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Clinical interview in psychiatry: a specific genre in pragmatics

As social and institutional practices conducted in psychiatry, clinical interview
constitutes an important source for the research of language as an intersubjectivity
interaction. At a practical and descriptive level, the formats of the interview are based on
question/answer in such a way that there is no place for introducing commentaries or opinions
which may displace the procedures for eliciting informations which will elucidate diagnosis
and treatment. The ordinary interpretative activity considers symptoms in reference to a
theoretical framework. On the other side the patients elaborate their utterances delivering an
explanation of their problems and a self-representation by means of acts of language. As self-
reformulation seems apparently impossible for psychotics, the overall representation of the
symptoms the doctor is looking for may only be achieved by the anticipated projections of
the diagnosis framework which consequently will derive from the asymmetry of a distinct
understanding of the discursive interaction and of a consistently different underlying network
of meanings.

This talk will draw upon examples from clinical interview between psychiatrists and
psychotics and will argue that psychiatric clinical interview belongs to a specific genre ciearly
delimitated by an asymmetry stated by an individual submitted to an institutional discourse
with its network of meanings (the psychiatric discourse) and a fragmented subject trying to
self-represent his/her own network of meanings.

1. The clinical interview

Clinical interview may be regarded as social and institutional verbal interaction. In
this regard | shall not presuppose a distinction between therapeutic interview and the clinical
one following Labov and Fanshel (1977) in respect to their statements that “therapeutic
discourse can be accounted for by the same theoretical devices that also cover ordinary
discourse” (Olsen 1981 commenting the book Therapeutic discourse: psychotherapy as
conversation). Making diagnosis in psychiatric is being considered here a clinical interview.
One common characteristic in the interview for making diagnosis, a social and institutional
practice, is that they rely on fixed and predetermined set of questions in order to confirm the
symptoms which are configured by a classification of mental disease.

The common feature between ciinicai interview and ordinary situation of verbai
interaction is that both may be characterized as social practices. If we consider the general
rules of pragmatics the fact of being a social verbal interaction presupposes that at the
moment of speaking the participants identify the social situation in a way that context and
the defined situation can be grasped by both participants. For Labov and Fanshel “those who
are in the situation ordinarily do not create this definition, even though their society often can
be said to do so; ordinarily all they do is to assess correctly what the situation ought to be for
them and then act accordingly”. From my point of view this assessment to the situation of
the interview may be grasped in other types of clinical interview but not necessarily during
a psychiatric interview. Although psychiatric patients speak about their suffering during
clinical interviews, the psychiatric interview marks an essential feature: the patient normally
does not feel his/herself ill or in case he/she has a complain this complain normally involves
some emotional relationship with other persons. Psychiatric patients speak about suffering



and not about iliness. The interpretation of this suffering as a iliness is given by others - the
psychiatrist, the members of the family and so on (see Novaes, 1996).

As mentioned in Clavreul (1983) to give a self-interpretation of a iliness is necessary
to displace this illness from the subject who suffers. The suffering itself does not have a place
in the significant framework stated by the psychiatric discourse. Through the diagnosis this
suffering reaches the status of a illness. Therefore the way interlocutors define the verbal
situation created by the psychiatric interview is not acquainted by both participants.
Consequently the ordinary interpretative activity done by the psychiatrist considers the
discourse of suffering as symptoms in reference to a theoretical framework. The fixed and
predetermined set of questions in order to confirm the symptoms is maintained by the formats
ofthe interview . Psychiatric interviews are based on question/answer in such away that there
is no place for introducing commentaries or opinions which may displace the procedures for
eliciting - informations which will elucidate diagnosis and treatment. When a searched
symptom from a syndrome, a classification of a mental disease, cannot be deduced
immediately from what is said by patient the dynamic of his/her answers which constructs
his/her discourse is broken through an intervention whose goal is or to bring back the
discourse to a point where the “evidence” of the symptom can be interpreted or to start a new
direction. As self-reformulation seems apparently impossible for psychotics, the overall
representation of the symptoms the doctor is looking for may only be achieved by the
anticipated projections of the diagnosis framework.

