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ABSTRACT
Objective: To explore how agenda navigation may be accomplished underway in consultations
covering multiple topics, we identified and analyzed one GP’s communicative strategies.
Design, setting, and subjects: A qualitative observational case study with linguistic microanaly-
sis of an exemplary consultation between a female patient with diabetes and her male GP. We
used speech act theory to identify communicative actions that indicated agenda navigation by
the GP in transitions between episodes concerning ten topics.
Results: Microanalysis revealed different aspects of agenda navigation by the GP using speech
acts, especially ways of opening or closing an episode. The opening of episodes was character-
ized by speech acts accepting the patient’s request to discuss a topic, mostly at the beginning
of the consultation. Speech acts to inform or to request information from the patient dominated
later in the consultation. The GP closed all episodes using speech acts to instruct or appraise
the patient, or to make agreements and plans.
Conclusion and practice implications: Skilful agenda navigation is an important tool for consulta-
tions covering multiple issues and could be further developed for medical education. The opening
and closing of episodes were vital communicative strategies supporting patient-centered communi-
cation in a complex consultation while maintaining the focus of the consultation agenda.

KEY POINTS
� While traditional consultation models cover one health problem, GP consultations often
include many patient issues in each session.

� Linguistic microanalysis of speech acts helped to identify communication strategies in a GP
consultation with multiple topics.

� The GP conducted agenda navigation by distinctly opening and closing episodes concerning
specific topics.

� Episodes were opened by accepting, informing, and requesting and closed by instruction,
appraisal, making agreements, or plans.
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Background

Consultations in general practice often address more
than one problem [1–3]. Still, consultation models
commonly simplify the complexity of clinical practice
by portraying the process as dealing with a single
problem [4], and some GPs attempt to allow only one
issue per consultation. For GPs to venture with confi-
dence, and in collaboration with patients, into the
handling of several health problems, we need a better
knowledge of how to deal with these consultations.
As the number of patients with multiple chronic

conditions increases, such skills will be even

more important.
Deciding which issues to address during a consultation

is part of the patient-centered method and is usually

called agenda setting [5,6]. Gobat et al. [7] established

consensus on the core domains of agenda-setting in con-

sultations and additionally proposed the concepts of

agenda mapping and agenda navigation. Agenda map-

ping is the identification of the potential content areas for

discussion before committing to a course of action for

the consultation and prioritizing topics to agree on a
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focus. It guides the consultation by offering a pattern
against which to structure the clinical discourse. While
previous models of agenda setting also suggest structur-
ing [5,6,8,9], this model explicitly acknowledges the need
to be responsive to new topics that may arise during the
patient encounter. Openness to new topics is described
as agenda navigation by Gobat et al. [7] and, drawing on
our own clinical experiences, we suggest that it is rele-
vant for more than the management of new topics. In
this article, we take agenda navigation as a broader con-
cept that embraces the communicative processes
employed by the GP in recognizing and prioritizing con-
current topics and adjusting the agenda as the consult-
ation is underway. In this context, we do not restrict
agenda navigation to health problems, and we include
other topics raised by the patient or the GP [10].

In the 1980s, studies of talk between patients and
doctors prepared the ground for research in medicine,
psychology, and social sciences. Analysis of observa-
tions from clinical practice included interactional and
discourse functions as well as implications for humane
care. Some studies looked at efficient interaction and
patient satisfaction [4,11,12], while others emphasized
patient-centeredness and equality in communication
[13,14]. Inspired by critical theory and feminism, issues
of power and gender in the interaction were explored
[15,16]. An underlying assumption was that the power
asymmetry of medical dialogue granted the doctor
control at the patient’s expense [17,18].
Methodologically, interruptions and topic control were
at that time seen as linguistic markers of power, repre-
senting paternalistic and inappropriate behaviors [19].

Four decades on, we want to challenge the under-
standing of topic control as unequivocal power conduct,
without dismissing the power issues at play. We
acknowledge the GP’s responsibility for sensible time
management with the potential to accommodate mul-
tiple problems and patient-centeredness. Agenda setting
offers a conceptual framework for organizing consulta-
tions, but the practical skills a GP needs to handle the
agenda during interaction in the consultation are less
specified. The purpose of the study is to explore how
agenda navigation may be achieved in a consultation
covering multiple topics.

