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Abstract  

Background 

Musculoskeletal (MSK) pain is a major health problem worldwide and in UK primary care. 

Shared decision-making (SDM) is a process advocated by UK policy directives whereby a 

general practitioner (GP) and patient share information and the patient is supported to 

consider options. How decisions around analgesia for MSK pain are shared in primary 

care consultations is poorly understood. 

 

Methods 

A systematic review and narrative synthesis explored factors affecting the process of SDM 

in prescribing analgesia for MSK pain in primary care consultations. Secondary analysis of 

a dataset selected from 195 digital video-recorded primary care consultations explored 

how decisions around analgesia for MSK pain were negotiated, how far the decision-

making process was shared and how factors affected the process of SDM. 48 recorded 

consultations with 15 UK GPs discussing analgesia for MSK pain with patients were 

analysed. Framework analysis drew on principles of discourse analysis and integrated 

findings of the systematic review, a model of SDM and input from a patient research user 

group (RUG). The patient RUG collaborated throughout the research.  

 

Results 

The review identified 15 possible factors affecting SDM in eight studies. The patient RUG 

identified an additional 30 factors absent in the literature which were important to patients.  

 

SDM involved multiple decisions, and was negotiated in three phases and through implicit 

and overt communication. Eight factors identified as affecting SDM in consultations 

included: patient-GP relationship, time spent discussing the MSK condition and the 
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patient’s health literacy. A spectrum of SDM was characterised into three different styles 

of SDM:  Elwyn’s model, stepwise and GP SDM.   

 

Conclusions 

Negotiation of SDM around analgesia for MSK pain in primary care consultations is a 

complex and implicit process, occurring along a spectrum of SDM. Current models and 

measures need to be tailored to facilitate integration of SDM into clinical practice. 
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1.1 Introduction 

This introductory chapter discusses the personal importance of the research and briefly 

explains reflexivity and terminology in the thesis. The background and context to the 

research are discussed briefly in relation to primary care consultations (Section 1.2), and 

musculoskeletal (MSK) pain and its management in primary care (Section 1.3). 

Prescribing, use and challenges of using analgesia in primary care for MSK pain are 

outlined. Shared decision-making is defined and its place in the primary care consultation 

is explored, leading to the research aim and objectives.  

 

1.1.1 Why this research is important to me 

This thesis brings together three strands of my career, clinical practice as a GP, teaching, 

and research, and three topics of clinical interest discussed further below. I have trained 

as GP, and during my undergraduate medical training I became curious about teaching 

and learning consultations skills. This curiosity has also been a pragmatic step, as the 

consultation is the main diagnostic tool and skill of practicing in primary care, and 

therefore was a way to improve my own skills. My enthusiasm for research also 

developed during my undergraduate training and has always been practical too: a way of 

drawing on others’ wisdom and different perspectives to inform the problems that I see in 

front of me in my educational and clinical roles.  

 

Clinical experience in primary care and conversations I had with patients and colleagues 

stimulated my interest in the three clinical topics discussed in the thesis: shared decision-

making, pain - specifically MSK pain, and decisions about analgesia. In talking to patients 

over time in primary care I began to understand the influence of patients’ thoughts and 

expectations about illness and treatment on their behaviour. This influence included 

whether patients wanted medication and treatment, and whether they would take 

medication if it was prescribed.  I understood from patients that the challenge of good 
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prescribing was not only deciding on a good, safe medication, but also how the decision 

about the medication was made with the patient.  I had encountered a model of shared 

decision-making through teaching undergraduate medical students, and I was curious if a 

model may offer a solution for encouraging patients to share in decisions within 

consultations.  

 

The second clinical topic discussed in this thesis is pain, specifically MSK pain. MSK pain 

arises from joints and muscles and includes common symptoms such as lower back pain. 

