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A Conceptual Guide for Health Services
Researchers

Caroline K. Tietbohl'”’ and Anne E. C. White?

Abstract

The quality of healthcare communication can impact both experiences and outcomes. We highlight aspects of
communication that can be systematically examined using Conversation Analysis (CA) and provide guidance about how
researchers can incorporate CA into healthcare studies. CA is a qualitative method for studying naturally occurring
communication by analyzing recurrent, systematic practices of verbal and nonverbal behavior. CA involves examining
audio- or video-recorded conversations and their transcriptions to identify practices speakers use to communicate
and interpret behavior. We explain what distinguishes CA from other methods that study communication and highlight
three accessible CA approaches that researchers can use in their research design, analysis, or implementation of
communication interventions. Specifically, these approaches focus on how talk is produced (specific words, framing, and
syntax), by whom, and when it occurs in the conversation. These approaches can be leveraged to generate hypotheses

and to identify patterns of behavior that inform empirically driven communication interventions.
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Introduction

Communication between stakeholders—including pro-
viders, patients, family members, caregivers, interpreters,
teams, departments, and institutions—is at the core of
healthcare delivery. The quality of this communication
can impact not only the effectiveness of patient care
(Barnes, 2019; Drew et al., 2001; Gill & Roberts, 2013;
Heritage & Clayman, 2010; Heritage & Maynard, 2006;
Parry & Land, 2013) but also provider job satisfaction or
burnout (Armstrong & Holland, 2004; Chang et al., 2018;
Congiusta et al., 2020). In this article, we highlight differ-
ent aspects of communication that can be systematically
examined using the method of Conversation Analysis and
provide conceptual guidance about how health services
researchers can incorporate this method into future stud-
ies aiming to understand and improve healthcare.
Conversation Analysis (CA) is a method for studying
naturally occurring communication by analyzing recurrent
and systematic practices of verbal and nonverbal behavior.
CA involves examining audio- or video-recorded conver-
sations in both everyday and institutional contexts (e.g.,
patient visits, hospital discharges, 911 calls) to identify
practices that speakers use to communicate (Schegloff,

2007; Sidnell, 2010; Sidnell & Stivers, 2013). In health-
care settings, these practices can then be further analyzed
and linked to medical outcomes (Robinson & Heritage,
2014), healthcare provider experiences and patient experi-
ences (Hood-Medland et al., 2021; White et al., 2021).
Although CA is a prominent method in sociology, linguis-
tics and social psychology, it can be perceived as having a
steep learning curve (Barnes, 2019).

This article is a conceptual guide to introduce research-
ers to the method of CA and some accessible analytical
approaches that can be incorporated into health services
research. While CA can be used to analyze many aspects
of communication—including silences, prosody, overlap-
ping talk, and more—in this article, we focus on three
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approaches that reflect each component of the primary
analytical question underlying CA: Why did this person
say that, now? (Schegloff & Sacks, 1973). Specifically,
we discuss how researchers can use CA to analyze how
and what participants say (turn design), who said it (who
does what), and when (timing) in order to better under-
stand the impact of communication in healthcare. We
highlight relevant articles that use these three analytical
approaches and include a purposeful sample of studies
that reflect (a) both classic and more recent publications,
(b) a variety of healthcare settings, and (¢) clear implica-
tions that have been (or can be) translated to pragmatic
research studies (e.g., comparative effectiveness research,
randomized controlled trials). To contextualize these
three approaches to CA, we provide a brief history of the
method, background information about how CA com-
pares to and can be used with other methods, and an over-
view of the steps involved in analysis. We conclude by
describing the practical knowledge that can be gained
from these analyses and highlighting how researchers can
incorporate CA findings into their own work (e.g., in
research design, analysis, or interventions).

Brief History of Conversation
Analysis and Applied Medical
Conversation Analysis

Conversation Analysis was founded in the 1960s by soci-
ologists who viewed conversation as a social institution
that could be systematically studied (Pomerantz, 1997).
These founders sought to show that talk was not altogether
random and chaotic, but rather offered the possibility of
demonstrating “order at all points” (Sacks, 1992) by look-
ing at its sequential organization. That is, talk (and nonver-
bal communication) is replete with recurring patterns such
that even the smallest elements (e.g., “oh” (Heritage,
1984), “ow” (Heath, 1989), in-breaths (Schegloft, 1996),
eye gaze (Rhodes et al., 2008; Rossano, 2013)) are subject
to analysis in terms of the interpersonal and relational work
they perform. CA can be used to identify generalizable pat-
terns “which do not arise from or depend upon participants’
idiosyncratic styles, particular personalities or other indi-
vidual or psychological dispositions” (Drew et al., 2001, p.
60). The method is used to examine ordinary conversations
in both everyday and more specific contexts (e.g., medi-
cine, classrooms), and can account for universal practices
across languages as well as local cultural variations in lan-
guage use (Stivers et al., 2009).

