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Abstract
Based on an empirical analysis of video-recorded collaborative practice situations, this article looks at different ways
in which a health professional can direct a request to another professional with the aim that he or she performs an
action. Using a corpus of video-recorded interactions in different institutional settings and types of situations, it looks
at how requests are formulated, showing that they can range from authoritative to mitigated, direct to indirect, and
explicit to implicit. The study shows that professionals use a great deal of strategies to preserve politeness and each
other’s right not to be told what to do, aiming at mitigating the “face-threatening” aspect of requests. However,
by doing so, they frequently produce unclear statements which can impede good communication and professional
collaboration.
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Introduction
Requests directed from a professional to a member of
another profession appear to be an important phenomenon in relation to interprofessional collaboration (IPC),
as it frequently occurs in day-to-day collaborative practices. It has, however, not been addressed in the literature
about professional practices and IPC. We understand
requests as discursive actions, “speech acts that try to get
another to do something” (Goodwin, 1990, p. 157). We
should add “or not to do something.” They are therefore
“language functions which are expressions of a speaker’s
intention and which are used not to convey information,
but which constitute an action in themselves” (Flöck,
2016, p. 34). Requesting is a topic of interest in the field
of interactional and conversation analysis but has mostly
been looked at in ordinary conversations. Although being
“one of the most basic and ubiquitous activities in social
interaction” (Drew & Couper-Kuhlen, 2014, p. 1),
requests are usually not seen as an easy or preferred mode
of interaction in ordinary conversations. Individuals even
tend to try to avoid making them (Heinemann, 2006).
This has been analyzed as a result of the “face-threatening” (Brown & Levinson, 1987) character of requests.
Requests and “orders” threaten the “negative face” of
actors, which is “the want of every ‘competent adult
member’ that his actions be unimpeded by others” (Brown

& Levinson, 1987, p. 62). In short, requests “limit the
hearer’s freedom of choice” (Flöck, 2016, p. 34).
Therefore, language pragmatics studies have shown that
actors tend to “seek to avoid these face-threatening acts,
or will employ certain strategies to minimize the threat”
(Brown & Levinson, 1987, p. 68).
Requests have been mainly studied in family and mundane conversations (Curl & Drew, 2008), and between
service providers and recipients—where they remain
problematic (Heinemann, 2006; Lindström, 2005; West,
1990). One could think that, in institutional settings—
where requests are frequent modes of interactions and
necessary to conduct work—they are less problematic.
However, our research shows that it is far from being the
case. To address the issue of the face-threatening aspect
of interprofessional requests, we will investigate the
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Table 1. Data Collected.
Types of Institutions
University hospital (internal
medicine and pneumology)
District hospital (oncology)
Rehabilitation centers
Socio-pedagogic
institutions
Nursing home

Types of Situations Video-Recorded

Duration of Videos
Total = 59 hr 25 min

Language Region

Interprofessional meetings, Medical visits

23 hr 24 min

French

Interprofessional meetings
Interprofessional meetings, Instructional
sessions
Interprofessional meetings, Joint therapy
sessions, Instructional sessions
Interprofessional meetings

1 hr 55 min
14 hr 25 min

Italian
French, German, Italian

18 hr 13 min

French, Italian

1 hr 28 min

German

question of how requests are formulated and discuss the
consequences of these formulations on interprofessional
collaboration. Although analysis concentrates on how
requests are formulated, we reflect and elaborate hypothesis about why they are so.
This qualitative study aims at better understanding the
detailed mechanisms of interactions and human communication. The objective is to provide an in-depth analysis
of requests without measuring the probability of a specific request to occur in a given context. Therefore, we do
not provide figures about the number of occurring types
of requests but concentrate on their forms and modalities,
implications, issues, and consequences. Because these
social mechanisms have been overlooked, a qualitative
approach needed to be applied first. These results could
constitute a base on which further research could be
conducted.

