ARCHIVIO ISTITUZIONALE
ONIVERSITA DI BOLOGNA DELLA RICERCA

Alma Mater Studiorum Universita di Bologna
Archivio istituzionale della ricerca

Haptic Resources in Pain Communication: New Amputees Redirecting Doctors’ Professional Touch at the
Prosthetic Clinic

This is the final peer-reviewed author’s accepted manuscript (postprint) of the following publication:

Published Version:

Simone, M., Galatolo, R., Fasulo, A. (2024). Haptic Resources in Pain Communication: New Amputees
Redirecting Doctors’ Professional Touch at the Prosthetic Clinic. HEALTH COMMUNICATION, Sept 2024
Early Access, 1-15[10.1080/10410236.2024.2397614].

Availability:
This version is available at: https://hdl.handle.net/11585/981077 since: 2024-12-30

Published:
DOI: http://doi.org/10.1080/10410236.2024.2397614

Terms of use:

Some rights reserved. The terms and conditions for the reuse of this version of the manuscript are
specified in the publishing policy. For all terms of use and more information see the publisher's website.

This item was downloaded from IRIS Universita di Bologna (https://cris.unibo.it/).
When citing, please refer to the published version.

(Article begins on next page)

11 August 2026


http://doi.org/10.1080/10410236.2024.2397614
https://hdl.handle.net/11585/981077

This is the Authors’ accepted manuscript (post-print version). The published article may be slightly
different. Please refer to the published version:

Simone, M., Galatolo, R., Fasulo, A. (2024). Haptic Resources in Pain Communication: New Amputees
Redirecting Doctors’ Professional Touch at the Prosthetic Clinic. Health Communication (online first) doi:
10.1080/10410236.2024.2397614.

Haptic Resources in Pain Communication: New Amputees Redirecting Doctors’

Professional Touch at the Prosthetics Clinic

Monica Simone®*, Renata Galatolo? and Alessandra Fasulo®

8Department of the Arts, University of Bologna, Bologna, Italy; "Department of Psychology, University
of Portsmouth, Portsmouth, United Kingdom

*Corresponding author: monica.simone2[AT Junibo.it

Pain assessment is key in deciding whether amputee patients are fit to receive a prosthesis,
but its interactional accomplishment is still underexplored. This study adopts multimodal
conversation analysis to investigate how pain assessment is carried out during medical
visits at an Italian prosthetics clinic involving 77 patients and 24 health professionals. In
the analysed data, doctors carry out pain assessment by asking patients whether they feel
pain during palpation of the stump, and patients respond by elaborating on their sensations
and using touch in turn. The analysis focuses on a collection of 10 cases in which patients
use response expansions and self-touch to reorient doctor’s ongoing inquiry by specifying
the type of sensation they experience and its location, or to correct doctors’ previous
inquiry. The analysis illuminates how the patient’s body becomes a resource for tactile

practices that are shared between doctors and patients in the service of a common
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understanding of patients’ pain. This analysis provides new knowledge of a practice

patients use to redirect doctors’ attention and understandings.
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prosthetics clinic; multimodal conversation analysis
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Introduction

Communication taking place during clinical encounters is a key ingredient of patient-centred care
(Stewart et al., 2004) and a factor that influences outcomes such as patient satisfaction (Fossum &
Arborelius, 2004; Hong & Jee Ho, 2020), collaboration, and agreement (Bertakis & Azari, 2011; Pinto et
al., 2012). Although definitions of patient-centredness are numerous and varied (for a review, see Mead
& Bower, 2000), there is general agreement that one core component of patient-centred communication
is bilateral information exchange between doctor and patient in which biomedical knowledge is
supplemented by the patient’s perspective (Epstein & Street, 2007). This can be achieved by eliciting the
patient’s knowledge, beliefs and experiences of their own health.

Studies addressing prosthetist-patient communication suggest that especially new amputees find
it difficult to collaborate with doctors who show little interest in listening to their experience of recent
amputation (Sjodahl et al., 2008) and may feel pressured to change prosthetists after perceiving that their
standpoint had been ignored (Nielsen et al., 1989).

Listening to the patient’s experience proves particularly relevant to diagnosing and treating
physical pain (Henry & Matthias, 2018; Street et al., 2009). To this aim, biomedical knowledge and
standardized tools such as rating scales, which have become increasingly established in contemporary
clinical practice (Burke, 2014), may indeed be insufficient because the experience of pain incorporates
bio-psycho-social and subjective components (Agarwal, 2017) as well as cultural factors (Fox &
Monteiro, 2014; Lascaratou, 2007) that become observable and addressable only through dialogue.
Hence, the importance of researching pain communication to understand pain (Hinz, 2020), including
with reference to post-amputation pain, a condition affecting most new amputees (Stokosa, 2022).

Previous research suggests that pain, like other physical experiences, may escape the expressive

possibilities afforded by language (Majid & Levinson, 2011) or even disrupt language and
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communication (Kéll, 2014; LeBreton, 2009; Scarry, 1985). Using words to articulate pain is often
constraining or difficult for patients. This is especially the case for new amputees, because stumps may be
“perplexing”, even “‘disconcerting” new body parts (Kurzman, 2001:143) whose sensations are equally
new and difficult to understand and convey verbally. Also, post-amputation pain changes every day
(Ostler et al., 2024), resulting in the inability for patients to crystallise it in a definition.

But the language for communicating pain is not limited to words. Previous studies stress that co-
speech gestures are crucial components of pain communication (Heath, 2002; Rowbotham et al., 2015).
With reference to new amputees, Kurzman (2001) observes that they can still convey a sensation which
they are unable to articulate by performing it. These studies call attention to the importance of overcoming
logocentrism and considering pain communication from an embodied perspective. Among the
approaches interested in embodiment in social interaction, Conversation Analysis (CA) sees interactions
as the product of the situated arrangement and intertwinement of talk, body movements, prosody and
material resources (Goodwin, 2000) and holds that language is integrated within such plurality of
resources without any a priori hierarchy (Mondada, 2014). In this research field, videorecording is
therefore increasingly employed to document and analyse both the audible and the visible resources of
communication in healthcare settings (Parry, 2010).