Method

Study setting

We present a qualitative observational single case study
intended to explore the subject matter of agenda naviga-
tion. By choosing a single case study, we could maintain
the overview needed for appropriate adaptation of

methodology from linguistics for analysis of a medical
consultation. We have conducted a secondary linguistic
microanalysis of selected elements from an empirical cor-
pus of 27 video recordings of general practice consulta-
tions in Denmark. Recordings were made between 2011
and 2015. Data from 12 GPs (seven women and five
men) were initially collected for studies about consulta-
tions with patients with multimorbidity and the prevent-
ive consultations that are part of how chronic illness is
managed in Denmark [20,21]. Most of the consultations
in the corpus were annual check-ups for patients with
chronic conditions, such as diabetes and cardiovascular
diseases, and followed specific national guidelines. The
patients were 14 women and 13 men aged 32–82. The
consultations were video recorded and lasted from eight
to 31min. In some consultations, only one (health) prob-
lem was discussed. This prioritization was either made
clear from the beginning, or the GP did not invite the
patient’s agenda. In others, the patient talked for a while,
and then the GP asked the patient to focus on one spe-
cific issue. In yet other consultations, the GP asked if the
patient wanted to discuss more issues after plans and
agreements had been made about the first subject.

The case

Variations of agenda mapping and navigation were
observed in our corpus of data. Among consultations
covering more than one health problem, we chose the
most exemplary case, following Gobat et al. [7]. The con-
sultation had the following features: (1) a list of talk
topics that were identified at the beginning; (2) an
agreement on the focus of what to talk about during
the session; (3) the GP raised topics he considered
important; (4) the patient raised topics she considered
important; (5) the patient was involved and engaged in
the conversation, and (6) the conversation was collab-
orative. Agenda mapping was conducted by the GP
from the very start of the consultation when he stated
that the main agenda was diabetes control. He also con-
ducted mapping by inviting the patient to talk on
topics, asking if she had something else on her mind.
This consultation offered variations in agenda navigation
strategies in a format conducive to linguistic microanaly-
sis. The selected consultation was a planned annual fol-
low-up of type 2 diabetes lasting 17min and 45 s. The
patient was a 43-year-old woman and the GP was a 63-
year-old man. They had an established doctor-patient
relationship and both spoke in Danish.
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Theory and analysis

John Langshaw Austin (1911–1960), a British philoso-
pher of language, developed a theory about speech
acts [22]. According to Austin, performative speech acts
are statements that constitute or are part of an action:
you make a bet by saying ‘I bet’; you promise some-
thing by saying ‘I promise’. Still, performatives are
often implicit, without the act specifically named as
part of the utterance. Every performative could in prin-
ciple be transformed into an explicit performative, but
one usually does not name the act of, for example,

insulting someone when delivering the insult. By say-
ing, ‘You really are an exceptionally resourceful
patient’, a doctor performs an act of support and rec-
ognition of the patient. Austin calls the act in saying
something an illocutionary act. Among the examples
of typical illocutionary acts, he mentions giving esti-
mates or appraisals and making announcements about
intentions. Accepting and informing are other promin-
ent examples. Pragmatic linguistics and Austin’s
speech acts have previously been used by Nessa to
microanalyze complex consultations in general