Method
This study is part of a bigger investigation regarding
collaborative practice in a Swiss health care context.
The research draws on video-taped collaborative practice situations, which were collected within a Swiss
National Science Foundation funded project about IPC
(Nr. 100017_159327). Between 2016 and 2018, we
filmed nearly 60 hours of collaborative practices in 11
institutions/departments within a university hospital, a
district hospital, rehabilitation centers, socio-pedagogic institutions (for young people and for adults with
neurologic disabilities), and a nursing home across the
three linguistic parts of Switzerland.1 A multitude of
interprofessional situations were video-recorded (N =
148; 90 in French, 48 in German, 10 in Italian)—as
presented in Table 1.
The video-recorded situations involved a total of
226 professionals belonging to various health professions (physicians, nurses, physiotherapists, occupational therapists, language therapists, psychologists,
etc.) and to social work. Videos were described in full
length. Sequences involving requests were transcribed
using Conversation Analysis conventions (Jefferson,

2004). Conversation Analysis aims to “capture the
understandings and orientations displayed by the participants themselves” (Clayman & Gill, 2004). This
approach takes into consideration that (a) “talk is context
shaped,” meaning that participants refer to preceding
talk; (b) “talk is context-renewing,” that is, participants
project the next actions; and (c) mutual understanding is
constructed through the sequential architecture of intersubjectivity (Heritage, 2005).
Before filming, we conducted ethnographic observations and informal interviews in each institution to
understand the organizational culture, to select the situations to be filmed, and to prepare video recordings
(Heath et al., 2010). Video recording requires a great
deal of information transmission and negotiation to gain
the consent of all filmed persons (Pichonnaz et al., 2017).
All participants signed an informed consent form, stating
that they agreed that the video recordings be used for
research purposes. They could also accept or not that the
sequences be used for training purposes. Video recordings were stored on external drives only, kept in a locked
cupboard. To assure anonymity, transcribed sequences
never mention elements that could identify the participants (e.g., names of persons or institutions). The project
obtained approval from the Cantonal Ethic Committee
(Nr. 2015-00208).

Results
Inductive analysis of the corpus of requests shows that
they can be typified in relation to three variables:
whether they are in an imperative or mitigated form
(i.e., their authoritative character is moderated), direct
or indirect, and whether they are explicit or implicit
(see Figure 1). An explicit request is formulated as an
obvious request, whereas an implicit one is a statement
to which someone respond to by accepting to do something, although it does not look as a request. A direct
request is directed at a specific person or group of persons, whereas an indirect one is not. This specific person or group can be designated verbally or non-verbally.
The observed combination of these properties is shown
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Figure 1. Types of requests with reference to the article sections.

in Figure 1, the elements of which will be presented
hereinafter.

Direct, Explicit, and Imperative Requests
(Authoritative Character)
We call direct and explicit requests those that are clearly
formulated as such and are directed to someone or to a specific group or profession. This kind of request uses an
imperative, or a present tense which acts as an imperative,
as shown in the two following excerpts taken from our data:
Excerpt 1
Physician to Nurse: 
Check
with
the
[beds]
management
if [...]
			
R
egarde
avec
la
gestion [des lits]
si [...]
Occupational
therapist to
Physiotherapist:    You keep me posted.
			  T
u
me
tiens
au
courant.

Both these formulations give an authoritative character to the requests and construct the speakers as clearly
“entitled” (Curl & Drew, 2008) to formulate and address
them. No specific strategy is applied to comply with the
conventional “politeness” and “tact” rules (Leech, 1983).
Therefore, this kind of formulating is not always accepted
by those they are addressed to. In the following excerpts,
a direct, explicit and imperative request addressed to a
junior physician by a liaison nurse provokes a reaction,
confirming that a request with an authoritative character
can be problematic. The (male) physician is currently a
resident in internal medicine (“assistant physician”). As
such, he is responsible for a group of patients, under the
supervision of a senior physician who is not participating
in this meeting. The (female) liaison nurse has a key role
in this internal medicine unit, managing patient flow
(incoming and discharge) as well as liaising with and
organizing out-of-hospital care. The discussion takes

place in the unit corridor, in the presence of another
(male) nurse. These three individuals know each other
well. They closely work together on a daily basis. The
liaison nurse announces to the physician that she has
organized the transfer of a patient with a severe condition
to another institution and makes a request to the physician
to pass on information further.
Excerpt 2
Liaison Nurse: 
I’ve called this morning
so that she can leave
tomorrow morning.
		   