Clinicians and academics have long recognized that the
therapeutic benefit of patient visits extends beyond clini-
cians’ medical expertise, but also includes social and rela-
tional aspects of patient—clinician communication and time
together (Balint, 1957; Heritage & Maynard, 2006; Korsch
et al., 1968). As US physician Eric Cassel described,

“Spoken language is our most important diagnostic and
therapeutic tool and we must be as precise in its use as is a
surgeon with a scalpel” (1985, p. 4). Studying naturally
occurring conversations in medicine became an estab-
lished research agenda across various disciplinary groups
(including psychoanalysts, medical educators, and sociolo-
gists) in the mid-20th century when portable recording
devices allowed for medical encounters to be captured
(Barnes, 2019). In the 1970s, Patrick Byrne and Barrie
Long, a UK general physician and social scientist, respec-
tively, led a groundbreaking study that audio-recorded
2500+ consultations, transcribed them verbatim, and
enabled these researchers to theorize what the facilitators
and barriers were to patient-centered care (Byrne & Long,
1976). This study, in addition to other pioneering commu-
nication studies based on recorded medical encounters, is
still broadly cited today in both medical education and
research (Cassell, 1985; Mishler, 1984).

Conversation analysts have been interested the in life
and death consequences of communication since the field’s
inception. Indeed, one of the founders of the method,
Harvey Sacks, wrote his dissertation based on recorded
phone calls to a suicide-prevention hotline (Sacks, 1987).
While CA as a theory and method was originally developed
“to build a formal science that would provide for the inter-
actional organization of conversation” (ten Have, 2001, p.
3), applied CA can refer to (a) “applying” the findings of
“pure” CA to institutional settings (e.g., medical visits) and
(b) “applying” CA findings to advise people and organiza-
tions how practical problems in communication might be
resolved to improve outcomes (ten Have, 1999). Christian
Heath was the first conversation analyst to specifically situ-
ate his research in the medical setting with his examination
of “The opening sequence in doctor—patient interactions”
(Heath, 1981). Paul Drew and John Heritage’s book, “Talk
at work: Interaction in Institutional Settings” (Heritage &
Drew, 1992) was the first collection of applied CA work,
which included studies on clinician—patient interactions in
addition to analysis on news-interviews, court proceedings,
and service encounters. Since these early days applied CA
studies of medical consultations have become widespread
(see Heritage & Clayman, 2010; Heritage & Maynard,
2006 for in-depth reviews), with thousands of hours of
recordings gathered across medical specialties (Bergen,
2019; Tate, 2018), countries (Kawashima, 2017; Wang,
2020), and geographic areas (Bergen et al., 2018).

Distinguishing Conversation Analysis
From Other Methods

Conversation Analysis is one of many methods used to
study healthcare communication, but a few features make it
distinct from other approaches (Parry & Land, 2013). First,
CA research studies naturally occurring conversations,
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while other methods (e.g., interviewing, focus groups, sur-
veys) rely on participant recall of previous interactions.
Second, CA analyzes audio- or video-recordings and their
transcriptions, which allows other researchers to examine
the data themselves (Sacks, 1984). This is distinct from
other observational methods (e.g., ethnography) that can
also study naturalistic conversations but do not permit (re)
watching recordings for more granular analyses or for reli-
ability. For example, ethnographic fieldnotes may allow
researchers to count how many questions patients asked
during visits, while CA researchers can analyze how exactly
patients formulated their questions. Third, CA is specifi-
cally focused on the interactive and collaborative nature of
talk. That is, CA is concerned with understanding the inter-
action between two or more people talking “live” in the
“here and now” and examines the ways in which each
speaker’s talk can affect what is said next. This differs from,
for example, critical discourse analysis which can be used
to examine how communication in many forms (e.g., text,
media, or graphics) can shape and limit the roles, relation-
ships, or practices within a healthcare institution (Hodges
et al., 2008). Fourth, CA identifies patterns of communica-
tive behavior rather than common topics of conversation
(e.g., thematic or content analysis (Forman & Damschroder,
2007)). Lastly, CA takes a sequential approach to analysis,
linking speaking turns to what was said before and after. CA
researchers work chronologically through a conversation to
understand what speakers are trying to achieve at each
moment by considering factors such as the knowledge of
each speaker, their relationship, and the context in which
the conversation occurs. This differs from deductive coding
systems (e.g., Roter Interaction Analysis System (Roter &
Larson, 2002)) that extract talk into predefined variables
and do not account for the surrounding sequential context.