The present study uses CA and video recordings of “first’ clinical encounters involving patients
with limb amputations (mostly new amputees due to work-related accidents) to analyse verbal and haptic
resources for assessing and communicating pain. In this setting, inquiring into whether patients feel pain
during physical examination (palpation) of the apex of their stump is an essential step in making decisions
about the next rehabilitation pathway, particularly to assess patients’ suitability for prosthetics. However,
a previous study based on the same data (Galatolo & Fasulo, 2022) has shown that doctors’ inquiries

appeared geared toward favouring patient responses that excluded or minimized pain. Confirmation of no
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or low pain is conducive to the prescription of a prosthesis, and patients were mostly oriented to this
preference as well; but, in some cases, a tension was manifested between the locally preferred response
of no/minimal pain and fidelity to their current experiences. The present study addresses such cases where
patients engaged in detailing their responses by combining verbal (expanded spoken responses) and
embodied resources, particularly touching (self-touch), to convey different dimensions of their pain
experiences than the doctors’ very specific focus on pain at the apex of the stump.

Adopting CA as a methodology capable of detailed characterization of the interactional dynamics
underlying patient-centred care (Pilnick, 2022), this study adds to research on embodiment in pain
communication with a novel analysis showing the role of touch as a shared communicative resource

between doctor and patient.

Background

Findings produced in over 40 years of conversation analytic research in healthcare settings
(Stubbe, 2023) show that the dynamics underlying doctor-patient communication, rather than being
governed by asymmetry as an overarching feature of institutional interaction, are indeed interactionally
shaped and specific to the clinical activities at stake (Maynard, 1991; ten Have, 1991). Looking closely at
what happens throughout the sequential unfolding of situated clinical activities, research in this area
illuminates the interactional conditions that provide opportunities for patients’ participation in healthcare
consultations (Drew et al., 2001; Maynard & Heritage, 2005). While there is evidence that the practices
employed by doctors to conduct their inquiries constrain patient participation (among the most studied are
question formats, e.g., Erkelens et al., 2021; Heritage & Robinson, 2011), they alone do not determine
patients’ opportunities to share their perspectives and concerns. In fact, even clinical activities ostensibly

organised for the doctor to gather biomedical, objective information may provide opportunities for
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patients to disclose their subjective views. For example, a recent study addressing pain assessment in
palliative care (Jenkins et al., 2022) shows patients leveraging the interactional space created by the
administration of a pain intensity scale to verbally report additional dimensions of their pain to doctors.

Using videorecorded data from medical activities enables detailed analysis of the multimodal
practices through which patients communicate with doctors, and of their interactional consequences. This
is apparent in studies addressing pain expressions during the physical examination which show that,
besides reacting to doctors’ touch, patients’ expressions of pain may become a resource to direct doctors’
search for pain. In his seminal study, Heath (1989) shows that patients’ pain cries occurring during doctors’
physical examination accomplished two functions: on the one hand, they revealed the patient’s suffering;
on the other, they acted as a guidance for the doctor to precisely locate the pain. Similarly, McArthur’s
(2019) study shows that patients used multimodal resources including pain cries, glottal cutoffs and
response delay to guide the doctor’s touch towards where they felt the pain. In addition to vocal displays
of pain, Heath (2002) finds that patients also resorted to visual displays, particularly gestural enactments,
to convey their pain to the doctor. Focusing on the sequential positioning and multimodal compositionality
of patients’ pain displays, La and Weatherall (2020) discuss the importance of considering pain
expressions as an interactional resource through which individual sensory experiences are brought to
surface and shared. Embodiment is seen to play a crucial role in constituting intersubjectivity between
doctor and patient also in Weatherall et al.’s study (2021) where doctors’ showed their understanding by
responding to the patients’ pain displays with empathetic vocalisations and/or comforting touch.

In most of the above studies, patients’ pain is bound to the practical, temporal unfolding of doctors’
touch. CA scholars have explored touching in a variety of practical social activities (Cekaite & Mondada,
2021). Kuroshima (2020) proposes that what is distinctive of touching in doctor-patient interaction,

particularly during pain treatment, is that it makes at the same time the patient accountable for the reported
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issue (e.g., having pain), and the doctor accountable for addressing such issue through their professional
perception (Goodwin, 1994; Nishizaka, 2011). A recent study by Ma et al., (2024) deals with the
systematic characterization of doctors’ professional touch. The study identifies the sequential
environments and uses of touching to (a) position the patient’s body for the physical examination (guiding
touch); (b) search for painful locations and ground their diagnostic hypotheses (diagnostic touch); (c)
show the patient specific features to support the diagnosis (demonstrative touch); (d) treat the patient’s
pain (therapeutic touch). The authors observe that these professional touching practices were
interactionally accomplished as the patients participated in their moment-by-moment unfolding, for
instance by instructing the doctors to painful locations or volunteering unsolicited reports of potential
clinical interest. These findings support and expand previous evidence that patients figure as active
participants to the physical examination rather than being confined to the status of mere objects for clinical
inspection (Heath, 2006).

However, how patients themselves employ touching of their own bodies to (re)direct doctors’
diagnostic touch is still overlooked. In the behavioural sciences, self-touch has long been considered a
resource for one’s own interoception, awareness, and emotional self-regulation, and therefore
distinguished from social touch (Boehme & Olausson, 2022). On the contrary, CA research shows its use
as a resource for displaying engagement in social interaction (Streeck, 2020). Horlacher (2022) analyses
how clients in a hair salon employed touching of their own hair to display the desired hairstyle and correct
the hairdresser’s current trajectory of action. Katila & Philipsen (2019) show conversationalists resorting
to self-touch to re-enact past experience as something tangible and vivid.

The present article explores amputee patients’ self-touch in the context of pain assessment
sequences which doctors recurrently organise by asking polar questions (e.g. Do you have pain?) and

palpating the apex of the patients’ stump, that is where the future prosthesis will exert the most pressure.
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The focus is on how patients reorient/correct doctors’ current inquiry by expanding their responses and

using self-touch to convey different dimensions of their embodied experiences.