Rarely, MSK pain may be a sign of serious disease such as cancer, but in most instances 

MSK is caused by conditions which often resolve by themselves, such as muscle strain or 

by underlying conditions such as osteoarthritis (OA), commonly known as arthritis of older 

age.   MSK conditions are challenging for myself, and GPs in general, as in many cases 

the exact diagnosis is hard to make, a situation known as diagnostic uncertainty. This 

diagnostic uncertainty arises because clinical examination may not be helpful and tests 

such as X-rays can show abnormalities which may not be causing the symptoms. 

However, MSK pain will often respond to the same treatments regardless of the exact 

cause. MSK pain can be frustrating for both those experiencing it and myself in trying to 

relieve the pain. I have talked with patients about the hopelessness they feel in the face of 

their pain, which in the case of chronic or on-going pain has sometimes been ruling their 

life for years. MSK pain is managed rather than cured with a combination of strategies 

including medication to help relieve the pain which is known as analgesia.  All analgesia 

may cause side effects including potentially life-threatening side effects such as bleeding 

from the stomach. Balancing the side effects and potential risks of analgesia against the 

benefit of pain relief is challenging for people taking analgesics and something I find 

challenging myself in prescribing or recommending analgesics.  I was interested in 

exploring how these decisions around analgesia for MSK pain were made and shared 

outside of my own clinical practice. 
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1.1.2 Reflexivity 

As this research arose from my own interests, it was important that I was aware of my 

own biases and preconceptions and the influence this may have on the research. This 

concept of awareness is known as reflexivity in qualitative research (Ritchie and Lewis 

2003). Reflexivity ensures that a researcher is ‘attentive to and conscious of cultural, 

political, social, linguistic and ideological origins of his or her own perspective and voice’ 

and how this shapes the research (Patton 2002, p.299). Reflexivity has been integral to 

my approach to the research. To highlight awareness of my influence on the qualitative 

analysis and interpretation of the findings, in writing the thesis I have used the active voice 

and first person, such as ‘my study’ and ‘I consider’ in Chapter 4, the results of the 

consultation analysis and Chapter 5, the discussion and reflections. 

 

1.1.3 A brief note on terminology 

This thesis refers to patients and GPs throughout. The word patient comes with its own 

history and connotations which cannot be ignored, particularly in a thesis in which 

language is examined closely using conversation analysis. I have chosen to use this word 

to differentiate those people who attend the GP with MSK symptoms from those many 

people who have similar symptoms and do not seek medical advice. I also discussed 

terminology with members of a patient research user group (RUG) who were involved 

throughout the thesis, sharing their experiences and perspectives (see Section 1.2 for 

further details). The RUG members were most comfortable with the terms patient and GP 

being used in the research. They wished to be described as RUG members in written 

work, therefore I have used the term ‘RUG members’ to describe them as a group in the 

thesis and the term ‘patient and public involvement and engagement’ (PPIE) to describe 

their role or PPIE as a concept.  

 

I have tried to keep jargon to a minimum in the thesis and have included a glossary for 

those instances where it is used in the text and transcripts. The key jargon of the thesis is 
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‘analgesia’ which is used to mean medication for relieving the pain, and is commonly 

known as a painkiller. Specific pain relieving medications are sometimes referred to as 

analgesics. I have used abbreviations for ease of reading and these are listed for 

reference (List of abbreviations). 

 

1.2 Patient and public involvement and engagement  

Patient and public involvement is defined as “doing research ‘with’ or ‘by’ the public, rather 

than ‘to’, ‘about’ or ‘for’ the public” (INVOLVE 2015), and patient engagement as ‘where 

information and knowledge about research is provided and disseminated’ (INVOLVE 

2014). In addition to ethical and political arguments for the public and patient having a 

voice in healthcare research, PPIE can impact on research questions, methods, 

dissemination of findings and engagement with local communities (Brett et al. 2010; Boote 

et al. 2002; Entwistle et al. 1998; Oliver et al. 2004; Staley 2009; Mockford et al. 2012). As 

shared decision-making involves both patients and GPs, it was important that patient 

perspectives and priorities were represented in this research. INVOLVE, a national 

advisory group funded by the UK government, provides guidance and examples of best 

practice for involving patients in healthcare research (INVOLVE 2014; Staley 2009). In 

addition, there is a developing consensus of PPIE in health research, and PPIE within this 

research aimed to follow this good practice (Telford et al. 2004; Boote et al. 2011; Boote 

et al. 2006).  

