so, etc.

7.3.1.3 Institutional communication

The institutional binding of (types of) speech acts to certain institutions
has certainly been seen by speech act theorists such as Searle, who
mentions the state, the legal system or the church. In this case, certain
speech acts cannot be performed by "some random speaker" vis-a-vis
"some random listener", but rather certain "extra-linguistic institutions"
1979/82: 6 (Box 7.9) are necessary for their performance, which seem
to be dispensable for other types of speech acts.

Box 7.9 Institutional binding of speech acts

Many illocutionary acts can only be accomplished by virtue of an extra-
linguistic institution - and generally by virtue of a special position that
speaker and hearer occupy in this institution. A blessing, an excommu-
nication, a baptism (...) do not come about merely because some runa-
way speaker says to some runaway hearer "l bless you", "I excommuni-
cate you" and so on. A position within an extra-linguistic institution is
necessary. Austin sometimes expresses himself as if he thought all illo-
cutionary acts were of this blow, but that is flatly not true. To make a
statement that it is raining, or to promise to come by your house, I need
only follow the rules of language. No extra-linguistic devices are
necessary.

Searle 1979/1982: 24

However, the borderline between (types of) speech acts where extra-
linguistic institutions are necessary and those where they are not has
not yet been drawn.4 Likewise, it has not yet been decided to what ex-

4 Thus, Searle also admits certain "overlaps" and creates a special class la-
belled "assertive declaration" to account for "factual assertions" by judges
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tent Searle's criticism of Austin is "flatly" exaggerated. In any case, both
cite sufficient examples of speech acts in which a certain social relation-
ship between speaker and listener must be presupposed, which is de-
termined not least by their position in institutions.

For example, Austin states: "(...) an instruction is only in place
where the subject of the verb is 'a commander™ (1962/72: 47). Austin
cites such examples from the point of view of analysing failures of com-
munication, where speech acts can "go wrong" for a variety of reasons:
"We have the most diverse special terms for diverse cases: 'incompe-
tence', 'not doing its job', 'unfit object’, 'the wrong person', 'unjustified'
and so on" (52). Searle, too, occasionally cites cases in which speaker
and hearer must be in a special asymmetrical relationship, such as in
ordering and commanding, where a certain "authority relation" must be
presupposed so that the speaker, "by virtue of his dominion", can make
the hearer perform the corresponding action (1969/71: 101). Under
such presuppositions, it is then not surprising, according to Searle
(1982: 22), that the "common soldier" could not simply turn around the
order to tidy up the parlour: "If the common soldier tells the general that
the parlour must be tidied up, this is probably rather a suggestion, a
proposal or a request, but not an order or a command" (1982: 22).
Whether, in view of the power relations in the barracks, the alternative
chances for these weak forms of a directive (suggestion, proposal, re-
quest) considered by Searle exist at all for the soldier here should, how-
ever, be rather doubted.

The debate about speech act classification and the nature and ex-
tent of the institutional binding of speech acts cannot be continued
here. As Searle's criticism of Austin shows (Box 7.9 above), the pioneer
of speech act theory has occasionally been reproached for having ori-
ented his analyses one-sidedly to the model of institutional communica-
tion, not only by Searle but also, for example, by Habermas (1976: 247,
1981, vol.1: 395ff.). As has been further explained elsewhere (Koerfer
1994 /2013), general speech act typologies that are created with speech
act semantics or universal pragmatics in mind are themselves subject
to the danger of substituting one "one-sidedness" for the other. Insofar
as institutionally bound speech acts are systematically considered at
all, they are often segregated as bulky material in a residual category,
so that the entire typology can contribute little to an empirical analysis

in court or referees on the playground, for example, when they find "Out"
or "Guilty".
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of institutional as well as non-institutional communication. In fairness,
however, it should be added that such a contribution to an empirical
speech action analysis, such as that of Habermas (1981: Vol.1: 437.
440f1f), is also claimed only very cautiously. In the empirical further de-
velopment of a linguistic pragmatics and conversation analysis, topics
and questions have then also emerged and been dealt with, with which
the narrow linguistic-philosophical view of the analysis of (types of)
speech acts has been considerably expanded in favour of an empirical
analysis of real conversations in real contexts.

7.3.2 Linguistic pragmatics and conversation analysis

The limits of speech act theory were soon recognised within its own
questions. Thus, for example, Searle, from the perspective of the philos-
ophy of language, has definitely seen the reduction of speech act theory
to isolated speech acts without context. In an extremely (self-)critical
and ironic assessment (Box 7.10), he puts into perspective the abolition
of the previous reduction, in which speaker (S) and listener (H) - contra-
ry to all everyday experience - only meet for the production and recep-
tion of a singular acoustic blast and then go their separate ways.

Box 7.10 Reductions and extensions of the speech act theory

Traditionally speech act theory has a very restricted subject matter. The
speech act scenario is enacted by its two great heroes, "S" and "H"; and it
works as follows: S goes up to H and cuts loose with an acoustic blast; if
all goes well, if all the appropriate conditions are satisfied, if S's noise is
infused with intentionality, and if all kinds of rules come into play, then
the speech act is successful and nondefective. After that, there is silence;
nothing else happens. The speech act is concluded and S and H go their
separate ways. Traditionally, speech act theory is thus largely confined to
single speech acts. But, as we all know, in real life speech acts are often
not like that at all. In real life, speech characteristically consists of longer
sequences of speech acts, either on the part of one speaker, in a continu-
ous discourse; or it consists, more interestingly, of sequences of ex-
change speech acts in a conversation, where alternately S becomes H;
and H, S.

Searle 1992: 7
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The extension of the subject area to longer, dialogical sequences in real
conversations of "real life" also has the consequence, according to
Searle, that the analysis of language and action must refer to the back-
ground knowledge of the speakers and listeners, who in their dialogical
exchange must refer to a common knowledge of language, action and
the world. This knowledge cannot be assumed to be known in advance,
nor can it simply be gained through questioning, but must be recon-
structed through more or less participatory observation of interactions
in context.

In order to reconstruct this action-guiding knowledge of the actors,
it is not enough to examine singular speech acts (in constructed con-
texts), but comparative action analyses are required in changing social
action situations, in which the actors make manifest in recurring dia-
logue screws (in Buhler's sense) (Box 7.1), also for external observers,
what is relevant for their actions, for what reasons or motives, and for
what purposes of action. In this context, it is part of the methodology of
an empirical analysis of language and action to first follow the same
formulations of the participants from the observer's perspective as the
participants themselves, before general patterns of communication can
be concluded from observations in individual case analyses via compar-
ative investigations, the validity of which is in turn to be verified in
comparative action analyses.>

At the latest with the empirical expansion of the subject area to real
fields of action, the change from the first question posed above by
Searle ("What is a speech act?") to the second question posed by
Wunderlich ("What kind of speech action is that?") has been completed,
according to which linguistic action must be examined in its embedding
in concrete everyday and institutional action situations. This question
has been pursued particularly within the framework of linguistic prag-
matics, which has also been understood and specialised as institutional
pragmatics (Wunderlich 1976), insofar as it concerns investigations in
specific institutions such as court (e.g. Hoffmann 1983) or school (e.g.

5 The methodology of an empirical action analysis cannot be further elabo-
rated here (cf. Koerfer 1994/2013). In order to prevent misunderstandings,
it should be noted that an empirical analysis of action naturally does not
begin without theory, because it is rarely necessary to start from a "tabula
rasa', but can usually refer back to traditional research knowledge, which
is to be taken into account in the circular research process described and,
if necessary, modified or corrected.
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Ehlich, Rehbein 1986) or even consultation hours and rounds, for which
a current overview of research has already been given (§ 2).

7.3.2.1 Analysis aspects and main topics

This empirical turn in language and action analysis as a whole was ac-
celerated in detail with the development of various disciplines with dif-
ferent traditions and objectives, which under different names (linguistic
pragmatics, discourse analysis, conversation analysis, etc.) have set dif-
ferent focal points of empirical communication research.® Without
claiming to be exhaustive, we would like to mention the following as-
pects of analysis and main topics, some of which have been worked on
together in these disciplines, which we will summarise here under the
term conversation analysis:

e Speaker change organisation (with two or more interlocutors:
without/with moderator, overlaps, interruptions, etc.)

e Procedures to ensure comprehension (through various forms of
active listening, listener signals, queries, translations of technical
terms, repetitions, etc.)

e Sequential organisation of conversation within and between
speeches (assertion-justification, question-answer, reproach-
justification, etc.).

e Direct and indirect forms of realisation of speech acts (e.g. ques-
tion as request. "Can you bring a stool sample to the next ap-
pointment?").

e Complex conversation units (narrative, report, lecture, etc.),
which in turn can be embedded in specific types of conversation
(small talk, seminar, hearing, office hour)

e Specific institutional patterns of action (such as the examina-
tion of witnesses in court, the teacher's lecture to the class, the
taking of a medical history or explanation or prescription in the
doctor's consultation and ward round, etc.).

6 We cannot pursue the controversies about differences and similarities be-
tween individual disciplines (Pragmatics, Conversation Analysis (CA), Dis-
course Analysis (DA) etc.) here, but only refer interested parties to specific
literature and handbooks at the end of this chapter. It should be noted
that many authors of this handbook are committed to several of these re-
search directions.
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e Institutional technical communication (law, administration, po-
litical parties, university, medicine)

e Topic organisation (curricular teaching topics, biopsychosocial
anamnesis topics, manifest versus latent topics, "sensitive" topics
(alcohol, sex, abuse, violence, etc.) or taboo topics, etc.).

These questions and aspects of investigation were already taken into
account in the presentation of the state of interdisciplinary conversation
research (§ 2) and will be deepened in the further course of the hand-
book in the empirical analyses of doctor-patient communication, partly
throughout and partly with specific emphases, such as in the analyses
of action patterns and therapy goals (§ 8), patient narratives (§ 9, 19) or
specialised medical communication, which concerns the problem of se-
curing understanding between doctor and patient (§ 19, 27). Indirect
forms of communication also play a role here, which have experienced a
special institutional manifestation in doctor-patient communication.
Therefore, this aspect of the institutional binding of medical action
should be emphasised first, which again touches on the problem of
speech act classification described above.

7.3.2.2 Institutional binding of medical action

The institutional binding of medical action applies to the clinical sphere
of action as a whole. Here, too, no "runaway" speaker (in Searle's sense
above (§ 7.1.5)) could perform certain actions that are reserved only for
doctors. This already applies to diagnosis, for which Searle himself gives
a medical example from the class of assertives ('l diagnose his case as
appendicitis" 1979/82: 44). The essential difference is already ex-
pressed in the comparison with the "rest" of the nursing staff. Although
nursing staff might also be able to make a diagnosis or prognosis or
even "determine" the death of a patient, only the doctor is entitled to do
so. This also applies (from the class of the directive) to the medical order
or prescription (§ 26), which is not called that for nothing. And last but
not least, the prescription must have been issued by the doctor and fi-
nally signed before it becomes valid, and so on. Similarly, the patient's
consent prior to an operation only becomes valid if it is documented
with a signature after the patient has been informed (Buhrig, Meyer
2007), i.e. at the end of a joint and documented history of interaction.
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In addition, there are further differences in certain exemplars/types
of action that also fell undifferentiated into the class of directive, even if
the institutional binding is obvious. For example, the doctor's recom-
mendation in the medical consultation has a different quality of action
than the well-intentioned advice of a neighbour, which is also often giv-
en when it is not asked for at all, etc. In contrast, competent medical
advice is not only expected, but also more or less directly requested by
patients, as this becomes clear in the following example (B 7.2) (short-
ened here with relatively large omissions "(...) (...)").

E 7.2 P0O2: "what are your tips for this?" — P30: "more or less advice"

01 D (... these complaints have been around for a while {...) .

02 P so, allin all, I have to say, it hasn't gotten worse (...) (...) (...)
sometimes it takes hours for it to get better. umm what are your
experiences or what are your tips for this? .

03 D yes.we have to look first , these . the pain is just still there . and
you are thinking .
04 P notalways.
05 D not always, that means, there are differences? .
06 P huge. yesss.
07 D huge differences . um . we have to look at how ... when ... how
does that come about? . what are .
08 P  so for example (...) (...) (...) . [longer description]
D (..)
P (..)
29 D well. Mr. [X] we have to see . um . the . what did you expect from
me . that we .
30 P hm . so more or less eh advice . or whether I should try some-

thing eh with some medicine . Medicine something uh try ... (...)
() ()

31 D solwould definitely suggest . that you take a medication to sup-
port . that the pain is somewhat alleviated . yes . and that physi-
otherapy also continues, yes (...)

This example, in which other treatments are also considered and the
doctor advises against cortisone treatment, for example, and similar ex-
amples will be discussed in detail under the aspect of dialogical negotia-
tion (§ 22). This is first of all about the institutional binding of the doc-
tor's actions, which is why the doctor is also responsible for his sugges-
tions, recommendations, etc., - whether requested or not - in a different

A. Koerfer, C. Albus (Eds.) (2025) Medical Communication Competence - 28



7. Dialogical Communication and Medicine

way than our neighbour, who cannot be held responsible for the further
consequences of his actions, but in the worst case risks our neighbourly
relationship. This is where our relationship with the doctor differs, how-
ever, with whom we are also allowed to build up a different trust, which
is due to his professionalism: everything the doctor says and does, he
does with institutionalised authority, i.e. with a competence in the sense
of ability and responsibility.

This is true even if his communicative competence fails, i.e. not only
in instrumental action such as surgery, but in communicative action
such as education, where the information preceding the surgery may
have been incomplete, erroneous, etc. (§ 10, 17, 22, 27, 39). However,
there is also a failure if the doctor lacks empathic competence (§ 3.2), as
we have seen above with the examples of Bernard Lown and will explain
with further examples (§ 17.2). Again, unlike the neighbour in action
(from the "class" of the "expressive"), the doctor must develop and apply
a special empathic competence not so much because of interpersonal re-
lations, due to which even a neighbour can pity us, but rather for rea-
sons of his profession, in order to be able to help the patient "appropri-
ately".

To empathically recognise the suffering and burdens of patients as
well as their coping capacities is not a mere everyday competence, but a
professional competence in medical practice (§ 3.2, 20). The fact that it
is often missed in practice will still be encountered in many examples,
some of which are to be reported drastically from the experiential prac-
tice of Bernard Lown (2002), when the institutional-authoritarian "pow-
er of the doctor's word" (§ 17.1) is made an issue. As a rule, communi-
cation between doctor and patient is less drastic and dramatic, some-
times very discreet and subtle, because - for whatever reason - very in-
direct forms of communication are preferred, which will be elaborated
below.

7.3.2.3 Direct and indirect communication in the consultation

Institutional communication shapes the understanding of speech action
of all participants (e.g. doctor and patient) in a specific way, from differ-
ent active or passive participation perspectives. What also applies else-
where in everyday life is reshaped, modified or specialised in institu-
tional action without fundamentally suspending basic categories of our
understanding of communication. This also applies to the ways in
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which direct and indirect or implicit forms of realisation of speech acts
are used, on which there is also a large spectrum of studies, from which
only a few works will be referred to here as examples (Searle 1979/82,
Wunderlich 1976, Levinson 1983/2000).

The relevance of this distinction is already expressed in the fact that
in conversational practice we can more or less rely on the so-called indi-
rect or implicit forms without this having to lead to communication
problems to a greater extent. If necessary, we then use a so-called ex-
plicit performative formula, which we usually place in front of the so-
called propositional content (in the subordinate clause), as in the follow-
ing example under (1). As a rule, however, we are more economical and,
depending on the context, will enter into shorter and nevertheless simi-
larly binding commitments for our future behaviour, such as with (2).
Depending on the context, a simple "yes" will also suffice, for example in
(3) if this would answer a question previously asked by the doctor ("Can
you bring a stool sample tomorrow?"), which can already be understood
as a weak (conditional) request (see below).

1. I promise you (hereby) that I will attend the next screening ap-
pointment in good time.

2. T'll be there in time next time.

3. Yes.

As already becomes clear in example (3), the meaning and purpose of an
utterance can also result from the dialogue position during the conver-
sation, depending on whether it is an initiative or a responsive turn of
speech. Often there is also a greater sequential organisation in the con-
versation, so that the communicative function of speech contributions
(A: question — B: query to A — A: answer to B — B: answer to A) also re-
sults from the dialogue position (as, for example, with assertion-
objection or reproach-justification) etc. 7

The role of the dialogue position of utterances for their function is
one thing, their institutional binding another, whereby a typical inter-
play often occurs. Because of the special institutional binding of speech

7  As has already become clear in the foregoing, we refrain as far as possible
from using technical terms previously introduced for the understanding of
the classics and use colloquial terms here last when certain differentia-
tions are not necessary; cf. the remarks on terminology at the end of this
chapter. Cf. also illocutionary wit (point) or role (force) or purpose in Searle
1979/82 or sense and function in Wunderlich 1976.
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acts, in the appropriate context of a consultation there are also no mis-
understandings of the familiar medical utterances such as (1)-(7):

You need to undress.

Can you undress first?

Undress (please)!

(Please), free your upper body (arm, etc.).
I have to take a look at it now.

Can I have a look at that?

We have to take a closer look at that now.

NOoO RN

The fact that these utterances (1)-(7) - with all other similar variants -
are equally understood primarily as requests (in Searle's sense of "direc-
tives") (Tab. 7.1) and not merely as questions, which (2) and (6) also are
secondarily, is not surprising in the context of a (orthopaedic, dermato-
logical, etc.) consultation. Here, as elsewhere in life, the doctor predom-
inantly chooses "moderate" forms (of one type) of request, which we also
prefer in everyday life, for example, when we address our neighbour at
the table with a question of this type instead of an imperative ("Pass me
the salt!"): "Can you pass me the salt?" This classic example of a ques-
tion is also used by Searle (1979/82: 57ff) in his analysis of direct and
indirect speech acts in order to distinguish the following indirect sub-
types (secondary illocutionary act) in the class of the "directive", which
we have selected from lists by Searle and Wunderlich (in Tab. 7.2):8

8 Searle (1979/82: 33ff) distinguishes between the primary and secondary il-
locutionary (literal) act. We cannot pursue the long controversy surround-
ing this distinction here (e.g. Levinson 1983/2000 and Hartung 2002) and
refer to the further references to textbooks given at the end of this chapter.
Roughly speaking, a counter-position is that the relevant function of utter-
ances in their position is also always heard or understood in this way by
contexts, without having to assume secondary functions. Nevertheless, the
differences in the formulations of speech acts are of course still of consid-
erable relevance, as we will see from examples.
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Types Exemplary formulations

1 | Ability of the lis- "Can you ...", "Could you ...", "You could ...", "Are
tener to do h you able to ..." etc.