This proposal | am doing may be posited as a principle inherent in all psychiatric
interviews and shall not be considered as a direct consequence of t:e well-known asymmetry
presented in institutional interaction. The consistently different underlying network of
meanings which underlies the searching of symptoms and the discourse of suffering of the
patient does not come from this asymmetry itself but from the definition what a psychiatric
interview may have as one social interaction. One part of the interaction follows a
predetermined discourse - the psychiatric discourse - with a consistently framework for
interpretation. At this position of the verbal situation there is a speaker who is not the subject
of his/her discourse but a representative of a ready-made discourse. At the other a subject
of his/her own discourse with no ready-made network of meanings trying to signify his/her
suffering. From my point of view the asymmetry is a result of the non-accomplishment of the
self-placing of this subject as the patient. The social situation of the interaction is constructed
or at least presupposed from these two roles - doctor and patient - but if one side of the -
situation does not play the role stated by the social situation, can we rely on the same
explanatory principles as we found in other clinical interviews and in social interaction as a
whole?

| understand that the discourse of suffering and self-representation of the subject
during the interaction outcome from performative speech acts which are constitutive of the
dialogue between the psychiatrist and the subject. In this sense these utterances have their
own autonomy not essentially dependent from the social situation itself. Anyway it is not
being denied here that the subject of these performative acts cannot identify that it is a
interview with a doctor inside an institution. Through these speech acts and of the way they
may make sense of the verbal situation, the heterogeneity of the discursive space will result
of irreducible disparities whose interpretations shall be taken for granted as results of
projections of ready-made interpretations derived from the psychiatric network of meanings
and not as finding of “evidences” of symptoms. In bringing together psychiatric interview and
the proposal of assuming language as a form of action, as performative speech acts, my aim
is to focus upon the discursive mechanism of psychiatric interview instead of looking out on
verbal content of the speech acts themselves.



2. Psychiatric clinical interview: a specific genre in pragmatics

In this sense before applying the widespread rules of discourse upon the therapeutic
and clinical interviews in general it seems to me necessary to define psychiatric interview
according to its first proposal: to elicit and/or to change the health conditions of a subject. It
is of course clear that there is an institutional asymmetry between interviewer and
interviewee which is immanent to such institutional practices. In spite of the fact that
psychiatric interview as a clinical interview is traditionally considered a social situation | think
it is relevant to define it as a specific genre to be considered in pragmatics (see a close point
of view in Chalivet and Gaulmyn 1998; Trognon 1998). To draw a singular encounter in
psychiatric interview it will be characterized firstly the features which | consider determinant
to consider this interview a particular genre in pragmatics and secondly to argue the role of
speech acts in psychiatrist's projection of meanings following theoretical framework for
making diagnosis.

From my point of view the asymmetry constitutive of any clinical interview is not the
major source for interlocutors’ discursive production. Normally it is supposed that one side
of the interlocution detains more power than the other, being this power determined by
extralinguistic features as the position in an hierarchy imposed among institutional
representatives. The discursive production is shaped according to this representative
position and we might consider this the source of asymmetry as the patients’ position is
underprivileged in its relation to language, because of his/her underprivileged position in
society. In this sense | do not agree with Grossen and Salazar Orvig (1998:149) when they
state that “one common characteristic in this type of interviews is that they do not rely on a
fixed and predetermined set of questions, even though they might be based upon some
routines” and that “most of the time involve his/her emotional commitment (referring to the
interviewee) or at least a reference to his/her personal experience”. What it is at stake during
psychiatric interview is not an interaction indeed but two monologues intercalated through
pseudo-turns. If it was justan asymmetry deriving from distinct hierarchical position in society
the two sides would play their expected roles.

The most promising studies of interview are those which incorporate close examination
of recorded verbal material. To develop the questions postulated here it will be presented
some excerpts from recordings of psychiatric interviews with persons which are taken to the
Instituto de Psiquiatria da Universidade Federal do Rio de Janeiro for mental treatment.The
purpose of the interviews is to make diagnosis and all the tapes are used for teaching and
researching goals in the Institute. The sessions were conducted by psychiatrists working at
the institution and were videotaped in a special room. | will analyze three excerpts from
these recordings. The recordings were taken from a total of 796 minutes of interviews which
constitutes part of the material of the research untitied Speech Acts in Psychosis: a study in
pragmatics supported by CNPq (Conselho Nacional de Pesquisa). This total corresponds to
43 situations of verbal interactions with 23 men and 20 women which have been analyzed
during the last year (further results coming).