Box 1 Synopsis presenting overview of the consultation [27]
D welcomes and announces annual diabetes checkup, adds “Have you thought of something else?”.
——————————————————————————————————————————————————————————
P requests her blood test results, confirming that there is more to be discussed.
D accepts by specifying and praising the results, comparing with previous tests
P expresses relief “That was wonderful”.
D appraises the heart examination, no problems, inviting “ What was on your mind?”
——————————————————————————————————————————————————————————
P suggests cutting down a medication which the pharmacy cannot procure.
D clarifies alternatives, confirming that there is a storage problem.
D accepts her suggestion, presents future plans, reevaluation in 3 months, invites for more.
——————————————————————————————————————————————————————————
P complains of a wound coming and going.
D encourages her to show it, recommends ointment: “Shouldn’t we try it?”
P hesitates, since it comes back, but accepts the doctor’s suggestion to await the effect.
——————————————————————————————————————————————————————————
P announces her weight to be checked, adding: “I think I have lost weight”.
D confirms and appraises weight reduction: “That is fine”, asking patient why so.
——————————————————————————————————————————————————————————
P presents diarrhea, hinting: “I really hope there is nothing wrong”.
D refers to tests some months ago, repeating positive comments.
P agrees, but objects that something might be wrong.
D requests information about the symptoms.
P describes changes of bowel habits last half year.
D considers bowel investigation if it continues.
P presents fear: “People say it is really painful”.
D explains the examination, toning down discomfort, summarizes changes with no obvious reason, trying to convince the patient about referral.
P accepts referral reluctantly, arguing: “It would be unpleasant if there is actually something wrong”.
D justifies his recommendation, asking: Shouldn’t we do it?”.
P accepts.
——————————————————————————————————————————————————————————
D informs that he returns to annual checkup program, announcing and conducting examination of the patient’s feet, commenting an old tattoo,
approving patient’s information about pedicure.
——————————————————————————————————————————————————————————
D announces and conducts blood pressure measurement, informing about a satisfactory result.
——————————————————————————————————————————————————————————
D requests information from the patient about when she last saw an ophthalmologist.
P believes it was two years ago
D instructs about annual appointments, making an agreement about: “You know why, don’t you?”.
——————————————————————————————————————————————————————————
D requests information about exercise from the patient.
P responds: “I have begun walking my dog again”, one hour three times a week.
D checks the intervals and efforts, praising her: “It is good that you have started”.
P confirms that she likes this habit, “getting crazy just staying home”.
——————————————————————————————————————————————————————————
D comments that walking is good for her diabetes, adding: “What about smoking?”.
P confirms that she still smokes 15-20 cigarettes a day “… after I started being home”.
D asks whether she wants help or if she plans to change.
P explains that her intentions are changing, but that it is difficult.
D confirms he understands “there is something cozy about it”, encouraging her for a new effort to quit, leaving it up to the patient what would
happen - “ … maybe you succeed”.
——————————————————————————————————————————————————————————
D starts overall closure announcing and negotiating agreements about future aims for weight and medication until next visit, offering
prescriptions and referrals. Saying goodbye.
P saying goodbye.
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practice [23], demonstrating the strength of this
framework for analyzing medical talk as interaction
[24]. Nessa emphasizes that ‘indirect speech acts’ are
common in medical discourse [23]. In indirect speech
acts people express what they mean in an indirect
way, only understandable within the specific context.

To analyze agenda navigation in consultation with
multiple health problems we developed a unique ana-
lytic framework for microanalysis of the selected case
applying theoretical perspectives and concepts from dis-
course analysis [25] and pragmatic linguistics [22]. The
concept of agenda mapping and navigation by Gobat et
al. [7] is relying on speech acts [22], even though this is
not discussed in detail. We have identified and micro-
analyzed speech acts indicating a transition between
episodes that address different topics [19] discussed dur-
ing the consultation. An episode was defined as a brief
unit of action [26].

First, we established a speech act-based synopsis
(Box 1), using Nessa’s method for transcription to
establish an overview of what was going on in this par-
ticular consultation [27]. Then we organized the mater-
ial for analysis by identifying topics in the consultation
[19]. According to Ainsworth-Vaughn, new topics lack
references to what was previously discussed and are
discussed without acknowledgment of previous dis-
course. In the selected consultation we identified 10
episodes addressing specific topics, most of them
related to different particular aspects of diabetes
(Table 1). We focused on the use of performative speech
acts by the GP when navigating the agenda by opening
and closing these 10 episodes. Interpretations were
negotiated and validated among the three authors.

Research ethics

Informed consent was obtained from all patients. The
anonymity of the participant was ensured by omitting
identifying information. The Faculty of Health and
Medical Sciences, University of Copenhagen, approved

the applications of management of personal informa-
tion in this project submitted 22 January 2019 (ref
#514-0285/19-3000 and # 514-0286/19-3000).