 

Methods of implementing PPIE range from consultation, when researchers simply seek 

the views of the public on key aspects of the research, collaboration, an on-going 

partnership throughout the research process, to publicly-led research, in which lay people 

design and undertake the research (Boote et al. 2002). Members of a patient RUG at the 

Research Institute for Primary Care and Health Sciences collaborated throughout the 

research. Further details of PPIE are discussed in Sections 2.2.2 and 3.3.6 and a peer-
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reviewed manuscript describing the process and impact of involving patients in the 

systematic review outlined in Chapter 2 is appended to that chapter (Appendix 2.1).  

 

1.3 Primary care consultations 

Fischer and Ereaut described the consultation as a conversation and the ‘defining 

interactive form’ between a patient and clinician (2012, p.10). Approximately 1 million 

consultations happen each day in UK primary care (Hippisley-Cox and Vinogradova 

2009). In the UK, GPs who deliver primary care have completed specialist postgraduate 

medical training and primary care is publically funded (Goodwin et al. 2011). Differences 

do exist in the training of primary care doctors and the structure and funding of primary 

care in different countries.  For example, in the US, primary care is funded through health 

insurance in the majority of cases, with some private medical care and little government 

funding (Wennberg 2010). Relevant literature is therefore discussed from research in 

countries outside the UK with comparable postgraduate training for GPs including the US, 

Canada, Europe and Australia. Potential implications of including international literature 

are discussed in Chapters 2 and 6.  Consultation structure and talk in the consultation are 

discussed further in Section 3.2.3 although this is designed to be an introduction to the 

topic rather than being exhaustive.  

 

 

1.4 Musculoskeletal pain and its management in primary care 

1.4.1 Defining musculoskeletal pain 

Pain is a complex subjective and emotional experience which has impacts on the 

sufferer’s mental health and social interaction (Padfield et al. 2003). 

 

Musculoskeletal (MSK) pain includes both pain due to conditions which have a specific 

diagnostic label such as osteoarthritis (OA), and pain due to symptom labels such as ‘joint 

pain’ and ‘chronic widespread pain’. The pain may be chronic, defined for the purposes of 
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this thesis as pain lasting more than 12 weeks (Scottish Intercollegiate Guidelines 

Network 2013), episodic or acute (lasting less than 12 weeks). MSK pain is now a 

commonly used categorisation both nationally (Scottish Intercollegiate Guidelines Network 

2013; Department of Health 2006) and internationally (World Health Organisation 

Scientific Group 2003; Picavet and Schouten 2003).   

 

1.4.2 Musculoskeletal pain prevalence and consequences  

One in seven consultations in primary care in the UK is due to MSK symptoms which 

represent one of the most common reasons for help-seeking (Jordan et al. 2010). Half of 

the people with an MSK condition feel that pain is the worst aspect of their condition 

(Siegle and Ingram 1996). Studies have shown that approximately three quarters of 

individuals over 25 years of age experience MSK pain annually, and between 30% and 

40% will consult their general practitioner (GP) about the pain (Picavet and Schouten 

2003). Around seven in ten people experiencing chronic pain consult their GP (Woolf et al. 

2004). 

 

MSK pain is associated with mental health problems and impacts on social activities, for 

example older people in nursing homes who had experienced pain were more likely to 

experience depression and loneliness (Tse et al. 2012). Chronic MSK pain impacts on 

people’s ability to work, and is associated with high rates of anxiety and depression 

(Dersh et al. 2002; Rzewuska et al. 2015). Chronic pain also impacts on people’s daily 

activities, quality of life and general health (Elliott et al. 1999; Smith et al. 2001). MSK pain 

has cost at a societal level: Mapel et al. found patients with OA and chronic back pain had 

double the healthcare cost compared to matched controls (2004).  MSK pain is also the 

second most common reason for sickness certification in the UK (Wynne-Jones et al. 