The definition of language as a form of action and the assumption that speech acts
are constitutive of the discursive production derives from the fact that psychiatric interviews
should provoke certain changes in the patient. Even in making diagnosis the doctor’s
discourse causes effects in the interviewee’s discourse. To find “evidences” of symptoms the
psychiatrist make questions with specific goals which disentangle commonly an unexpected
discursive production. In the same manner what the interviewee speaks cannot be considered
a reply to the question but an autonomous utterance which turns out to be void as does not
match with the expected answer as it is illustrated in the first excerpt below:



[1](beginning with the interviewer (D))

D: entdo qual vocé acha que foi o motivo real da internagdo?

[wellwhat do you think is the real reason for your hospitalization?]

P: eu acho que foi o 6dio da minha familia principalmente de minha mé&e sobre mim.

[I think that was my family’s hate specially my mother on me]

D: hmm e me diga uma coisa eu queria voltar 8 época em que vocé estava estudando e trabalhando e
comegou a apresentar problemas entdo como é que surgiu isso? Como é que surgiu essa situagéo toda?
[hmm and tell me something | would like to return to the time when you were studying and working and the
problems started to happen how does this occur? How does this aii situation happen?]

P: tudo comegou quando eu tive um sonho sonhei com magos negros, eu acredito que eram magos negros
com as méos decepadas

[everything started when | had a dream | dreamed of black wizard with hands cut]

D:hmm

P: jorrando sangue e ai eu me entrevei e fui acompanhado por um espirito que com 6dio me dizia préa me
matar, dizia «se mata», «se mata», «se mata». al eu trabalhei durante um ano, mais de um ano e me
concentrando em duas coisas ao mesmo tempo

[flooding blood and so | hampered myself and | was accompanied by a spiritwho told me with hate to kill myself
ittold kill yourselfkill yourself kill yourself then | have worked during a yearmore than a yearand concentrating
myself on two things at the same time]

D: hmm?

The roles to be played by the participants in an institutional interaction shall be
acknowledged in a sense that there is a cooperative compromise about the statements
expected in the discursive situation. Although the interviewee tries to be cooperative in
answering doctor’s questions, the answers are amazingly unpredictable. The consequences
are that the meanings cannot be gathered immediately through the theoretical network for
diagnosis. Please consider the next excerpt: '

[

D: o que que vocé sentia?

[whatdid you feel?]

P:eume sentia, eu me sentia, eume sentia todo negro, todo negro, e ofluido, para Einstein matéria é frozen
energy, é energia condensada. J

[ felt myself | felt myself | felt myself all black all black and the fluid for Einstein matter is frozen energy itis
condensed energy]

D:hmm

P: entdo vocé vé, energia também é concreta eu sentia energia concreta sobre mime

Jung ja falava sobre isso em Jung estudo sobre o simbolismo de si mesmo

[soyou see energy is also concrete | felt concrete energy over me and Jung talked already about thatin Jung
a study aboutsymbolism of himself] - i
D: mas vocé sentia uma energia negativa controlando o seu corpo?

[butdid you feela negative energy controlling your body?]

P:uma ener-uma energia tentando me controlar porque se eu néo tivesse autocontrole eu teriame matado
[a ener-a energy trying to control myself because if | had not had self-control | would have killed myself]
D: mas da onde emanava essa energia negativa? da onde vinha? de que\

[but from where emanate this negative energy? From where did it come? From what]

P: \é porque eii sentia um homem entrevado perio de mim, ao meu lado

[itis because | felta man hampered near me by my side]

D: hmm vocé via esse homem?

[hmm did you see this man?]