Results

Our microanalysis revealed various aspects of agenda
navigation accomplished by the GP using speech acts.
We identified opening and closing episodes to be
important communicative strategies for a consultation
like this one that covered several issues. The GP
opened episodes using speech acts to accept the
patient’s request to discuss topics, and these occurred
mainly at the beginning of the consultation.
Speech acts to inform or to request information from
the patient dominated later in the consultation.
The GP closed all episodes, using speech acts to
instruct or appraise the patient, or to make agree-
ments or plans.

Opening episodes by accepting, informing,
and requesting

The GP opened episodes using different speech acts,
such as accepting the patient’s request to discuss or
to check something, informing the patient that some
topics, such as blood pressure measurement are part
of diabetes control, and requesting information from
the patient.

Opening a new episode by more or less indirectly
accepting the patient’s request was seen in several
instances. In one example, it was the recognition of
the need to discuss something, as when the patient
stated that she would like to know the results of tests:

P: … but I’d rather know the results first.

D: Yes.

P: I do actually have something that I’d like to discuss.

D: Yes.

P: But, well, I don’t know what the results are.

D: They are fine.

P: I was hoping so.

D: Well, they are. You had these blood tests…

(Episode 1, Blood tests, results)

In the last sentence, the GP has accepted the
patient’s wish to talk about blood tests and opens a
new episode on this topic. Another episode was
opened by encouraging the patient to present a
wound which she was concerned about, ‘Where was it
now?’ Speech acts accepting the patient’s request to

Table 1. Outline of episodes concerning specific topics.
Topic no. Time Line no. Introduced by doctor Introduced by patient

00:00 000 Opening
1 00:15 011 Blood tests, results
2 01:47 036 Medication, diabetes
3 03:31 065 Wound after boil
4 04:35 087 Weight
5 05:36 102 Diarrhea
6 10:48 204 Feet examination
7 11:39 222 Blood pressure
8 12:43 228 Ophthalmologist
9 13:24 243 Exercise
10 14:12 259 Smoking

15:41 282 Conclusion
17:45 325 End of consultation
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talk about a specific topic and to do clinical examina-
tions were used by the GP to open new episodes early
in the consultation.

Later in the consultation, the opening of episodes
was dominated by speech acts from the GP informing
the patient that some topics were part of diabetes
control, or calling for further information from the
patient. For example, a new episode was opened
when the GP notified the patient that he wanted to
examine her feet as part of diabetes control at the
annual check-up:

D: Well, I’m actually expected to examine your feet.

P: Yes.

D: It’s part of the set up.

(Episode 6, Feet examination)

The GP’s requests for information from the patient
as a way to open an episode were seen when he
introduced topics about exercise and diabetes and
topics for follow-up by other professionals.

A request for information was also observed when
the GP opened a topic that had not been mapped
from the beginning of the consultation. The patient
had tried to lose weight before, but now she had
unexpectedly lost six kilos. Ambiguity regarding the
significance of this weight loss emerged since she also
had persistent diarrhea:

D: Well, that’s a good development.

P: It’s nice that I lose weight. I really hope there is
nothing wrong.

D: We had your stools examined for blood and that was
normal though. But you still have diarrhea?

(Episode 5, Diarrhea)

The patient delivered an emotional cue, by express-
ing worry that something might be wrong with her
bowels to cause weight loss. By requesting informa-
tion from the patient about diarrhea, the GP per-
formed the illocutionary act of opening a new episode
that was not agreed upon initially. This topic, diverg-
ing from the different diabetes issues, was allocated a
substantial amount of time in the consultation (5min
12 s). Still, the GP’s navigation did not displace the
remaining issues in the annual check-up.

Closing episodes by instructing or appraising the
patient, or making agreements or plans

In the selected consultation, the GP closed every topic
before a new episode was opened using an array of
speech acts for this purpose. He closed by concluding

that the patient’s test results and activities were satis-
factory, by making plans for treatment or further
investigation, by making agreements with the patient,
by giving instructions about future follow-up, or by
passing on responsibility for further action to
the patient.