Using Conversation Analysis With
Other Methods

Conversation Analysis is a versatile qualitative method and
is well suited for mixed- and multi-method studies of vary-
ing size and scope. Scholars can also use CA to analyze
data across cultures, languages, and teams. For example,
Henry et al. (2020b) explained how CA can help maximize
the clinical relevance of video-recorded data through inter-
disciplinary research to ensure that research questions will
be based on scholarship from the social sciences, resonate
with clinical practice, and produce results that fit educa-
tional needs. CA projects can examine communication
practices in single-case analyses (Gill et al., 2001;
Schegloff, 1987) while also identifying robust patterns
across large datasets (Drew et al., 2001). Large datasets are
even publicly available for other researchers to analyze
(Jepson et al., 2017). While CA is most commonly used as
an inductive method, CA findings can also be used

deductively such as in randomized controlled trials
(Kronman et al., 2020; Opel et al., 2020).

Conversation Analysis is especially useful for mixed-
methods studies because analysis allows for the quantifi-
cation of certain sorts of practices (Stivers, 2015; White,
2020a). Thus, the same dataset can be analyzed both qual-
itatively and quantitatively. For example, researchers can
qualitatively identify consequential communication prac-
tices (e.g., techniques to elicit patient concerns) and then
analyze their prevalence or association with certain vari-
ables. Additionally, CA can relate specific communication
practices to outcome measures (Barnes, 2019), including
measures observable in the recording (e.g., physician
responses to requests (Henry et al., 2020a; Pichonnaz
et al., 2021)), survey measures (e.g., patient/physician
visit experiences (Hood-Medland et al., 2021; White
et al., 2021)), treatment decisions (e.g., vaccine accep-
tance (Opel et al., 2015)), or more distal outcome mea-
sures (e.g., treatment adherence (Lutfey, 2004)).

Researchers can also use CA to better understand how
to use other methods in these settings. For example,
researchers have described how CA can improve response
rates to telephone interviews. Maynard et al. (2011) ana-
lyzed recorded telephone interviews and found that inter-
viewers were more successful at recruiting participants
when they tailored their requests to how the talk devel-
oped in the early moments of the call. That is, more suc-
cessful interviewers adjusted their talk (see Sacks et al.,
1974 on recipient design) by calibrating their requesting
practices to the vocal and non-vocal (e.g., silences, into-
nation) cues of potential participants rather than strictly
following a recruitment script.

Conversation Analysis Research
Conventions

This article is a conceptual guide to introduce researchers
to the method of CA and some accessible analytical
approaches that can be incorporated into health services
research. In this section, we highlight a few key points
regarding recommended standards for CA and reference
additional resources that discuss the processes of data
collection and analysis in more detail. First, while CA
makes wuse of particular transcription conventions
(Jefferson, 2004) that capture the details of spontaneous
communication more fully (e.g., silences, overlapping
talk, and intonation), we recommend first completing a
basic verbatim transcription. This provides a helpful
starting point for CA projects and also leaves the data
ready for other analyses (e.g., video elicitation interviews
(Henry & Fetters, 2012)).