J’ai appelé ce matin
pour
qu’elle
parte
demain matin.
Junior Physician: Tomorrow morning, OK.
		   Demain matin, okay.
Liaison Nurse: 
She should leave [the
hospital]
tomorrow
morning at 9am. Just
update her prescriptions
and
make
a
list
of
problems that you will
transmit to the nurses to
tell them		   
Elle partirait à 9h [de
l’hôpital] demain matin.
Remets juste à jour une
ordonnance, et une liste
de problèmes, que tu
donneras aux infirmiers
pour leur direJunior Physician: 
Yes boss. No problem
[second phrase said with
a Latin accent].
		   
Oui chef. Pas de problème
[deuxième partie dite
avec un accent latin].

The liaison nurse’s request is formulated in an imperative form. The junior physician interrupts her by saying
“Yes boss.” Said as a joke, the physician’s response can be
analyzed as contributing to make a norm explicit. It is not
a direct reproach addressed to the liaison nurse: The
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imperative request might not even have fundamentally
irritated him, as shown by the fact that he jokily imitates a
Latin (non-local) accent. However, his reaction indicates
that she has transgressed a social norm: Requests should
not be authoritative. Because the liaison nurse is not
“vastly superior in power” (Brown & Levinson, 1987, p.
69) to the junior physician, the use of the imperative here,
if we follow Brown and Levinson’s (1987) Politeness
Theory, should be linked either to the fact that the facethreatening dimension of such a request is “suspended in
the interests of urgency or efficiency” or that the request is
“clearly in [the physician’s] interest and do not require
great sacrifices of [the nurse]” (p. 69). We can think, as a
hypothesis, that both reasons apply: The nurse is talking
rapidly (as in daily interprofessional meetings, when she
lists the situation of several patients), of several patients in
a row (efficiency), and she is reminding the physician to
do things only he is entitled to do (his interest).

Direct and Explicit Requests With a Mitigated
Authoritative Character
As literature on ordinary conversations has extensively
shown, imperative requests are not taking place frequently (see, for example, Brown & Levinson, 1987;
Curl & Drew, 2008). Our data show that direct and
explicit requests are frequently formulated in a way that
mitigate their authoritative character. The most common
resource used for that purpose is the conditional tense,
as in the excerpt below where a manager asks a nurse
whether she can conduct an individual meeting with a
new resident in a home for people with disabilities. This
dialogue happens during the weekly interprofessional
meeting in this socio-pedagogic institution in the
German part of Switzerland. The manager asks the nurse
whether she can become the referent for a new resident
(in this institution, each patient has a nurse or social
worker as referent):
Excerpt 3
Manager (to Nurse): 
Who
takes
care
of the individual
meetings
[with
this patient]? I
put my name for now
but it does not
need to be me. I
don’t know, Sara,
would you do it?
			   
Wär
das
d’EB
übernimmt—i
ha
jetzt avo mal mi
itreit es muess nid
mi si. Weiss nid,
Sara,
wetsch
du
mal?
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In this case, “Would you do it?” is the conditional version of “Do it!” It also implies using an interrogative
form, that is, formulating a question, a form that has been
analyzed as more “diplomatic and polite” in a study of
palliative care interprofessional communication (Arber,
2008, p. 1331). In our data, such formulation often starts
with “I would find it good if . . .”; “Could you . . .”; “It
might be good to . . .”; “I wonder if (it was possible to) . .
.” A second way of formulating less authoritative requests
is the use of downtoners2 (especially “a bit”) or understaters3 (especially the adverb “maybe”).
An example of such a mitigation can be taken from an
interprofessional meeting in a hospital oncology unit.
Various health and social care professionals are discussing all current patients in the unit. A (female) junior physician starts talking of a new patient with a severe
oncological disease but is immediately interrupted by a
(female) senior physician, who is head of the unit.
Excerpt 4
Senior Phys.
(to Junior Phys.): What is the prognosis?
You should give it a
little bit.
			 
Qual è la prognosi?
Devi dirlo un po’.