The speech act in this dialogue demonstrates the
closure of an episode about test results:

D: And then you had an electrocardiogram made, you
know an examination of the heart, which was
also normal.

P: Yes.

D: So no problems in that field, right.

(Episode 1, Blood tests, results)

‘No problem’ answers around tests like this one are
interpreted as speech acts of appraisal, here function-
ing as closure. Similar appraising performatives were
used for processes that seemed to be going in the
right direction, such as when initially assessing the
patient’s weight loss as positive.

Presenting future plans was used to close another
episode concerning adjustments to the
patient’s medication:

D: We can try. There are no problems in that. And
then make an assessment in three months and
have a look at the results. And then we could consider
other medications. If any of the new medications
are better.

P: Yes.

(Episode 2, Medication, diabetes)

Similarly, the GP’s plans for treatment closed an
episode concerning the residual ulcer after treatment
of a boil.

The closing of a topic by giving the patient instruc-
tions and of making an agreement was done, for
example, after discussion of the patient’s visits to an
ophthalmologist as part of diabetes follow-up.
Comparable agreements were made for many topics
and were confirmed at the end of the consultation.

The speech act of leaving it up to the patient about
what would happen next was used to close an epi-
sode concerning smoking, which the patient was not
yet ready to quit:

D: So you do fight a little.

P: I quit for one year and for one and a half. And then
nevertheless you start again. Well, it’s stupid.

D: That’s how it is. Then you’ll just have to wait and see
if suddenly you feel like quitting again.

(Episode 10, Smoking)
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Discussion

Microanalysis revealed the impact of opening and
closing episodes as communicative strategies suitable
for the GP in patient-centered communication about
several topics. Episodes were opened by speech acts
accepting, informing, and requesting; while instructing
or appraising the patient, or making agreements or
plans were used for closing episodes. Below, we dis-
cuss the impact of these findings.

What is known from before, what does this
study add?

Multimorbidity challenges ideas of the ‘normal’ con-
sultation covering only one topic [28], highlighting the
insufficiency of prevailing conceptual frameworks that
simplify the tasks of the doctor. Our analysis demon-
strates how a GP may use speech acts to organize a
consultation addressing more than one health prob-
lem. Traditional consultation models present phases in
a process to address a single health problem [29,30]
and then describe further issues raised in consultation
as ‘additional concerns’ [31]. In clinical reality, the dis-
cussion of more than one topic is unavoidable as
patients’ symptoms may relate to more than one ill-
ness, illnesses might affect each other or treatments
could interfere.

The concepts of concordant and discordant illnesses
designate combinations that are treated together and
share some risk factors and, on the other hand, ill-
nesses that are unrelated in pathogenesis or manage-
ment [32]. Health problems in the consultation we
analyzed are both concordant and discordant in these
terms. Weight loss surfaces as a potentially concordant
issue since it is desired from a diabetes perspective,
but in this case, the talk indicates that it may repre-
sent a discordant health problem. It may be a symp-
tom of bowel disease and not a success of diabetes
self-care and is given further attention in its own right.
To arrive at this knowledge, however, the GP needed
to include both possibilities in the consultation.

Furthermore, our interpretations suggest that the
continuous closing of episodes by the GP contributes
substantially to the orderliness and feasibility observed
in this consultation. Closing has been studied in terms
of the end of a medical visit [4], where it is usually
tied to a ‘chief concern’ [33,34]. Our analysis demon-
strates the closing of several episodes in the same
consultation, and that some were closed by means
similar to those used in closing a consultation, such as
making a plan for future care. In previous concepts of
agenda-setting, prioritizing what to discuss in a

consultation is presented as a core issue, but to our
knowledge, closing has not been specifically consid-
ered in this context.

We suggest that highlighting the opening and the
closing of several different topics should be seen as
an integrated part of agenda-setting in consultations
with multiple issues. Interventions targeted at patients
with multimorbidity often offer more time and expli-
citly encourage the inclusion of all the patient’s health
problems, but a consultation strategy is usually not
specified (e.g. [35,36]). Our study adds the skills of
opening and closing individual topics by speech acts
to a consultation process suitable for the handling of
several health problems.