2 | Speaker's wish- "I would like you to ...", "I would like you to ...",
es/preferences that | "I would be very grateful if you would ...", "I wish
H h does you would", etc.

3 | Willingness of the "Would you be willing to ...", "Would it suit you
listener to do h to ...", "Would you mind ..." etc.

4 | Obligations of the "It would be better if you ...", "You should actual-
listener to do h ly ...", "Why don't you try ..."

Table 7.2: Indirect directives (on Searle 1979/82: 57ff, Wunderlich 1976: 308ff)

Which occasions, reasons or motives lead us to choose or should choose
or even must choose which variants in which social situations, etc., has
hardly been satisfactorily clarified so far and would require above all the
investigation of certain social, not least institutional fields of action. In-
tuitively, it is already plausible that we speak differently "privately" than
in the "public" sphere, where even the form of address (Du versus Sie
[German formal versus informal “you”]) makes a first significant differ-
ence. An aspect that is certainly often applicable is highlighted by
Searle himself when he brings a "leitmotif" of action down to a certain
denominator ("politeness") as a social rule.

Box 7.11 Politeness as a leitmotif for indirectness

In the landscape of indirect illocutionary acts, the field of directives yields
the most for investigation, because the utterance of flat imperatives
("Leave the room"), or explicit performatives ("I order you to leave the
room") is usually considered uncouth behaviour in the politeness re-
quired in ordinary conversation, and we therefore look for indirect means
for our illocutionary purposes (such as "I hope you don't mind going out
for a moment"). In directives, politeness is the leitmotif for indirectness.

Searle (1979/82: 56f)

As long as the social phenomenon of politeness itself has not been clari-
fied in terms of its origin and function, this "leitmotif' for indirectness
can only be assumed to be provisional, whose validity and effectiveness
must be examined as a function of further social features of situations
of action. A question, no matter how politely formulated ("Would you
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please be so kind to undress?") will not be purposeful in everyday life,
but it will be in the institutional setting of a consultation, although even
there an excessively polite variant (8) would tend to be counterproduc-
tive. Statements in which the speaker's wishes or preferences are for-
mulated in this context and with this content, such as (9), would cer-
tainly be inappropriate or even unacceptable in this context, which is
why (8) and (9) are marked accordingly (with: *).

8. *Would it perhaps suit you to undress?"
9. *I would like/want/have you to undress.

In the medical consultation, too, there are social rules for the fit of "di-
rectives" that doctors address to their patients when it is no longer just
a matter of "taking time off', but of adhering to a diet or medication in
each case in the sense of adherence ("therapy compliance") (§ 10, 26,
29).

Often it is also about conditions, possibilities, necessities or urgen-
cies of actions, such as can be negotiated in the following (hypothetical)
dialogue between doctor and patient:

D: Canyou bring in another stool sample?

P: Does it have to be this week?

D: No, but you should come by next week. We still have to wait for
the lab results.

P: Good, then I will do that right at the beginning of next week, I
promise.

In empirical analyses of longer dialogues (with variant-rich embedded
return questions and answers, etc.) we will differentiate such negotia-
tion processes in detail, which are conspicuous solely by the accumula-
tion of certain modal verbs (can, may, should, must) when it comes to
clarifying abilities, willingness, preferences, obligations, etc., which is
not always just a question of politeness. In regular dialogue screwing (in
the sense of Buhler) (§ 7.2.2), "words are then weighed", for instance to
probe, plausibilise or motivate certain actions or their omissions, etc.
Thus patients will also have to find "suitable" formulations for their pa-
tient concerns, which should be beyond an imperative (of the type: "Give
me a sick note!" or "Do a gastroscopy!") if they want to "win" the doctor
over to their cause.
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Here we will differentiate a whole spectrum of "direct” to "indirect"
realisations of patient concerns in the practical part. If both partners of-
ten prefer indirect formulations, then they do so, but not just for the
sake of mere politeness, but because we all - for other good reasons - of-
ten also want to or should or even have to grant the partner social ac-
tion spaces.

In all these cases, however, it is astonishing that indirect or implicit
forms of communication hardly pose any major communication prob-
lems between speaker and listener compared to direct variants. On the
contrary, indirect forms of communication prove to be extremely effec-
tive and economical in suitable contexts. This will be further explained
in the following with the theory of conversational implicature, which goes
back to the philosopher Paul Grice. The cooperation principle formulated
by Grice in this context and his conversational maxims have been re-
ferred to by Searle (1979/82) and many others after him (see below)
who have researched the theory and practice of everyday and institu-
tional communication.

7.3.3 Cooperation principle and conversation maxims

Although communicative processes are certainly prone to disruption
and can lead to misunderstandings, it is astonishing how often they
succeed and speakers and listeners routinely overcome the communica-
tive hurdles in the triad of saying, meaning and understanding in effec-
tive cooperation, proceeding extraordinarily economically. This will be
further elaborated in the following with the theory of conversational im-
plicature, which Grice already outlined in his lectures in the 1960s and
published in 1975. There, Grice systematically explored the basic prob-
lem of understanding, which has to do with ordinary differences be-
tween what is said and what is meant, but which hardly seem to affect
understanding.

7.3.3.1 Rationality and cooperation

Grice directs interest to examples where it is clear that what a speaker
"gave to understand, implied, meant, etc., is something different from
what he said" (1975: 51). He illustrates such differences with examples
such as the following dialogue, in which the validity of a specific impli-
cature is expressed:
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A: Smith doesn’t seem to have a girlfriend these days.
B: He has been paying al lot of visits to New York lately.

Although B's replication may seem nonsensical at first glance because it
does not seem to have any meaningful connection with A's utterance, A
can nevertheless draw appropriate conclusions that make the utteranc-
es meaningful, namely: "B implicates that Smith has, or may have, a
girlfriend in New York" (51). Regardless of whether this example allows
for further/other speculation about implicature, Grice introduces the
term implicature as a "term of art" for such examples,® in order to cap-
ture a kind of understanding based on obvious inferences that the
hearer can or should legitimately draw.

Now, in order to be able to explain why communication processes
that rely so heavily on hints can function at all as well as they generally
do, Grice makes a strong assumption regarding the rationality that
guides all of us in everyday conversational practice: "I would like to be
able to think of standard type of conversational practice not merely as
something that all or most do in fact follow but as something that is
reasonable for us to follow, that we should not abandon" (1975: 252:
48). Under this assumption of rationality, Grice now formulates the
principle that sustains us all as a general cooperative principle (CP) (Box
7.12), the validity of which is constitutive for all possible, subordinate
conversational maxims (see below).

Box 7.12  The cooperative principle (CP)

Our talk exchanges do not normally consist of a succession of discon-
nected remarks, and would not be rational if they did. They are charac-
teristically, to some degree at least, cooperative efforts (...) We might then
formulate a rough general principle which participants will be expected
(ceteris paribus) to observe, namely: Make your conversational contribu-
tion such as is required, at the stage at which it occurs, by the accepted
purpose or direction of the talk exchange in which you are engaged. One
might label this the cooperative principle.

Grice (1975: 45; cf. 1979: 248)

9 ' wish to introduce, as terms of art, the verb implicate and the related
nouns implicature (cf. 'implying') and implicatum (cf. what is implied)"
(1975: 431).
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Under this basic assumption of a universally valid principle of coopera-
tion, Grice now differentiates a series of subordinate conversational
maxims (Box 7.13), which he classifies according to Kant's table of cate-
gories under the categories of quantity, quality, relation and man-
ner/ modality.

Box 7.13 Conversation maxims

Maxim of quantity
The category of quantity relates to the quantity of information to be
provided, and under it fall the following maxims:
1. Make your contribution as informative as required (for the current
purposes of the exchange).
2. Do not make your contribution more informative than is required.
Maxim of quality
Under the category of quality falls a supermaxim - ‘Try to make your
contribution one that is true’ — and two more specific maxims:
1. Do not say what you believe to be false.
2. Do not say that for which you lack adequate evidence.
Maxime of the relation
Under the category of relation I place a single maxim, namely: ‘Be rel-
evant’.
Maxime of modality
Finally, under the category of manner (...) I include the supermaxim:
"Be perspicuous" — and various maxims such as:
1. Avoid obscurity of expression.
2. Avoid ambiguity.
3. Be brief (avoid unnecessary prolixity).
4. Be orderly.

Grice 1975: 45f

For all these maxims, Grice now discusses individual groups of exam-
ples that help to prove the validity of the maxims in our everyday con-
versations, even or especially when they seem to be violated at first
glance.
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7.3.3.2 Conflicts of maxims

Thus, in the above example, the specific implicature ("B implicates that
Smith has, or may have, a girlfriend in New York") could only be as-
sumed because A could at the same time trust in a rational conversa-
tional behaviour of B when applying the general cooperation principle
(CP), with which the validity of the maxim of relation ("Be relevant") can
be assumed. Otherwise, a mere remark about Smith's frequent stay in
New York would not make sense in this context. Only under the as-
sumption that B cooperates in compliance with the "maxim of rele-
vance" can B's replication be understood as a meaningful response to A.
We proceed in a similar but different way with statements that at first
glance violate a maxim of quantity, for example, because they do not
seem to us to be sufficiently informative.

A: Where does C live?
B: Somewhere in the South of France.

According to Grice, the fact that B does not answer A more precisely
here, although he knows that A might want to visit his friend C, must
precisely not be seen as a violation of the maxim of quantity, but must
be evaluated as a comprehensible attempt to avoid a collision with the
maxim of quality ("truth maxim"), which leads to the corresponding im-
plicature: ""Don’t say what you lack adequate evidence for’, so B impli-
cates that he does not know in which city C lives" (1975: 51f). Such
compromises in conflicts of maxims are a daily occurrence not only in
everyday communication, but also between doctor and patient, when
the latter "does not know better" despite the doctor's enquiries, and an-
swers accordingly "vaguely", and therefore both partners have to "cope"
with "ambiguities", for example, when taking anamnesis.

This specific problem of dealing with unclear, incomplete, contradic-
tory, etc. patient knowledge is illustrated by empirical examples. This
specific problem of dealing with unclear, incomplete, contradictory etc.
patient knowledge will be illustrated by empirical examples. In particu-
lar, we will be concerned with the relevance maxim (§ 9, 17, 19), whose
"compliance" causes difficulties for patients in a conversation with the
doctor that is often "unfamiliar" to them, which they then also express
in corresponding formulations (§ 19.4).
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7.3.3.3 Criticism and application perspective

Grice's theory of conversational implicature as well as his associated
principle of cooperation and the conversational maxims have had a broad
resonance up to the present day, which is sometimes summed up eu-
phorically: "Grice's maxims are a linguistic discovery of the century"
(Ehrhardt, Heringer 2011: 72). One does not necessarily have to share
this scholarly top rating of relevance, but the extensive history of the
impact of Grice's maxims is beyond question. The principle of coopera-
tion formulated by Grice and his conversational maxims were already re-
ferred to by Searle (1979/82) in his investigations of indirect speech acts
(8 7.3.2). Grice's theoretical approach and his conversational maxims
have been criticised, applied or modified, shortened or extended in
many ways, which can only be referred to here by way of example (Lev-
inson 1983/2000, Koerfer 1994/2013, Keller 1995, Newen, Savigny
1996, Hartung 2002, Ehrhardt, Heringer 2011, Finkbeiner 2015). Criti-
cism is directed in particular at the assumption of rationality in the co-
operation principle and the selectivity and completeness of the conversa-
tional maxims in detail.

These aspects of criticism have already been anticipated and dis-
cussed by Grice himself, although perhaps not extensively enough.
Grice refers to other types of maxims (aesthetic, social, moral), including
the maxim "Be polite", "that are also normally observed by participants
in talk exchanges, and these may also generate non-conventional impli-
cations" (1975: 47). The problem of politeness was already a topic when
it came to the question of indirect forms of realisation of speech acts (§
7.3.2). Furthermore, it is obvious that there are certain overlaps be-
tween the maxims of quantity and relation, for example, because "talka-
tiveness" could violate one maxim ("Do (not) be (over)informative") as
well as the other maxim ("Be relevant”). In addition, the problem of re-
dundancy discussed by Grice himself arises here, whereby he is precise-
ly concerned with plausibilising the meaningfulness of tautologies such
as "'women are women" or "war is war". The problem of so-called redun-
dancies will also concern us with patient narratives (§ 9, 19), for exam-
ple, which lose the initial appearance of "over-informativeness" on closer
examination, because they follow a specific narrative logic of reason,
which can certainly do justice to the meaning of a biographical narrative
anamnesis, even from a medical perspective.

This also concerns the core of the assumption of rationality, which
precisely should not be thought of in the idealistic sense of a mere uto-
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pia, but must be examined as an assumption that is effective in every-
day practice, the validity of which can be demanded by the participants
themselves in everyday life as well as in the consultation hour, when its
disregard seems all too obvious as senseless or even counterproductive.
Here, following work on institutional and specifically therapeutic com-
munication (Koerfer, Neumann 1982, Koerfer, Koéhle 2007, Koerfer
1994 /2013), we will repeatedly refer back to Grice's cooperative principle
and conversation maxims, which need to be specified for the conversa-
tions between doctor and patient. In a historical review, it should be
pointed out that Freud, in his writings on treatment (1912, 1913), had
already established an anti-maxim catalogue long before Grice (§ 9.3),
which is precisely intended to do justice to the specific meaning and
purpose of therapeutic communication.

Finally, it should be noted that our own theoretical and didactic ap-
proach of formulating conversational maxims specifically for doctor-
patient communication and also exploring maxim conflicts in conversa-
tional practice (§ 3, 17-23) is certainly one among many approaches in-
spired not least by Grice's general cooperative principle and conversa-
tional maxims.

7.3.4 Theory of strategic and communicative action

The "Theory of Communicative Action" (1981) of Juirgen Habermas has
had an enormous interdisciplinary impact. The resonance can be ex-
plained not least by the fact that in this two-volume (main) work he
seeks to integrate many theoretical approaches from various sociologi-
cal, socio-psychological and language-philosophical disciplines. To jus-
tify his model of communicative understanding, Habermas refers to sev-
eral "classics", with whom he deals partly affirmatively, partly critically
(e.g. Max Weber, Talcott Parsons, Alfred Schiitz, Karl Buhler, George
Herbert Mead, John Austin, Paul Grice, John Searle). The basic ideas
and concepts of some of these "classics" have already been presented
and discussed in advance; we will refer to others (e.g. Alfred Schiitz)
when dealing with the conflicts between the lifeworld (of patients) and
the professional world of medicine (of doctors) (§ 10.2), which, with ref-
erence to Habermas, can be presented as conflicts of principle between
lifeworld and system.
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Due to the interdisciplinary foundation of the theory of communica-
tive action, the opinions from different academic traditions were corre-
spondingly diverse. Exemplary for this discussion is the collected vol-
ume by Honneth and Joas (1986), in which Habermas (1986) himself
responds to his critics in a "rebuttal". The methodological problems and
possible applications of the theory of communicative action specifically
for the analysis of institutional communication are discussed elsewhere
(Koerfer 1994/2013). Reference will be made to literature on application
specifically in the field of medical communication at the end of the fol-
lowing introduction, in which only selected aspects and basic concepts
of the theory of communicative action can be considered.

7.3.4.1 Guiding idea of the ideal speech situation

The essential theoretical and methodological guiding ideas as well as
basic concepts were already pre-formulated by Habermas in his Prepar-
atory Remarks on a Theory of Communicative Competence (1971). There
he develops his specific concept of an ideal speech situation within the
framework of his universal pragmatic outline for a classification of
speech acts, which ties in with speech act theory and linguistic prag-
matics (Austin, Searle, Wunderlich etc.) (§ 7.3.1-2). This is character-
ised — however counterfactually — by a symmetrical distribution of op-
portunities of dialogue roles, which allows the free use of all possible
speech acts (assertions, questions, proposals, objections, etc.) without
the speakers having to reckon with social, institutional, etc. restrictions
(sanctions) in advance. Restrictions (sanctions) would have to be reck-
oned with in advance. As Habermas sums up (Box 7.14), these ideal
conditions are to be understood as structural features of a speech sit-
uation that come into play independently of personality traits of, say,
"ideal" speakers.
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Box 7.14  The ideal speaking situation

The counterfactual conditions of the ideal speech situation turn out to be
the conditions of an ideal form of life. It now turns out that not only the
model of pure communicative action, as shown, requires the possibility of
discourse, but that, conversely, the conditions of discourse cannot be
thought of independently of the conditions of pure communicative action
(...) I have tried to characterise the ideal speech situation not by the per-
sonality traits of ideal speakers, but by structural features of a situation
of possible speech, namely by the symmetrical distribution of chances to
perceive dialogue roles and to perform speech acts.

Habermas 1971: 139

The "counterfactual conditions of the ideal speech situation" must be
assumed to be effective in action practice even or especially when they
should be ignored or even counteracted in extreme cases in real conver-
sations. Such extreme types of conversations are conspicuous, simply
because they generally cannot withstand even a spontaneous test of ac-
ceptability, because they obviously seem to violate elementary rules of
understanding that we are more or less prepared to follow as commonly
accepted standards.

Habermas has repeatedly emphasised that the "anticipation of the
ideal speech situation" can be a "critical standard" (1971: 136) against
which real communication must also be measured. Before examining
the extent to which a critical standard for the evaluation of real doctor-
patient conversations, which at first glance seem to be anything but
symmetrically structured (§ 7.5.3), can be obtained by methodically an-
ticipating the "ideal speech situation", some essential aspects and basic
conceptual distinctions of Habermas should be considered, which
should contribute to a further understanding of his theory of communi-
cative action.

