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Theoretical introduction

1. The scope of pragmatics

Modern usage of the term pragmatics can be attibta the philosopher
Charles Morris (1938), who outlined the generalpghaf a science of signs, or
semiotics. Within semiotics, Morris distinguishelsrete distinct branches of
inquiry: syntax, the study ofhe formal relations of signs to one another
semantics, the study tfe relations of signs to the objects to whichdigms are
applicable and pragmatics, the study tife relations of signs to interpreters
(1938:6). Then, in the late 1960’s, an implicitsien of Carnap’s definition of
pragmatics (cf. Carnap (1959:13)) as investigatigepiiring reference to the
users of a language was adopted within linguisacsl specifically within the
movement known as generative semantics. This defini however, was
amended by Levinson (1983:5) who suggested thanmatcs refers tothose
linguistic investigations that make necessary mxiee to aspects of the context
where the terntontextis understood to cover the identities of partinigathe
temporal and spatial parameters of the speech ,eaedtthe knowledge and
intentions of the participants in that speech event

To summarise, pragmatics is the study of languag@el in context. This
study, however, focuses on one particular type rafgmatics, i.e. Gricean
pragmatics — not only because some other defisitairpragmatics cover much
of the same ground as discourse analysis, but bedhis theory has becorie
hub of pragmatics researcfcf. Fasold (1990:128)). Generally, the Gricean
approach to discourse is basically a functionalgiproach to language:
explanations for language structure are sought imgeaeral Co-operative
Principle that rests upon human rationality. Acaogdto Schiffrin (1994:353):
both the constituents of discourse structure arar tarrangement as coherent
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text arise because of the impact of communicatirgciples on the linguistic
realisation of speaker meaning at different pointgsime. Similarly, the context
proposed by Gricean pragmatics is viewed as a ge@ar-operative Principle
that participants assume one another to believe askrve (cf. Schiffrin
(1994:367)).

2. A note on Grice's theory of conversation

The term Grice's theory of conversatiois used here to refer to a
framework of utterance interpretation which waspased by Grice in his
William James lectures delivered at Harvard in 136W until now only
partially published (cf. Grice (1975)). LevinsorB8B) emphasises that Grice’s
theory is essentially a theory about how people lasguage. It attempts to
show how the hearer (H) decodes the message cfpinaker’s (S) utterance.

Grice (1975) suggests that communication is co-datpay. This means that
the participants engaged in talk exchanges do roatyze sets of disconnected
remarks, but sets of utterances that share a conpugrose or at least an
accepted direction. On the basis of these assungptive proposes the
following Co-operative Principle which guides thenduct of conversation: (1)
The Co-operative Principle (CP) (make your convgosal contribution such
as is required, at the stage at which it occursthey accepted purpose or
direction of the talk exchange in which you areageyl).

This superordinate principle comprises the follagvsubordinate rules or
‘maxims’: (2) The Maxim of Quantity (make your cabution as informative
as is required for the current purpose of the emghaand do not make your
contribution more informative than is required)) The Maxim of Quality (try
to make your contribution one that is true, do s&y what you believe to be
false and do not say that for which you lack adéguevidence), (4) The
Maxim of Relation (or Relevance) (be relevant), The Maxim of Manner (be
perspicuous, and specifically: avoid obscurity, ayalty, be brief, be orderly
(cf. Grice (1975:4)).

3. Critique of Grice’s Conversational Principles

Grice’s theory of Conversational Principles hasrbeariously attacked,
defended and revised by others. Keenan (1974) aamtig® (1978:55) claim
that Conversational Maxims are not universal beeatleey are not so
obviously applicable to some other languages. Broemd Levinson
(1978:298-99) argue to the contrary. Gordon andoffak1971) try to
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formalise Grice’s theory so as to fit it within argerative-semantics grammar.
Lakoff (1973,1975,1977), and Brown and Levinson78Pwould place it
within a larger model of sociolinguistic ‘politer@sHorn (1984:12) reduces
the number of maxims, Sperber and Wilson (1986ucedhe maxims to the
Principle of Relevance, which is criticised by Lesbn (1989). Byrne
(1992:18) emphasises that communication involvess leo-operation than
Grice assumes, and he proposes to replace Gride'svith a Principle of
rational Co-ordination. This principle, howevergses to be nothing else but a
restatement of Grice’s CP. Sarangi and Selembr¢l6k2)) placed Grice’s
framework within experiential realism.