Data and Method

Data for this study are drawn from a corpus of 77 video recorded medical visits in which patients
(mostly, new amputees) met a multidisciplinary panel including a surgeon, a physiatrist!, a prosthetics
engineer and technician, and a nurse. Participants were 38 patients with upper limb amputation, 39 patients
with lower limb amputation, and 24 healthcare professionals. The data were collected between 2010-2012
at a prosthetics clinic in Northern Italy. Ethical approval was obtained by the Ethics Committee of the
University of Bologna (approval n. 135371). All participants provided written informed consent prior to
enrolment in the study.

The visits documented in the corpus were post-amputation ‘first visits’ scheduled as part of the
patients’ rehabilitation pathway, in most cases leading to the implantation of a prosthesis®. The visits
routinely included physical examination during which patients were asked if they had pain, or experienced
sensations that may be indicative of incomplete post-amputation healing. The physical examination
focused particularly on the apex of the patients’ stump, which is the most relevant area of the stump for
the purpose of implanting a prosthesis.

Data analysed in the present article are drawn from a collection of 95 occurrences of questions-
answer sequences concerning pain and related sensations. Embodied components were prominent in
these sequences, since in most cases not only doctors uttered their questions concurrently with palpating

the apex of the patients’ stump, but patients as well combined their verbal answers with head nod/shake,

! Medical doctor specialised in pain management and rehabilitation.
2 The structuring of these visits and the practices involved in treatment recommendation are discussed by Galatolo & Marguitti
(2016) and Marguitti et al. (in press).
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facial expressions, hand gestures, and self-touch. For the purposes of the present study, self-touch is
defined as any tactile action, such as tapping, rubbing, and grasping a patient performs on their amputated
limb upon being asked by the doctor to report their pain. This occurred in 10 visits. To enhance
representativeness within available space, the selected extracts for this article involve 5 patients and 4
different doctors including 2 surgeons and 2 physiatrists.

The study draws on Conversation Analysis (CA) (Sidnell & Stivers, 2012) as an established
theoretical and methodological framework for the analysis of health communication (Montiegel &
Robinson, 2021). CA is an inductive, data-driven method (Hoey & Kendrick, 2017) focusing on
members’ endogenous practices for producing meaningful actions and achieving intersubjectivity. The
analysis in this article adopts a multimodal approach (Mondada, 2014) focusing on the whole array of
vocal and non-vocal (i.e., touching) interactional resources doctors and patients employed during pain
assessment. Data were transcribed according to Jefferson (2004) for talk and to Mondada (2018) for
visible embodied conduct. To protect the participants’ privacy, original designations of persons and places

were replaced with pseudonyms.

Results
In all the 10 sequences of the collection, the first question about pain is a polar question. This is
the most common format in the corpus (88 out of 95 cases). The doctors ask for confirmation of either
pain being present (e.g., Ha dolore? / ‘Do you have pain?’) or absent (e.g., Dolore non ne ha? / ‘Pain you
don’t have any?’) routinely during the physical examination. There is variability in the lexical choices
addressing pain-related sensations both in doctors’ questions and patients’ answers. Participants are shown
to carefully search words that more appropriately describe the sensation under investigation, and different

words in addition to ‘pain’, such as ‘hurting’, ‘discomfort’, ‘tingling’, ‘electrical shocks’, ‘stiffness’ may
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be used to address a range of uncomfortable sensations (see the discussion in Galatolo & Fasulo, 2022).
Overall in the corpus, 50 out of 88 answers provided by patients in response to doctors’ polar questions
on pain and related sensations are expanded. Self-touch occurred within such expanded responses.

In the sequences examined in this article, touching is a component of both doctors’ questions and
patients’ responses, and a crucial resource employed to indexing dimensions of pain that are relevant to
the clinical investigation, namely where, how and when pain occurs. Extract 1 demonstrates this point by
illustrating a sequence in which the doctor asks the pain question separately from the palpation; following
the patient’s response, describing the recent evolution of his pain, the doctor produces a repaired version

of her prior question in which touch is incorporated lexically and gesturally enacted.

[Extract 1 here]

10
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Extract 1 [MOV26-101_PAZ4]
PAT = Patient with amputation to his right index finger
PHY = Physiatrist

Before the extract starts, the surgeon has briefly examined the patient’s amputated finger, and asked the patient
to provide previous clinical records. While the patient is browsing his folder, the physiatrist steps in and asks the
patient whether he feels pain.

01 -> PHY: lei ha dolore?
do you have pain?

02 (0.4)

03 PAT: eh::: adesso meno. ho fatto delle terapie=
uh less now. I’ve done some therapies=

04 =ho fatto dieci terapie::: (.) in un istituto a Citta ( ),
=T did ten therapies (.) at a hospital in Town ( )

05 —> PHY: +(0.2)+"cioé ha d- ha dolore a etoccare?=+
I mean do you have p- you have pain when touching?=

phy: +..... +pinch-like depictive gesture------ +
pat: “tapping on tip of amputated finger-->
Fig: ol

{COMPANION

PATIENT

Fig. 1
06 PAT: =no adesso no.
=no now I don’t.
07 PHY: no. (.)"°non ha piu male.®
no. (.) °you no longer have pain.°
pat: -->"squeezes—->
08 (1.0)~(1.0)
pat: -=>"rubs-->

09 PHY: fa vedere "un attimo la cicatrice?
would you show me the scar just a moment?
pat: -->"places hand on table -->>

PHY’s initial question (line 1) is treated by PAT as addressing pain in general. PAT provides an account
of how his pain decreased over time with treatment (lines 3-4). Following this response, PHY
reformulates her previous question by adding “when touching” and enacts a pinch grasping with her index
finger and thumb touching each other rhythmically (line 5, Figure 1). PAT’s response (line 6) comes also
accompanied by touch, which he initiates almost simultaneously with PHY’s demonstration by tapping

on top of his amputated right index finger with his left hand (Figure 1). PAT then lingers on self-touching

11
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as he rubs (line 7) and squeezes (line 8) his stump, possibly exploring his own current sensations until
PHY asks him to show her his scar (line 9).