In doing so, he is essentially concerned with proving "that the com-
munication-oriented use of language is the original mode to which indi-
rect communication, giving to understand or letting understand, be-
haves parasitically” (1981: 388). This strongly evaluative basic concep-
tuality will be referred to in the following when evaluating doctor-patient
communication. 10

10 To justify his distinctions between communicative and strategic action, Ha-
bermas (1981, vol.1: 388ff) refers to the distinction between illocutions and
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7.3.4.2 Instrumental, strategic and communicative action

With Habermas (1981), a distinction should be made here initially and
subsequently also for the empirical conversation analyses between ex-
actly three types of action, which he has compared in a tabular overview
(Tab. 7.3).

Action situation Action orientation
success-oriented understanding-oriented
izl instrumental
non-socia action -
il strategic communicative
socia action action

Tab. 7.3: Types of action (on Habermas 1981, vol.1: 384)

The distinction between non-social, instrumental actions on the one
hand and social actions on the other proves to be relatively simple, even
in the empirical analysis of concrete action situations. While instrumen-
tal action is undoubtedly success-oriented, in the case of social action
the further distinction between success-oriented and understanding-
oriented action proves to be much more difficult to handle, especially
when it is to be applied to empirical conversation analysis (e.g. Koerfer
1994/2013). Here, too, there are more or less clear-cut cases, so that
an unambiguous assignment can remain contentious if necessary. Be-
fore we pursue individual theoretical and practical problems of empiri-
cal conversation analysis further, the brief definitions of the types of ac-
tion according to Habermas should be prefaced here in a further over-
view (Box 7.15).

perlocutions, which has been traditionally established since Austin, and
which we had previously introduced (7.3.1) .The problems and implications
of this parallelisation of terms and their empirical application have been
discussed in detail elsewhere (Koerfer 1994/2013).
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Box 7.15 Definitions of the three types of action

e We call a success-oriented action instrumental if we consider it from
the point of view of following technical rules of action and evaluate the
degree of effectiveness of an intervention in a context of states and
events.

e We call a success-oriented action strategic if we consider it under the
aspect of following rules of rational choice and evaluate the degree of
effectiveness of influencing the decisions of a rational opponent (...)

¢ On the other hand, I speak of communicative action when the plans of
action of the actors involved are not coordinated through egocentric
calculations of success, but through acts of understanding. In com-
municative action, the participants are not primarily oriented towards
their own success; they pursue their individual goals under the condi-
tion that they can coordinate their plans of action on the basis of
common definitions of the situation. In this respect, the negotiation of
situation definitions is an essential component of the interpretive ser-
vices required for communicative action.

Habermas 1981, vol.1: 385

Of course, according to Habermas, instrumental action can also be em-
bedded in social action. As examples, one could cite the actions of ar-
chitects and doctors, which can certainly be compared in some re-
spects. For example, before an architect can dig the excavation pit in in-
strumental action (by surveying and digging), he must first have com-
municatively agreed with the client on a joint building project in which
not only the statics but also the living culture and aesthetics of the
building project play a role. In turn, the preferences of the client and
the expertise of the architect may conflict, which may lead them to fur-
ther communicative "disputes" up to a point where the common situa-
tion definitions ("Who does what with whom for what purpose?") have to
be renegotiated communicatively.

Similarly, before a doctor reaches for the scalpel in instrumental ac-
tion and thus proceeds to surgery, he must first have convinced the pa-
tient of the necessity of the procedure by means of information and ar-
gumentation, i.e. he must first have obtained unambiguous patient
consent by means of rational information and detailed documentation (§
10, 27, 39). Here, too, conflicts may have arisen in the communicative
history between the preferences of the patient and the expertise of the
doctor, who must limit the patient's wishes and expectations in the
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sense of evidence-based medicine (§ 10, 22, 26). As we will see in more
detail, even in shared decision-making (SDM) in the context of patient-
centered medicine, controversies have to be discursively resolved, which
may also entail a renegotiation of situation definitions. If necessary, the
quality of the doctor-patient relationship itself must be put to the test (§
8, 10), if, for example, the patient's trust in his doctor threatens to di-
minish.

In all cases, however, the actions of the participants in practice as
well as in analysis must be critically questioned as to how a consensus
(or even a dissent) came about at all, if it can be described as such at
all. For example, threats and intimidation, but also whispers, appease-
ment, trivialisation, etc. can lead to a pseudo-consensus that would not
stand up to a rational test of acceptability, either from the participant's
perspective or even more so from the critical observer's perspective.

7.3.4.3 Overt and covert strategic action

Here another distinction comes into play which is used in general and
also specifically by Habermas (1981 vol. 1: 388ff, 444ff) to further sub-
stantiate his theory of communicative action, namely on a further level
(4th order) the distinction between overtly strategic and covertly strate-
gic action (Fig. 7.3). Whereas in the first case a speaker openly makes a
claim to power and exerts a certain coercion on his partner, for example
by giving orders or issuing instructions or making threats, covert strate-
gic action involves all possible forms of manipulation characterised by
deliberate deception (Fig. 7.3). Self-deception is distinguished from this
on the same level (5th order) (Box 7.16), which Habermas identifies as a
specific type of action of systematically distorted communication com-
pared to (conscious) manipulation:

Box 7.16  Systematically distorted communication

In contrast, the kind of unconscious conflict management that psychoa-
nalysis explains with the help of defence strategies leads to communica-
tion disorders simultaneously on an intrapsychic and on an interperson-
al level. In such cases, at least one of the participants deceives himself
that he is acting in a success-oriented attitude and merely maintains the
appearance of communicative action.

Habermas 1981, vol.1: 445f
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While forms and functions of systematically distorted communication
are to be expected in any case in psychoanalytic therapy, which, moreo-
ver, from a professional point of view is specifically raised to the subject
and topic of the conversation, this is not necessarily self-evident for eve-
ryday medical care practice. Here, systematically distorted communica-
tion may have a latent effect without being recognised in medical prac-
tice and "answered" appropriately in the interaction with patients.

1st order [ Types of action ]

[ Instrumental actions ] [ Social actions ] 2nd order

Strategic action Communicative action
3rd order (success-oriented) (understanding-oriented)

Overt Covert
strategic action strategic action 4th order
Deliberate deception Unconscious deception
Manipulation i i
5th order ( P ) (Systematically distorted

communication)

Fig. 7.3: Action typology (mod. and extended from Habermas 1981, vol.1: 446)

It is therefore no coincidence that basic psychosomatic care and inter-
viewing have become the subject of continuing medical education (§ 15-
16, 42-43). This is particularly about the promotion of general relation-
ship competences and especially of understanding and empathic compe-
tences in dealing with forms of defence, for example, as this has already
been described in advance (§ 3.3) and will be further elaborated in the
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practical part (§ 17-23) using the Cologne Manual of Medical Communi-
cation (C-MMC) and empirical examples.

Such forms of systematically distorted communication, which may
remain (completely) unconscious, are one thing, forms of more or less
conscious manipulation are another.!l It must be taken into account
that the interlocutors in various everyday as well as institutional types
of conversation are subject to manipulation without restriction, but can
also counter them more or less well because they are more or less seen
through.

Overall, covert strategic action in the sense of (conscious) manipula-
tion (in the narrower sense) is not just a phenomenon of advertising, but
an everyday phenomenon that is also an institutional everyday phenom-
enon. This does not exclude medical consultations and ward rounds,
whose practice can be characterised by a mixture of different forms of
communicative and strategic action, as will be discussed theoretically (§
7.5, 10) and explained in the practical part with empirical examples.

7.3.4.4 Applied discourse ethics in medicine

For the development of an applied discourse ethics specifically in medi-
cine (Kettner 1991, 1998, Kettner, Kraska 2009, Koerfer et al. 1994,
2005, 2008, Scambler (ed.) 2001, Koerfer, Albus 2015, Hoppen 2020,
Walker, Lovat 2022), the critical standard can be obtained by analogy
with a counterfactually assumed "ideal consultation hour", but devia-
tions (disruptions and deviations) from the ideal understanding between
doctor and patient in real conversation practice are to be assessed rela-
tive to the institutional framework conditions to which the actors are
subject. As will be explained under the aspect of (a)symmetry between
doctor and patient (§ 7.5.3), these framework conditions can be shaped
differently by the actors, whereby there is an interaction of interaction
and relationship design. At this point, we will only give a brief typologi-
cal outline of what will be explained in detail and with examples later:

11 At this point, it can only be problematised, but not pursued further, to
what extent a gradual differentiation would not also make sense for the
empirical analysis on the last level (5th order), according to which manipu-
lations can also be more or less (pre-)conscious, which perhaps also makes
distinctions on further levels meaningful.
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e Communicative action is more suited to a relationship model of
cooperation and partnership, in which the actors, from their re-
spective professional or lifeworld perspectives, exchange their ex-
pertise or preferences regarding treatment options in a rational,
dialogue-based information and joint decision-making process
with an open outcome. Here, above all, a principle of transpar-
ency comes into play, in which neither the doctor withholds in-
formation relevant to the patient, nor does the patient have to
hide information because he would have to fear sanctions if, for
example, he had to "admit" his problems with adherence (e.g.
medication, diet, etc.) (§ 10, 26, 29), etc.

e An open-strategic action is rather given when a doctor makes
his orders (medication, surgery) according to a paternalistic
model (§ 10) without further discursive statements, which from
his quite caring point of view can be in the best interest of the pa-
tient ("doctor knows best"), without the reasons having to be dis-
closed or even discussed together in dialogue.

e A covert strategic action would be present if a doctor, as a stra-
tegically acting agent of a service model (§ 10), were to be guided
solely by his "egocentric success calculation" (see above) and were
merely to persuade the patient to accept a commercially motivat-
ed offer (such as an individual paid health service) instead of con-
vincing him in an explanatory communication. The worst case of
successful (deliberate) manipulation would occur if the doctor
were not even convinced of the medical measure himself and
could only give pretextual reasons in a pseudo-dialogue when
asked.

These types of medical action, briefly outlined here for the time being,
will rarely occur in pure form in the practice of conversation. In the face
of all possible mixed forms, which may be due to the special individual
and institutional conditions of doctor-patient communication (§ 5, 7.5,
10), the "critical standard" of communicative action must be adhered to,
which is to be recognised and acknowledged as the "original mode" of
understanding, entirely in the sense of Habermas. Despite the possible
practical limitations to which seriously ill, disabled, anxious or even
desperate patients in particular may be subject on a very individual ba-
sis, the doctor and the patient should, as far as possible, meet as equal-
ly rational partners "at eye level", in which they conduct a conversation
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that is as (result-)open as possible to the best of their knowledge and
conscience (§87.5). Where social, cognitive or emotional limitations exist,
they should be discussed as openly as possible with the patients them-
selves (or their relatives, if applicable).

A taboo in the sense of anticipatory "protection" would be just as
much like incapacitation as a compulsion to communicate if the pa-
tient's willingness to communicate further has already ceased (§ 10).
However, what the patient's declared will is in this case can only be de-
termined in dialogue with the patient, i.e. in a longer process of negotia-
tion in which it must be clarified by discussion whether the "first-best"
decision, which may have come about in an individual snapshot, should
also remain the "ultimately valid" one that will endure for a foreseeable
period of time. As long as decisions can be kept open from a medical
point of view, they should be reviewed with patients on an as-needed
basis (§ 10, 22). What constitutes a "case of need" in each case can
again only be determined in dialogue, in which the patient should have
the "first" and "last" word.

7.4 Models of communication psychology

In the following, two models of relationships in the psychology of com-
munication will be presented, which have found wide resonance in
works on the theory and didactics of communication in many social ar-
eas of education and training. First, the model of human communica-
tion will be introduced, as it was developed and illustrated by Paul
Watzlawick, Janet Beavin and Don Jackson (1967/ 2011) with the for-
mulation of pragmatic axioms. Friedemann Schulz von Thun adopts
their essential distinction between content and relationship aspects in
his two-volume work on the General (1981/1992) and Differential Psy-
chology of Communication (1989/1992) and combines it with Karl
Buhler's Organon Model, which we presented at the beginning (§ 7.2.2).

7.41 Pragmatic axioms of communication
The communication model of Paul Watzlawick, Janet Beavin and Don
Jackson (1967/2011) has experienced an extraordinary broad impact

primarily because it suggested applications not only for psychothera-
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peutic practice but also for the everyday practice of human communica-
tion, which not least often stimulated reflexive introspection of one's
own relationship problems in everyday life. In contrast to the initial af-
firmative response, criticism was also increasingly voiced, for example
in the title of the book, which confronted the "Watzlawick myth" as a
"polemic" (Girgensohn-Marchand 1994). In the following, we will name a
few selected aspects that may continue to "divide minds".

7.4.1.1 Communication concept and methodological problems

As justified in their remarks on the "conceptual foundations",
Watzlawick, Beavin, Jackson (1967/2011) see themselves entirely in the
tradition of semiotics ("theory of signs") (§ 7.2). With explicit reference to
Charles Morris and Rudolf Carnap, they follow the traditional division
into syntax, semantics and pragmatics. In doing so, they use a very
broad concept of communication (Box 7.17), which corresponds to a
broad concept of pragmatics as already claimed in the (English) title
("Pragmatics of Human Communication").

Box 7.17  All behaviour is communication

In this context, it should be pointed out from the outset that we use the
two terms communication and behaviour here as practically synony-
mous. For the material of pragmatics is not only words, their configura-
tions and their meanings - i.e. the data of syntactics and semantics - but
also all non-verbal concomitants, including so-called body language. And
finally, the role of the context, i.e. the "environment" of every communica-
tion, which co-determines the communicative processes, must be taken
into consideration. In this pragmatic view, therefore, not only language
but all behaviour is communication, and all communication - even the
communicative aspects of each context - influences behaviour.

Watzlawick et al. 1967 /2011: 25f.

This very broad concept of communication, which has been criticised
many times (see below), already anticipates the first of the pragmatic ax-
ioms of communication, which are then gradually developed by the au-
thors, illustrated with examples and finally summarised. Since these
axioms form the core of their "Pragmatics of Human Communication",
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they will be reproduced here in excerpts (Box 7.18) and then comment-
ed on very briefly.

Box 7.18 Pragmatic axioms of communication

1. You cannot not communicate. (60)

2. Every communication has a content and relationship aspect, such that
the latter determines the former and is therefore a metacommunication.
(64)

3. The nature of a relationship is conditioned by the punctuation of the
communication processes on the part of the partners. (69f.)

4. Human communication makes use of digital and analogue modalities
(...).- (78)

5. Interpersonal communication processes are either symmetrical or com-
plementary, depending on whether the relationship between the part-
ners is based on equality or difference. (81)

Watzlawick et al. 1967/2011: 60-82 (there italic).

Criticism is mostly already directed at the very broad concept of com-
munication, as already expressed in the conceptual foundation (Box
7.17) and then reduced to a short denominator in the first axiom. Ac-
cording to this, all behaviour is communication (see above), i.e. action
as well as non-action, words and silence all have a "communicative
character" (59). Watzlawick et al. illustrate their axiom of the impossibil-
ity of not communicating (58) with the example of the man in the waiting
room who, for example, sitting with his eyes closed, "communicates" to
the bystanders "that he does not want to speak or be spoken to, and
usually his neighbours react correctly by leaving him alone" (ibid.).
Such a broad concept of communication, under which even the man
who has merely fallen asleep would consequently "communicate" some-
thing, is usually problematised as being too "vague" and therefore of lit-
tle use for research, as the (linguistic) psychologist Hans Hérmann still
formulates this relatively moderately in rhetorical question form:

The danger, of course, lies in the vagueness of the concept of com-
munication thus taken up: if all behaviour that takes place in the
presence of another person is communicative - what scientific use
can still be made of labelling behaviour as 'communicative'?

Hérmann (1978: 316).
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Likewise, the linguist Rudi Keller, while starting from a broad concept of
signs, would like to maintain a narrower concept of communication. In
his "Theory of Signs" (19995), he first describes the sign-like nature of our
everyday life, which is almost "impregnated with signs". We only become
aware of this "when the signs we surround ourselves with and use give
rise to unexpected interpretations" (14f). Having a car or a bicycle is just
as symbolic as not having one; wearing or not wearing a tie is just as
symbolic as eating or not eating this or that, and so on. Insofar as there
is "no escape from interpretability”, according to Keller, one could be
reminded of the "famous" sentence "You cannot not communicate" by
Watzlawick et al. but Keller does not want to advocate this thesis:

This thesis ['One cannot not communicate"] is based on the (...) in-
appropriate conclusion that everything that is interpretable must be
communicated"

Keller 1995: 15.

If we now apply this distinction between interpretation and communica-
tion to the above example by Watzlawick et al., we could - error included
- continue to interpret that the man with the closed eyes in the waiting
room "does not want to be disturbed", but also that he has merely fallen
asleep and would even be grateful if we "disturbed" him and "woke him
up" because the train has just pulled in, and so on. This would then be
a possible act not only of politeness towards a stranger, but could also
be an obligation within the framework of a higher-ranking cooperation (§
7.3.3), if the man were known to us from common fateful days as a
commuter and we had even woken each other up more than once. What
the man with the closed eyes wants (as Watzlawick et al. imply above:
"... communicates that he ... wants"), therefore, requires the interpreta-
tion of the situation, in which, in addition to a "physical" language of
observation ("eyes closed"), quite other categories would have to be tak-
en into account (cognitions, volitions, intentions, etc.), which Watzlawick
et al., however, explicitly want to leave out of consideration.

As they already suggest in their methodologically oriented introduc-
tory chapter with an explicitly systemic theory and analysis perspective
(see below) and repeatedly emphasise to clarify their methodological ap-
proach, "introspective" and "subjective" data "should be disregarded in a
communication theory based on observable behaviour" (60). The price
for the apparent abstinence from knowledge, attitudes and intentions of
the participants themselves, which they often formulate themselves in
their communication to secure understanding (§ 8.4) (Koerfer 2013), is
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then speculation about all possible communication functions in arbi-
trarily open communication situations. Thus, even in the following ex-
ample, in which the content and relationship aspect is to be explained, a
whole spectrum of interpretations can remain possible, which can no
longer be reduced.