Analyzing data then follows in four broad stages:
collection-building, individual case analysis, pattern-
identification, and accounting for or evaluating patterns
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(Toerien, 2014). Collection-building includes induc-
tively and systematically reviewing data for all candi-
date cases of a particular practice in the dataset (e.g.,
expressing empathy). Individual case analysis includes
careful examination of both the design of each speaker’s
utterance and the order in which they are spoken (i.c.,
sequence organization) (Schegloff, 2007). These first
two stages are intertwined and iterative; for example,
individual case analyses can clarify what “counts” as an
instance for the collection, thereby shaping which phe-
nomenon will then be analyzed in more detail (e.g.,
defining which responses count as “expressing empa-
thy”). In the pattern-identification phase, analysis of
individual cases and cross-case comparisons are con-
ducted to identify patterns within a collection (again,
attending to both design and sequence organization).
Collections can take a cross-sectional approach or a lon-
gitudinal approach (White, 2017), affording different
research questions to be examined. Conversation ana-
lysts have written about considerations involved in
collection-building elsewhere (Clift & Raymond, 2018;
Higginbotham & Engelke, 2013; Mondada, 2013). The
final stage of accounting for and evaluating patterns
moves beyond describing the pattern to address its inter-
actional and social consequences (e.g., “so what?”).
That is, examining not only what the particular commu-
nication pattern looks like, but also its practical implica-
tions for the participants involved (e.g., how the format
of a patient’s request can influence the treatment they
receive (Feldman et al., 2006).

Three Analytical Approaches to
Conversation Analysis: Why Did This
Person Say That, Now?

In the sections that follow, we highlight three approaches
to CA that reflect each component of the primary analyti-
cal question underlying CA: Why did this person say
that, now? (Schegloff & Sacks, 1973). These approaches
can be leveraged during collection-building and subse-
quent analyses in health services research.

Approach #1: Turn Design

How speakers formulate their speaking turns, or utter-
ances, is consequential in communication research
because the ways in which people speak to one another
builds shared meaning during interactions. Turn design
refers to how a speaker constructs their utterance (Drew,
2013). Speakers employ a variety of resources when
building their speaking turns, and we will focus on three
resources (word-choice, topic framing and syntax) as we
find these to be the most approachable to researchers
across disciplines. Examples of other turn design

resources speakers use include phonetics, prosody, mor-
phology, gesture and other bodily movements (e.g., eye
gaze), which can require a more specialized training or
use of software (e.g., Praat to study prosody, ELAN to
study eye gaze) for analysis.

There are many ways to say the same thing, so
understanding the choices that speakers make about
how to communicate are important. The resources peo-
ple use to describe themselves, others, circumstances—
and everything else—can impact outcomes. In
medicine, for instance, the variability in how physi-
cians design their speaking turns to conduct verbal
“standardized” questionnaires is shown to affect
patients’ scores (Antaki, 1999; Fujimori et al., 2014).
There are multiple ways to investigate turn design, and
Table 1 presents examples of studies investigating the
three resources this article highlights: specific word-
choice, topic framing, and syntax.

Focusing on a specific word can be a useful way to
reveal how people understand a situation and to test the
impact of small changes in communication. For exam-
ple, Heritage et al. (2007) found that changing a single
word (from “any” to “some”) when physicians solicit
additional concerns significantly increased the number
of concerns that patients voiced without significantly
increasing visit length. One benefit of analyzing spe-
cific words is that transcripts can easily be searched.
Sikveland and Stokoe (2020) analyzed how the verbs
talk versus speak can disparately impact crisis negotia-
tions, showing that persons in crisis were more likely to
overtly reject proposals to engage in dialogue formu-
lated with talk compared to speak. Additionally, exam-
ining specific words lends itself to quantitative
investigations which test communication behavior
associations with one another (Stivers, 2002) or with
exogenous variables such as questionnaire responses
(Mangione-Smith et al., 2003; Stivers, 2005b; Stivers
et al., 2003).

Another way to examine turn design is to focus on
how a topic is framed; that is, examining the collection of
words used to describe something. This may include fea-
tures such as the degree to which a topic is described
(e.g., with qualifiers: “a lot,” “sometimes” (White,
2021); or mitigations: “You might have . . .” (Heritage &
McArthur, 2019)), the valence (i.e., negative or positive)
of the words involved (Callon et al., 2016), or their social
meanings (Tietbohl, 2022). For example, Stivers (2005a)
found that pediatricians framed treatment recommenda-
tions either for or against a medication and that parents
were more likely to resist recommendations against treat-
ments (e.g., “We don’t need to put her on any antibiot-
ics.”). Analyzing framing can also help determine the
best ways to discuss sensitive topics such as end-of-life
concerns (Maynard et al., 2016) or bad news (Maynard,
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Table I. Examples of Conversation Analysis Research using Approach #1: Turn Design.