Botelho has previously drawn attention to the idea
that agenda setting happens throughout a consult-
ation, not just as an upfront activity [37]. In this article,
we take this point even further by emphasizing and
extending the impact of agenda navigation, and pro-
posing that such navigation is a core competence for
the GP. Upfront agenda setting assumes that all topics
can be revealed and prioritized from the beginning.
As demonstrated in our case some issues may, how-
ever, emerge during the consultation, as the discus-
sion of one health problem leads to other health
problems. It is difficult for both the GP and the patient
to foresee which issues will be touched upon, as
symptoms may stem from several health problems,
and treatments may be interacting.

Our case illustrates a strategy, possibly exercised
unconsciously or habitually by the doctor, that allows
the consultation to cover several issues, some of
which were allocated considerable time and attention,
even the potentially discordant issues. We argue that
this requires experience and skill, the latter being
made more accessible for analysis and teaching using
description and reflection. Descriptions and analysis of
practical knowledge among GPs around consultations
that cover more than one health problem should
inform the teaching of medical students and physi-
cians in specialty training as part of a formal curricu-
lum. This would help to integrate appropriate
knowledge developed specifically for this context in
medical education and make it accessible for profes-
sional discussion.

Strengths and limitations

We chose to conduct a single case observational study
[38] to perform a thorough microanalysis of linguistic
interaction [22,23]. Instead of doing a thematic ana-
lysis across several of the available consultations, this
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design allowed us to present an overview of a com-
plete consultation where the GP accomplished agenda
navigation across several topics. We found the meth-
odological tools adequate and easy to adapt to this
format. By selecting a case from a larger corpus, we
were able to identify, assess and present several hall-
marks of similarity, as well as of contrast, in the spe-
cific case in the context of the complete corpus. This
was not a comparative pursuit but a systematic
approach to differentiate the exemplary features of
agenda navigation observed in the case.

Regarding demography, this case was not excep-
tional in terms of patient-doctor dyads comparable on
gender, age, background, and culture in the corpus.
The type and content of medical issues discussed in
the consultation were also unexceptional. The dis-
course in the case, compared to several of the other
cases in the corpus, was distinguished by proceeding
in an orderly and well-organized manner, frequently
involving the patient and a consultation ambience
with a low level of conflict. As such, we recognize this
specific case is not necessarily representative of con-
sultations in general practice, while it still holds strong
internal validity for the issues we intended to explore
[39]. The external validity of what is going on is prob-
ably limited to consultations comparable to this one,
which was exceptionally and exemplary well-organized
without conflicts. Nevertheless, in the sense of what
can be learned and transferred from our analysis to
other consultation types, we appraise the external val-
idity of our study as strong. The consultation lasted
17min 45 s and covered ten topics. Many consulta-
tions in general practice are shorter and cover fewer
topics, and some consultations are even more com-
plex. Principles for navigating the agenda are, how-
ever, transferable to other types of consultation.

Concepts and perspectives from speech act theory
[22] and topic division [19] provided access to the
identification of implicit and explicit markers of
agenda navigation [7], some of them rather subtle.
Our interpretation of which acts were performed was
probably more supported than disturbed by our own
experiences from clinical practice, perhaps especially
what we were able to recognize as indirect speech
acts. We decided not to evaluate systematically the
communicative quality of the dialogue, to better grasp
the descriptive patterns of navigating. Another choice
was to emphasize the GP’s navigation moves, rather
than assessing the interaction as such. Although the
GP was mostly in charge of the agenda we agreed,
upon an overall review of this consultation, that the
atmosphere was mutual and collaborative.

Conclusion and practice implications

Presenting this study, we highlight the fact that con-
sultations in general practice often cover multiple
issues. Consistent with the core values of general prac-
tice, this is not something to prevent or avoid. The GP
must on the contrary be prepared to encounter a
diversity of problems, although the complete list can-
not always be solved there and then. This is a regular
challenge where skillful agenda navigation may
become an important tool for patient-centered man-
agement and quality of care.