In this sentence, it is obvious that a life prognosis can
be given or not, but not “a little bit” or “a lot.” The downtoner “a little bit” has a function of giving a less authoritative look to the request. Understaters, which are widely
used too, can be exemplified by another excerpt, from a
conversation between a nurse, a senior physician, and a
social worker. These professionals are discussing a
patient case in a unit specialized in the treatment of
chronic lung diseases. This conversation happens within
a weekly interprofessional meeting during which patients
with significant changes in their health or personal conditions are discussed. The nurse and then the physician ask
the social worker to improve her collaboration with social
workers from another department. The meeting involves
other professionals (physicians, including a psychiatrist,
and a psychologist).
Excerpt 5
Nurse:	  

 hat’s why at this moment
T
you need maybe to work
together.
          
C’est
pour
ça
qu’à
ce moment-là peut-être
qu’il
faut
vousmettre
ensemble.
Physician:    
You just should talk to
each other.
          
Faudrait
juste
vous
parler.
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Social worker: 
Well, I do talk with my
colleague, we already
discussed this situation
last
week,
when
he
transmitted the information I need to give to
you today about [...]
		   
Bon ... Nous on se
concerte
avec
mon
collègue, on s’est déjà
concertés par rapport à
cette
situation
la
semaine passée, où il
m’avait
transmis
les
informations
à
vous
transmettre aujourd’hui
par rapport à [...]

The first formulation of the request, made by the nurse,
uses the most common understater: “maybe.” When the
physician confirms the request, she uses the conditional
but no downtoner or understater. Therefore, when compared, the second request appears more authoritative than
the first one. It could be argued that, as a physician, she
feels more entitled to do so: Brown and Levinson (1987, p.
69) state that power differences are a common cause for
more authoritative requests. Our data are insufficient to
demonstrate it in this case. However, the response of the
social worker clearly shows that she acknowledges the
request. Because she justifies herself by stating what she
has already done, we can also conclude that she considers
the request as legitimate, or that she is not able to contest it.
Finally, humor can be used as a way of making requests
more acceptable (as already shown in Excerpt 2), when a
joke is associated to a direct and explicit request.4 This is
the case, for example, within an interaction in a rehabilitation hospital, during an interprofessional meeting where
a head physician addresses a request to an occupational
therapist, just after having raised an issue that prevents a
patient to be able to go back home:
Excerpt 6
Head physician:

 ind a solution! Thank
F
you.
            
Trouvez une solution!
Merci.
Occup. therapist: 
Of course, right away
[laughs].
            
Bien sûr, tout de
suite [rires].

The way the occupational therapist responds and then
laughs right after the head physician’s request clearly
shows that its formulation is meant as a joke. The issue
raised before is, however, real—and important—as the
possibility for the patient to be able to live in her private
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home is at stake. The head physician’s joke is nevertheless understood as a real and serious request by the occupational therapist, who responds by explaining what she
has planned for this patient (not shown in the excerpt
above). This includes therapies that could contribute to
help with the mobility issue that has been raised and
framed as “problematic” by the head physician.
If we summarize the different strategies used by health
professionals to mitigate the authoritative character of
their requests, it consists of using interrogative forms,
conditional tenses, downtoning and understating words,
as well as humor. These mechanisms apply to direct and
explicit requests only, but a great deal of them are indirect
and/or implicit.

Indirect but Explicit Requests
A great deal of requests are indirect: Even when explicit,
they are often not directed at a specific person, and not
even to a specific profession. Formulating such a request is
most often based on the use of the French impersonal pronoun “on” and the German equivalent “man,” which translates into English as the impersonal “one” or “you” (when
the latter is not directed at someone). Also frequently used
is the passive form (e.g., “It is a patient to whom one/you
need to give extra care” or “This patient should be given
extra care”). It can also be an inclusive “we” which does
not state who among “us” is supposed to respond to the
request, as in the following excerpts, in both of which a
physician formulates a request during an interprofessional
meeting (comprising nurses and other professionals).
Excerpt 7
Physician:     
We need to discuss
this
with
the
[patient’s] husband to
see whether ...
                Il faut qu’on discute
avec le mari [de la
patiente] pour voir si
...
Excerpt 8
Senior Physician: 
About eating, can we
structure it a little
bit, is it ok?
           