2009). Additionally, MSK conditions are the second major disease category causing 

worldwide disability (Vos et al. 2012). To limit the individual and societal impact of MSK 
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conditions it is important that MSK pain is managed. Management options for MSK pain 

are discussed below.  

 

1.4.3 Management options for people with musculoskeletal pain 

Recommended strategies for managing MSK pain in conditions such as OA are patient 

education and self-management, application of heat and cold to affected sites, exercise 

and physiotherapy treatment such as manual therapy, weight loss and maintaining a 

healthy weight, using aids such as walking sticks and analgesia (National Institute for 

Health and Clinical Excellence 2014). For chronic pain, recommended management is 

multidisciplinary pain management programmes, psychological therapies including 

behavioural therapies and cognitive behavioural therapy and active transcutaneous 

electrical nerve stimulation (TENS) in addition to analgesia (Scottish Intercollegiate 

Guidelines Network 2013). Herbal and nutritional supplements such as glucosamine are 

not recommended in UK national guidance (Scottish Intercollegiate Guidelines Network 

2013; National Institute for Health and Clinical Excellence 2014). In contrast to policy 

directives, people with osteoarthritis commonly use herbal and nutritional supplements 

(Marsh et al. 2009). People with chronic low back pain report managing their pain with 

analgesia, exercise and application of heat (Crowe et al. 2010). In interviews, the GPs of 

patients with chronic low back pain report their own roles to be: prescription of analgesia, 

dispensing of sickness certificates and referral to specialists.  Patients and GPs agree that 

the highest priority task of managing OA in primary care consultations is establishing and 

addressing a patient’s need for analgesia (Porcheret et al. 2013). Patients, GPs and policy 

makers all suggest using analgesia can be a helpful management option for relieving MSK 

pain, and use of analgesia in primary care is discussed further below.  
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1.5 Analgesia in primary care 

1.5.1 Prescribing analgesia in primary care consultations 

Prescribing in consultations is a sequence of events and decisions around those events. 

Duerden et al. conducted a comprehensive review of the quality of GP prescribing and 

summarise the act of high quality prescribing in primary care as a process including 

considerations of: 

• what are the needs of patient? Will these be met?  

• what does the patient desire? Is this considered?  

• is it necessary to prescribe?  

• if so, what are the prescribing options? Consider: products that are effective, 

relatively safe, value for money  

• consider the need to review the patient in terms of: assessing therapeutic benefits, 

potential side-effects and need for laboratory test monitoring  

• record information accurately. 

(2011, p.15) 

The GP coordinates decisions with activities of entering the medication into a computer 

(Greatbatch 2006). Greatbatch describes how the computer gives additional information 

prompts when medication such as analgesia is prescribed electronically, and how the next 

step in the process is printing of the prescription, and the GP handing the prescription to 

the patient (2006). These coordinated events and decisions around them occur when 

analgesia is prescribed for MSK pain in primary care consultations. Analgesia for MSK 

pain is discussed further below. 

 

1.5.2 Analgesia for musculoskeletal pain in primary care 

The World Health Organisation (WHO) the National institute of Clinical Excellence (NICE) 

in England, and the Scottish Intercollegiate Guidelines Network (SIGN) endorse a “step-
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wise” approach to using analgesics MSK conditions including low back pain, osteoarthritis 

and chronic pain (2003; 2014; 2013). This ‘step-wise’ approach means increasing the 

analgesic from paracetamol for mild pain, to adding an appropriate opioid such as 

morphine for severe pain (Ehrlich 2003; National Institute for Health and Clinical 