Our methodology offers concepts, perspectives, and
examples for how relevant speech acts can be recog-
nized, exercised, and shared, demonstrating how
awareness and willingness to handle several topics are
manageable using proficient talk. By considering the
consultation as a series of episodes where individual
topic changes are distinctly indicated by opening and
closure, GPs may individually elaborate their speech
acts and contribute to more space for interaction
with patients.

Our findings should be refined and improved in fur-
ther research, to develop teaching tools for further dif-
ferentiation and implementation. They may, however,
prove to be useful in an everyday practice setting
already at this point.

Disclosure statement

No potential conflict of interest was reported by
the author(s).

Acknowledgements

The authors would like to thank the patients and the gen-
eral practitioners who kindly participated in the study. They
would also like to thank Fonden for Almen Praksis
[Foundation for General Practice, Denmark] and the
Committee of Multipractice Studies in General Practice for
financial support.

References

[1] Salisbury C, Procter S, Stewart K, et al. The content of
general practice consultations: cross-sectional study
based on video recordings. Br J Gen Pract. 2013;
63(616):e751–e759.

[2] Moth G, Vestergaard M, Vedsted P. Chronic care man-
agement in Danish general practice-a cross-sectional
study of workload and multimorbidity . BMC Fam
Pract. 2012;13:52.

[3] Bjørland E, Brekke M. What do patients bring up in
consultations? An observational study in general prac-
tice. Scand J Prim Health Care. 2015;33(3):206–211.

SCANDINAVIAN JOURNAL OF PRIMARY HEALTH CARE 345



[4] Byrne PS, Long BEL. Doctors talking to patients. A
study of the verbal behaviour of general practitioners
consulting in their surgery. Exeter: The Royal College
of General Practitioners; 1984.

[5] Baker LH, O’Connell D, Platt FW. “What else?” Setting
the agenda for the clinical interview. Ann Intern Med.
2005;143(10):766–770.

[6] Epstein RM, Mauksch L, Carroll J, et al. Have you really
addressed your patient’s concerns? Fam Pract
Manage. 2008;15(3):35–40.

[7] Gobat N, Kinnersley P, Gregory JW, et al. What is
agenda setting in the clinical encounter? Consensus
from literature review and expert consultation.
Patient Educ Couns. 2015;98(7):822–829.

[8] Robinson JD, Heritage J. How patients understand
physicians’ solicitations of additional concerns: impli-
cations for up-front agenda setting in primary care.
Health Commun. 2016;31(4):434–444.

[9] Finset A. When patients have more than one concern.
Patient Educ Couns. 2016;99(5):671.

[10] Murray E, Charles C, Gafni A. Shared decision-making
in primary care: tailoring the Charles et al. model to
fit the context of general practice. Patient Educ
Couns. 2006;62(2):205–211.

[11] Roter DL. Patient question asking in physician-patient
interaction. Health Psychol. 1984;3(5):395–409.

[12] Pendleton D. The consultation: an approach to learn-
ing and teaching. Oxford: Oxford University Press;
1984. (Oxford general practice series; Vol. 6).

[13] Stewart M. Patient-centered medicine: transforming
the clinical method. Thousand Oaks (CA): Sage
Publications; 1995.

[14] Tuckett D, Boulton M, Olson C, et al. Meetings
between experts. An approach to sharing ideas in
medical consultations. London: Tavistock Publ; 1985.

[15] Waitzkin H. Doctor-patient communication. Clinical
implications of social scientific research. JAMA. 1984;
252(17):2441–2446.

[16] Malterud K. Illness and disease in female patients. II.
A study of consultation techniques designed to
improve the exploration of illness in general practice.
Scand J Prim Health Care. 1987;5(4):211–216.

[17] Mishler EG. The discourse of medicine. Dialectics of
medical interviews. Norwood (NJ): Ablex Publishing
Company; 1984.

[18] West C. Zimmerman DH. Doing gender. In: Farrell
SAE, Lorber J, editors. The social construction of gen-
der. Thousand Oaks (CA): Sage Publications; 1991. p.
13–37.

[19] Ainsworth-Vaughn N. Topic transitions in physician-
patient interviews: power, gender, and discourse
change. Lang Soc. 1992;21(3):409–426.