Extract 1 shows that, within question-answer sequences, touching is a resource for doctors to
characterize and delimit the focus of their ongoing investigation and to invite relevant responses. The
extract also illustrates how doctors’ questions referring specifically to pain-on-touch may trigger
multimodal responses that include self-touch. We can see here that self-touch may entail both patients’
demonstrating (to the doctor) and their ‘tuning’ into their own sensations as part of providing a response.

Another aspect emerging from the analysis of Extract 1 is that different agendas may be at play
during pain assessment sequences: that of the doctor, aimed at (dis)confirming the presence of pain when
the stump apex receives contact or pressure similar to that of the prosthesis; and that of the patient, who
may display an orientation to giving the doctors as much information as possible about their post-
amputation pain. As the extract shows, polar questions alone would allow for a broader interpretation. The
distribution of work between the verbal and embodied components of the inquiry maintains the tension
between these two possible agendas, because what happens on the embodied level is less “‘on record” than
what is articulated verbally (Galatolo & Fasulo, 2022; Heath, 2002; McArthur, 2019; Weatherall et al.,
2022). As will emerge from the following extracts where doctors’ questions embed touching the patients’
stumps, patients’ responses initially address pain in relation to the where and how of the doctors’ palpation,
but then they expand their responses detailing their pain-related sensation and using self-touch to bring a
broader field of embodied experience back into the medical examination. In doing so, patients leverage
doctors’ polar question (e.g. Do you have any pain?) to include what the doctor’s previous palpation left
out.

The following two sections focus on how patients’ self-touch and expanded responses to doctors’

polar questions on pain are organized to either reorient doctors’ inquiries by specifying the type and

12
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location of painful sensations, or to address shortcomings of doctors’ previous palpation in evoking pain
and demonstrate alternative, painful stimulations. The first type tends to occur during the physical

examination, whereas the second was found after or towards the end of the physical examination, when

the outcome of the pain assessment was going to be recorded in the patient’s file.

Reorienting doctor’s current inquiry on pain

Following doctors’ polar questions and palpation of the stump, in Extract 2 and 3, patients produce
expanded responses that widen the scope of sensations indexed by the previous question, both lexically
and with reference to the physical stimulation.
In Extract 2, the patient progressively brings the doctor’s attention to a point on his amputation scar where
unpleasant sensations are referred to as a hardening of the skin in a certain area.

[Extract 2 here]

13
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Extract2 [MOV26-101_PAZ3]
PAT = Patient with amputation to his right index finger
SUR = Surgeon

01 SUR: fa vedere un attimo la mano?
can you show your hand for a moment?

02 +(1.3)
sur: +examines P’s hand -->

03 SUR: dov’e stato operato?
where did you have surgery?

04 (0.5)

05 PAT: eh ( ) Citta.
eh ( ) Town.

06 (0.3)
07 SUR: mh mh
mh mh
08 (1.6)+(0.3)
-> sur: -->+squeezes amputated finger-->

09 -> SUR: Sha: fastidio o dolore:, no.§
do you have discomfort or pain, no.
sur: Sgazes at PAT’'s face-------- N

10 -> PAT: mh:: no.
mh:: no.

11 +(0.3)
sur: +turns P’s palm up-->

12 -> PAT:  °dolore +n:o.°
°pain no.°
sur: -=>+
13 +(1.0)
sur: +repeated tapping on stump’s tip -->

14 -> PAT: “un po’ di qua+” si.”
a bit on this side, I do.
pat: ~leans forward-"retracts hand”
sur: -=>+

15 -> PAT: ~(0.4)
-> pat: “rubs side of amputated finger-->

16 PAT: +no tanto, pero: come::eduro. " non é::=
not much, but [it’s] like hard. it’s not

-> sur: +resumes physical examination focusing on spot
indicated by PAT-->
pat: —-=>"
Fig: o2

PATIENT

Fig. 2
17 SUR: =quassu.
up here.
18 PAT: si.
yes. 14

((In the subsequent interaction, SUR's investigation focuses on
the part of the stump highlighted by PAT. SUR will eventually
prescribe massages with moisturising cream to soften the skin
around the surgical wound))
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Our target lines are between 8 and 15. At line 8, SUR starts squeezing PAT’s amputated finger. As he does
so, he asks PAT to confirm that he does not feel any discomfort or pain (line 9: “do you have discomfort
or pain”) followed by the tag “no”. Such request for confirmation is indicative of SUR’s assuming the
absence of discomfort or pain from PAT’s lack of painful reactions (line 9: SUR’s gaze at PAT’s face,
rather than at the finger he is examining, is indicative of his continuous monitoring of PAT’s reactions)®.
PAT’s answer unfolds through a series of subsequent adjustments: (i) an initial display of hesitation (line
10: “mh::”); then (i) the interjection “no™ (line 10) aligning to the format of SUR’s prior question; (iii) a
pause (0.3 s); and (iv) an expansion recycling elements of the previous question-answer sequence (line
12: “°pain no®”). This expansion qualifies (Kendrick & Torreira, 2015) PATs initial alignment to SUR’s
proposal that he suffers neither discomfort nor pain, without however changing its essential correctness
(Drew, 2003, 2005). By selecting only ‘pain’ from the two terms previously proposed by SUR at line 8,
PAT opens to the presence of other possible sensations. He follows up with “a little on this side I do” (line
14) while retracting his hand from SUR’s grasp. This utterance projects an embodied demonstration; it
does so both verbally, by using the demonstrative “this”, and in an embodied way, as PAT leans forward
and slightly retracts his right hand while he reaches it with his left hand (1. 14). SUR attends to PAT’s
incipient self-touch by momentarily suspending palpation. During the subsequent gap (0.4s), PAT starts
rubbing a point on the surgical scar slightly below the tip of the stump; then he adds “not much, but [it’s]
like hard” (line 15; Figure 2). Altogether, PAT’s leaning forward and his self-touch configure a
highlighting practice (Goodwin, 1994), i.e. a practice aimed at building the public visibility and salience

of a target object or event. Also, PAT’s rubbing the amputation (line 15) is seen as complementing SUR’s

3 Previous analysis of interactions from the same corpus (Galatolo & Fasulo, 2022) evidences an overall lack of patients’
nonverbal pain reactions. In a few cases, patients were shown to withhold their reactions to the pain caused by the doctor’s
manipulation, for example by slightly and silently grimacing when the doctor was not looking at their face.