Wegem ässe cha me a
chli strukturiere diesbezüglich, goht das?
Nurse:        
Ahem ... we precisely
do warn him about it
all the time, that=
           
Eum ... mir tönd ihn
immer
wieder
warne
ebe, dass es eh=
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therapist asks the patient whether he is well seated, and
relays the negative answer to her colleague, she actually requests the physiotherapist to perform an action.
This request is therefore not addressed directly to the
physiotherapist and is also implicit (not formulated as a
request, see hereinafter).

Implicit but Direct Request

Picture 1. Request directed at the patient.
Senior Physician: Mhm
Registered Nurse: 
=it is noticeable that
he takes a lot and (.)
           
=dass es doch sehr
uffallt dass er viel
nimmt und (.)

In both these cases, and frequently in our data, the
pronoun “we” includes everyone who is present, with
the result that nobody is specifically requested to accomplish the task. This indirectness is reinforced in French
by the fact that the pronoun used (“on”) is at the same
time the equivalent of the impersonal pronoun “one”
and the pronoun “we.”
Another way of performing indirect requests to colleagues is to direct them to the patient. In our data, it happens in particular in a home for children with neurological
disabilities. In one of the filmed sequences, an occupational therapist (left in Picture 1) and a physiotherapist
(on the right) have just finished a joint therapy session
with a young boy who can hardly move by himself and
can only communicate with gestures but not talk.
In this situation, the physiotherapist says to the
patient: “Emma [= the occupational therapist] could
maybe bring the wheelchair, and then we’re good.,”
after which the occupational therapist immediately
complies. In this situation, the physiotherapist asks her
colleague to bring the wheelchair nearer but directs his
request to the patient. He also uses the usual understater
“maybe.” After that, the occupational therapist asks the
patient, “Are you well seated?” The patient seems to
disagree and utters a sound. The occupational therapist
then translates the patient’s answer by stating: “No he’s
not well seated,” which leads the physiotherapist to put
the patient in a better position. When the occupational

Despite their implicitness, requests not formulated as such
can nonetheless be formulated in a direct way. The following excerpt shows an interaction between an occupational
therapist and a nurse within an interprofessional meeting
that concerns the elaboration of a patient’s care plan, in a
neurorehabilitation hospital. Although this excerpt
involves two professionals, the meeting also includes physicians, a physiotherapist, and a liaison nurse.
Excerpt 9
Occup. therapist: 
Just ... You don’t
help
him
in
the
morning for washing
and dressing?
            
Juste
...
Vous
l’aidez pas le matin
pour
la
toilettehabillage?
Nurse:        
No, he doesn’t ask
for help, we thought
he was safe.
            
Non,
il
demande
pas
d’aide,
on
a
trouvé qu’il était
sécuritaire.
Occup. therapist: 
OK.
Because
he
left
his
pyjamas
underneath his shorts
again.
            
D’accord. Parce qu’il
a encore laissé son
pyjama en dessous du
short.
Nurse:        Mmm. [agrees]
            Mmm. [acquiesce]
Occup. therapist: We’ve already told him
though but ...
            
Pourtant on lui a
déjà dit mais ...
Nurse:        
OK,
we’re
gonna
supervise him.
            OK, on va surveiller.

The nurse explicitly formulates a response to a
request (last line) by stating she or her colleagues will
supervise the patient. However, none of the occupational therapists’ interventions (first three lines) are
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explicit requests, although her question (first line) is
directed to the nurse. It shows that acknowledging a
direct request does not require that it has been formulated as such, as it was the case in the situation above
(with the picture), where the occupational therapist
states, about the patient: “No he’s not well seated” to
have her colleague perform an action. In this other
interaction about washing and dressing, both professionals do not have the same objectives. The occupational therapist follows a cognitive rehabilitation goal:
The patient must put his clothes in the correct order
(later in the conversation she states that she has already
told the patient not to dress like that—data not shown
here). The nurse has another objective in mind, which
is to guarantee the patient’s safety.5 However, this disagreement is not discussed in this interaction.