7.4.1.2 Content and relationship aspect

The second axiom introduces the essential distinction between content
and relationship aspects, which is illustrated by a "real-life" example
(Box 7.19). This example also illustrates the difference between verbal
and non-verbal communication, which is later described in the fourth
axiom as the interaction of digital and analogue communication.

Box 7.19  "Are these real pearls?"

When Ms. A points to Ms. B's necklace and asks, "Are these real pearls?",
the content of her question is a request for information about an object.
At the same time, however, she is also defining - and cannot not do so -
her relationship with Ms. B. The way she asks (the tone of her voice, faci-
al expression, context, etc.) will express either benevolent friendliness,
envy, admiration or some other attitude towards Ms. B. The question she
asks is not a question. B, for her part, can now accept, reject or give
some other definition of this relationship, but she cannot under any cir-
cumstances - not even by silence - fail to respond to A's communication.

Watzlawick et al. 1967/2011: 62

As long as the contextual information is not de facto reduced further,
the utterance in question ("Are these real pearls?") may remain as am-
biguous for an uninitiated observer as described by Watzlawick et al. As
a rule, however, the participants know more about their preconditions
for action and can use this contextual knowledge, which may include a
long-shared history of interaction (§ 8, 20, 21), accordingly in their own
interpretations in the overall situation. Under certain circumstances, it
may still be primarily a matter of clarifying a "pure" question of infor-
mation, through which a once established relationship between the two
women does not have to be questioned at all or irritated or even
changed. For example, Ms. A can also be an insurance agent who has
been specially mandated by Ms. B to value all the valuables in the
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house, etc. This does not have to pose any problems for the interpreta-
tion of the statement in question ("Are these real pearls?) as well as the
possible reaction (answer) and finally for the further development of the
relationship.

Irrespective of the interpretation of the example and the possible
variants, which could only be reduced by further contextual infor-
mation, practical problems arise primarily through the further theoreti-
cal determination of the relationship between the content aspect and the
relationship aspect. In the formulation of the axiom, a certain relation-
ship of dominance is assumed, in which the relational aspect "defines"
or even "determines" the content aspect, but this is relativised again in
the note (64f.). In an earlier version of the axiom, the content and rela-
tionship aspects were still placed in relation to each other in such a way
that "in a given communication, one or the other can have the greater,
relative weight" (Watzlawick, Beavin 1966/1990: 101). In the later ver-
sion, the two functions are then contrasted (by analogy with computer
language) in such a way that the metacommunicative function is em-
phasised in the relational aspect: "The content aspect conveys the
'data’, the relational aspect indicates how these data are to be under-
stood" (1967/2011: 63). In the medial mediation of the two aspects,
Watzlawick et al. assume "that the content aspect is transmitted digital-
ly, while the relationship aspect is predominantly analogue in nature"
(74). At least implicitly, the distinction between digital (linguistic) com-
munication and analogue communication coincides with the distinction
between verbal and non-verbal communication.

However, linguistic communications are still possible "which lack a
clear metacommunicative instruction for understanding" (64). This ap-
plies mostly to "written language" because it does not have the rich
means of, for example, emphasis as in oral communication.!? Independ-
ent of this specific problem of written communication, however, the lack
or ambiguity of comprehension instructions is generally regarded by
Watzlawick et al. as a source and expression of relational problems,
which are made the starting point for their analysis of disruptions and
paradoxes of communication in later chapters.

12 According to Girgensohn-Marchand (1994: 54), a strict interpretation of
Watzlawick et al. would raise a fundamental problem of understanding in
written communication: "Taken at its word, this would mean that we
would not be able to understand a text, a letter, a poem".
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7.4.1.3 Punctuations and disturbed communication

In order to be able to work out such disruptions, Watzlawick et al. ex-
tend their analysis to circular processes of communication, in which dif-
ferent punctuations of the communication processes can occur between
the participants, through which the "nature of the relationship" is es-
sentially "conditioned". In this context, the different punctuations can
have serious consequences for the interpersonal relationship: "Discrep-
ancies in the field of punctuation are the root of many relational con-
flicts" (67). The (stereotypical) example of a married couple's permanent
quarrel that exhausts itself in a monotonous alternation of reproaches
and defences ("I avoid you because you nag" and "l nag because you
avoid me" etc.) has become well-known. Although according to
Watzlawick et al. (1967/2011: 54) it is "meaningless" in feedback pro-
cesses to look for a chronological "beginning" or even a "cause" because
"a circle has neither beginning nor end", this cannot be generalised for
circular communication processes. Girgensohn-Marchand (1994: 41)
rightly points out a certain self-contradiction when Watzlawick et al.
(Box 7.20) use the example of the self-fulfilling prophecy:

Box 7.20 The beginning of self-fulfilling prophecies

This leads us to the important concept of self-fulfilling prophecy, perhaps
the most interesting phenomenon in the field of punctuation. These are
forms of behaviour that trigger reactions in other people to which the be-
haviour in question would be an adequate response if it had not condi-
tioned it itself. So we are dealing here with interactions whose beginning
is not somewhere in the past of a long-lasting relationship, but which ac-
tually have a starting point insofar as here a person's interpersonal
premise more or less imposes a certain behaviour on practically every
partner. For example, someone who is convinced that no one respects
him or her will display a distrustful, dismissive or aggressive behaviour
to which his or her environment will most likely react with displeasure,
thus "proving" his or her original assumption.

Watzlawick et al. 1967/2011: 111f
If in this special case of self-fulfilling prophecy a beginning of interac-

tion is already conceded, this cannot generally be ruled out for the nor-
mal case of interaction between partners both in everyday conversations
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and in doctor-patient communication. As we will see, there are, for ex-
ample, conversational initiatives by one or the other interlocutor that
can set a beginning for a new quality of conversation with new topics of
conversation and new purposes of conversation (§ 3, 17). Otherwise it
would not be possible, for example, to recognise key medical interven-
tions that open up new possibilities in the conversation, for example
overcoming previous taboos and thereby finally addressing "delicate"
topics (§ 21), which can help to achieve a therapeutic breakthrough in a
single consultation that has a long-term effect on the success of the
therapy, etc.

7.4.1.4 Symmetry and complementarity

With this thematisation of communication between doctor and patient
alone, we have arrived at the concepts of symmetry and complementari-
ty, which are placed in relation to each other in the fifth axiom. In this
context, complementarity is traditionally and precisely also determined
by Watzlawick et al. as an essential characteristic of the relationship be-
tween doctor and patient as well: "Complementary relationships are
based on social or cultural contexts (as, for example, in the case of
mother and child, doctor and patient, teacher and pupil)" (80). As moth-
er, teacher or doctor occupy superior, primary positions, so child, pupil
and patient occupy the corresponding inferior, secondary positions. The
interpersonal communication processes thus turn out to be overall
symmetrical or complementary, "depending on whether the relationship
between the partners is based on equality or difference" (81). Corre-
spondingly, in the classroom as well as in the consultation hour, one
must reckon with an unequal distribution of chances in interaction pat-
terns, for example, in questioning, answering, recommending, contradict-
ing, ordering, evaluating, etc., as well as in the right to speak, the grant-
ing of which would be linked to the superior position in each case.

Without denying the "evidence" of the inequality of partners in the
respective institutions, however, it should be worked out that similar to
the case of school, where "teaching as dialogue" (Wunderlich 1969) does
not have to be a utopia, a "dialogue-centered" medicine is also possible
and meaningful between doctor and patient, without having to come to
a "pseudo-symmetry" (80) in the sense of Watzlawick et al.

With their approach to a pragmatics of human communication,
Watzlawick et al. have certainly provided an impetus for a complex con-
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sideration of the subject area of communication research that has last-
ed for over 50 years. With the claim to shift the focus from the "artifi-
cially isolated monad to the relationship between the individual ele-
ments of larger systems" (24), they have drawn broad attention to the
function of verbal and non-verbal communication in interactive, circular
processes between partners in contexts in which the histories of the
emergence and development of "unequal" relationships are also to be
studied. Despite the criticism of the formulation of individual axioms,
which are explicitly "provisional formulations", one should take the
claim the authors make with their axioms at their word: "However, we
can contrast their theoretical weakness with their practical usefulness"
(57). Instead of talking about pragmatic axioms, one should therefore
perhaps rather talk about aspects of communication whose usefulness
has to prove itself in the practice of analysis. Beyond the group of au-
thors around Watzlawick (e.g. Watzlawick, Weakland (eds.) 1966/90),
many approaches in this tradition have contributed to further applica-
tions in practice, among which Schulz von Thun (1981/1999 and
1989/1999) in particular is to be counted, whose approach will be pre-
sented below.

7.4.2 Communication Square and Four Ears Model

Schulz von Thun's approach, which claims to be a General Psychology
of Communication in the subtitle of his book in Volume 1, is essentially
based on the work of Buhler and Watzlawick, to whom he also explicitly
refers in developing his model: "This model is inspired by Buhler (1934)
and Watzlawick et al. (1969)" (Schulz von Thun 1981/1999: 30). Since
we have described their communication models in detail in advance, we
can limit ourselves here to the essential aspects of his integrative ap-
proach, which extends Buhler's triadic Organon model by Watzlawick's
relationship aspect to a four-sided communication model (Fig. 7.4). This
integrative model is labelled as a "psychological model of interpersonal
communication" and is classified and evaluated with the following ob-
jective:
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I see the advantage of the model presented here in the fact that it al-
lows a better classification of the variety of possible communication
disorders and problems and opens the view for different training
goals to improve communication skills.

Schulz von Thun (1981/92: 30)

Subject content

Message

Receiver

|leaddy

Self-disclosure

Relationship

Fig. 7.4: Psychological model of the interpersonal
Communication (mod. according to Schulz von Thun 1981/92: 30)

Before we go further into the structure and claim as well as the termi-
nology of the model, a terminological clarification should be made in
advance by the author himself. For the rest of the presentation, we
should already take into account the terminological innovation that
Schulz von Thun himself makes later in the second volume, in which he
replaces the term "self-disclosure" previously used in the first volume
with the term "self-revelation", which seems more "neutral" to him, with
the following justification: "this is all too reminiscent of 'self-exposure'
and unnecessarily frightening in the context of adult education”
(1989/92: 19). Because this justification seems plausible from (the au-
thor's) obvious experience in adult education, the new term self-
disclosure, which is also reminiscent of Biihler's original choice of term
(disclosure/Kundgabe) (8§ 7.1.2), will be adopted here from the outset
and also already used in the graphic representation (Fig. 7.4).
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7.4.21 The network of a message

In the subsequent textual rendering, we therefore also follow the formu-
lations in Volume 2 (Box 7.21), in which the four sides are distinguished
as aspects of the model ("square of the message") and briefly summa-
rised.

Box 7.21  The "four sides" of the "square of the message

1. the factual content, which contains information about the things and
processes in the world to be communicated,;

2. The self-disclosure through which the "sender" communicates some-
thing about himself - about his personality and about his current
state of mind (whether in conscious self-presentation or in more or
less voluntary self-opening and self-disclosure;

3. The relationship cue by which the sender reveals how he stands to the
receiver, what he thinks of him and who defines the relationship be-
tween himself and him;

4. the appeal, i.e. the attempt to influence in a certain direction, the re-
quest to think, feel or act in a certain way.

Schulz von Thun 1989/99 (vol. 2): 19f

The model of the four sides of a message is illustrated by way of intro-
duction (1981/99: 25ff.) with a practical everyday example in which the
passenger says to the driver: "You, there's a green light ahead". At the
centre of the model is the message, from which the "messages it con-
tains" are to be distinguished: "One and the same message contains
many messages; whether he wants to or not - the sender always sends
on all four sides simultaneously" (30). By putting the message "under
the communication-psychological magnifying glass", the "network of
messages becomes visible". We have dispensed here in the reproduction
(Fig. 7.5) with the concrete image of a "magnifying glass", which in any
case is not used other than merely metaphorically. No further explana-
tion is given as to why the "sender" is now "sending" exactly these four
and no other/further messages.
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Traffic light is
green

Subject content

YOU, THERE IS
A GREEN
LIGHT AHEAD

I amin a hurry Step on it!

Self-disclosure
|[eaddy

Relationship

You need my help

Fig. 7.5: The network of a message
(mod. according to Schulz von Thun 1981/1999: 31)

This would not only be an exemplary problem, but a problem of princi-
ple, in which the necessary to even possible number of (types of) "mes-
sages" would have to be differentiated. In doing so, a triad of saying,
meaning and understanding would have to be taken into account, as it
was differentiated in advance (§ 7.3) in the presentation of developments
in the tradition of analytical philosophy of language and perspectivised
with the specific distinction between direct and indirect speech acts.

In the given example, Schulz von Thun has the driver react as if to a
"paternalism", to which he then has her respond with a "refusal" in a
certain tone ("gruff'): "Are you driving or am I driving?" (28).While in this
case one could probably assume a congruence of meaning and under-
standing (Hé6rmann 1978) between the two interlocutors in the car, this
is not self-evident.

Thus, even according to Schulz von Thun's model, there can in prin-
ciple be discrepancies between the messages sent and received, which is
taken into account in the complementary extension of the "square of the
message" on the side of the receiver, who should be able to receive with
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four ears: "The receiver is biologically ill-equipped with his two ears: Ba-
sically, he needs four ears - one ear for each side" (44). In this context,
messages can be received differently by the receiver with one or the oth-
er, more or less sensitively adjusted ear, which can also "hear grass
grow" (58), which Schulz von Thun then further differentiates under the
beautiful, ironically distancing chapter heading: "The incoming mes-
sage: A 'work of art' of the receiver" (61).

7.4.2.2 Four Ears Model: The "Making" of the Receiver

In the process of translating signs, discrepancies can arise after encod-
ing by the sender when decoding by the receiver, for example when
"some messages are not received at all" or "when the receiver hears an
'accusation' on the relationship side that the sender did not want to
raise" (61). Such "misunderstandings" are illustrated by Schulz von
Thun with the example of the married couple sitting at lunch when the
husband asks his wife the question, "What is the green in the sauce?"
and the wife replies, "My God, if you don't like it, you can eat some-
where else". For the sake of simplicity and clarity, we present the com-
parison of the core statements of the original illustration (Table 7.4,
which is again provided with the image of the "magnifying glass" (63),
here in a contrasting table form.

Sender (man) Recipient (woman)
Aspects Sent message Received message
1 | Subject content There is something green | There is something green
2 | Self-disclosure | do not know what it is | do not like it
3 | Relationship You will know You are a lousy cook
4 | Appeal Tell me what it is! Next time, leave out the
green!

Table 7.4: Comparison of the four sides of the sent and received message
using the example according to Schulz von Thun 1981/92: 63

To understand the (possible) misunderstanding, one must of course
start with Schulz von Thun's assumption that "the man wanted to ask a
purely informational question (capers are unknown to him)" (62). If the
woman had answered as if to a question of information ("These are ca-
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pers"), her nevertheless possible disgruntlement might only have become
apparent later, both to the man himself and to an outside observer. We
cannot go into the discussion of the different variants of opportunities
for the subsequent clarification of (concealed) misunderstandings dis-
cussed by Schulz von Thun as well as the systematic nature of "recep-
tion errors" here. We will return to specific problems of conveying in-
formation in art-patient communication separately (§ 10, 26, 27).

7.4.2.3 Criticism and application perspective

Just as von Uexkull (§ 7.2.1) cannot be reduced to the situation circle
model or Buhler cannot be reduced to the Organon model (§ 7.2.2) or
Watzlawick et al. to their Pragmatic Axioms (§ 7.4.1), Schulz von Thun
should not be reduced to the communication square or four-ear model
that has become so well known, although this has become a curricular
standard in adult education, for example also in medical training (NKLM
2021). Its approach as a whole opens up and already contains many
possibilities for connection to other traditions in theory and practice,
such as systemic psychology or therapy, transactional analysis or
theme-centered interaction (TCI). The observations and descriptions of
non-directive conversation, active listening and empathy (§ 19, 20) are
relevant for conducting conversations in therapy or in general in medi-
cal consultations. Likewise, the (eight) communication styles distin-
guished by Schulz von Thun could also be taken into account for doc-
tor-patient communication, in which, for example, helping, needy-
dependent, aggressive-devaluing, determining-controlling, distancing as-
pects of communication between the two interlocutors could be differen-
tiated, which could contribute to a general typology of the two partici-
pants in helping professions in principle, but also in cases of conflict
(for example with authoritarian doctors or aggressive patients) (§ 6, 34).

Of particular relevance here are also the remarks on the theory and
didactics of comprehensibility, to which Schulz von Thun together with
other Hamburg psychology colleagues (Langer, Schulz von Thun,
Tausch 1990) contributed with their own concepts, research methods
and tests, which are still current. However, we will come back to specif-
ic problems of comprehensibility in doctor-patient communication,
which should of course also be characterised by simplicity, brevity, con-
ciseness, etc., separately (§ 10, 21, 26, 27).
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If the choice of terminology already "says" something about the theo-
ry itself, then some questions and comments arise about pairs of terms
such as message-statement, sender-receiver, encoding-decoding, etc.,
about which Watzlawick et al. (1967/2011) had already reflected, in
part critically, in their methodological introduction. As already men-
tioned above, the term self-revelation, which seemed too anxiety-ridden
in adult education, was replaced in Schulz von Thun's second volume
by the more neutral term self-disclosure. Schulz von Thun is similarly
self-critical about the message tradition of certain terms, for example, in
the second volume, where he uses the term message "in (questionable)
reference to technical and cybernetic nomenclature" (1989/99: 19)
without, however, explicitly distancing himself from it. Implicitly, how-
ever, the concept of message is replaced by the concept of utterance ("...
message - or let us better say: utterance” (20)) - and this obviously in
reference to language-theoretical or linguistic conceptual traditions as
already considered above (§ 7.3). Schulz von Thun seems to follow this
tradition later (2007: 19) when he considers the "more human" concept
of utterance to be "more appropriate” than the "more technical" concept
of message.