4 According to Stivers (2019), yesino and their variants (e.g., yeah) can be considered interjections.
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previous professional touch which had taken the form of squeezing (line 8) and tapping (line 13). Finally,
self-touch is accompanied by PAT’s proposing a fresh label for his sensation (line 15: “[it’s] like ~ard’’) in
place of ‘pain’ and ‘discomfort’ previously proposed by SUR.

Overall, in Extract 2, PAT’s response expansion and self-touch integrate and enhance SUR’s
ongoing inquiry by exactly pointing out the where (exact location), what (quality of the painful sensation),
and how (relevant stimulation) that are central to his painful sensation. By offering these details, PAT adds
to the doctor’s current search for pain while also enhancing his own sensorial experience. In so doing, PAT
reorients the current trajectory of physical examination without challenging SUR’s authority (McArthur,
2019). This is evident between lines 15-17, where SUR resumes palpation focusing on the point indicated
by the patient, as well as in the subsequent interaction (not shown in the transcript), where the doctor
addresses the skin hardening issue by prescribing a softening lotion.

Similarly, in Extract 3, the patient’s self-touch extends the current focus of ongoing physical

examination to a different area, while the patient provides a fresh term to define his pain.

[Extract 3 here]
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Extract 3 [MOV11-202_PAZ7]
PAT = Patient with amputation of left arm and leg
PHY = Physiatrist

01 PHY: dolore?
pain?
phy: >> squeezes apex of the stump-->

02 (1.3)

03 -> PAT: no, son passati gia da un po’.
no, they’ve gone a while now.

04 —> ~ee il:::t::
it’s the
-> pat: “right hand towards upper part of left arm-->
phy: -->+makes room for PAT’s hand-->
Fig: o3

Fig. 3
05 -> PAT: e”a livello muscolare ogni tanto del deltoide & ehm::"
at muscular level occasionally of the deltoid it is ehm
pat: ->"swipes hand on upper part of arm ~
Fig: o4

Fig. 4
06 ~+(0.7)"
pat: “retracts hand”
phy: t+palpates area just shown by PAT-->

07 -> PAT: un po’ indolenzito (.) perd:
a little sore (.) however

08 (1.1)+(1.2)
phy: -->+releases P’s arm, starts lowering the bed-->>

09 PHY: ci mettiamo giu,
let’s lie down,

((Here ends the physical examination of the amputated arm, and PHY
moves on to examining PAT’s amputated leg))
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We join the interaction during the physical examination of PAT’s left arm stump. At line 1, PHY asks the
polar question “pain?” as he continues squeezing the apex of PAT’s residual arm. PAT’s response is
delayed (1.3 s), possibly orienting to the progress of ongoing palpation. At line 3, PAT prefaces his answer
with the interjection “no”, to which he adds “they’ve gone a while now”. This expansion is interesting in
two respects. First, it historicizes pain, bringing into play a timeframe that was not addressed by PHY’s
question. Second, by transforming PHY’s prior “pain” (line 1) into a plural referent (“they’ve gone”), it
proposes that pain is, in PAT’s perspective, a heterogeneous rather than monolithic sensory experience®.
At line 4, PAT elaborates on his previous answer using both verbal and embodied resources. By saying
“it’s the”, he projects a new referent, then he momentarily suspends his ongoing turn as he places his right
hand on the upper part of his amputated arm (Figure 3). PHY slightly retracts his hands, providing space
for PAT’s upcoming self-touch (Cf. Figures 3 and 4). At this point, PAT swipes his right hand on top of his
amputated arm (line 4; Figure 4) and adds “at muscular level occasionally of the deltoid it is ehm” (line
5). Again, PAT suspends his ongoing turn. In the following pause (0.7 s), while PAT retracts his hand,
PHY resumes palpation (line 6), this time focusing on the area just identified by PAT. Then PAT completes
his turn by proposing “a little sore” (line 6) as an alternative term for his painful sensation.

Like in Extract 2, also in Extract 3 the incremental work done by the patient through response
expansion and self-touch adds to the doctor’ inquiry by reporting their own experience of pain and
highlighting details that had remained unaddressed. Also, similarly to the previous extract, Extract 3 shows
that doctors may adjust their ongoing physical examination following this type of response (e.g. by

palpating the same area the patient’s covered with the self-touch). The touching embedded in the pain

assessment exhibits a layered sequential organisation. At one level, touching is anchored to either part of

5 “Dolori” (pains) in Italian is typically used to indicate prolonged and habitual pain (e.g. rheumatic pains) rather than acute pain
triggered by specific events.
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the adjacency pair and contributes to construe both the question and the answer. Additionally, touching is
organised through emergent and mutually responsive adjustments of bodily movements between doctors
and patients. In both extracts, patients’ self-touch emerges in the context of patients’ expanded answers
while patients are still being palpated by doctors, and is prepared by postural changes Also, doctors’
observably orient to the emerging self-touch of patients, i.e. by releasing their grip, or pausing their
movements, and by assuming an observing position. Embodied action components drive the verbal
unfolding of patients’ expansions: the self-touch starts before or simultaneously to patients’ turn, and with
regard to the work done by the touch (locating, demonstrating type of contact) the words add on some
details, but they also trail off. The doctors’ uptake of such compositional turns is displayed by their
subsequent adjusting the ongoing inquiry into the patients’ pain by addressing the areas targeted by
patients’ self-touch. The observations above show that it is the touch that organises and sustain the
interaction in these latter turns of pain assessment sequences.