[20] Guassora AD, Reventlow S, Malterud K. Shame, honor
and responsibility in clinical dialog about lifestyle
issues: a qualitative study about patients’ presenta-
tions of self. Patient Educ Couns. 2014;97(2):195–199.

[21] Guassora AD, Nielsen SB, Reventlow S. Deciding if life-
style is a problem: GP risk assessments or patient
evaluations? A conversation analytic study of

preventive consultations in general practice. Scand J
Prim Health Care. 2015;33(3):191–198.

[22] Austin JL. How to do things with words: the William
James lectures delivered at Harvard University in
1955. Cambridge (MA): Harvard University Press; 1962.

[23] Nessa J. From a medical consultation to a written
text. 2. Pragmatics and textlinguistics applied to
medicine. Scand J Prim Health Care. 1995;13(2):89–92.

[24] Nessa J, Malterud K. “Feeling your large intestines a
bit bound”: clinical interaction-talk and gaze. Scand J
Prim Health Care. 1998;16(4):211–215.

[25] Johnstone B. Discourse analysis. 2nd ed. Malden (MA):
Blackwell; 2008.

[26] Merriam-Webster.com. Dictionary. Episode. Merriam-
Webster [cited 2021 May 28]. Available from: https://
www.merriam-webster.com/dictionary/episode

[27] Nessa J. From a medical consultation to a written
text. 1. Transcribing the doctor-patient dialogue.
Scand J Prim Health Care. 1995;13(2):83–88.

[28] Barnett K, Mercer SW, Norbury M, et al. Epidemiology
of multimorbidity and implications for health care,
research, and medical education: a cross-sectional
study. Lancet. 2012;380(9836):37–43.

[29] ten Have P. The consultation as a genre. In: Torode B,
editor. Text and talk as social practice. Dordrecht:
Foris; 1989. p. 115–135.

[30] Denness C. What are consultation models for?
InnovAiT. 2013;6(9):592–599.

[31] Nielsen SB. Patient initiated presentations of add-
itional concerns. Discour Stud. 2012;14(5):549–565.

[32] Piette JD, Kerr EA. The impact of comorbid chronic
conditions on diabetes care. Diabetes Care. 2006;
29(3):725–731.

[33] West C. Coordinating closings in primary care visits:
producing continuity of care. In: Heritage J, Maynard
DW, editors. Communication in medical care: inter-
action between primary care physicians and patients.
Cambridge; New York (NY): Cambridge University
Press; 2006. p. 379–415.

[34] Robinson JD. Closing medical encounters: two phys-
ician practices and their implications for the expres-
sion of patients’ unstated concerns. Soc Sci Med.
2001;53(5):639–656.

[35] Salisbury C, Man MS, Bower P, et al. Management of
multimorbidity using a patient-centred care model: a
pragmatic cluster-randomised trial of the 3D
approach. Lancet. 2018;392(10141):41–50.

[36] Birke H, Jacobsen R, Jønsson AB, et al. A complex
intervention for multimorbidity in primary care: a
feasibility study. J Comorb. 2020;10:
2235042X20935312.

[37] Botelho RJ. A negotiation model for the doctor-
patient relationship. Fam Pract. 1992;9(2):210–218.

[38] Yin RK. Case study research: design and methods. 4th
ed. Los Angeles (CA): Sage; 2009. (Applied social
research methods series; Vol. 5).

[39] Sandelowski M. One is the liveliest number: the case
orientation of qualitative research. Res Nurs Health.
1996;19(6):525–529.

346 A. D. GUASSORA ET AL.

https://www.merriam-webster.com/dictionary/episode
https://www.merriam-webster.com/dictionary/episode

	Abstract
	Background
	Method
	Study setting
	The case
	Theory and analysis
	Research ethics

	Results
	Opening episodes by accepting, informing, and requesting
	Closing episodes by instructing or appraising the patient, or making agreements or plans

	Discussion
	What is known from before, what does this study add?
	Strengths and limitations

	Conclusion and practice implications
	Disclosure statement
	Acknowledgements
	References