4. Grice's theory of implicature

In a series of influential and controversial papefs Grice (1957), (1968),
(1969)) Grice has argued that the meaning of a womgkneral is a derivative
function of what speakers mean by that word inviigllial instances of uttering
it. That is, the universal ‘type’ meaning, or sétsach meanings, for a given
word is an abstraction from the ‘token’ meaningat tepeakers use in specific
instances. Grice proposes that what a word ‘medarives from what speakers
mean by uttering it; and he further proposes thlaat a particular speaker or
writer means by a sign on a particular occasion nvegll diverge from the
standard meaning of the sidof. Grice (1957:381)). In other words, there is a
distinction between the conventional or natural mmeg of a word and its non-
conventional or non-natural meaning. Although Gsicéheory of non-
conventional meaning is not generally treated asngaany connection with his
theory of implicature, Levinson (1983:101) suggesist, in fact, there is an
important connection between them. According to ihsan (1983), non-
conventional meaning was called an ‘implicature’ ®yice who deliberately
coined this word to cover any non-conventional nagrthat is implied, i.e.
conveyed indirectly or through hints, and underdtamplicitly without ever
being explicitly stated.

A few years after publishing his original papermpaning, Grice sketched
out a theory of pragmatic implication, distinct ficsemantic implication, as a
tool for resolving certain linguistic problems ihet theory of perception (cf.
Grice (1975)).

Implicatures are not semantic inferences, but ratiferences based on the
content of what has been said and some specifiergefns about the co-
operative nature of ordinary verbal interaction.u¥hthe Maxims or the
Principles of Conversation generate inferences theybe semantic content of
the sentences uttered. Such inferences are, bynitiefi conversational
implicatures and they will be determined by thesimitons of the speaker.

87



5. Brown and Levinson's theory of politeness (FTA positive and
negative politeness strategies)

Brown and Levinson (1987) developed the notionfaté’, as crucial to
understanding the theory of politeness. They deffiwe as an emotional build-
up, present in every person, by means of whichranten with others is carried
out. If the interlocutor’s face is lost or threatdn conversation becomes
impossible. Thus, it is in the participants’ intgréo maintain each other’s face.
Everybody's face has two sides: positive and negafositive face is the desire
to be admired and accepted by others. Negativeigattee desire that no action
be restricted by others.

Face threatening acts (FTAs) are acts that, by rthery nature, run
contraryto the face wants of the addressee and/or the spdak Brown and
Levinson (1987:6)). Brown and Levinson (B/L) digfinsh between acts that
threaten the positive face and those that thrediemegative face. Therefore,
they distinguished positive and negative politerstsstegies.

According to Kopytko (1993:93), all pragmatic phemma including
politeness strategies are non-discrete, non-catadjoscalar and fuzzy in nature.
Thus, problems with assignment to particular striate of politeness frequently
arise.

A linguistic-pragmatic account of doctor-patient canmunication
(analysis of English sample material)

1. Discourse asymmetry

There are three models of doctor-patient relatignsthe paternalistic
model, the agency model and the consumer orientatkh{cf. Kreps (1996),
Vanderpool and Weiss (1984)).

In the paternalistic model the degree of asymmistithie greatest since it is
the doctor who is entirely in charge of the intewi In the agency and the
consumer oriented models the asymmetry is redueeduse the patient’s free
will and right to ask questions are respected.

2. Conversational maxims in English medical discaer(analysis of sample material)

All the strategies such as: the use of open oredoguestions, phatic
communication and topic transitions are relatethéonotion of relevance, if the
latter is judged on the basis of the connectedoégsurposes of doctors and
patients (cf. Levinson (1987)).
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Phatic communication directed at the needs of diemt, the use of open
questions by doctors and reciprocal topic shiftstidloute to the consumer and
the agency oriented model of doctor-patient intéwacin which the goals
relevant to the patient are fulfilled, and both pusitive and the negative face of
a patient are respected by doctors (cf. Brown andrison (1987)).