Implicit (and Often Indirect) Requests
Although the example above show that an implicit request
can be a direct one, those are most of the time formulated
in an indirect way, as in both excerpts below. The first one
involves a junior physician and a nurse, in the internal
medicine department of a large hospital, discussing the
treatment of a patient during an informal meeting in the
unit corridor. The second one, happening in the same
department, involves a physiotherapist discussing with a
registered nurse, on a Friday afternoon, about the program
of the upcoming weekend. Nurses work on weekends,
whereas physiotherapists do not in this department.
Excerpt 10
Nurse to physician: 
I
would
find
a
disease-modifying
treatment
not
a
luxury.
               
Un traitement
de
fond je trouverais
que c’est pas du
luxe.
Excerpt 11
Physiotherapist:    
It would be perfect
if he can walk a
little
during
the
weekend ...
              
Ce serait parfait si
pendant le week-end
il peut faire un
petit peu de marche
...
Nurse:                Okay.
              Ouais.
Physiotherapist:    
To
maintain
his
fitness
a
little
bit, that’s it.
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our maintenir un
P
petit
peu
la
condition, c’est ça.
Nurse:         Mmh OK.
          
Mmh okay.

In both these situations, requests are not formulated as
such and no introductory question or statement directs
them to someone: They are indirect and implicit. Another
way of making indirect requests consists of using a specific type of framing. For example, in an interprofessional
meeting about patients with a specific chronic disease, a
senior physician insists on a young patient’s psychological problems to attract the psychologist’s attention and to
involve her in the patient’s care plan, without directly
asking for her opinion. The intention of the senior physician to involve the psychologist derives, first, from the
content of her message: She stresses the fact that the pediatric team, who took care of the patient until recently, has
not assessed the actual gravity of the patient’s mental
health issues. Second, it derives clearly from the way she
communicates her message non-verbally (body language): Although her gaze moves from one participant to
another, she constantly talks specifically to the psychologist and the psychiatrist, addressing them through her
body language. Later in the discussion, after other issues
about the family situation of the patient have been raised,
she states that:
Excerpt 12
Senior physician: 
It’s just that ...
Maybe it’s not very
...
But:
I
am
thepneumologist![laughing]
           
C’est juste que ...
Enfin peut-être c’est
pas très ... Mais: je
suis la pneumologue.
Enfin, ça me dépasse
complètement!
[en
riant]

This excerpt shows the senior physician exposing the
limit of her expertise: “I am the pneumologist” intends to
specify that she cannot count on knowledge about psychological therapy, child protection, and youth homes
placement procedures. This statement can also be analyzed as a request for help directed to the psychologist
and the social worker. Later in the same meeting, professionals do talk about the problematic character of the
patient’s family environment. The discussion leads to a
suggestion from the psychologist to activate the child
protection agency. All agree on this possibility, which
brings the senior physician to frame the situation as
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“urgent,” which opens a window for a new solution proposed by a psychiatrist: The patient could be placed in a
specialized home (see excerpt below).
Excerpt 13
Psychiatrist:

 ut ... Maybe you don’t
B
do this with young
people with [chronic
disease],
but
he
didn’t have [chronic
disease], one would
be a little keen to
send
him
to
an
institution,
this
young man.
           
À part ça, peut-être
que
ça
se
fait
pas pour des jeunes
qui
ont
[maladie
chronique], mais il
aurait pas [maladie
chronique], avec ce
que vous racontez, on
aurait assez envie de
l’envoyer
dans
un
foyer, ce jeune homme.
Senior physician: 
I think he needs to be
separated
from
his
family.
           
Ah moi je pense qu’il
faut le sortir de son
milieu familial.
Psychiatrist:      
It looks like he’s
doing better when he
is in the hospital ...
I mean: he would be
better in a ... Maybe
... We would need his
approval,
it
is
complicated,
but
let’s say maybe we
need to ... If it is
not incompatible with
his disease, I think
that ...
           
Il a l’air d’aller
mieux quand il est
à
l’hôpital
...
Je
veux
dire:
il
serait mieux dans une
...
Peut-être
...
Après il faut qu’il
soit d’accord, c’est
compliqué, mais disons
peut-être qu’il faut
...
Si
c’est
pas
incompatible avec sa
maladie, je me dis bon
là ...
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Senior physician:


N
o, no, it’s not a
problem
with
his
disease.
           