Example

Impact

“Is there something else you want to
address in the visit today?” versus
“Is there anything else you want to
address in the visit today?”

“I just want to talk to you.” versus
“I'd like to speak to you.”

Treatment-implicative advice: “You
have to take your medicines every
day . . . we really need to get
that [cholesterol] under control.”
versus Plain advice: “Maybe you can
increase the walks during the day.”

Validation: “Nobody wants to hear
that diagnosis.” versus Bright
side: “But at least you have a

Presumptive: “Well, we have to do
some shots.” versus Participatory:
“How do you feel about vaccines?”

Interrogative: “| wanted to ask you

Level of
Article analysis Research question
Heritage Specific Is there a specific word
etal, word- physicians can use
2007 choice to more effectively
solicit patients’
additional concerns?
Sikveland Specific How does word-
& word- choice impact crisis
Stokoe, choice negotiation with
2020 individuals who
threaten suicide?
Bergen, Topic How does physician
2020 framing delivery of behavior
change advice impact
the likelihood that
patients will accept?
Tietbohl, Topic How should physician
2022 framing expressions of
empathy be designed
and when are they companion.”
most effective?
Opel Syntax How does the
etal, physician’s format
2018 of childhood vaccine
discussions impact
vaccine acceptance!
White, Syntax How does the design
2021 of patient initiations

of additional
concerns impact
the likelihood of
receiving help?

if you’ve looked at how my shins
get red sometimes . . . is there any
certain thing that’s causing that?”
versus Informing: “| just got an
injection in my knee.”

The “some” intervention
eliminated 78% of unmet
concerns

Persons in crisis were more likely
to overtly reject proposals
formulated with talk (vs. speak)

Patients were significantly more
likely to accept behavior change
recommendations that were
framed as treatment-implicative
advice (vs. plain advice)

Empathic validation is accepted
when it matches the valence
of the patient’s feelings but
rejected when it does not (e.g.,
giving a “bright side” when the
patient reports negative feelings)

Presumptive (vs. participatory)
discussion formats are
associated with increased
immunization

Physicians were significantly more
likely to help patients who
used an interrogative design
(vs. informing) when presenting
additional concerns

2017). For example, McCabe et al., (2017) used CA to
examine how healthcare professionals assess suicide risk
and found that negatively phrased questions bias patients’
responses towards reporting no suicidal ideation.

Finally, turn design can also be analyzed in terms of
syntax, or the study of sentence construction. Medical
training often discusses the importance of syntax in terms
of open- or closed-ended questions, and CA expands on
this logic. For example, one study found that physician
assertions (“We need to ...”) set up expectations of
agreement and therefore reduced opportunities for
patients to participate in shared decision-making (Jackson
etal., 2017). Such analyses elucidate not only what varia-
tions in syntax look like and how they impact outcomes,
but also contextual factors that shape the use of one type
over another (Bonnin, 2017; Stivers et al., 2017). Further,
expectations around what people should talk about (and
how) changes with time, meaning that turn design should
be continually examined and reexamined.

Approach #2: Who Does What

In CA research, another analytical approach is to examine
who is doing what in a conversation (e.g., visit role:
patient, clinician, caregiver; demographics: gender, age,
race; physician type: intern, attending; specialty). Who
asks the questions? Who opens the clinic visit? Who
brings up a certain topic? Who switches the topic? The
list of “who” questions is indefinite, can be analyzed for
every conversation, and can be tailored for specific con-
texts depending on the research question. Answering
“who does what?” can inform empirical questions, reveal
more nuanced insights, and contribute to systemic
changes. For instance, early work on healthcare commu-
nication focused on the asymmetrical distribution of
questioning between physicians and patients (Frankel,
1984; West, 1983), highlighting not only a dearth of
patient questioning but also a preference for patients not
to do so. These findings about “who asks the questions?”
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Table 2. Examples of Conversation Analysis Research using Approach #2: Who does What.
Article Topic Finding Impact
Frankel, Who asks questions Frankel found the majority of physician talk consisted The realization that patients
1984 during patient visits? of questioning patients. In contrast, patient talk barely asked questions
West, almost never included questions. during visits galvanized
1983 West, building on Frankel’s discovery, sought to research to promote
understand why patients questioning physicians is patient-empowered care
“dispreferred” and uncovered the structural patterns
of communication that have led to this outcome
Maynard,  Who broaches difficult Physicians use communication techniques (e.g., Changing the way that
2003 topics like delivering forecasting, shrouding) that guide patients towards information is delivered
Pino bad news (Maynard) difficult conversations. Creating space for patients can promote active patient
etal, and initiating end-of-life to initiate certain topics and make inferences for participation in medical
2016 discussions (Pino et al.)? themselves promotes patient autonomy care and make difficult
topics easier to discuss
Plug Who first brings up the Patients with epilepsy volunteered accounts of Recognizing communication
etal, topic of the patient’s seizures, while patients with non-epileptic seizures patterns in different patient
2009 illness experience? waited for accounts to be solicited populations can shape a
differential diagnosis
Bergen Who (by nationality) American patients typically resist recommendations Communication trends
etal, resists treatment for non-prescription treatment while English patients reflect broader social
2018 recommendations in typically resist recommendations for all types of contexts and cultural