Only in the consumer oriented approach to patisntisere no dichotomy of
goals between doctors and patients. According tenféld (1996), Couplandt
al. (1994) and Ainsworth-Vaughen (1992), this is datyathe case in Australia,
England and America. In Australia, open questiomd$ #he consumer oriented
model of doctor-patient interaction are predominanimedical interviews. In
England the majority of doctors pursue patients/gie issues during medical
interviews. Finally, in America doctors avoid umdeal types of topic transitions.

These findings suggest that the consumer orienp@doach to patients is
widespread in English speaking countries.

Doctors themselves are also not as informative hes tpatients would
require. In fact, there is abundant evidence taesigthat current physicians in
English speaking countries fail to supply consumeith satisfactory level of
health information (cf. Kreps (1990), Hess, Liepn@ard Ruane (1983)). This
implies that to become well-informed consumers néedctively seek out
relevant health information from their doctors andariety of other sources. The
more informative in their explanations the doctars, the better the result of the
treatment. Thus, doctors should try to be as in&dive as possible even though,
some patients do not ask for explanations directly.

Patients can also be underinformative, as in tlaengke given by Coupland
et al. (1994):

Patient (age 67, female); Doctor (male).

Doctor: Right, fine... um... how are you feelingnt
Patient: Not very well at the moment.

Doctor: Not well?

Patient: | have a cold and | in myself, | feel vbad.

Here, (given a scale <well, bad>) we derive a scatglicature (cf.
Levinson (1983)) that: as far as the patient knels is feeling ‘not very well’
which implicates that it is not true that she islifeg ‘very bad’. Later, however,
the patient cancels the implicature by saying 8te is, in fact, feeling ‘very
bad’ and implicates the strongest statement orsthée. This suggests that the
patient was underinformative when saying ‘not vessil’. Thus, she not only
violated the Maxim of Quantity but also the MaxiofsQuality and Relevance.
She was not reliable in what she had said and wisiformationally relevant.

The Maxim of Quantity can be violated in other waysonsson and
Satterlund-Larrson (1987) suggest that doctorslarsg forms of address when
they interview patients or when they want to retukocial distance and respect
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patients’ negative face (by minimising impositiomdaby being conventionally
indirect) (cf. Brown and Levinson (1987)).
In some rare cases doctors do not give clear irttns but are polite by
minimising imposition (using hedges e.g. ‘a litjle’
Doctor: You could perhaps undress a little andogethe couch and then we
will examine you.
Patient: Shall | take everything off?

Thus, the doctor violates the Maxims of Manner {@ambiguity), Quantity
(he is underinformative) and Relevance (he is alby fnformationally relevant),
but preserves the Politeness Principle, and bymnsmg imposition, he respects
the patient’s negative face (cf. Brown and Levingb®87)). The doctor is also
co-operative because the patient recognises impttto be polite (the doctor,
by using a weaker statement ‘a little’ — a hedgeegative politeness — implies a
stronger statement ‘everything’ — I-implicature. (Eevinson (1987)) correctly
arrived at by the patient). The doctor is co-opeeat polite. Thus, one may
suggest that the CP comprises the Principle otdtmlss. The doctor violates the
Principle of Quality to observe the Principle ofliiamess. If there is a clash
between the two principles the Politeness Prinaipéy sometimes win, which
suggests that the two principles are equally ingmdriand that they have the
same place in the hierarchy of maxims.

To sum up, it is possible for both doctors and gua#i to be under or
overinformative. One must also distinguish betw#®n Maxim of Relevance
in terms of the speaker’'s connectedness to hissgaad the Maxim of
Relevance in terms of the speaker’s informatiomainectedness. It is clear on
the basis of the above examples that whenever peaker is over or
underinformative, he is not fully informationallglevant, but he can still be
relevant to his goals. Thus, there are two aspafcteke Maxim of Relevance
(one in terms of the connectedness of goals andother in terms of the
connectedness of purposes). Relevance in ternmtseofdnnectedness of goals
is higher in the hierarchy of maxims since its &i@n makes effective
communication almost impossible.

Grice's Maxims of Conversation in doctor-patient conmunication (analysis
of Polish sample material)

1. Data and methods

The selection of doctors in this study includeseéh internists, of which
thirteen are females and seven are males workihgre in two state hospitals
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in Rzeszéw, and part time in their private practee out-patient clinics. The
age range is from 28 to 55 years of age.