Inboth Extracts 2 and 3, patients shape self-touch in specific ways to convey aspects of the painful
sensations that they are concurrently attempting to articulate lexically. This is the case for both the spread
and light self-touch on the shoulder which patient in Extract 3 employs to convey the idea of being “a little
sore” (line 7) and for the superficial rubbing which the patient in Extract 2 uses in conjunction with the
description “like hard” (line 15) to convey his skin sensation. Also, in both cases patients’ self-touch
focuses on an area adjacent to the one examined by the doctor up to that point. It is by virtue of its
adjacency (both temporal and spatial) with the doctors’ palpation that the patients’ self-touch is seen as
responding, and adding to, the doctors’ professional touch.

While patients’ self-touch and expanded responses in these two extracts seem to propose

adjustments in the doctors’ ongoing inquiry, the overall dynamic of these sequences (displayed in Table
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1) suggests that overall patients align to the doctors’ polar questions and engage in a collaborative effort

to share their experience and bring relevant dimensions of pain to the surface.

Table 1. Sequential organization of response expansion and self-touch to reorient doctors’ ongoing inquiry

[‘ Qualify patient’s initial answer h

1. Doctor’s polar 2. Patient’s initial 3. Patient’s
question/request for yes/no answer expansion
confirmation n
* Self-touch
Palpation

h

l Reorient doctors’ current inquiry )—

The analysis of extracts in the next section reconstructs a more explicit corrective trajectory in which

patients clearly address the limitations of the doctors’ previous inquiry in capturing their pain.

Correcting doctor’s prior inquiry on pain

This section examines cases in which the patients’ response expansions and self-touch are
observably organized to address the inadequacy of doctors’ previous palpation in identifying the type of
contact that causes them pain. Patients’ use self-touch to (i) reenact the doctors’ prior professional touch
and then (ii) demonstrate an alternative stimulation.
In Extract 4, the two contrasting types of self-touch are embedded in two if-clauses, displaying in

succession a palpation similar to that just performed by the doctor and one exerting more pressure.

[Extract 4 here]
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Extract4 [MOV12-002_PAZ3]
P AT = Patient with amputation to left index finger
SUR = Surgeon

01 (5.0) + (0.6)
sur: >>fills filetreaches out to P’s hand-->

02 SUR: diciamo che c’é un +emodesto dolore.
let’s say there is modest pain.
sur: -->+rubs apex of PAT’'s stump-->
Fig: o5

Fig. 5
03 (0.3)

04 SUR: mo [destissimo.
very modest.

05 -> PAT: [si:+ beh:
yes well
sur: -->treleases, resumes filling file -->>
06 —> PAT: se: "ecosi si. *
if like this yes.
-> pat: “rubs stump with same-hand thumb”
Fig: 6

Fig. 6
07 (0.7)

08 -> PAT: ~(al/é) piu, se toccoe*proprio* forte,”
it’s if I touch really hard,
-> pat: “hard tapping with other-hand index---*
doc: *nods---*
Fig: o7

Fig. 7

09 PAT: che::: (0.6) °é sensibile® (1.0)

that it is sensitive
((SUR continues filling PAT’s record and eventually prescribes a
protection for PAT’s stump))
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We join the interaction when SUR is completing PAT’s record. Building on previous physical
examination, during which PAT has reported sensitivity to contact at the apex of the stump (not shown in
the transcript), at lines 2-4, SUR proposes an assessment of PAT’s pain (“let’s say there is modest pain”;
“very modest”) for the purpose of PAT’s record. Simultaneously, SUR resumes palpation of PAT’s finger
(line 2) by rubbing it around the tip (Figure 5). The question is then composed of the verbal assessment
plus the manipulation, the first offering a pain quantification to be confirmed, the second associating that
assessment to the particular type of rubbing and pressure SUR is exerting on a certain part of the stump.
At line 5, PAT provides a confirmation (“yes”), to which he appends a repair-initiation (‘“well”’). He then
goes on qualifying his agreement with a concessive utterance (line 6: “if like this yes”) during which he
rubs his own amputated left index finger with same-hand thumb (Figure 6). PAT’s soft rubbing ‘quotes’
(Keevallik, 2010) SUR’s previous touching. As in the cases analysed earlier (Extracts 2 and 3), the
qualification prepares for a further departure from the initial yes/io answer®. This occurs between lines 8-
9 where PAT says “It’s if I touch really hard that it’s sensitive” while tapping his amputated finger harder
with the other hand’s index finger (line 8; Figure 7). This second part of the response addresses intensity
of pressure as the key component of pain, and, building on PAT’s initial response, clarifies that the
assessment of pain as “very modest” is correct only with reference to light stimulation. SUR
acknowledges the additional information with a minimal nodding, while continuing to write, which he
had resumed following PAT’s “yes” (line 5).

In this extract, PAT’s self-touch seems to draw on a broader pool of experiences from his recent
life than SUR’s professional touch. PAT’s response highlights a gap in the way pain is made relevant in

the setting. The physical examination had already taken place at an earlier stage of the visit (not shown in

& Another similarity with Extracts 2 and 3, is that in this case as well the patient eventually proposes an alternative term (“it’s
sensitive”) in place of “pain” for defining his sensation.
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the transcript), and it is only incidentally resumed by SUR (line 2). The fact that the patient towards the
end of the visit still attempts to specify that his finger is “sensitive” (line 9) to certain stimulations suggests
that he is not fully comfortable with the definition that is officially making its way into his records.

The following extract shows even more clearly how a patient uses self-touch to produce a
corrective demonstration following previous unsuccessful attempts to draw the doctor’s attention towards
a relevant aspect of his pain. More specifically, in Extract 5, while the doctor remains oriented toward

assessing where the patient feels pain and sow much pain he has, the patient attempts to convey that it is

the type of objects that can impact on the stump that determines whether or not pain occurs.