primary care?
prescribing

treatment and display an expectation of cautious

norms

helped galvanize the recalibration of healthcare towards a
patient-centered care approach. Table 2 presents exam-
ples of studies using this approach.

Some analyses of “who does what” highlighted in
Table 2 have identified communication practices that
physicians can use to discuss difficult topics. In studies
about how physicians deliver diagnoses, Maynard (2003)
discovered that it was actually patients (or parents) who
first articulated the diagnosis. This counterintuitive dis-
covery led to an analysis of the communication tech-
niques physicians use to forecast bad news, which allows
recipients to slowly come to the diagnostic realization
themselves, be the first to articulate it, and consequently
have a better experience accepting and understanding the
diagnosis. Similarly, Pino et al., (2016) found that in pal-
liative care settings there is a preference for patients to
introduce the topic of end-of-life care because this allows
them to take control of their dying experience. In Fosgerau
and Davidsen’s (2014) study comparing how general
practitioners and psychiatrists differentially responded to
patient expressions of shame related to their experience
with depression, general practitioners prompted patients
to elaborate on their reflections while psychiatrists did
not, resulting in different levels of shared decision-
making. In addition, CA studies have highlighted the
important roles that other members of the medical team—
such as interpreters—can play through the use of particu-
lar communicative strategies (Bolden, 2000; Raymond,
2014a, 2014b).

Conversation Analysis also exposes the ramifications
of participants occupying certain communicative roles. In
an era of patient-centered and team-based care, the issue
of who is responsible for different aspects of communica-
tion is important. Changing expectations around each
person’s role (e.g., increased patient responsibility to
raise concerns, division of labor across team members
caring for the same patient) means that it is important to
examine who is bringing up which topics and to under-
stand what impact this can have on outcomes or the expe-
rience of care delivery (Hood-Medland et al., 2021;
White et al., 2021).

Approach #3: Timing

Timing is another principal focus in CA. For instance,
when a topic gets discussed can be consequential because
the same phrase can be heard—and responded to—
differently depending on its timing. Using an example
from everyday life, imagine a friend asking “How are
you?” at the beginning of the call versus later in the con-
versation. The former is typically heard as a standard
greeting and elicits a perfunctory “fine” response, while
the latter is heard as a genuine question and elicits more
elaboration. Thus, the same exact phrase asked at differ-
ent “times” can be construed as two different questions,
resulting in two different answers.

Timing helps to paint the interaction with context, and
when analyzing data, it is important to first work through
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Table 3. Examples of Conversation Analysis Research using Approach #3: Timing.

Article Topic Finding Impact
Mangione-  When do physicians Sharing “no problem” findings during the Analyzing when physicians share
Smith share physical examination is a communication technique that examination findings revealed
etal, examination may provide an effective and efficient method that doing certain tasks at specific
2003 observations? for physicians to resist perceived expectations to times can impact the frequency of
prescribe antibiotics without increasing visit length antibiotic prescribing
White, When do general Unlike acute, primary care visits (J. White et al., Comparing when communication
2018 surgery patients 1994) patients in general surgery visits do not wait practices occur in different
initiate additional to present “door knob concerns.” 60% of patient- medical settings can inform more
concerns? initiated concerns in surgery visits occurred before tailored recommendations about
the physical examination, compared to 14% after the best way to conduct certain
the physical exam activities
Robinson  When should Physicians were significantly more likely to elicit Asking the same question but at
etal, physicians solicit patient’s additional concerns when they asked different times in a visit can result
2016 additional concerns? about them earlier versus later in visits in different patient responses
Ford When should Physicians can administer the Patient Health Physicians can leverage an objective
etal, physicians Questionnaire (PHQ-9) before or dfter delivering a and diagnostic tool to facilitate
2020 administer treatment recommendation for anti-depressants. communication about different
a diagnostic Depending on when physicians administer this topics depending on when the
questionnaire? tool, it can facilitate either (a) diagnosis or (b) tool is administered
resolving patient treatment resistance
Barnes When should Physicians were trained to use an intervention Dynamically evaluating both
etal, physicians deliver an called “BATHE” to screen for psychosocial issues. how and when an intervention
2018 intervention? When administered too early, these screening is delivered can increase an