Excellence 2014; Scottish Intercollegiate Guidelines Network 2013). Over 300 

formulations of analgesia are prescribable in primary care (Bedson et al. 2010). These 

formulations have been classified into basic analgesia including paracetamol and topical 

analgesics which may be rubbed on the site of pain, and strong analgesia such as 

morphine (Muller et al. 2012, p.1016). In Muller et al.’s classification, non-steroidal anti-

inflammatories (NSAIDs) such as ibuprofen are considered in a separate group because 

of their additional anti-inflammatory properties (2012).  Moderate analgesics are from the 

opioid family, which are weaker than morphine but have similar properties (Joint 

Formulary Committee 2015). Moderate analgesia ranges from weak combinations such as 

co-codamol (at the lowest dose of 8 milligrams of codeine and 500 milligrams of 

paracetamol) to strong opioids such as codeine at 30 milligrams strength and tramadol 

(Figure 1.1). 

 

Analgesia is commonly prescribed for MSK pain, but not always. Not all patients who 

consult the GP for MSK pain do wish for analgesia, attending for reasons such as 

diagnosis and advice (Thomas et al. 2013). Muller et al. found that 28% of adults over 55 

years with MSK pain receive a prescription for analgesia when consulting their GP (2012).  

Much of the data on primary care prescribing of analgesia is from databases of electronic 

GP records. However, these GP records do not capture information about 

recommendations or population use of analgesia available ‘over the counter’ (OTC), which 

is purchased without a prescription. OTC analgesics cannot be substituted for prescribed 

analgesia, but GPs can make recommendations for patients to purchase OTC analgesia 

(Duerden et al. 2011). 
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Figure 1.1 Categorisation of analgesia in primary care 

        (Muller et al. 2012, p.1016) 

 

Analgesia available OTC includes paracetamol, ibuprofen, co-codamol (at the weak dose 

of 8 milligrams of codeine and 500 milligrams of paracetamol), and topical analgesics 

such as gels, which can be rubbed onto the site of the pain.  In structured telephone 

interviews of people selected randomly from the population, of those adults with chronic 

MSK pain in the UK, around 15% take OTC analgesia only (Woolf et al. 2004).  In 

addition, Woolf et al. found approximately 10% of those surveyed in the UK combine OTC 

analgesia with prescribed analgesia, and 35% take prescribed analgesia only (2004). 

Woolf et al. investigated some of the challenges around analgesia for MSK pain, which 

are outlined further below.  
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1.5.3 Challenges around analgesia for musculoskeletal pain 

Balancing potential risks and side effects of analgesia against the benefit that patients 

gain from relief of pain is one challenge in managing MSK pain. Analgesia can cause side 

effects that can affect patients’ every day well-being and can have serious consequences 

(Duerden et al. 2011).  For example, NSAIDs like ibuprofen can cause indigestion, and 

bleeding from the stomach, which can be potentially life-threatening (Tamblyn et al. 1997). 

Opioids may cause side effects such as constipation, can be misused or cause addiction 

and overdose, which may be fatal (Chou et al. 2014; Dunn et al. 2010). Concerns have 

been recently raised that regularly taking higher doses of paracetamol may be associated 

with increased risks of serious events such as heart attacks (Roberts et al. 2015).  Some 

populations are more at risk of side effects, for example older patients are at great risk of 

bleeding from the stomach which may be caused by NSAIDs (Buffum and Buffum 2000).  

Therefore risks and side-effects may vary on an individual patient basis.  

 

An additional challenge around analgesia for MSK pain is that how well specific 

analgesics relieve pain is very variable between patients. For example whilst around half 

of patients with OA find paracetamol more effective than ibuprofen, nearly half find the 

opposite, and small numbers may find a combination of the two more effective for 

relieving pain (Nikles et al. 2005). Topical NSAIDs may be as effective as oral NSAIDs, 

but not for all patients (Underwood et al. 2008).  Underwood et al. found patients with 

more severe pain were more likely to respond to oral NSAIDs, though despite this some 

patients preferred topical NSAIDs as they had fewer side effects (2008).   