The data was obtained by means of in-person follpwinterviews with
individual doctors conducted by the author. Fivetds agreed to have some of
their interviews with patients recorded by means dfictation machine. Others
did not allow their appointment to be taped in ortblemaintain doctor-patient
confidentiality. In sum, the author obtained forgcorded interviews, and in
each case the patient was asked for permissiorate his or her interview
recorded by the doctor.

2.The Maxim of Relevance in Polish medical interwis
2.1. Explanations, reassurance and advice

Doctors can express empathy and compassion in aammf ways.
Consider, for example, the following exchange:
Patient (age 57, female); Doctor (age 50, maléyate practice.
(a) Doctor: Does your heart beat rythmically, now?
Patient: Yes.
Doctor: There are no changes on the EKG. Nothimgelaous is happening.
Don’t be concerned.
(b) Doktor: Czy to serce bije teraz réwno?

Pacjent: Tak.

Doktor: W EKG nie ma zmian. Nic gtnego s¢ nie dzieje. Proszsie nie
przejmowd.

Here, the doctor is reassuring the patient (p@sipeliteness) that nothing
dangerous is happening and is explaining to heringireasons — positive
politeness) that there are no changes on the EKGs,Tthe doctor by being
informative and empathic in his contribution, rensairelevant to the patient’s
goal, respects her negative face (by using indirenstructions when talking to
her) and positive face (by being optimistic) (cfon and Levinson (1987)).

2.2. Phatic communication and open questions

In phatic communication doctors and patients pusaago-relational goals.
Phatic communication includes: summons, greatindgpositional talk,
familiarity sequences, holding sequences and ‘hawau?’ type of exchanges.

Consider, for example, the following conversation:

Patient (age 85, female); Doctor (age 28, femalegpital.
(a) Doctor: Where did it hurt?

Patient: In the back.

Doctor: In the back?
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Patient: How long am | going to be here?

Doctor: You will lie here for a while. And why ay®u in such a hurry?

Patient: | want to go home.

Doctor: You want to go home. Why?

Patient: The cow is there.

Doctor: The cow is there? So, your son will takeeaaf it.
(b) Doktor: Gdzie panibolato?

Pacjent: Od tytu.

Doktor: Od tytu.

Pacjent: Dtugo tu dmle?

Doktor: Trocle pani poley. A czemu si pani tak spieszy?

Pacjent: Cheis¢ do domu.

Doktor: Chce panist do domu. A czego?

Pacjent: Kréwka zostata.

Doktor: Kréwka zostata? No to syresiajmie.

Here, the doctor investigates the patient’s situmaéind is asking her private
questions. This interest in the patient’s privaitelasion and respect for her
positive face (cf. Brown and Levinson (1987)) oa part of the doctor is a sign
of empathy (positive politeness). Moreover, thetdo@expresses empathy by
repeating the patient's exchanges. One may concthda, that the doctor tries
to be relevant to the patient’'s goal (assuming tiiaipatient expects an empathic
approach).

3. The Maxim of Quantity in Polish medical interwes

3.1. Underinformative medical interviews (scalar inplicatures, clausal implicatures,
the principle of informativeness, R-implicatures)

Both patients and doctors can be underinformatRatients are often
underinformative in the explanations and descniiof their iliness. Doctors, in
turn, may not provide their patients with suffidiexplanations and information
concerning the state of their health or treatmtrategies.

The idea behind scalar implicature is that givestale if the (S) asserts that
a lower point holds, he implicates that a higheinp{leftwards on the scale)
does not obtain (cf. Horn (1972)). Consider, foaraple, the following extract:

Patient (age 46, male); Doctor (age 40, maleyaper practice.

(a) Doctor: Have you suffered from stomach illneldg?e you got an ulcer?
Patient: An ulcer? No. But my stomach has beenrgunhe for several years
all the time.

Doctor: What do you mean by ‘all the time’? All dagd also at night?
Patient: No, not at night.
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(b) Doktor: Nazotadek pan chorowat? Czy ma pan wrzoda?
Pacjent: Wrzoda? Nie. Altadek boli mnie od kilku lat, boli mnie agjle.
Doktor: To znaczy jak gple? Caty dzié i w nocy te?
Pacjent: Nie, w nocy nie.