questions were misunderstood by patients as
pertaining to their chief complaint rather than the

intervention’s efficacy

psychosocial context for their problems

the transcripts chronologically to understand what the
participants themselves knew up until that moment of the
conversation. This fine-grained, sequential approach to
understanding when something occurs relative to another
activity is a core principle of CA (Schegloff, 2007) that is
underutilized in communication interventions. Table 3
presents examples of studies that analyze timing.

To demonstrate the analytic relevance of timing in a
medical setting, consider when additional concerns—that
is, medical concerns that are unrelated to the main reason
for the visit—are brought up (Robinson, 2003; White,
2018). By looking at when concerns are initiated in rela-
tion to the phase of acute primary care visits, researchers
found patients often raise them during the closing phase
of the visit, commonly referred to as “door knob presen-
tations” (Rodondi et al., 2009; White et al.,1994). This
finding exposed a timing problem and subsequent com-
munication interventions sought to mitigate their occur-
rence by having physicians solicit additional concerns
earlier in the visit (Robinson et al., 2016). A recent study
set in a general surgery clinic found that when patients
initiate additional concerns affects how likely surgeons
were to help them (White, 2021). Surgeons were signifi-
cantly more likely to help concerns initiated earlier in the
visit (White, 2021), which aligns with research that shows

earlier topics get discussed for longer durations of time
versus later topics (Tai-Seale & McGuire, 2012).

Another way to examine timing using CA is to look at
communication practices relative to another activity or
discussion. For example, in a study about when surgeons
raise additional concerns (White, 2020b), the timing of
these concerns was not tied to the visit phase but to when
the surgeon noticed it. Similarly, primary care physicians
examining children for potential bacterial infections were
found to share their observations while still examining
them (Heritage & Stivers, 1999). Researchers found that
this particular timing of sharing “no problem” examina-
tion findings helped to curtail parental resistance for non-
antibiotic treatment recommendations later in the visit
(Mangione-Smith et al., 2003).

Applications in Medicine

In addition to highlighting three techniques to using CA
that can be used independently or together, we suggest
how CA can benefit health services research and delivery
science. A close analysis of communication practices is
important for understanding what macro-level changes
(e.g., in structure, policy, and technology) look like in
practice (Antaki, 2011). For example, the coronavirus
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disease 2019 pandemic necessitated the rapid develop-
ment and implementation of technology solutions, lead-
ing many in-person conversations to be conducted via
phone or video calls. CA has been used to understand
how the shift to electronic communication may impact
healthcare (Meredith & Potter, 2014). Additionally,
microanalysis of communication can also elucidate how
macro-level patterns emerge, such as how communica-
tion practices contribute to variations and disparities in
care (Stivers & Majid, 2007; Waitzkin & Stoeckle, 1976).

As a qualitative method, CA is especially useful for
inductively generating hypotheses that can then be
expanded on in future studies involving a range of study
designs. For example, in an initial cross-sectional obser-
vational study, Opel et al. (2015) found that the framing
of a healthcare provider’s communication about vaccines
was related to the likelihood of parental vaccine accep-
tance. Opel et al. subsequently expanded on these find-
ings with a prospective cohort study (2018) and then a
cluster randomized controlled trial (2020) to test the
effectiveness of the communication strategy that was first
identified in the original study. By examining kow talk is
designed, who is speaking or carrying out particular
actions, and when different activities occur, CA can iden-
tify patterns of behavior that inform empirically driven
communication interventions (Heritage et al., 2007), ran-
domized controlled trials (Kravitz et al., 2005; Kronman
et al., 2020), and communication skills training (O’Brien
et al., 2018; Parry et al., 2018; Stokoe, 2014).