[Extract 5 here]
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Extract5 [MOV26-104_PAZ11]
PAT = Patient with amputation of his right hand
SUR = Surgeon

01 SUR: solamente equesto+ punto qua.=
only this spot here.=
sur: >>taps spot------ +releases P’s stump
Fig: o8

Fig. 8
02 PAT: =si solo quel punto "li.
=yes only that spot there.
pat: “points to stump -->

03 DOC: e le da molto fastidio?
and does it cause much discomfort?

04 (0.6)"
pat: —-=>"

05 PAT: ~eh se mi tocca “qualcosa 1li [di:::
uh if I am touched there by something like-
pat: “points to table-"touches table-->

06 DOC: [se si prende un colpo
if you hit it

07 ha [male.

you have pain.
08 PAT: ~[si, si si,

yeah, yeah yeah,
pat: ->"

09 DOC: se no, [non::

if not, you don’t

10 PAT: [se no-
if not-
11 se no niente.=

otherwise nothing.=

12 DOC: =mh mh
=mh mh

13 -> PAT: “se io tocco e per esempio cosi anche da forte,”
if I touch for instance like this even hard
-> pat: “squeezes hard the apex of stump with left hand”
Fig: o9

Fig. 9

14 -> PAT: non c’é nessun problema. (.) ma perd se vado contro qualcosa,
there is no problem. however if I hit it against something,

15 +(0.3)
doc: +reaches out to P’'s stump -->

16 -> PAT: ~di:::"+di ‘sto tipo qua,
of of this kind,
-> pat: “knocks on the table with left hand”" 25
doc: -->+resumes examining the painful spot->>
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When the extract starts, the physical examination is in progress (Figure 8). PAT had already reported
having pain in a specific spot of his stump. Also, at an earlier point in the visit (not shown in the transcript),
PAT said, “If you touch it with your hands it doesn’t hurt because they are soft”. SUR returns to the issue
of localizing pain by producing a request for confirmation (line 1: “only this spot here), which is
immediately provided by PAT (line 2: “yes only that spot there”). At this point, SUR progresses his inquiry
asking about the intensity of the pain in that spot (line 3: “and does it cause much discomfort?”’). PAT’s
response at line 4 confirms much discomfort with specific reference to contact with a hard surface.
Although his sentence (“uh if I am touched there by something made of”) trails off before he mentions
any material, PAT completes it gesturally by pointing to, and touching the table (line 5). Between lines 6-
8, in overlap with PAT’s turn, SUR produces a reformulation and a candidate completion of PAT’s
incomplete turn (“if you hit it you have pain”), which is emphatically confirmed by PAT’s “yeah, yeah
yeah” (line 8). Afterwards, SUR proposes that otherwise PAT has no pain (“if not, you don’t”), which PAT
confirms (“otherwise nothing”). SUR subsequently acknowledges the response (line 12), apparently
bringing the sequence to a closure; however, at line 13, PAT initiates the if-clause “if I touch for instance
like this even hard”, and simultaneously squeezes his stump hard (Figure 9). This turns out to be an
exaggerated version of doctor’s previous palpation to demonstrate that pressure from a hand does not
cause him any pain (line 14: “there is no problem”). Such demonstration is then followed by another if-
clause (line 14: “however #f T hit it against something”) projecting a subsequent demonstration (line 16:
“of this kind’’) as PAT knocks on the table with his left hand (line 16). Even though PAT does not complete
his turn, possibly orienting to SUR’s resuming physical examination, it is clear that he has presented the
contact with hard surfaces as painful, as opposed to softer agents such as the doctor’s or his own hands.
Overall, between lines 13-16 PAT combines talk, self-touch, and material resources (knocking

on the table) to demonstrate that SUR’s previous palpation failed to elicit the pain he may feel in his
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amputated limb in everyday life. In both Extracts 4 and 5, the patients’ demonstrations altogether take a
corrective character by virtue of their sequentially implementing (1) a ‘bodily quote’ (Keevallik, 2010) of
the doctor’s previous palpation to discard it as a source of pain and (2) a demonstration of an alternative
type of tactile stimulation which indeed may be painful.

As shown in Table 2 below, in both Extracts 4 and 5, the contrast between the doctors’ non-
painful palpation and the subsequent demonstration of an alternative stimulation is achieved by patients
by encapsulating segments of self-touch into conditional (if~) clauses, with the effect of highlighting the

different outcomes of the two manipulations that are performed.

Table 2. The structure of patients’ corrective demonstrations

I part Il part
Re-enacting doctor’s prior palpation Proposing alternative stimulations

Verbal Verbal
If- construction and indexicals If- construction and indexicals

“If I touch for instance like this even hard...There is 9 “However, if I hit it against something of this kind...”

no problem”
+ +
Embodied Embodied
Self-touch ‘quoting’ doctor’s prior palpation Self-touch (Ex. 4) or touch of objects (Ex. 5) staging
more intense physical stresses

An additional aspect that contributes to the corrective function of the patients’ self-touch is emphasis. The
patient in Extract 5 exerts an even stronger pressure on the stump than the doctor previously did to
specifically discard pressure as a pain-relevant type of contact and prepare to introduce hard surfaces as a
more relevant one. Likewise, in Extract 4, the patient’s tapping (line 8) of his own amputated finger was
seen as staging a stronger impact than the doctor’s previous rubbing to propose pressure as a key aspect

of his pain.
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Lastly, in Extracts 4 and 5, by positioning themselves as recipients of the patients’ self-touch,
doctors reflexively configure the patients’ embodied action as a demonstration. This is apparent both in
Extract 5 since the doctor stands watching while he keeps his hands momentarily withdrawn from the
patient’s body (Fig. 9), and in Extract 4, although in this case the doctor only provides a minimal nodding
(line 8). In contrast, in Extracts 2 and 3, doctors remained oriented towards continuing the physical
examination, although they adjusted to the patients’ emerging self-touch.