In his modelling and concrete communication analyses of many, rich
(mostly remembered, constructed) examples, one can miss in Schulz
von Thun's Psychology of Communication as a whole the reference and
application of theories and categories from other "disciplines", which
have found strong applications in empirical communication research
and didactics in speech action theory or (empirically oriented) conversa-
tion and discourse analysis long before his book on "Talking Together"
was written. Here, a reference to interdisciplinary communication re-
search would certainly have been useful (§ 2, 7.3), the application of
which could have contributed to the systematics of the manifold rela-
tional analyses of communication.

Nevertheless, the "General and Differential Psychology of Communi-
cation" has become a classic that is indispensable in adult education
and has also found wide application in medical education and training
(8 15), which is reflected not least in the National Competence-Based
Learning Objectives Catalogue for Medicine (NKLM 2021) (§ 44.1).
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7.5 Dialogical medicine

As discussed above, the communicative exchange between doctor and
patient during consultations and rounds is on the one hand shaped by
institutional conditions that considerably limit their scope of action. On
the other hand, a historical change has occurred that has to do with
developments in society as a whole as well as within medicine (§ 3-5).
Analogous to the '"responsible" citizen, patient autonomy should be
promoted through more participation, which, in the sense of greater
participation and assumption of responsibility by patients in decision-
making, can at the same time form favourable conditions for improved
adherence ('treatment compliance") (§ 10). Characteristic of this devel-
opment is, for example, the early book title by Paul Luth (1974/86),
which at this stage of development (not only in German-speaking coun-
tries) can still be considered a programmatic formulation:

"From silent to talking medicine" (Paul Lith 1974/1986)

As was already made clear in the overview of international research (§
2), a historical change has occurred since the 1970s at the latest, which
places the conversation between doctor and patient at the center of
their encounter. This change in focus was at the same time associated
with a change in the traditional, paternalistic doctor-patient relation-
ship: Here, the pendulum was initially to swing from an extremely doc-
tor-centered to an extremely patient-centered medicine.

The following overview will critically illustrate that this dichotomous
distinction, according to which either only the doctor or only the patient
is in the center, by no means exhausts the potential for development.
The aim is to demonstrate in a "dialogue-centered medicine" that both
doctor and patient can "come into their own" conversationally, without
having to deny the differences in their social roles and the complementa-
rity of their relationship (quite in the above sense of Watzlawick et al.
1967/2011).

Rather, it is a matter of demonstrating that doctor and patient enter
into a cooperative partnership for jointly negotiated purposes, which
they ideally shape according to the same communicative principles of
understanding, the validity of which for all of our communication has
already been worked out in advance (with Grice, Habermas et al.) (§
7.3). Their specific validity for doctor-patient communication will be fur-
ther substantiated here within the framework of an applied discourse
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ethics and will also be empirically elaborated in later chapters of this
handbook.

7.5.1 Philosophy of dialogue and dialogical principle

When we use the term "conversation leadership" as a matter of course
in medical conversation, this already seems to contain a paradox, be-
cause conversation and leadership seem incompatible.

7.5.1.1 Conversation and leadership

This paradox seems resolvable if we revise our traditional notions of
conversation. Thus, Gadamer has emphasised as a possibility also be-
tween doctor and patient the "involvement" in a conversation (Box 7.22),
as we know it "also otherwise in living together".

Box 7.22  "Getting into the conversation“

The word "conversation" already implies that one speaks to someone who
answers one (...) All forms of the use of language are modifications of
conversation or slight shifts of weight in the game of question and an-
swer. There is the invitation to talk and the getting into the conversation,
so that it almost seems as if the conversation is the active one, the perpe-
trator, which involves both sides (...).

So it is the conversation that can be helpful in the tense situation be-
tween patient and doctor. But this conversation is actually only success-
ful when it is almost exactly like what we know in other ways of living to-
gether, namely that one gets into a conversation that no one actually
has, but that leads us all. In the end, this also remains true for this kind
of conversation between the doctor and the patient.

Gadamer 1993: 161fand 172

If, in this "involvement" in a conversation, the authorship can no longer
be clearly attributed to one or the other partner, the question of the art
of conducting a medical conversation arises in a way according to which
the traditional role of conducting a conversation by the doctor is to be
abolished or at least strongly modified. The initial withdrawal of the
doctor's role in leading the conversation, as it has applied specifically to
the psychotherapeutic conversation since Freud's writings on treatment
techniques (1912/1913) (Thoma, Kachele 1989, Koerfer, Neumann
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1982, Lang 2000, Kéachele et al. 2006) (§ 9), can be generalised in a
moderate form for the doctor-patient conversation in general, especially
at the beginning of the conversation. Nevertheless, the differences in the
roles of participation between doctor and patient remain even when the
doctor largely withdraws in his traditional role of leading the conversa-
tion. In the concrete formulation of the art of conducting medical con-
versations (§ 17), the question of (a)symmetry in the conversation will
again be at stake, which will be further differentiated here in advance.

At first glance, an egalitarian/symmetrical participation of the con-
versation partners seems to be more difficult if one of them claims and
exercises the role of leading the conversation. This would be more or less
true for the medical communication leadership as it is traditionally per-
ceived by the doctor's side. As is to be shown, the role of medical com-
munication leadership, which is attributed in a recognised way, should
be exercised in such a way that both partners can "come into their
own". To "ensure" this right alone is essentially the responsibility of the
doctor, who therefore has the main responsibility for the further course
of the conversation.

7.5.1.2 The "real" conversation

The problem of (a)symmetry does not only apply to doctor-patient com-
munication, but also to institutional and non-institutional communica-
tion in the same way, as long as we meet each other as "real" interlocu-
tors and want to be taken seriously as such who are interested in a
communicative understanding (e.g. on a problem to be solved together).
No matter how different our (social, cognitive, cultural, etc.) precondi-
tions for participating in a conversation may be, in a "real" conversation
we should meet as equals among equals.

In order to overcome asymmetries (of whatever kind) (see below) in
the long term, a "dialogical principle" should be applied, as is the case
in certain traditions of the "philosophy of dialogue" (Martin Buber,
Viktor von Weizsacker, Gabriel Marcel, Emmanuel Levinas, Peter Kam-
pits et al. or a hermeneutic philosophy of conversation (Hans-Georg Gad-
amer, Hermann Lang) or the discourse ethics of the philosophy of com-
munication (Karl-Otto Apel, Jurgen Habermas, Matthias Kettner) (§ 7.3,
10). According to this, (certain types of "genuine") conversations are to
be conducted as "unbiased" as possible and "open-ended" for as long as
possible, as Martin Buber so pointedly described it in his own language
(Box 7.23).
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Box 7.23  "A real conversation cannot be predisposed".

But everyone must be determined not to withdraw if, according to the
course of the conversation, it is up to him to say what he has to say. Of
course, no one can know in advance what that will be: a real conversa-
tion cannot be predisposed. It has its basic order from the beginning, but
nothing can be ordered (...) But this too is self-evident, that all partici-
pants, without exception, must be of such a nature that they are able
and willing to meet the requirements of genuine conversation. Authen-
ticity is already called into question if even a small part of those present
are perceived by themselves and by the others as those to whom no ac-
tive participation is intended.

Buber 1954 /1986: 296

What is already generalised here for the multi-person conversation is,
according to Buber, initially essential in the “two-person” conversation,
as it is also conducted between doctor and patient. Not being able to
"predispose" a '"real" conversation between doctor and patient means
that the "good" doctor may have prepared himself "well" for the conver-
sation, in which he brings - as far as possible - his "good" knowledge of
the file and his "good" professional competence in general with his noso-
logical knowledge of the clinical picture as well as his structured profes-
sional experience of typical patient reactions (§ 3, 6).

But despite all professional competence in dealing with typical pa-
tient histories, the doctor just does not know the relevant biographical
"data" and life attitudes of this individual patient with his very personal
preferences (expectations, hopes, fears, preferences, etc.). Conversely,
the patient's preferences are often not "clear and distinct" from the
start, i.e. they cannot be "asked" at the beginning of the conversation,
but are only specified in the conversation with the doctor or are only
developed at all, because the situation can be "completely new" for the
patient.

It is possible that the preferences initially expressed will be correct-
ed, modified or completely revised, etc., in and through the conversation
with the doctor, i.e. the doctor should ensure the sustainability of deci-
sions for as long as possible (§ 10), which is still to be illustrated by ex-
amples (§ 22).

In any case, it should first be stated here that the doctor must by no
means (for reasons of economy, for example) follow the "first best" pa-
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tient's statements, even if they should already "fit into his own concept"
qua doctor's preference. Particularly in the case of so-called serious di-
agnoses (§ 16, 38), for example in the case of life-threatening diseases,
the treatment of which may entail certain risks (complications, death) or
burdens (chemotherapy) with uncertain success, the doctor will not be
able to anticipate the presumed will (wish, decision) of the patient in the
individual case, but only to explore it conversationally. If both want to
come to a decision that will last beyond the day and not be regretted
tomorrow, they must enter into a negotiation process about the pros
and cons with an initially open outcome, which can only be concluded
as a process after a mutually experienced "saturation" of the decision-
making process.

As in the anamnesis interview, in which the patient's narrative self-
exploration is to be promoted (§ 9), the second part of the consultation,
whose exploration has long been "neglected" (Elwyn et al. 1999), also
calls for a helping participatory role of the doctor in midwifery function,
which has less to do with "ordering" or "prescribing" and more with "ne-
gotiating" (§ 10). As is still to be explained under this aspect, it is not
about the establishment of compliance "at any price", which can only
ever be violated unilaterally by the "therapy-unfaithful" patient, but
about concordance (German: "Eintracht", "Ubereinstimmung") (§ 10), in
which both partners bear the responsibility for the jointly made decision
(Weiss, Britten 2003, Stevenson et al. 2004, Bissell et al. P 2004,
Pollock 2005, Koerfer et al. 2008, Thornton et al. 2011, Winn et al.
2015, Koerfer, Albus 2015). If this decision does not prove successful,
the doctor and patient must - if this is (still) possible - enter into a dia-
logue, i.e. also an open-ended negotiation process, in which the question
of power (§ 7.5.3) does not arise at all or arises differently than in tradi-
tional relationship arrangements.

In the question of power, a clarification of the concept of
(a)symmetry is necessary at the same time, which can be used quite dif-
ferently (§ 7.5.3, 10.6). Here, within the framework of an applied dis-
course ethics, a dialogical symmetry is to be justified, with which the
outlined dialogical principle is also asserted for doctor-patient commu-
nication, despite possible limitations. In more than 40 years of devel-
opment, this has undergone several changes, which will be outlined
here in advance in a brief historical overview, which at the same time
concerns the change in the research of the (a)symmetry problem.
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7.5.2 From doctor-centered to dialogue-centered medicine

The paradigm shift from a biotechnical to a biopsychosocial medicine, as
it was founded in advance above all by George Engel (1977, 1988, 1997)
and Thure von Uexkull and Wolfgang Wesiack (1991, 2011), requires at
the same time a different way of shaping relationships and medical
communication with the patient. As has been further explained else-
where, the biospsychosocial model is not only a model of scientific
knowledge and treatment, but also a model of relationship and commu-
nication (Koerfer et al. 1994, 2008, 2010). The focus of knowledge and
treatment is no longer limited to specific diseases, but is directed to-
wards the sick person himself, with all his subjective experience of ill-
ness (Levenstein et al. 1989, Barbour 1995/2013, Ishikawa et al. 2013).
With this change of focus, the traditional medical interview proves to be
ineffective in many respects.

The biopsychosocial spectrum of topics, which has expanded consid-
erably compared to traditional biomedicine, can accordingly no longer
be explored with the traditional, interrogative taking of medical history,
but requires a different, more narrative approach to the patient: The pa-
tient's life story and history of suffering cannot merely be inquired
about, but the patient must have his or her say as a narrator, actively
and in the piece, to whom the doctor must listen actively accordingly (§
9, 19) (Smith, Hoppe 1991, Koerfer et al. 2000, 2010, Epstein 2013).
This also applies to the exploration of subjective patient attitudes (§ 10,
21) towards possible treatment options.

The patient's personal life values and preferences that are relevant in
this context cannot simply be asked as a given in an interrogative inter-
view style, but must often first be actively developed in dialogue with
the doctor and, if necessary, reviewed and corrected conversationally
depending on the course of the disease (§ 8, 10). This requires a specific
way of conducting a medical interview in which conversation and guid-
ance are not contradictory.

As will be elaborated (§ 9, 10, 22), a mere change of perspective from
the traditional, purely doctor-centered perspective to a purely patient-
centered perspective falls short, especially if this distinction is seen as a
dichotomy. In a historical review, Beach (2013: 5) summarised four de-
velopmental stages of medicine in recent decades in a chronological rep-
resentation as follows (Fig. 7.6), which will be supplemented here by two
further stages (5-6) and commented with exemplary literature.
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Fig. 7.6: Stages in the development of medicine

(added and modified on Beach 2013, cf. Mead, Bower 2000, Langenbach,

Koerfer 2006, Koerfer, Albus 2015, 2018, Feldthusen et al 2022,
Grover et al. 2022, Mezzich et al. (eds.) 2023, Kim et al. 2024
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Such a chronological sequence of development and division into reform
phases can of course only be regarded as an ideal-typical representa-
tion, which can only take into account the partly parallel, competing or
even contradictory developments in the theory and practice of medical
consultations to a limited extent. The simultaneity or even contradictory
nature of development trends can already be seen from the temporal
overlap of literature (e.g. early 1990s).

First of all, it must be taken into account that these are prevailing
tendencies, which does not exclude the fact that there were patient-
centered approaches in medicine even before Balint (1964), for example,
which placed the subjectivity of the sick person at the center of medical
theory and care (e.g. Viktor von Weizsacker 1940, 1946). For specific
developments and "classics" of psychosomatic medicine and psycho-
therapy, we refer to the brief overviews by Hoffmann, Hochapfel (1999)
and Bertram (2013) as examples.

For the first change in tendency, initiated not only by Balint's semi-
nal book ("The Doctor, His Patient and the Disease") (1964/1988), but
above all with the empirical research into (recorded) doctor-patient
communication (e.g. Byrne, Long 1976) (§ 2), it was initially quite un-
derstandable historically, that the pendulum had to swing from one ex-
treme of doctor-centered medicine to the other extreme of patient-
centered medicine at the beginning of the debate on the necessity of re-
forming (training in) medicine, in which above all the concerns, prefer-
ences and rights of patients were to be taken into account.

Here, the first phase of reform was essentially about strengthening
patient autonomy, behind which the competence, authority and auton-
omy of the doctor should take a back seat as far as possible (Fig. 7.6).
As we will see (in § 10), especially in medical decision-making, the pen-
dulum can swing in an extreme direction in which the patient is exag-
gerated as "King Customer" and the doctor's role is reduced to purely
service functions — a development that is by no means always to the pa-
tient's advantage.13

13 These disadvantages of the service model can be serious if the treatment
uncritically follows patient preferences, which can run counter to evidence-
based medicine (§ 10, 22).
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In order to overcome the mere dichotomy of doctor-centered versus pa-
tient-centered medicine, a ‘'relationship-centered" approach then
emerged (Tresolini et al. 1994, MC Beach et al. 2006, Kenny et al. 2010,
Miller et al. 2010), which then developed further as an "interaction-
centered" approach to care (in Beach's sense above). Compared to
Beach (2013), however, the following modifications and supplements are
appropriate in order to prevent possible misunderstandings here:

1. As already mentioned above, the transitions between the devel-
opmental stages of medicine are just as fluid as the conceptual
self-labelling. The move away from purely "doctor-centered" med-
icine was primarily associated with criticism of the extreme de-
velopment that the patient's gain in autonomy in a service model
would come at the price of a loss of autonomy for the doctor (v.
Uexkull 1993, Quill, Brody 1996, Sandman, Munthe 2009,
Sandman et al. 2012). The criticism of purely patient-centered
medicine is then directed above all against libertarian medical
ethics, according to which "anything can be done" that is not ex-
plicitly "forbidden" in the sense of a "medicine of convenience"
that is not evidence-based (§ 10).

2. Irrespective of this criticism, the general umbrella term "patient-
centered" has remained current to this day (e.g. Grover 2022,
Langewitz 2023). The terms patient-centered and person-centered
are often used synonymously and a common abbreviation is
used accordingly (PCC) (e.g. Grover 2022). On the basis of so-
called "personalized medicine", Kriksciuniene and Sakalauskas
(eds.) (2022) explicitly choose the term "person-centered medi-
cine" in the title and justify this in the introductory chapter
(2022: 6). Similarly, the title and all chapters in Mezzich et al.
(eds.) (2023) uniformly use the term "person-centered medicine",
not least with the aim of overcoming the traditional patient role
(""Patient' is just a role, while 'person' stimulates broadness and
creativity in care") (2023: 7).

3. Insofar as the distinctions between "disease" and 'illness" are
seen as opposites, this dichotomy should be abolished in a bi-
opsychosocial medicine (§ 4). The fact that "dialogue" is the "ap-
propriate" form of communication for a biopsychosocial medicine
was already justified in the introduction (§ 1) with George Engel
for all phases of medical consultation, whose patterns of action
and therapeutic goals are further differentiated (§ 8, 10, 22).
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4. Relationship-centered and interaction-centered approaches should
not necessarily exclude each other, but can complement each
other. They should be seen as two sides of the same coin in that
(types of) relationships are constituted by (types of) interaction
and vice versa. Thus, interrogative conversation constitutes and
stabilises a more paternalistic relationship, while narrative con-
versation corresponds more with a specific partner relationship (§
8-10, 22).

5. Since, after all, the interaction between doctor and patient can
initially only be realised essentially by means of dialogue, the in-
teractive approach is to be identified here more specifically as
"dialogue-centered medicine" (Box 7.24) (Kampits 1996, Ander-
son 1999, Engel 1997, Roter 2000, Olesen 2004, Koerfer et al.
2008, Walseth, Schei 2011, Richard, Lussier 2014). This devel-
opmental stage of medicine must be further elaborated both the-
oretically (Box 7. 24) (§ 7.5.3-3) and empirically, especially in the
case of dialogue-based history-taking and decision-making (§ 9,
10, 19-22).

6. The particular development of narrative medicine (§ 9), which is
not yet considered in the overview by Beach (2013), is to be de-
fined as a specialisation of dialogue-centered medicine, in which
the physician not only has to fulfil the role of an active listener,
but also as a dialogical co-constructor of patient stories (§ 9, 19,
20, 24, 25).

