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Bedside matters: Acknowledging responsibility
in effective doctor–patient conversations
Sarah J WHITE
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Attending an ED as a patient or
carer can be a daunting experience.
Even without considering the stress
and concern because of the reason
for the visit, the uncertainty of being
in a space with what are, for many,
unfamiliar social rules or norms can
make the experience more difficult.
Some of these social norms are
related to conversation.1 Although
many people will have been
socialised in ‘how to visit the doctor’
in terms of who says what and
when, that socialisation primarily
occurs within general practice, rather
than emergency settings. As a doc-
tor, however, you have been
socialised into ‘how to be a doctor’
across many disciplines during early
training, and then in a specific spe-
cialty moving forward. In your
career, you will conduct around
200 000 consultations,2 making
being a doctor a much more familiar
experience than being a patient will
be for anyone seeing you.
In becoming a doctor you are

entrusted with a level of responsibil-
ity to provide care for a patient. This
is made possible through a social
contract of ‘mutual trust and reason-
able demands’3 and can be more
tangibly seen in medical training,
examinations and various forms of
registration and accreditation. In
Western biomedicine, as in many
other medical models, this trust

involves greater access to and use of
knowledge of an immense range of
information relating to the human
body, diagnostic processes and treat-
ments. It also involves greater access
to knowledge of the health system –

who to see for what, what gets sent
where, who to see in what order,
who to talk to to get the care
required. With a doctor’s rights and
abilities to access domains of knowl-
edge relatively positioned to a
patient’s, this difference in epistemic
status4 influences each participant’s
approach to an interaction.
The increased epistemic access

given to doctors results in greater
deontic, or decision-making, author-
ity at both clinical and interactional
levels.5 Clinically, you are able to
make diagnoses and recommend and
provide or refuse treatment and
medicines based on the trust society
has given you through your episte-
mic authority. In a consultation, you
also have greater deontic authority
over how the interaction progresses.6

That is, you have greater authority
over what occurs and when in a con-
sultation with a patient. You are
able to ask deeply personal questions
in the pursuit of understanding the
patient’s presenting concern, but
they cannot ask the same of you.
You can create a space for patient
questions near the end of the

consultation or you can simply close
it and move on.7,8

This is not to say that a patient is
powerless or has no agency within the
interaction. Patients can and do assert
agency within the medical consulta-
tion.9 This is possible because conver-
sation is co-constructed – it is not
message sent and message received.
Instead mutual understanding is built
turn by turn, with your next move
influenced by what was said before and
influencing what is going to be said
next.10 Each interlocutor can, by the
very design of their turn, change what
the other may have planned to say
next. Institutional interaction, however,
presents an uneven playing field.
The difference between doctors

and patients in epistemic and deontic
authority, while not static, often results
in a ‘power differential’ and this is
observable in consultations. Although
conversation is co-constructed by the
participants, the norms of conversa-
tion are modified in an institutional
setting,11 influenced by this power dif-
ferential. In a conversation with a
friend, someone might complain about
their sore back and their friend might
suggest doing yoga or recommend
seeing a physiotherapist. The person
with the sore back can generally dis-
agree with such advice or ignore the
suggestion and the conversation can
continue on. In a medical visit, however,
the patient has sought care and part of
the social contract involves the patient
accepting the advice.12 When a patient
disagrees, they generally do so in a way
that does not obviously breach those
social norms of acceptance. Resistance
to treatment recommendation often
occurs as non-acceptance of the recom-
mendation, or passive resistance, rather
than more active resistance.13 Both
types of resistance require the doctor to
respond in order to gain acceptance of
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the recommendation, even if minimally,
before the consultation can move
forward.
Due to this power differential, ulti-

mately rooted in the social contract
between doctors and patients as well
as the position afforded to doctors in
society more broadly, and the rights
and obligations attendant to that
social contract, I argue that the
responsibility for an effective conver-
sation primarily lies with the doctor.
Conceptualisations of communication
that focus on ‘sender’ and ‘receiver’
ignore not just the sequential relation-
ship between turns but also the
influence of epistemic and deontic
authority on interaction. Greater epi-
stemic authority means the doctor is
required to lead the process of history
taking, collecting relevant informa-
tion and determining when they have
enough. Increased proximal deontic
authority (i.e. within the consultation)
is required so that the doctor, who is
more familiar with what is needed
within the consultation (e.g. what
questions are asked), is able to move
to the next activity. This begins to
sound paternalistic, further highlight-
ing the responsibility the doctor has
to ensure that the consultation is
patient-centred. Giving the patient
time to tell their story, attentively lis-
tening through the story, designing
questions to ensure assumptions do
not get in the way of accuracy, all-
owing the patient to resist transitions
to the next consultation activity and
creating space for and inviting ques-
tions are all ways that doctors can
use their proximal deontic authority
to support effective conversation in
patient-centred consultations.
Just as seeking continuous improve-

ment in other knowledge and skills
relevant to clinical practice is required,
there is a professional responsibility to
seek ongoing improvement of clinical
communication. This includes engag-
ing with the ever-growing evidence
base for effective communication,
including how to teach and super-
vise.14 This, however, may appear like
an additional burden. If it appears
burdensome, broader issues may be at
play. Analysis of the barriers to and
facilitators of effective communication

with patients in EDs is required to tar-
get improvement strategies. Evidence-
based training that prioritises individ-
ualised feedback on communication
is worthwhile, but without support
to provide supervisor training and
increase time for such activities, along
with efforts to reduce stress, exhaus-
tion and insufficient time with
patients, the impact of such improve-
ments may be minimal.
Clinician responsibility for ensur-

ing effective communication should
be considered as part of the social
contract where society entrusts doc-
tors with the rights to knowledge
and decision-making. As that social
contract continues to shift from the
paternalistic to patient- and
relationship-centred care, this is
actionable within the consultation
itself. Beyond this, there is also an
institutional responsibility to enable
improvement – universities, colleges,
workplaces and the health system
working to ensure that effectiveness
of communication is possible.15
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