Here, the patient implies that (given a scale #atl time, sometimes>) a
lower point does not obtain. He is, however, undermative because the higher
point does not obtain either (‘all the time’ andotnat night' are mutually
exclusive). The patient, thus, is also not fulljonmationally relevant. He is
violating the Maxims of Quantity, Relevance (innsrof informativeness), and
Manner (he is ambiguous).

6. Conclusions

The analysis of Polish and English sample matestadbws that both
doctors and patients can be over or underinforreatind, thus, not fully
informationally relevant. However, they may be velet to their goals at the
same time. This strongly suggests that there aceaspects of the Maxim of
Relevance: the first one in terms of relevancé&(8’s) or the (H's) goals and
the second one in terms of informativeness or coa@ess of information.
The second aspect of the Maxim of Relevance lilies Maxim of Quantity
(since, if violated, they are always jointly vicda). The Maxim of Relevance
being more abstract and complex, seems to be bdagger in the hierarchy
of maxims than the Maxim of Quantity. It is the supaxim of Quality,
however, which is the first in the hierarchy of nmg in medical discourse
because it almost always has to be observed (edlyediy patients) if
communication is to be efficient. It wins wheneteere is a clash between it
and the other maxims, except for the Principle ofitness. Similarly, the
Maxim of Manner should be treated as an independeatbecause it differs
from the three other maxims in that it refers te torm and the way in which
something is said, and not to the content. Moreother analysis carried out
shows that Brown and Levinson'’s Principle of Paléss should be viewed as
equal to the Maxim of Quality (it is the patient avbBxpects to be treated with
politeness and the doctor who expects truthfulfress the patient).

On the whole, Grice’s framework should be viewedaasideal scheme
(not a realistic one) in which full co-operation tlween conversation
participants is aimed at or approximated. To preséne CP, then, one has to
treat it as a guideline which can make communicatiaore effective and
which can be observed to a greater or lesser extent

The Principles of Relevance and Quantity functiopitedifferently in the
two cultures. In English language culture the gadilpatients and doctors are
the same, which makes their communication morece¥e. English speaking
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doctors try to provide their patients with: (a) feziént information; (b) they
are empathic toward their patients; (c) they usenoguestions and raise social
issues during medical interviews; finally, (d) they to be polite and avoid
obscure or ambiguous expressions. English spegddtignts, in turn, try to be
truthful and relevant in their answers to doctaygéstions. In most cases they
also respect their doctors’ time by avoiding to vile them with totally
irrelevant information. In sum, English speakingicwies favour the consumer
oriented approach to patients in which there ttelior no dichotomy of goals
between doctors and patients, and in which Griga@xims tend to be
observed.

In Poland, there is a dichotomy of goals betweeantats and patients
because Polish doctors work in a different redlitgn English doctors. The
majority of health care services are cost free ataRd, which encourages
people to overuse them. In other words, some pea@ptend medical
consultations more often than they need to, ané assult, doctors work
under time pressure. In this situation, Polish dotwho work in state
hospitals or state out-patient clinics do not haivee: (a) to be empathic
enough toward their patients, (b) to provide therthvenough information,
(c) to raise social issues during medical intergeamd sometimes even to be
polite. They violate the Maxim of Relevance and @ity (and, thus, are less
co-operative). They try not to use obscure and guouis language
expressions. Polish patients, in turn, sometimesl t® be overinformative
and vague in their explanations (they violate thexih of Quantity,
Relevance and Manner). Polish doctors take thewuoas oriented approach
primarily in their private practice, and less oftenhospitals and state out-
patient clinics.

Moreover, the analysis of doctor-patient commumcatand specifically
Grice’s maxims in this type of interaction have y@d Schiffrin’s claim:the
analysis of function inevitably leads to thealysis of structurdcf. Schiffrin
(1994)). The most clear example supporting thigestant comes from the
analysis of the Maxim of Quantity and its implicas which lead to the
identification of scales and hedges. The patienbadruthful and informative
employs certain characteristic structures (e.ggesd Similarly, the doctor to be
polite uses indirect structures, reciprocal comsions, open questions and other
devices.

To sum up, it is the goal of the patient to belifukand relevant in his or
her answers to the doctor’'s questions becausdaghabat the doctor expects.
The expectations of patients, however, are focusede on the doctor’s
handling of politeness phenomena in their intetrefawith patients.
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