For the further justification of a dialogical medicine, which allows both
narrative history-taking (§ 9, 19) and participatory decision-making
(SDM) (§ 10, 22), an interim conclusion should be drawn here, accord-
ing to which the mere dichotomy of doctor-centered and patient-
centered medicine should be overcome by a terminological and concep-
tual change of focus. As a representative example of many of the ap-
proaches mentioned, the programmatic remarks of Olesen (2004) (Box
7.24) on dialogue-centered medicine should be introduced here, which
should be examined for their chances of realisation in the practice of di-
alogue between doctor and patient:
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Box 7.24  Balanced, dialogue-centered medicine

In conclusion, the way forward lies in accepting that a good consultation
is a meeting between two different experts: the patient and the doctor.
These experts should realise that they each have a unique expertise, and
from this position they should build common ground for their interac-
tion. This demands that the doctor preserves his/her professional integ-
rity and that the two parties respect each other's positions and are, in-
deed, willing to interact. The tool they should use in this process is dia-
logue, i.e. an exchange of thoughts and ideas and a discussion staged to
come to agreement on a topic (...) The time may thus have come to stop
focusing on the concept of patient-centred medicine and to go for devel-
oping a concept of balanced, dialogue-centred medicine.

Olesen 2004: 194

How this balance can be established in a dialogue-centered medicine,
despite all the asymmetry between the apparently "unequal" partners,
who are nevertheless equally "experts" (of different types) in their own
way, will occupy us throughout the course of the handbook in both its
theoretical and practical parts. To this end, various concepts of
(a)symmetry and their empirical uses in the context of applied discourse
ethics will be discussed first.

7.5.3 Dialogical symmetry and discourse ethics

The continuous application of the dialogical principle, as presented
above (§ 7.5.1), will also be applied to the doctor-patient conversation,
although the asymmetry between the (unequal) interlocutors, which is
often emphasised in research, seems to contradict this. For example,
ten Have (1991) begins his early study on asymmetry in doctor-patient
communication with the following introduction (Box 7.25) on the state
of research:

Box 7.25 Asymmetry as a "social fact" of roles ("leader" - "follower")

The idea that interaction between physicians and their patients is asym-
metrical is widely shared among both participants and observers of med-
ical encounters. It is assumed as a "social fact" that the roles of doctors
and patients differ, and that this difference corresponds to that of leaders
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and followers. This "fact" has been explained in various ways by contrib-
utors to medical sociology, weather causally or functionally (...)

ten Have 1991/2013: 149

Already in the case of ten Have, to whom we will therefore return again,
a change of perspective in empirical communication research became
apparent in the 1990s at the latest, in which the focus was directed to-
wards the question of whether and how this apparent "social fact" of
asymmetry in the institutional role relationship of the two actors is also
"acted out" (enacted) "factually" in the practice of conversation, as is as-
sumed with the traditional "leadership role" of the doctor and the "fol-
lower role" of the patient.

The change from doctor-centered to patient-centered medicine, which
was postulated early on, gave rise to doubts as to whether the "reality"
of conversational practice could be adequately captured with the tradi-
tional categories of description and analysis. The fact that the develop-
ment did not stop with the mere change from an extremely doctor-
centered to an extremely patient-centered medicine has already been
outlined in a historical overview (§ 7.5.2), which at the same time re-
vealed the necessity of a revision of research categories and methods in
communication research, as this was already suggested in advance (§ 2,
3). Here it is first necessary to clarify the concept of (a)symmetry, which
can be used quite differently.

7.5.3.1 Institutional asymmetry and role complementarity

The essential distinction, also in comparison to everyday communica-
tion (conversation), is often captured by the term institutional asym-
metry (e.g. Roberts 2000/2013). According to this, the asymmetry be-
tween doctor and patient also corresponds to the asymmetry as assert-
ed for a number of specific institutional types of conversation, which are
characterised, among other things, by the fact that the interlocutors
meet as experts and laypersons and thus already with an asymmetry of
knowledge (Lakoff 1980, Mishler 1984, Herzka 1990, ten Have
1991/2013, Drew 1991/2012, Maynard 1991, Koerfer 1994/2013,
Brock, Meer 2004, Koerfer et al. 2005, 2008, Peters 2008, Meer 2011,
Pilnick, Dingwall 2011, Briinner 2005, Grofs 2015, Peters 2015, Weiste
et al. 2016, Ehlich 2020, 2022). Certainly, this (kind of) asymmetry
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cannot and should not be denied, which already manifests itself in the
fact that, for example, it is not the teacher's but the student's
knowledge that is promoted and tested in class, or that in court the
judge sentences the accused (and not vice versa).

Analogously, it is not a possible illness of the doctor that is at stake,
but that of the patient, who has to actively assume his role as narrator,
answer the doctor's questions about his condition, endure an examina-
tion by the doctor, etc. (and not vice versa). This (kind of) asymmetry,
however, in no way prevents the application of the dialogical principle in
the conversational practice of the two actors, which does not necessarily
presuppose a symmetry (of all possible participation roles of the actors)
that applies in every respect, but only requires a dialogical symmetry.
This dialogical symmetry should apply in particular at "critical" devel-
opment points in the conversation, in which it is especially important
for the patient to form an "independent" opinion in medical decision-
making.

7.5.3.2 Functional and dysfunctional asymmetry

The generally postulated participation of the patient cannot be measured
by a naive concept of symmetry that assumes a "halving of power" in
the sense of a "half share" of both interlocutors in the conversation as a
whole (50% share of speech) as well as in all (types of) utterances (lis-
tener feedback, speech acts, etc.). A mere "half share" in the conversa-
tion as well as in all (types of) statements, narratives and feedback,
questions, answers, objections etc. would be tantamount to a pseudo-
symmetry that would confuse communicative equality of opportunity
with equalisation of the dialogue roles of the interlocutors.14 As will be
shown, it is rather a matter of symmetrical opportunities in the choice
of communication topics and purposes and the means of communica-
tion necessary for this choice in the use of words and speech acts (ques-
tions, answers, objections, etc.), which all participants can basically

14 Unless otherwise indicated, we use "dialogue role" here and in the follow-
ing as a generic term for all possible communicative activities; however, cf.
elsewhere the distinctions between social roles (such as teacher-student,
doctor-patient), action roles or interaction roles (such as question-answer,
reproach-justify) and dialogue roles in the narrower sense (speaker-
listener), on this Koerfer 1979, Koerfer, Zeck 1983, Koerfer et al. 1994,
2005, Koerfer 2013.
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freely dispose of according to their relevance of topics, for the transpar-
ent negotiation and clarification of which they seek the cooperation of
the dialogue partner.15

In contrast to a naive concept of symmetry, from the perspective of
discourse ethics a dysfunctional asymmetry must be distinguished from
a functional asymmetry between doctor and patient, which corresponds
to the distinction between strategic and communicative action, as ex-
plained above (§ 7.3.4) (Habermas 1971, 1981, Westphale, Kéhle 1982,
Siegrist 1982, Koerfer, Neumann 1982, Koerfer, Zeck 1983, Koerfer
1994 /2013). The fact that a patient narrates and the doctor listens
more or less actively is a functional asymmetry, whereas the constant
interruption of the doctor would be an example of dysfunctional asym-
metry because the patient would be disproportionately restricted in his
right to speak, similar to an "inquisition".16

Here, the symmetry of speech constitutive of dialogical symmetry
would be violated not because of individual spontaneous interruptions,
which can certainly be conducive to dialogue, but because of their fre-
quency and regularity, with which a doctor systematically prevents the
patient from continuing to speak. In this "authoritarian" type of "inter-
ruption", which is also frequently connected with a change of topic (§
19, 24), doctors use the same (everyday) means of communication that
are also used elsewhere when an interlocutor is to be "silenced" or
"muzzled" in the sense of strategic action. This type of strategic action
will be of interest to us in the justification and description of a dialogical
feedback model (§ 17, 19, 20), which is used in a specific way in medical
action.

Even in a medical consultation, both types of action are possible in
principle, which were distinguished (above with Habermas) as strategic
and communicative action and correspond with the distinction between
functional and dysfunctional asymmetry: Whereas in the case of dys-
functional asymmetry one or more actors more or less openly place

15 In the institutional context of a medical consultation, it should not have to
be specifically emphasised again the "asymmetry" that "normally" the doc-
tors' illnesses, marital problems, holidays are not (or cannot) be made the
subject of conversation, although some patients occasionally "manage" to
do that too, as our material reveals.

16 Cf. Platt, Gordon (2004: 17). As we will see, an "inquisition" is by no means
a special case, for example, in the police interrogation of a suspect, but
can also be perceived in this way in a medical consultation, which will be
shown in empirical examples (especially § 19).
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themselves on the power standpoint, from which they shift entirely to
strategic action (with deceiving, trivialising, persuading, intimidating,
etc.), conversational asymmetry can be described as a "communicative
action"), the interlocutors in a functional asymmetry are essentially
guided by communicative action for the purpose of understanding, in
which, for example, possible differences in knowledge (between teachers
and pupils, politicians and citizens, doctors and patients) can be pro-
ductively used for a transfer of knowledge in order to work on issues
that are jointly recognised as problems and negotiated transparently.
Functional asymmetry then means that the interlocutors "conduct a
conversation" in which they participate differently according to their
dialogue roles, for example as questioners and answerers, narrators and
listeners. If they perceive their dialogue roles communicatively and not
strategically, the question of dominance or control is often idle.

7.5.3.3 Dominance and control

With principled assumptions about (a)symmetry in conversations based
on dichotomous distinctions according to which the (distribution of)
dominance and control to certain (types of) participants seems clear and
indisputable, there is a danger of becoming entangled in paradoxes
(Koerfer, Neumann 1982, Fehlenberg 1987, Koerfer et al. 1994, 2005,
Koerfer, Albus 2015). In the further course of the handbook, further
justification and empirical examples will be given, which will only be il-
lustrated here with a few loosely formulated questions on the (distribu-
tion of) power in certain types of conversations as an example (Box 7.26)
in order to show the research spectrum:

Box 7.26  Questions of power

e Is the speaker more powerful than the listener?

¢ Does the power lie with the one who (as a patient) tells a lot, or with
the one who (in the sense of Freud 1913: 194) "lets tell" a lot?

e Is the questioner more powerful than the answerer or is it the other
way round (depending on the situation)?

e Is the responder less powerful than the non-responder?

e Is the "frequent speaker" more powerful than the "silencer"?

e Who "owns" the "entered" silence, who "suffers" more from it, who
can/must end it (for what reasons), and what does this say about the
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question of power?

e How is power distributed when one partner initiates the issues (symp-
toms, complaints, concerns, etc.) and the other further explores, mod-
ifies, classifies, etc.?

e Who is more able to determine the topic, who the time and place, or
who can change the partner at all, and how does that answer the
question of power in each case, etc.?

The question of power often arises in many institutional as well as non-
institutional conversations in a complex and specific way, in which both
interlocutors are subject to social rules (laws, rituals, conventions) that
they cannot simply evade, but must more or less submit to (Koerfer
1994 /2013). This already applies to the relatively harmless case of a
conversation (intended as small talk) over the garden fence with the
neighbour, who uses the harmless question about the roses to instruct
us about his rose cultivation, which we do not dare to evade for the
sake of neighbourly care.

This also applies to dealing with "inquisitive" children, who can "em-
barrass" or even "drive their parents to despair”" with their typical "why"
questions, although in principle one seeks to encourage the inquisitive
behaviour of one's children. Even if teachers in schools and universities
basically appreciate the critical attitude of learners, they often fear for
"their" curriculum, which could be endangered by all too "critical" en-
quiry and questioning as well as by a lack of participation or even a "re-
fusal to teach", which may well be intended "strategically" as a "boycott
of lessons".

The "question of power" is often more complex than it "appears" dur-
ing consultations and rounds. This becomes clear in medical training
courses (§ 15), for example, when doctors "complain" about so-called
"difficult" patients (§ 34) who "make life difficult" for them by "closing
off' or "refusing" to accept offers of medical conversation and treatment,
or by "demanding" their own demands "vociferously" and "going to great
lengths" in front of and in the treatment room, so that even the schedul-
ing of appointments is in danger of getting "mixed up", etc.

Regardless of the "quality" of conversations, not even the "quantity"
in conversation participation can be taken as a simple or clear "measure
of power", as we will see in the evaluation of doctor-patient communica-
tion (§ 40-43). The fact that these are complex questions about power
before, during and after the conversation is already clear from a special
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case of therapeutic conversations (Koerfer, Neumann 1982), namely the
psychoanalytic conversation, which according to Robin Lakoff (1980)
(Box 7.27) is characterised by a specific paradox.

Box 7.27 Paradox of the psychotherapeutic conversation

(...) the analyst has the power to determine how the discourse shall pro-
ceed and exercises this power by allowing it to proceed at the patient's
whim. Moreover, although the analysist thus controls the discourse, he
does not directly control choice of topic. He governs the inception and
termination of the discourse, but not the subject-matter. Thus we are
dealing with a conversational situation replete with paradox.

Robin Lakoff 1980: 11

Although the psychoanalytic conversation is of course a special case of
doctor-patient communication, this kind of paradox pointed out by Rob-
in Lakoff will have to be considered when it comes to clarifying the par-
ticipation of doctor and patient in the conversation, who may well have
their respective domains of speech without jeopardising the dialogic
principle and dialogic symmetry.

As will be shown, the relationships are more complex than that the
power or control question could be answered in such a way that the
speaker dominates the listener, the questioner dominates the answerer,
although the latter (as patient) may have the relevant knowledge that
the questioner lacks, such as the doctor at the beginning of taking the
medical history, etc. This kind of non-knowledge leads to the further
"paradoxical" perspective that doctor and patient meet in the
(a)symmetry of experts (of different types).

7.5.3.4 Asymmetry of knowledge between types of experts

Whether, in view of the (a)symmetry(s) in the partnership of doctor and
patient, the "production of a shared reality" (in the sense of von Uexkiill,
Wesiack 1991, 2011) (§8 4.4, 6.4) succeeds in individual cases depends
on both partners, who must each cooperate as different (types of) ex-
perts in order to be successful: The patient has to participate in the co-
operation as an expert of his disease and biographical knowledge, the
doctor as an expert of the professional knowledge of his guild. The
meeting of the two different types of experts in conversation has been
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accurately described by Tuckett et al. (1985) as a "meeting between ex-
perts" who have to communicate their ideas to each other in order to be
able to share them ("sharing ideas"). This is usually a lengthy process in
which there must be multiple entanglements between the different types
of knowledge of the two experts.

In recurring dialogue threads (in the above sense of Buhler) (§ 7.2),
the information of one partner must necessarily build on that of the
other in a way in which both partners use each other as experts: the
doctor the patient as an expert in his history of suffering and the pa-
tient the doctor as an expert in his art of healing (cf. e.g. Tuckett et al.
1985, Smith, Hoppe 1991, Koerfer et al. 1994, 2010, Koerfer, Albus
2015). The patient is initially a "blank slate" for the doctor and only
gradually does his knowledge of the patient fill in, to whom he can like-
wise successively impart his professional knowledge with reference to
his individual illness. At first, there is a symmetry of non-knowledge on
both sides of the scales, before they gradually fill up and a sufficiently
shared knowledge has emerged for both interlocutors, which then needs
to be deepened in order to throw new knowledge into the respective
scales (Fig. 7.7) for the purpose of medical decision-making, etc.

G N\ \

Doctor as expert Patient as expert
Nosology Symptoms
Diagnosis Medical history

\ Therapy / \ Preferences /

Fig. 7.7: On the scales: (A)Symmetry of (non-)knowledge

The specific expert roles refer to specific symmetry and asymmetry rela-
tionships, insofar as both interaction partners are equally knowers and
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at the same time non-knowers, and this in turn in relation to different
individual or professional bodies of knowledge, for which they must first
make themselves mutually competent to a certain extent. The transfer
of knowledge extends over various phases of conversation (§ 8), which
begin with the narrative-biographical collection of anamnesis (§ 9) on
symptoms and medical histories and progress through the communica-
tion of diagnosis and clarification to decision-making (§ 10), in which the
evidence-based therapy options are to be compared with the patient's
preferences in dialogue.

In this process, the specific communicative performances and coun-
ter-performances in the respective expert roles must be coordinated
with each other in a joint negotiation process in which there is a rele-
vance entanglement of, for example, questions and answers, narratives
and listening, explanations and questions of return and understanding,
suggestions and objections, etc. Here, a sufficient saturation of mutual
understanding and agreement must be waited for, so that the two part-
ners do not lose themselves in arbitrariness with first-best concordanc-
es that could lead to a pseudo-consensus that does not stand up to a ra-
tional, open-ended examination in a "real" conversation (in Buber's
sense above) (Box 7.23). The application of the dialogical principle will be
dealt with in detail in the context of an applied ethics of discourse, both
theoretically (§ 10) and in the practice of conversation (§ 17-25). Here,
we will merely draw an interim balance under the overall aspect that
although the two experts meet as equal dialogue partners "at eye level",
the medical experts qua professional (meta-)competence (§ 3.3, 6.4) must
assume a disproportionately higher responsibility for the course of the
conversation and its consequences as a whole.

7.5.3.5 Conversation and responsibility

In order to pre-structure the further discussion on the (a)symmetry of
doctor-patient communication, the aspect that the doctor and the pa-
tient act with different responsibilities should first be emphasised,
namely the one is essentially (co-)responsible for the other, the other in
self-responsibility.17 In order to overcome the mutual lack of knowledge

17 The special case that a patient cannot directly assume responsibility due to
the nature and severity of his or her illness and that he or she or others
therefore delegate a mandate to the doctor cannot in principle invalidate
what is to apply as a rule (§ 10). The dialogical principle does not become
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described above, a conversational attitude is necessary according to
which both interlocutors encounter each other as teachers and learners,
as Pellegrino and Thomasma (1981) described early on (Box 7.28), not
without emphasising who has to shoulder the greater responsibility in
the conversation.