P: eu eu chegu- eu cheguei a ver

[ 11 hav- | have seen]

Even with the answers aimed to the expected role a patient shall play in an clinical
interview, the speech acts uttered by P extrapolate the requirements of the interview. The
doctor’s questions may be considered cooperative with prompt turn-taking which follows
each new orientation the interviewee starts. This may be seen as collaborative procedures
in keeping the orientation given by P in order to maintain a cooperative dialogue. But as



doctor’s questions shall be maintained accordingly to the diagnosis’ agenda the interviewee’s
answers are neglected in the meanings the interviewee are building through his speech acts.
Although P seems to be in control of the informations he wants to give, there is no information
which comes from a direct and authorized source. This analysis brings out a complex
theoretical question since it seems that the speech acts produced by psychotics have their
own autonomy not submitted to the rules of the clinical interview. Of course this does not
happen with the doctor's speech. The discursive production of psychiatrists attends to these
rules. It is important to state that it is be assumed here that there is no possibility of locally
co-constructed meanings in these situations as itis assumed in several works (see Mondada
1998 for example). If collaborative procedures constitute a fundamental property of the
organization of interaction in psychiatric interviews this co-construction is unattainable.
There is no way of shaping realities neither of establishing patterns of negotiation of
meanings in order to construct a context.

How to deal with this theoretical challenge? First of all there is an immediate
consequence of not accepting the actual explanation for clinical interviews in its collaborative
dimension. From my point of view this cooperation is not possible not for reasons of a
conscious deliberation. On the contrary it is because we can not deny the notion of
unconsciousness that this cooperation seems too much idealized. The notion of
unconsciousness is directly attached to a conception of subject which has not complete
control of his/her utterances and of course is attached also to a conception of language which
does not represent the objective world neither feelings, emotions and so on. in this sense
there are no meanings to co-construct because there is no subject with total control of the
utterances. Communication indeed results in a very tenuous awareness of meanings. It will
be not developed here any psychoanalytic theory about unconsciousness but it is sufficient
to the questions argued here to consider that when we speak we know partially what we are
talking about and this consciousness is side by side to a network of meanings we indeed have
no conscious about it. Considering the specific case of psychosis we face discursive
productions whose subjects are constitutive of effects of meanings. Fragmented as they are
with almost no control of speaking, the psychotics have in language a mechanism of not
loosing their human condition forever. So to speak and to be heard is an exercise of
citizenship, fragile indeed but one which shall not be neutralized by networks of meanings
whose fundamental presupposition is that this singularity of speaking is a symptom and not
a way of someone maintains his/her dignity as human being. Please observe in the next
excerpt that in changing a topic of conversation to elicit some information about the
profession of the person, the doctor looses a chance to perceive how this subject is building
his/herself in his/her sexuality role and to allow that this building maintains its own dynamic:

(31

D:e como é que foi?

[and how did it happen]

P:foi depois da olimpiada com a Nadia Comaniti que eu dei as minhas medalhas de ouro pré Nadia Comaniti
e a Nadia Comaniti é campea

[ithappened afterthe Olympiad with Nadia Cnmanm thatl gave my golden medals to Nadia Comanitiand Nadia
Comaniti is the champion]

D:hmm

P:de ginastica feminina, porque eu sou campe4 de ginéstica masculina

[of feminine gymnastic because | am champion of masculine gymnastic]

D:vocé trabalha em qué? vocé faz o qué como profisséo?

[whatis your job? What do you do for work?]

P:e-eu-eu trabalho com educacgéo fisica

[1 -1 - 1 work with physical education]



3. Conclusion

Considering the aspects shown here does psychiatric interview present any unity
which may be considered as representative of a specific construction of interaction with its
own discursive devices? Besides the complexity of any verbal institutional interaction the
asymmetry stated by the roles predetermined by social interaction itself is not the essential
feature of psychiatric interview. As social and institutional practices conducted in psychiatry,
clinical interview constitutes an important source for the research of language as an
intersubjectivity interaction because it argues recent studies in pragmatics through which
cooperative principles are determinant of any conversation. This principle subsumes that the
participants are conscious of their roles in speech and that they can control and negotiate
meanings locally in the conversation as pragmatics is context-bound. That pragmatics needs
to have principles it is unquestionable but it is fundamental to argue the notion of user. The
traditional notion of user in a conversation seems weak to question for example clinical
interviews in general. To admit that communicative conventions are sufficient to delimit
context and that singularities can be conventionalized through use is not sufficient to deal
with psychiatric interviews for example. In bringing here psychiatric interviews as a specific
genre in pragmatics my aim was firstly to propose the necessity to define the notion of subject
of the speech acts as language here is conceived as action of constitution of meanings and
by consequence of subjects and secondly to argue the notion of context as definitive in all
studies in pragmatics.
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