 

Patients and GPs have concerns around analgesia that may provide challenges in the 

context of MSK pain. GPs across eight European countries report concerns about the 

side-effects of NSAID analgesia used to relieve MSK pain (Woolf et al. 2004). GPs in the 
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US and UK report concerns about opioid analgesics including side-effects, tolerance, 

misuse, dependence which may affect their willingness to prescribe these analgesics 

(Potter et al. 2001; Seamark et al. 2013). GPs interviewed by Seamark et al. also reported 

that training and experience, including experiences of negative impacts of opioid 

analgesia on specific patients, could affect whether or not they were willing to prescribe 

opioid analgesia (2013). There is evidence that GPs tailor their prescribing based on 

potential side effects: GPs are less likely to prescribe opioid analgesia to older patients 

and those with a higher intake of alcohol, who are more at risk from potential harms like 

overdose (Green et al. 2013). 

 

Patients with MSK pain have concerns about analgesia including safety, side-effects 

tolerance and addiction (Woolf et al. 2004; Rosemann et al. 2006). Patients with OA 

report a need to wait until pain is ‘very bad’ before taking analgesia (Rosemann et al. 

2006). These concerns may affect whether and how patients take analgesia. Fourrier-

Reglat et al found around half of patients responding to a self-administered questionnaire 

take analgesia as prescribed (2010). Analgesia taking varies between MSK conditions: 

those with OA are less likely than those with low back pain to take analgesia as 

prescribed (Fourrier-Reglat et al. 2010). In older adults taking opioids for chronic pain 

almost half were taking less than prescribed (Chang 2011).  

 

Patients not taking analgesia as prescribed, in addition to reflecting patients’ concerns 

about taking analgesia discussed above, may be for practical reasons. In a qualitative 

synthesis of patient experiences of taking medicines, Pound et al. (2005) found patients 

tested medicines for any adverse effects. Patients also took medicines symptomatically or 

strategically to minimise unwanted consequences, or make the medication regime more 

acceptable (Pound et al. 2005). Few of the patients in the synthesised research discussed 

changes they made to their medication taking with their doctors (Pound et al. 2005).  MSK 

pain is also variable and can be intermittent (Gooberman-Hill et al. 2007), requiring 
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adjustments of analgesia, which can complicate medication regimes.  In a focus group 

study, people with OA struggled with how to take medication on an ‘as required’ basis 

(Manias et al. 2007). Manias et al. found that patients could struggle to remember when 

‘as required’ analgesia had been taken, and some patients were unable to achieve 

analgesia (2007). When patients take less analgesia, this can affect their lives, for 

example older patients prescribed opioid analgesia who take less analgesia are more 

likely to experience disturbed sleep (Chang 2011). 

 

Duerden et al.’s description of good prescribing (Section 1.4.1) also recommends that 

decisions about whether and what to prescribe are shared. Medication decisions such as 

decisions about analgesia are ‘preference-sensitive’ decisions: where there is more than 

one effective options, and the impacts of quality of life will differ depending on the option 

(Wennberg 2010, p.9). Preference-sensitive decisions have been highlighted as the most 

appropriate decisions for shared decision-making (Politi et al. 2013). The evidence around 

shared decision-making is described further below. 

 

1.6 Shared decision-making in primary care consultations 

This section defines shared decision-making and describes a model of SDM. Literature 

around SDM relating to analgesia for MSK pain in primary care is sparse, so the wider 

literature in different healthcare contexts and conditions is discussed below. Literature 

from primary care or discussing MSK conditions is highlighted.  

 

1.6.1 Shared decision-making definition, history and context 

Shared decision-making (SDM) in medical consultations has been defined as: 

 “an approach where doctors and patients share the best available evidence when 

faced with the task of making decisions, and where patients are supported to consider 

options, to achieve informed preferences”  (Elwyn et al. 2012, p.1361) 
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Advocacy of SDM has been driven by ethical and moral arguments around patient 

autonomy, and beliefs that SDM may improve patient outcomes (Pollock 2005).  