Altogether the analysis of Extracts 2-5 highlights that operating notions of pain differ in an
important respect between doctors and patients. Doctors invite answers about pain while palpating the site
where the prosthesis will be implanted, and do so in anticipation of such outcome, i.e. simulating the type
of pressure the prosthesis would exert. Because this is not spelled out, patients follow a more general
understanding of the medical examination, i.e. answering the doctors’ questions as accurately as possible,
which includes volunteering details of their experience of pain that the doctors’ yes/no questions did not
open a space for. Patients’ self-touch and response expansions either reorient or correct the doctors’
inquiries. In Extracts 2 and 3, patients identified a different area and quality of pain, which complemented
the doctor’s current manipulation and characterisation; in Extracts 4 and 5, patients’ self-touch took a

corrective character as it addressed the limited efficacy of the doctors’ previous palpation to elicit pain.

Discussion and Conclusions
One core component of patient-centred communication is information exchange in which doctors’
biomedical knowledge is supplemented by patients’ experiential knowledge (Epstein & Street, 2007).
This is particularly relevant for assessing pain, since pain incorporates bio-psycho-social and subjective
components. However, articulating pain may be constraining or difficult for patients, especially for new

amputees, because stumps are in some sense new body parts (Kurzman, 2001) whose sensations are

28



This is the Authors’ accepted manuscript (post-print version). The published article may be slightly
different. Please refer to the published version:

Simone, M., Galatolo, R., Fasulo, A. (2024). Haptic Resources in Pain Communication: New Amputees
Redirecting Doctors’ Professional Touch at the Prosthetic Clinic. Health Communication (online first) doi:
10.1080/10410236.2024.2397614.

unfamiliar and difficult to understand and convey verbally. Hence the relevance of adopting a holistic
approach in which diverse resources for communicating pain and their interrelation are considered. This
study has illustrated the intertwining of verbal and embodied resources used in post-amputation physical
examinations by both doctors and patients to instantiate different and complementary notions of pain.
Doctors’ inquiries on patients’ pain rely on the multimodal compositionality of yes/no questions and
concurrent palpation of the patients’ amputated limbs. In this context, palpation provides a resource for
grounding doctors’ questions in the patients’ ‘online’ embodied experience. In response to doctors’
inquiries, patients are seen to not merely (dis)confirm the pain with a yes/no answer (usually in the
direction of no or low pain) because they expand their responses by elaborating on the type of sensation
they do feel in certain locations or in response to specific stimulations.

The study has reconstructed the ways in which patients reorient the doctors’ inquiry by either
adding to or correcting doctors’ professional touch. etc . More specifically, patients are seen to reorient the
ongoing physical examination by volunteering a description of the sensations they experience both
verbally (i.e., by producing a fresh term for their sensation) and using self-touch to highlight their quality
and location. They do this while the physical examination is in progress which leads doctors to
subsequently adjust the palpation, for example by focusing on the area just highlighted by the patient.
Additionally, patients are seen to employ response expansions and self-touch in a corrective way after
doctors’ palpation is concluded or suspended. In this sequential environment, patients address the
limitations of doctors’ previous inquiry in bringing out the pain that they experience in their daily lives.
Patients’ corrective demonstrations are organized into two parts: the first part stages a type of contact that
is not painful by ‘quoting’ the doctors’ previous palpation; the second part demonstrates what contact in
fact causes pain. By reenacting doctors’ prior palpation, patients make it their own: while on the one hand

they are seen to address the limited effectiveness of doctors’ palpation, on the other, they are not made
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accountable for directly questioning the doctors’ work. Also, by showing what causes them pain, patients
gain the opportunity to bring sketches of their daily experience of pain into the frame of the medical
examination. It is by virtue of its adjacency (both temporal and spatial) with the doctors’ palpation that the
patients’ self-touch is seen as responding and adding to the doctors’ professional touch. These findings
emphasize the importance of looking at the (micro)sequential organization of multimodal resources in
doctor-patient communication.

Previous literature has already demonstrated that, if on the one hand, practices adopted by doctors
to conduct their inquiries, such as polar questions, may constrain patient participation (Erkelens et al.,
2021; Heritage & Robinson, 2011), on the other, patients are seen to make room for sharing their concerns
by producing expanded answers (e.g., Pino & Parry, 2019). This is confirmed by the present study, which
also adds evidence that the embodied and material environments in which pain communication takes
place provide affordances for patients to share their concerns and experiences. In our data, the spatial
arrangement of the physical examination appears to shape the patients’ use of self-touch since doctor and
patient are positioned in a way that enables both to share visual and tactile access to the relevant parts of
the patient’s body.

Lastly, our analysis adds to emerging studies on professional touch in clinical settings
(Kuroshima, 2020; Ma et al., 2024) with a focus on touching as a shared resource between doctors and
patients. The analysis has shown that doctors’ professional touch and patients’ self-touch embody different
and complementary expertise: that of the doctor being consistently oriented toward verifying that there is
no acute pain caused by pressure at the apex of the stump; that of the patient, towards offering a complete
picture of the state of their limb and the range of sensations they experience other than pain proper (e.g.,
the hardening of the patient’s skin in Extract 2). According to previous literature (Mondada & Tekin,

2020), professional touch entails the practitioner’s asymmetrical right to touch the other’s (client’s) body.
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The present study has offered a more nuanced picture, in which opportunities to touch the patients’ body
as part of ongoing professional activity are distributed between the participants through the sequential
organization of doctors’ palpation and patients’ self-touch. By using self-touch to enhance their responses
to questions on pain, patients cast themselves as participants entitled to contribute relevant information in
addition to the doctors’ physical examination. Such entitlement is ultimately linked to the patients’ holding
first-hand knowledge of their own pain.

To conclude, this study has investigated talk and touching in pain assessment in interactions
between various healthcare professionals and new amputees at a prosthetic clinic, which is a previously
overlooked, and yet prominent, setting where pain communication takes place. One limitation of this
study is that the number of occurrences of patient self-touch was small. This is because we only looked at
self-touch occurring in a specific sequential environment (patient answers to doctors’ questions on pain).
Future studies could use a larger dataset by also looking at amputee patients’ self-touch during other
medical activities, such as while discussing their future prostheses with doctors, as well as non-amputee

patients’ self-touch in other clinical settings.
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