Box 7.28 Both physician and patient 'teach' one another in dialogue

The clinical interaction is the locus of mutual responsibility of a patient
and physician. In the clinical interaction there must be an interpenetra-
tion of minds as well as physical contact, because, as Kant showed, the
human mind deals with experience in concepts. Both physician and pa-
tient 'teach' one another in dialogue. However, in the clinical interaction
there is an imbalance of scientific knowledge which places the heavier
burden of responsibility on the physician.

Pellegrino, Thomasma 1981: 65

Despite all the reciprocity of responsibility, doctors bear a greater re-
sponsibility, which is based not least on their professional knowledge,
which guides their communicative competences (§ 3.3). As will be ex-
plained (§ 10, 22), they cannot and must not follow arbitrary patient
preferences due to the professional commitment of their actions, but
must take these into account within the framework of evidence-based
medicine, which can contradict the individual concerns, wishes and
hopes of their interlocutors, which in turn must be justified and justi-
fied transparently and rationally in the conversation, possibly also
against patient objections that initially seem irrational, etc. This also
includes "false" subjective theories of illness, which can stand in the
way of a successful therapy. If the patient's "errors" are to be "invalidat-
ed" in the long run, the doctor must do the corresponding work of per-
suasion and motivation (§ 10, 26, 29), with which he appeals to the pa-
tient's rationality, which can be assumed in principle.

invalid as a principle of understanding between doctor and patient even if a
patient should "deceive" the doctor out of his distress (e.g. as an addicted
patient), which was already discussed above with Habermas as a possibly
covert-strategic action. The "good" doctor does not take such strategic ac-
tions personally, but recognises these actions as belonging to the clinical
picture (anorexia, alcoholism) and knows how to adjust to them qua pro-
fession by helping the patient to have an open conversation again.
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7.5.3.6 Symmetry of rationality

Apart from exceptions possibly due to illness, doctors should normally
meet their patients as equally rational conversation partners, who may
close their minds to the "better" arguments for a short time, but not in
principle. This symmetry of rationality must in principle be assumed by
and for patients even if rational competence may be temporarily limited,
for example because it is overlaid by affective factors.

To deny the currently shocked or desperate or merely insecure pa-
tient a rational decision-making competence would be tantamount to in-
capacitating him, which could only be legitimised in extreme cases (§
10), but not for the standard case of doctor-patient communication.!8
According to this, patients are not only to be instructed according to the
paternalism model or only to be persuaded according to the service
model. Rather, convincing them of good arguments according to a coop-
eration model is the very first duty in medical action, provided it con-
tinues to claim to be communicative rather than strategic action (§
7.3.4). Thus, the "phenomenon of the peculiarly unconstrained compul-
sion of the better argument" (Habermas 1981, vol.1: 52f.) should also
come into play in doctor-patient communication,!® which must, howev-
er, be largely freed from "other" constraints.

However, it is well known that the better argument in each case can
remain controversial even among interlocutors striving for consensus,
in which doctor-patient communication is not fundamentally different
from the rest of the "living world" outside and inside institutions. In this
respect, dissent between doctor and patient should not be frowned up-
on in principle (§ 10), which can also result in a rational decision to sev-
er the relationship.

18 While agreeing with Ritschl's (2004) criticism of an exaggerated "idealism"
or "dialogism", we also want to contradict an exaggerated criticism accord-
ing to which the patient's competence in dialogue would at the same time
deny him his competence in rationality and decision-making, which he can
only "prove" in a "real" conversation with the doctor. Ritschl's justification
of a story concept also for medicine is discussed separately in the biograph-
ical narrative anamnesis (§ 9), which also shows the patient to be a compe-
tent dialogue partner.

19 What is at stake here is dialogical insightfulness in the face of the better
argument. The fact that patients can continue to behave "unreasonably" is
another matter, where doctors themselves can behave just as unreasonably
(as patients) "against their better judgement" as their patients, for example
by maintaining their nicotine or alcohol abuse.
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Before this happens, the professional competence of the meta-
physician, whose reflexivity was described in advance by von Uexkll,
Wesiack (1991 and 2011) (§ 4.4, 6.4) and will be further elaborated (§
13), should be applied in such a way that patients can be "kept in con-
versation" for as long as possible - precisely because they are often par-
ticularly in need of help and protection.

This difference essentially marks the asymmetry in the relationship,
in which the doctor's professional meta-competence reflects the shaping
of the conversation as the shaping of the relationship and corrects it if
necessary. Here, the art of leading a doctor's conversation (§ 17) often
proves to be a "tightrope act" of promoting patient autonomy without
jeopardising (the trust in) the relationship. Here, reference should again
be made to specific forms of tangential communication (§ 3, 17, 32),
which are suitable for "bringing up what is necessary and possible" be-
tween both partners in order to be able to use the chances of improve-
ment at all.

Not to "gamble away" these chances is certainly the main responsi-
bility of the doctor, which is manifested by the fact alone that "mis-
takes" in the way doctors conduct conversations can lead to greater
"damage". As already illustrated by the examples of Lown (2002) and to
be further proven by empirical cases of conversation, the "wrong" use of
the "power of the word", for example, can ultimately have a "devastat-
ing" effect that amounts to iatrogenic harm to the patient in the sense of
"mistreatment". The principle of medical ethics of preventing harm (pri-
mum nil nocere) also applies to the conduct of medical conversations.

For example, in the case of a patient who would not discuss her an-
orexia of her own accord, the doctor's failure to ask the patient about
her eating habits or even to suggest her habits as normal with a "wrong"
form of question ("Your appetite is normal?") would amount to a serious
omission in the sense of a "malpractice" (§ 17, 21). Such "cardinal er-
rors" of conversation can have devastating consequences for patients'
health. To put it pathetically in a nutshell: The recurrent failure of the
doctor to make the "eating" or "drinking" habits of patients with a rele-
vant addictive disease the subject of conversation, in whom denial
tendencies are to be expected, can have fatal consequences under cer-
tain circumstances, if the failure to recognise the need for treatment is
due to the conversational omissions.

In this asymmetry of overall responsibility lies precisely the differen-
tia specifica in the participation of the doctor and the patient in the con-
versation. They differ in the responsibility for conducting the conversa-
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tion, where faulty or merely deficient conversation processes are not to
be blamed on the patient, but on the doctor. It is up to the doctor to ad-
just to the patient's personal strengths and weaknesses. While patients
are allowed to make "mistakes" or should at least be able to allow them-
selves to do so, the doctor must act "as error-free as possible". Although
there are difficult patients (§ 34), patients must first be "treated" as they
are.

Accordingly, patients are to be "taken" by the doctor in conversation
as individually as they are individually different, i.e. also with their per-
sonal concerns, idiosyncrasies, forms of defence, (self-) denial tenden-
cies (8§ 3, 19, 34). The fact that a patient continues to behave "sub-
optimally" after an "optimal" anamnesis and clarification discussion
"against better knowledge" and thus harms his or her health is a differ-
ent matter, which must be subordinated to the principle of an individu-
al communication.

7.5.3.7 (A)Symmetrical interaction and relationship models

The extent to which the institutional asymmetry, which ten Have (Box
7.25) initially presupposed as a "social fact", is "acted out" (enacted) by
the interlocutors as an interactional asymmetry in the reality of conver-
sation is ultimately an empirical question. In his empirical analyses of
conversations, ten Have (Box 7.29) already comes to the conclusion,
based on selected example sequences, that conversational practice
moves more or less on a continuum between two poles, between which
the participants themselves negotiate their position from conversation
step to conversation step (turn-by-turn).

Box 7.29  "Zigzagging" between two poles

I have suggested (...) that "asymmetry", often conceived of as given and
constant feature of medical interaction, should instead be seen as an in-
teractional stream produced by doctors and patients (...) Consultations
are sometimes almost like conversations. At other times they resemble
interrogation. But mostly they are somewhere in between, zigzagging be-
tween the two poles in a way that is negotiated on a turn-by-turn basis
by the participants themselves.

ten Have 1991/2013: 163
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Despite all the institutional asymmetries and restrictions that define and
narrow the scope of action for both partners, there remains sufficient
individual room for manoeuvre for their conversation, which they can
conduct in the sense of a "real" conversation if they both intend and ac-
cept it as such from their respective expert perspectives. Acceptance
can also extend to the specific knowledge asymmetry, as long as the re-
spective knowledge advantage is productively "invested" in the interac-
tion and relationship between the two dialogue partners and their joint
purposes of action. In this respect, doctor-patient communication does
not differ in principle from other forms of dealing with knowledge
asymmetries.

These knowledge asymmetries can be used in institutional as well as
extra-institutional communication both to the advantage and to the
disadvantage of one or more participants. In comparing everyday and
institutional as well as specific doctor-patient conversations, Drew
(1991/2012) comes to the conclusion, similar to ten Have (1991/2013),
that knowledge asymmetries do not have to lead to interaction asymme-
tries per se, but can certainly lead to interlocutors seeking to use their
knowledge advantage for strategic purposes in order to exercise corre-
sponding interaction control. However, according to Drew (Box 7.30),
what is the case in each case cannot be decided in advance, but ulti-
mately remains a question of empirical investigation.

Box 7.30 Knowledge asymmetry and interaction control

(-..) Interaction control is a property of sequence management and speech
shaping that may occasionally be enabled by the advantage a speaker
has by virtue of knowledge asymmetries between participants. But this
advantage does not guarantee interaction control. Control is not synon-
ymous with knowledge asymmetry; rather, the connections between the
two should be the subject of empirical investigation.

Drew 1991/2012: 177

Using the example of an everyday telephone conversation, Drew inter-
prets the conversational behaviour of a young woman who initially
leaves the called young man, to whom she does not reveal her name, in
the dark as to which of his "girl friends" is calling him. Because the
called person obviously cannot recognise the identity of the caller from
the features accessible to him (e.g. the voice), the caller can play strate-
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gically with the ignorance of her interlocutor for a while, which Drew
sums up as follows after a detailed analysis:

Box 7.31 Knowledge and interaction symmetry

This example illustrates that the unequal distribution of knowledge
between participants in a conversation can be used by the 'knowing'
side as a strategic means to do something with it interactively, for ex-
ample to pull the other person's leg. In this way, the 'unequal access'
turns into an asymmetry of interaction.

Drew 1991/2012: 163

As this simple example clearly shows, 'pulling the other conversation
partner’s leg' might be a 'relationship game' that both partners are still
able to integrate positively, as is often the case with 'innuendos' (irony,
etc.), whereby a symmetrical relationship in itself doesn’t necessarily
have to be endangered (in the spirit of: 'Humor is when you laugh any-
way'). Such a relatively "harmless" case, in which the "damage" to the
"victim" is recognisably limited, must be distinguished from serious cas-
es in which an asymmetry of knowledge can develop into an asymmetry
of interaction in such a way that the relationship between the interlocu-
tors as a whole takes on an asymmetrical quality which can be to the
considerable disadvantage of one or more partners.

Thus, as is well known, a knowledge advantage can be directed as
"ruling knowledge" against the ignorant person, who in his "clueless-
ness" does not even recognise the problem of his dependence on the
knowledge of the "ruler". Accordingly, some patients will remain "clue-
less" if they have been insufficiently informed by doctors who may "keep
quiet" with their information for various reasons. According to this, dif-
ferent relationship models differ primarily according to compliance with
the principle of transparency in dealing with information:

e Since, according to the paternalism model, the attending doctor
knows what is best for the patient anyway ("doctor knows best"),
the patient can be "spared" from "superfluous" information if he
or she only willingly follows the doctor's instructions (orders, pre-
scriptions).

e Since, according to the business model, the doctor only educates
about what he has at his disposal anyway, he will (have to) be
content with persuasion instead of convincing the patient of the
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rightness of a medical measure "by virtue of the better argu-
ment", which should include the exchange of all relevant infor-
mation and arguments (pros and cons) on competing treatment
options.

e In contrast, in the partnership or cooperation model, knowledge
asymmetries are used to the advantage of both partners, who
mutually exchange their knowledge relevant to the treatment
case from the respective expert perspective (see above) in such a
way that the interaction does not end as in a zero-sum game for
both interlocutors (win-lose), but a win-win situation is created.

Since these relationship models and their variants will be described and
discussed in detail later (§ 10), the focus will remain here only on the
application of the transparency principle, which will be placed in a spe-
cific context with further sub-principles that must be applied in the dia-
logical principle as a whole (§ 7.5.4). While the degree of transparency
and that means the type and scope of information are essentially de-
termined by the doctor in both the paternalism and the business model,
in the partnership model doctor and patient enter into a dialogue-
based, open-ended exchange process also about the extent to which in-
formation is necessary, useful or even only desirable.

In this process, the scope of application of the transparency princi-
ple can be extended or restricted by both partners in the interaction as
needed. As we will see with examples, their relationship qua dialogical
symmetry can also be "negotiated" conversationally in such a way that
patients can quite consciously and rationally determine the extent of
their participation themselves by determining the desired amount of in-
formation or giving the doctor a decision-making mandate ("You decide
for me, doctor") to a certain extent. However, gradual limits as well as
categorical differences must be taken into account here:

The patient's right to information must not be violated, nor must the
doctor's duty to provide information (e.g. before an operation) to a
standardised extent (§ 39). Likewise, a fundamental difference must be
made between strong and weak paternalism, which can correspond to
solicited or unsolicited paternalism on the part of the patient (Kampits
1996: 15ff). In the context of discourse ethics, patient preferences must
also be taken into account in the choice of paternalistic and non-
paternalistic relationship models, such as those suggested by the
shared decision making (SDM) model (Legare et al. 2018, Thomas et al.
2020, Elwyn G 2021, Scalia et al. 2022, Galasinski et al. 2023, Zhou et
al. 2023, Giorgi et al. 2024 (§ 10, 22). In principle, relationship models
can be offered, but not imposed. Accordingly, Kettner concludes from
the perspective of discourse ethics: "Non-paternalism strategically im-
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plemented for the purpose of promoting autonomy is itself paternalistic"
(1998: 34). If medical action is not to become entangled in paradoxes,
the principle of transparency (see below) must be followed, according to
which the meaning and purpose of (alternative) models of relationships
and participation must be disclosed in dialogue with the patient and the
choice itself must be made a topic of communication without prejudice
to the outcome.

7.5.4 The Dialogue Cube of Conversation

Previously, an attempt was made to concretise the dialogue principle
within the framework of an applied discourse ethics for doctor-patient
communication as well. Despite all the asymmetries of their institution-
al roles, doctor and patient should and can enter into a "real" conversa-
tion at least at central points where, for example, a medically important
decision is to be made and for which they are responsible, in which the
dialogical principle is applied for a period of time, however limited (due
to time constraints, etc.), in such a way that one can speak of a dialogi-
cal symmetry. This was not understood as a "factual" symmetry of par-
ticipation, according to which it would be quantitatively "measurable"
that there would be equal ("half') shares in the conversation in every re-
spect, but rather an equality of opportunity for every participant to per-
ceive the topics considered relevant to them with the forms of dialogical
understanding they consider relevant. Other forms of communication,
such as intimidation through open threats or persuasion through sub-
tle manipulation, should be excluded or at least frowned upon.

7.5.4.1 The six sides of the dialogue cube

Irrespective of the fact that failures of all kinds can occur in the practice
of dialogue, which may be caused not least by individual inadequacies
of the individuals up to the point of self-deception, the counterfactual
validity of the dialogical principle had been concretised by the interactive
recognition of a number of sub-principles, among which the principle of
transparency is to be counted above all. What must be effective overall
in a dialogue worthy of the name is to be represented in a dialogue cube
(Fig. 7.8), the sides of which correspond to the following dimensions:
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Fig. 7.8: Sub-principles as sides of the dialogue cube

The dialogue cube is to be specified here for doctor-patient communica-
tion, but it can also be transferred to teaching-learning conversations in
schools or universities, as long as these are not understood as mere
monological knowledge transfer ("teacher lecture"), but as dialogue in
the Socratic sense. In this context, the specific midwifery handed down
with Socrates should also interest us in the art of medical conversation
(§ 9, 17-23). The concrete applications of the dialogue cube in medical
conversation will first be outlined here in a rudimentary and thesis-like
overview, before we elaborate on individual dialogue sub-principles
(such as cooperation, transparency, relevance) both theoretically (§ 9,
10) and in the empirical practical part (§ 17-23).

7.5.5.2 Dialogical sub-principles

Here follows first the overview, which is intended to give a summary and
at the same time contains references to later chapters of the handbook
in which the dialogical sub-principles of the dialogue cube play a spe-
cial role. The order in which the sub-principles are presented in no way
implies a ranking of the sub-principles, which must be realised in inter-
action anyway in order for the dialogical principle as a whole to be fully
effective:
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1. Cooperation

This principle obliges both dialogue partners to cooperate in
partnership for specific purposes, the relevance of which (see be-
low) they negotiate together, review, correct, modify, etc. if neces-
sary. They largely conduct a "genuine" conversation (in the sense
of Martin Buber) (§ 7.5.1), which therefore cannot be "pre-
arranged", but initially allows all possible developments to take
place with an open mind. Precisely because the specific purposes
of cooperation are still "unclear" or must remain "open" at the be-
ginning of the conversation, patients often have and "show" their
problems in applying the principle of cooperation, as was ex-
plained above with Paul Grice (§ 7.3.3) and will be illustrated
with many examples (§ 9, 17-23). Insofar as it is still possible
from a factual point of view, because, for example, medications
can be changed (but operations can no longer be reversed), pur-
poses of cooperation that have once been "ratified" can certainly
also be revised. Decisions that have already been made can also
be put up for discussion again (§ 10, 22, 26), for example if a
medication has to be dosed differently or discontinued altogether
because of too strong side effects, which can be the subject of di-
alogue between doctor and patient.

2. Rationality

Apart from exceptions, in which the patient's power of judgement
may be limited due to illness (§ 10, 37, 38), both dialogue part-
ners usually assume rationality from each other in the sense that
they do not close their minds to the "casual compulsion of the
better argument" (see above). In doing so, they throw their
knowledge and their attitudes and experiences from the respec-
tive expert perspectives into the common balance (Fig. 7.6), in
which evidence-based medicine is to be compared with the pa-
tient's lifeworld (§ 9, 10). Possible conflicts between the lifeworld
and medicine are to be dealt with up to the point where a separa-
tion of the relationship makes sense, which can also be carried
out for rational reasons, precisely because an understanding on
the factual level seems hopeless.