The level of detail from CA analyses can provide precise
insights about how to conduct research at all stages. CA can
be used to more effectively recruit and consent participants
(Wade et al., 2009) and can also inform the structure of inter-
ventions. For example, by using one of the three analytic
approaches highlighted in this article, researchers can use
CA to identify what exactly clinicians should say (Heritage
etal., 2007) who should say it (Maynard, 2003), and when to
maximize positive outcomes (Opel et al., 2020). Researchers
can also use CA to better understand factors that may pro-
mote an intervention’s effectiveness (Robinson & Heritage,
2014). Moreover, CA can facilitate evaluation when used to
assess the intervention’s implementation fidelity (Barnes
et al., 2018) and to identify predictors of future success or
best practices (Albury et al., 2020).

While findings from larger-scale trials are impactful, stud-
ies that are more limited in scope or that involve a smaller
qualitative component can also use CA to make valuable
contributions. For example, influential CA studies have
drawn on fewer than 100 patient visits (Barnard et al., 2010;
Heritage & Lindstrom, 1998) or even single-case analyses
(Gill et al., 2001; Schegloff, 1987). Findings from smaller
studies can serve as the foundation for robust lines of inquiry
that provide evidence for a range of practical dilemmas that
clinicians and patients encounter. For example, early work on

how to elicit patient agendas (Beckman & Frankel, 1984)
examined only 74 office visits, yet, these findings have since
informed thousands of research articles as well as medical
education and clinical practice. Given its focus on the col-
laborative nature of talk, CA is especially useful for uncover-
ing the ways in which new health policies or technologies
can impact what happens in “real life” (Barnes, 2019), an
important goal in a changing world.

Limitations to Conversation Analysis

Conversation Analysis shares similar limitations to other
qualitative methodologies. Studies are limited to the spe-
cific participants and geographic location involved and,
depending on the study size and design, may not generalize
to other settings or populations. For example, some CA
studies are cross-sectional and capture only a single encoun-
ter of a patient or clinician behavior, which may not capture
the full range of participant behavior over time. Additionally,
it is possible that only certain types of patients or healthcare
providers might consent to being video recorded. Research
on the effects of recording encounters (i.e., the Hawthorne
effect) are inconclusive, but prior work suggests that audio
recording of clinic visits does not significantly affect the
topics discussed (Henry et al., 2015).

While CA has its limitations, efforts can be made to
manage them. For instance, CA studies can combine data
sets collected across geographic locations to help
strengthen generalizability (e.g., through collaboration
with other researchers who possess comparable data
sets). CA researchers have also become more vigilant in
their research design and recruitment procedures to col-
lect purposeful samples that include a wider range of par-
ticipants who better represent their local populations.

Furthermore, CA employs a strict protocol of only ana-
lyzing what is publicly available to the participants in the
recorded material (e.g., what they say aloud, visible nonver-
bal behaviors). Patients may also have unspoken reasons
for their behaviors which CA does not address, such as their
level of health literacy (Koenig, 2011). As such, CA studies
may not account for contextual factors that come to bear on
the interaction (e.g., clinic running late, staffing changes or
shortages) or other conversations patients have had with the
healthcare team (e.g., with the check-in nurse; online portal
messages). In order to conduct such investigations,
researchers can combine CA with other methods such as
in-depth interviews, ethnographic observations, document
review, or video elicitation interviews.

Conclusions

The quality of healthcare communication is an important
factor that can influence medical outcomes, and
Conversation Analysis is one useful tool that researchers
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can use to understand and improve it. The healthcare sys-
tem involves constant communication across individuals
and contexts, and there are many possible ways that
speakers can choose to communicate with one another. In
this conceptual guide, we have introduced the method of
CA and described three accessible analytical approaches
that researchers can employ in studies of healthcare com-
munication. Specifically, these approaches focus on how
talk is produced (specific word-choice, topic framing,
and syntax), by whom, and when it occurs in the conver-
sation. These approaches can be leveraged to generate
hypotheses and to identify patterns of behavior that
inform empirically driven communication interventions.
CA is versatile in terms of its analytical approach and
compatibility with multiple disciplines and methods, and
we hope that this article provides a helpful starting place
for future CA collaborations.
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