Non
non,
avec
la
maladie c’est vraiment
pas un problème.
Psychiatrist:     Then, it seems to me
that we should explore
this
possibility
anyways, to find some
place
for
young
people, with social
workers [...].
           
Alors à ce moment-là,
il me semble qu’il
faudrait
explorer
quand
même
cette
possibilité-là
de
trouver un truc un
peu pour les jeunes,
avec un peu des éduc.
[...].

As shown in the beginning of this excerpt, the psychiatrist formulates several implicit requests (“One would
be a little keen to send him in a home.”), even at the end
of the sequence (“We should explore this possibility anyways.”). Later in the discussion, he states that “We need
social work with this case”: His implicit request begins
therefore to be directed at someone, as he mentions the
profession involved but not the person. Before he explicitly mentions “social work,” he therefore implicitly and
indirectly asks the social worker who is in the meeting to
talk about placement possibilities. The psychiatrist is
usually not participating in this meeting and does not
identify who the social worker sitting at the table is: This
might explain why his request is both implicit and indirect. The senior physician who is leading the meeting, but
does not know very well the social worker (new in this
ward), is more assertive about what should be done (“I
think he needs to be separated from his family”). The
requests remain nevertheless implicit and indirect.
Despite this, the social worker understands it as a request:
She replies that the patient placement cannot be implemented, due to funding issues—which implicitly says
that she does not agree with it.

Discussion
In interactional, linguistic, and conversational analytic
literature, requests between professionals in institutional
contexts have rarely been studied. Research concentrates
on requests in everyday conversations, initially those
directed by adults to children, with the exception of a
recent study by Sterie and González-Martínez (2017)
investigating requests in hospital settings. These authors
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demonstrate that requests directed by nurses to porters
are explicit, whereas those directed to physicians are
most often implicit. Nurses tend to report problematic
situations to physicians, and expect the latter to take decisions, including prescriptions for medications. However,
this study, as well as others, has not looked at the direction of requests.6 Because our research looks at requests
in interprofessional (team) settings, their direction seems
to be more of an issue than in ordinary conversations. We
have shown that requests are frequently not addressed to
someone in particular, speakers often using impersonal
pronouns or plurals such as “one” and “we,” as well as
passive forms such as “It needs to be done” or even
directing the request to the patient. In parallel, we have
shown that requests are frequently mitigated in their
authoritative character, using interrogative forms, conditional tenses, downtoners (e.g., “a bit”) or understaters
(e.g., “maybe”), and humor. They are also often implicit,
even when directed to someone, by being statements not
formulated as requests, or when professionals purposely
display a lack of expertise or frame problems in a certain
way so that other professionals feel concerned. Both mitigation and implicitness can be considered as ways of
dealing with the “face-threatening” (Brown & Levinson,
1987) aspect of requests, the fact that they challenge the
freedom of those they are addressed to. One could think
that this is less of an issue in professional and hierarchical
institutional settings, but our study shows that professionals use a great deal of strategies to preserve politeness and
each other’s right not to be told what to do. This demonstrates that the problematic aspect of requests is little
impeded by professional relations. However, our data
suggest, consistent with studies of ordinary conversation,
that power detention (Brown & Levinson, 1987) and entitlement (Curl & Drew, 2008) deriving from hierarchical
position allow actors to formulate requests in a more
authoritative or explicit manner. In one of the cited
excerpts where the assistant physician answers “Yes,
boss” to the liaison nurse (Excerpt 2), it is likely to derive
from the fact that she is not completely entitled to address
direct, explicit and imperative requests to the physician.
If we think of requests in relation to the issues raised
by the literature and guidelines about IPC, we can relate
it to the communication, hierarchy, and knowledge-sharing problems. Research shows that IPC needs “healthy
and respectful communication” (Ryan, 2012) that is efficient (Kosremelli Asmar & Wacheux, 2007; Thomson
et al., 2015; Zwarenstein et al., 2013). Communication
should not be hierarchy-dependent or shaped by medical
dominance (Alexanian et al., 2015; Hall, 2005; Reeves
et al., 2015; Shaw et al., 2007; Thomson et al., 2015), and
should avoid “interpersonal misunderstanding” (Mickan
et al., 2010). Making direct and explicit requests can be
considered as helping to avoid misunderstandings. Clear
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and targeted requests are known to be more efficient in
terms of good communication (Rosenberg, 2003). Such
requests make it possible to generate discussions about
the intended purpose of each professional, the goals pursued, helping to reach agreement about a common target
(Smith-Carrier & Neysmith, 2014). It can also make it
possible to raise disagreements and tensions, and to discuss them. Even when it is not possible to reach a common agreement, it can be considered helpful that each
professional can express his or her views, which is
enhanced when communication is clear.
D’Amour and Oandasan (2005) distinguish “interdisciplinarity” from what they call “interprofessionality” and define the latter as a process of reconciliation
of professional differences and contrasting views,
which necessitates “continuous interactions and knowledge sharing between professionals.” The guidelines
regarding IPC also mention the notion of knowledge
sharing, captured in Centre for the Advancement
of Interprofessional Education (CAIPE’s definition:
“Interprofessional health care occurs when various professions learn from and about each other to improve
collaboration and the quality of care” (Barr et al.,
2017). IPC is therefore enhanced when professionals
know not only about each other’s expertise but also
about each other’s constraints. Indirect or implicit
requests make it impossible to include the “contingencies” (Curl & Drew, 2008) of those they are addressed
to, that is, the conditions under which the request can
be responded to and the obstacles the person could face
to respond to it. A direct, explicit request that takes into
account the contingencies of those it is addressed to
would need the speaker to question his or her entitlement to request, but more importantly to show interest
in the person. Making direct, explicit requests that
include other’s contingencies would therefore be an
implementation of the IPC guidelines, as it would take
into account other’s constraints.