3. Transparency

In doctor-patient communication, a transparency principle must
be largely observed (§ 7.5.3) (§ 10.5). Here too, however, re-
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strictions are reasonable and permissible, because all possible
specific medical information could also overburden the patient,
who must be protected from being overinformed (§ 10, 22, 27).
However, a patient may assume that he or she will receive all in-
formation relevant to him or her. A distinction must be made be-
tween two forms of information: Patient questions must be an-
swered appropriately in the sense of responsive transparency,
but essential information must also be provided without being
asked, i.e. in the sense of proactive (anticipatory) transparency.
Covert strategic action in the above sense of Habermas (§ 7.3.4)
should be frowned upon on the part of the doctor, but on the
part of the patient it should be tolerated for the time being, if it is
part of the clinical picture (in alcoholism, anorexia, etc.) as self-
deception (denial, etc.), which the doctor would have to deal with
professionally.

4. Relevance

It already became clear in the preceding sub-principles of dia-
logue that their application is also a question of relevance, which
likewise must not be "pre-disposed”, but must always be renego-
tiated between the dialogue partners, under certain circumstanc-
es from conversation step to conversation step (turn-by-turn). In
their "subjective" patient offers, patients often "show" their un-
certainty about the extent to which what they "offer" thematically
is also of sufficient relevance ("l don't know now whether this is
relevant, but I had Tbc as a child") (§ 19.4.1). Here it is above all
part of the art of medical conversation (§ 9, 17) to counteract
possible "self-censorship" on the part of patients and to encour-
age them through relevance upgrading to also address supposed-
ly "unimportant" issues.

5. Function

Like all action, medical action is ultimately to be judged from a
teleological point of view, even if initially no further purposes are
to be pursued than the mere understanding of general purposes
of action (of healing) (§ 8). When patients visit the consultation,
this is usually already done with an unspoken understanding of
"what it could or should be about". The general purpose of the
consultation is that one partner seeks the help of the other. Be-
low this main purpose, a number of sub-functions need to be
perceived in the conversation, as they are handed down in the
"classic" division of the conversation into taking a medical histo-
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ry, communicating a diagnosis and clarification, and decision-
making, and are usually "worked through" in this sequence (§ 8,
10, 17, 40). Insofar as traditional patterns of action and purposes
are pursued here (§ 8), not everything can be freely chosen in
doctor-patient communication either, but it should remain suffi-
ciently open to be able to have a "genuine" conversation (§ 7.5.1)
at the "relevant" switching points.

6. Structure

The sub-functions in the conversation (anamnesis, diagnosis,
therapy) are usually realised in a logical-temporal precondition-
consequence relationship, although this does not necessarily
mean that a strict sequence of topics has to be "predisposed". As
we will see from empirical examples, patients can sometimes
"walk in the door" by immediately demanding a certain medical
measure (examination, therapy) without first describing their
complaints (§ 19- 22). In order to be able to uphold the evidence-
based rules of medical art, a stronger structuring of the conver-
sation is necessary in such cases, with which patients are also
committed to the aspects of their patient-side expert role that
concern their "duty to provide information" to the doctor. At the
same time, the conduct of medical conversations always remains
a balancing act between under- and over-structuring, as we will
see in the application of our manual on the conduct of conversa-
tions in the practical part (esp. § 17-23) and in the evaluation (§
40).

As has already been made clear, and is to be explained further with
empirical examples, the effectiveness of the dialogical principle must be
examined in the interplay of its sub-principles. In doing so, a contrast
typological comparison can be made, which contrasts, for example, a
strong, authoritarian paternalism with an extreme business model, in
order to then also distinguish mixed forms between these two poles (§
10). The model of "participatory decision making" (PDM) or “shared deci-
sion making” (SDM) is considered to be a possible middle position
around which many variants can vary. Ideally, there is convergence
among all possible aspects that can play a role between doctor and pa-
tient in shared decision making (shared information, shared ideas,
shared mind, etc.). However, even according to this model, divergences
can and may occur, which may relate to individual aspects on which
compromises are possible.
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Thus, the doctor can agree to a treatment option preferred by the
patient, even if it should only be the "second best" solution from his
medical expertise (e.g. watchful waiting) (§ 10). However, his consent
can only be given on condition that the patient's preferences are within
the framework of evidence-based medicine (§10). Maintaining the bal-
ance between preference-based and evidence-based medicine in a dia-
logue-based exchange can, however, also lead to failure, whereby the
consensual severing of the relationship can remain an equally rational
choice.

On the way to consensus or dissent, rational exchange should pre-
vail, even if in individual cases the conversation should be "overlaid" or
"thwarted" by the emotions of a (fearful, doubtful, suspicious) patient or
the persuasion attempts (§ 21) of an (inattentive, impatient, stressed)
doctor. However, as long as the demands of a "genuine" conversation (§
7.5.1) are maintained in principle, certain forms of strategic action (triv-
ialisations, appeasements, rebukes, threats, etc.) should remain
frowned upon in the conduct of medical conversations (§ 7.3.4). For an
empirical analysis and evaluation of conversations, it is important to go
beyond singular phenomena and work out tendencies of strategic versus
communicative action: For example, it is not the single or repeated spon-
taneous interruption of the doctor that silences the patient, but the
cumulative effect of questions in the sense of an "interrogation" (§ 19.6)
or the monological "instruction" (§ 10, 22, 26, 27), which can "nip in the
bud" any "contradiction" by the patient.

7.5.5 Trustin dialogue

According to Habermas, one can rarely assume purely communicative
action in practice, but rather mixed forms are likely, in which strategic
use of language can also occur (§ 7.3.4). Under certain circumstances,
this can hardly be avoided, especially under the institutional conditions
of medical action, and must be tolerated within limits, as long as strate-
gic action does not fundamentally obstruct a "genuine" conversation be-
tween doctor and patient where it is indispensable, such as in medical
decision-making (§ 10), where questioning the patient's rationality and
disregarding his or her attitudes (opinions, preferences, fears, hopes,
etc.) motivated by the world of life would lead directly to his or her inca-
pacitation.
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7.5.5.1 The "dialogue™ between lifeworld and medicine

Following Habermas, the conflict between the lifeworld of patients and
medicine as a system has been modelled and empirically studied in
many ways (e.g. Mishler 1984, Kettner 1991, Koerfer et al. 1994, Kett-
ner 1998, Scambler 2001, Barry et al. 2001, Stevenson, Scambler 2005,
Koerfer et al. 2005, 2008, Walseth, Schei 2011, Bezreh et al. 2012,
Koerfer, Albus 2015, 2018) (§ 10, 22). In these studies, the model of
communicative action as a way of overcoming the conflict of lifeworld
and medicine provides a normative basis for the empirical analysis of
the practice of medical conversation. All other actions, covert or overt
strategic, can only increase the already smouldering permanent conflict
between lifeworld and medicine, to which we will also return with refer-
ence to Habermas (§ 10.2).

The extent to which doctors enter into a "dialogue" with the patient's
lifeworld in their medical conversation, i.e. ignore or integrate the pa-
tient's individual attitudes as well as subjective theories of illness, can
only be clarified by empirical analyses, as can the question of whether
their conversations as a whole are characterised more by an under-
standing-oriented use of language ("original mode") (§ 7.3.4) or success-
oriented use of language. The fact that there will not be a strict dichot-
omy here in practice, but that tendencies are to be reconstructed, is al-
so apparently expected by Habermas as a result of empirical analyses
when he takes up the problem "of distinguishing and identifying under-
standing and success-oriented actions in natural situations" and refers
to the necessity of sequence and phase analyses of conversations in
which the identification of strategic elements is at stake:

Box 7.32  Strategic elements versus strategic actions

These strategic elements within communication-oriented language use
can, however, be distinguished from strategic actions by the fact that
the entire sequence of a section of speech is subject to presupposi-
tions of communication-oriented language use on the part of all par-
ticipants.

Habermas 1981, Vol. 1: 444 (emphasis in original)

Here, with the change in terminology, the research perspective has ob-
viously also shifted from the analysis of actions to the analysis of ele-
ments of a predominant language use in a larger conversational context,
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which, in Habermas' way of speaking, can be predominantly character-
ised by an "original mode" (§ 7.3.4) of understanding. However, since
the case assumed by Habermas can also be thought of the other way
round and elements of understanding in a success-oriented language
use can be assumed, we are ultimately dealing with a gradual differen-
tiation, which only justifies statements of dominance or tendency (Koer-
fer 1994 /2013), as they are also made in empirical evaluation studies (§
40-43).

As will be shown in empirical conversation analyses (§ 17-25), the
way doctors conduct conversations is rarely extremely "good" or ex-
tremely "bad" overall. Although these negative as well as positive ex-
treme cases can also be demonstrated, it is usually a mixture of conver-
sation styles with which doctors move between purely communicative
and strategic action, which dominate the conversation at times in one
direction or the other.

The conflict between lifeworld and medicine can be intensified by
strategic action or mitigated by communicative action (§ 9, 10). Thus, the
patient's lifeworld can hardly be adequately opened up with a purely in-
terrogative style of conversation, which can be increased to "inquisition"
(8 19), but with a biographical-narrative anamnesis, in which the pa-
tient, with his narratives in a lifeworld perspective, can "give voice in his
own words" not only to his subjective medical history, but also to his in-
dividual attitudes (hopes, fears, preferences, etc.) with regard to his fu-
ture life. Here the approach of a "narrative" medicine (Greenhalgh, Hur-
witz 1998/2005, Charon 2001, 2013, Koerfer et al. 2000, 2010), which
we will discuss in detail later (§ 9, 19), can take on a "bridging function"
in the dialogue between lifeworld and medicine.

To prevent a possible misunderstanding: There is nothing to be said
against so-called targeted information questions by doctors, as long as
they are not asked in a suggestive manner (§ 21.2), for example to avoid
objections from the patient and thereby supposedly gain time. Ques-
tions fulfil their purpose if they are well posed and appropriately placed.
There is no violation of the principle of transparency if the doctor does
not fully explain the medical relevance of each question. The fact that
certain types of medical questions and topics may also remain more or
less "unmediated" without this necessarily causing irritation or even
mistrust among patients is related to their basic trust in the medical re-
lationship, which is granted as a credit as long as this trust is not dis-
appointed.
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7.5.5.2 Basic trust in a dialogical medicine

In trust-building, all of our long-standing socialised knowledge is at
work in the background as "tacit knowledge": Since the days of visiting
the pediatrician as patients, we have all been socialised in such a way
that we "know" in this (implicit) sense that doctors sometimes ask
"strange" questions that seem to be "without sense or reason" according
to our lifeworld perspective. For example, someone with back pain goes
to the doctor and may wonder about questions about their sleeping,
eating and drinking habits, or specifically about digestive problems or
problems with urination, and so on. As patients, we generally tolerate
such (symptom) (organ) (system) questions (§ 21, 22) and answer them
trusting that the doctor would enlighten us further if they (should) be-
come of "relevance" to us (depending on the answer).

Here, then, we trust in the principle of transparency under the condi-
tion that its validity becomes effective in connection with other dialogi-
cal sub-principles (of cooperation, rationality, relevance, etc.). This basic
trust in the "good" doctor (§ 6) is based on the assumption of an empath-
ic assumption of perspective, according to which the patient can "confi-
dently" assume that the doctor usually does what is "good" for his pa-
tient not only in instrumental action (surgery, medication) but also con-
versationally.?0 As already explained above with the key competences of
the "good" doctor (§ 6), basic trust in the doctor-patient relationship is
an essential prerequisite for being able to make optimal use of the op-
portunities of a "real" conversation in a dialogical medicine. This will be
the subject of the empirical conversation analyses of face to face interac-
tions between doctor and patient in the practical parts of the handbook
(IV-V).

A few preliminary remarks should be made on terminology, which
can by no means be assumed to be uniform if an interdisciplinary ap-
proach to the study of D-P Communication is to be maintained.

20 For literature on the good doctor, see Chapter 6; on trust in the doctor-
patient relationship, see Chapters 9, 10 and 22, and for examples, the fol-
lowing references: Charon 2001, Fugelli 2001, McKinstry et al. 2006, Hil-
len et al. 2011, Chawla, Arora 2013, Ozawa, Sripad 2013, Jiang et al.
2024.
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7.6 Concluding remarks on terminology

Just as a "common language" can hardly be assumed at a certain stage
of development of interdisciplinary communication research (§ 2), col-
leagues from different disciplines and traditions could not and should
not be committed to a "common language" or uniform terminology in
this handbook. In the absence of a standardised terminology in linguis-
tics and communication studies, "colloquial" terms and paraphrases
were mostly used or supplemented where this was possible and also
made sense for didactic reasons.

If necessary, technical terms are explained in colloquial language.
Thus, specific medical terms are also "translated" and replaced or sup-
plemented by colloquial terms. Established terms such as adherence or
compliance, which despite different meanings have mostly been trans-
lated as "adherence to therapy", are used according to context or cita-
tion. Similarly, established terms such as shared decision making (SDM)
are retained or Participative Decision Making (PDM) is used.

From the perspective of communication studies, we will mostly be
talking about communicative actions or speech acts and their communi-
cative functions or roles in (specific) contexts, for example, when the "il-
locutionary" aspect of an utterance is to be highlighted (§ 7.3.1). Clear
cases would be assertions, requests, promises, suggestions, recommen-
dations, etc. If necessary, we speak of "propositional content", which
can occur "visibly" as the content of assertions or questions (e.g. "I still
have to ask you whether you are taking any more medication/ how your
appetite is" etc.). The contents can also remain implicit, as in the case of
simple answers ('no"), so that they have to be formulated explicitly if
necessary with reference back (for example to a question).

Strategic action is particularly relevant when certain far-reaching
(more or less negative) ("perlocutive") effects are (more or less obviously)
pursued or achieved (§ 7.3.1). This includes intentional or accepted of-
fenses, injuries, intimidation, etc. However, a distinction must be made
between certain "uncertainties"”, which in medical-therapeutic commu-
nication serve their "healing" purpose, as long as the "disturbance" does
not amount to "destruction” (§ 17.3.5). Similarly, in the case of surpris-
es, one must differentiate according to whether they are found to be
positive or negative from the speaker's and listener's perspective, just as
we also judge in everyday life that someone could be "happy about the
surprise" (or not).
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Instrumental action should be referred to (§ 8) when it is a matter of
medical action such as examinations, operations, but also medication,
whereby the associated prescription talk (§ 26) would in turn be com-
municative action.

From conversation analysis (CA), traditional terms for the organisa-
tion of the change of speaker are occasionally adopted (turn, turn-taking-
system, etc.). Sometimes, with reference to the literature, we speak of
specific "fluent" continuations of speech when the primary speaker can
continue with short "listener contributions" as if he had not been inter-
rupted ("as if uninterrupted" according to Duncan 1974, Flader, Koerfer
1983) (§ 19, 17, 40). This type of continuation of speech is then occa-
sionally abbreviated (as "AIU"). Otherwise, abbreviations are explained
in the current text where possible or explained in relation to our Co-
logne Manual of Medical Communication (C-MMC) (see e.g. end of chap-
ters 3 and 17).

7.7 Further information and references

We have tried to introduce various theories and models of dialogue-
based communication that can be used for dialogue-centered medicine.
A number of other aspects of dialogue-centered medicine are addressed
in subsequent chapters of this handbook, such as specific theoretical
chapters on biographical narrative anamnesis (§ 9) and on dialogue-
based information and decision-making (§ 10), which are further elabo-
rated with empirical examples in the practical part (§ 17-23).

Special problems of securing understanding and communication
through dialogue are dealt with in specific areas of competence in medi-
cal practice, such as the GP consultation (§ 25), the clinical ward round
(8§ 24), the prescription talk (§ 26) as well as professional communication
(8 27) and intercultural communication (§ 28). In the other chapters of
the practical part, too, specific communication theory, communication
psychology and discourse or conversation analysis models and ap-
proaches are used for the empirical analysis, as presented above.

If you are looking for further specialist literature beyond our descrip-
tions, we would like to refer you to the following (mostly recent) intro-
ductions, handbooks, compilations and overviews, each of which has
been selected according to specific subject areas and topics: Semiotics
(N6th 2000), Philosophy of Language (Savigny 1974, Stegmuller 1975,
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Newen, v. Savigny 1996), Philosophy of Dialogue and Discourse Ethics
(Kettner 1991, 1998, Kettner, Kraska 2009, Koerfer et al. 1994, 2005,
2008, Scambler (ed.) 2001, Koerfer, Albus 2015, Chin-Yee et al. 2019.
Hoppen 2020, Walker, Lovat 2022, Duvenhage 2024), Conversation
Analysis (and Psychotherapy) (Deppermann 2008, Perdkyla et al. (eds.)
2008, Brinker, Sager 2010, Sidnell, Stivers (eds.) 2013, Buchholz,
Kachele 2017, Barnes 2019, Birkner, Auer, Bauer, Kotthoff 2020, Scar-
vaglieri et al. (eds.) 2022), Speech Act Theory and Linguistic Pragmatics
(Levinson 2000, Meibauer 1999, Ehrhardt, Heringer 2011, Finkbeiner
2015), Discourse Analysis (Gee, Handford (eds.) 2014). Recent literature
on the Philosophy of Dialogue (Buber, Gadamer, etc.) is cited as an ex-
ample: Chin-Yee et al. 2019, Hubert 2022.

Extensive literature on interdisciplinary conversation research has
been listed in an overview with specific topics (§ 2), further literature on
the concept of "communicative competence" has been given in the di-
dactic conception of the Learning Goal Communication Competence (§ 3),
for which supplementary literature references can be found in the chap-
ter on The Art of Medical Communication (§ 17).

Problems of mediation between lifeworld and medicine as well as
risks of manipulation are taken up again in the chapter 10 on medical
decision-making. For the practice of dialogical doctor-patient communi-
cation, reference is made to relevant chapters on the Cologne Manual of
Medical Communication (C-MMC) (§ 18-23) and on Ward Round Commu-
nication (§ 24) and GP Communication (§ 25).
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