Conclusion
Our analysis shows that requests can be formulated in
an imperative or mitigated form (i.e., their authoritative
character is moderated), can be directed to someone or
not (verbally or non-verbally), and can be explicitly formulated as requests or not. An explicit request is formulated as an overt request, whereas an implicit one is a
statement that is treated as a request, because someone
responds to it by performing an action or granting the
request. In our data, various language devices make it
possible for professionals to formulate requests that are
frequently not addressed to someone in particular and to
mitigate their authoritative character. This tendency can
be considered as impeding efficient communication and
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leaving tensions and disagreements implicit in interprofessional teams—therefore being obstacle to good
collaboration.
Based on this analysis, the following recommendations can be drawn. First, requests should be directed to a
specific person: Indirect requests cannot be properly
responded to, as participants do not feel addressed by it.
However, directness can be difficult to implement in
strongly hierarchical institutions, when the request is formulated by a person with a lower hierarchical position.
Second, implicit requests, although they can help to deal
with the face-threatening aspects of requests by mitigating their authoritative aspect, are also problematic, as
they do not provide sufficient information to foster open
and clear communication. Politeness should be preferred
to implicitness to mitigate the authoritative character of
requests, by using conditional or interrogatory forms of
requests, for example. Moreover, the contingencies
of those the requests are addressed to should be taken into
account in their formulation. It is therefore recommended
that professionals transform implicit and/or indirect
requests into explicit and direct ones to gain clarity of
communication and designation of responsibilities, and
that institutions allow that such requests are formulated
by professionals of any rank.
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Notes
1.

2.
3.
4.

5.

6.

Switzerland is constituted of three main language regions,
with people speaking German in the North, French in the
West, and Italian in the South.
Downtoners are words that aim to reduce the strength of a
phrase. They are the opposite of emphasizing words.
Understaters are words aiming to state something with less
completeness than needed; to minimize or downplay.
Schöpf et al. (2017) have shown that humor can also be
used in professional–patient interactions to decrease the
power asymmetry.
Maximizing patients’ security can frequently be done
to the detriment of other principles or objectives, as we
have shown about work with residents in nursing homes
(Pichonnaz et al., 2020).
Classical theory in pragmatics of language and linguistics
tend to consider that a request is indirect when it is not

formulated in an imperative form. What we call a mitigated phrasing such as “Can you please do . . .” is therefore
considered as an indirect request in this stream of research
(Flöck, 2016, p. 17).
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