Individuals, patient organisations and government policy documents advocating SDM 

argue that patients have autonomy and therefore should be involved in decisions that 

affect their lives, and that SDM may improve patient satisfaction with and adherence to 

treatment (Nunes et al. 2009; Coulter and Collins 2011; The Evidence Centre 2013; Horne 

et al. 2005). 

 

Interest in SDM developed in the nineteen nineties, with three key authors leading 

research teams in the development of theories, concepts and models of SDM: Cathy 

Charles, Glyn Elwyn and Anne Coulter (Charles et al. 1997; G Elwyn et al. 1999; Coulter 

1997; Pollock 2005).  Different models and measured of SDM exist (Légaré et al. 2011). 

However, Elwyn and colleagues developed their model of SDM in primary care and 

therefore it is more likely to be relevant to this research (G. Elwyn et al. 1999; Elwyn et al. 

2000). Elwyn has worked with different researchers to the present day to develop and 

refine a model of SDM (Elwyn et al. 2012) observational tools based on this model (Elwyn 

et al. 2013a) and decision aids, which are tools that can be used within or alongside 

consultations to facilitate information sharing in SDM (Marrin et al. 2014). The model of 

SDM will be known as ‘Elwyn’s model’ from this time onwards for practical reasons; 

although this does not detract from the instrumental roles other researchers in the teams 

have played in this SDM research.  

 

Elwyn’s model, summarised below in Figure 1.2, describes the process by which a patient 

moves from initial preferences to informed preferences through three stages. These three 

stages are: talk that there is a choice, talk about the options and talk about the patient’s 

preferences and a decision.  
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Figure 1.2 Elwyn’s model of SDM   

 

 

 

 

 

        (Elwyn et al. 2012, p.1365) 

Elwyn’s model is evidence of the evolution of SDM research, as much research is now 

concerned with implementation of SDM such as through training of healthcare 

professionals.  Implementation of SDM has demonstrated benefits and challenges (Elwyn 

et al. 2010; Coulter 2010), which are discussed further below.  

 

1.6.2 Potential benefits and challenges of shared decision-making 

Implementation of SDM has demonstrated benefits and challenges (Elwyn et al. 2010; 

Coulter 2010). Benefits include evidence that SDM may improve healthcare outcomes 
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such as patient satisfaction, avoidable prescribing of antibiotics and relief of acute pain in 

MSK  conditions. 

 

 A systematic review of evidence in mental health and other clinical contexts found that 

SDM may have a positive impact on outcomes such as patient satisfaction, treatment 

adherence and health status in mental health and chronic conditions (Joosten et al. 2008). 

Further work in mental health has found a positive association between SDM and 

intended concordance (De Las Cuevas et al. 2014). In primary care, a pilot clustered 

randomised controlled trial of SDM with patients whose illness was documented as an 

acute respiratory infection (i.e. cough or cold symptoms) resulted in reduced antibiotic 

prescription (49 vs. 33%, p = 0.08) with no difference in clinical outcome at 2 weeks.  

 

In the context of MSK conditions, an intervention of SDM with health coaches initiated via 

telephone for patients considering surgery reduced costs by 5% overall due to reduced 

surgical intervention (Veroff et al. 2013). Patients presenting to Accident and Emergency 

with acute MSK pain who reported sharing in the decision had a greater average 

decrease in pain score at one week  (4.1 vs. 2.9; p = .05) (Isaacs et al. 2013). Isaacs et al. 

note that only 34 of 111 patient participants reported they had shared in the decision 

(2013). A study in primary care of a chronic MSK condition, fibromyalgia, training GPs in 

SDM improved the patient-GP relationship, but was not associated with any change in 

outcomes at one year (Bieber et al. 2008). 

 

Measurement of SDM has shown that patient and observer perceptions of whether SDM 

has occurred differ (Kasper et al. 2011).  Further work by Kasper et al. showed that 

despite strong correlation between observational measurements, there was no correlation 

between judgements of SDM of observers and patients or doctors in consultation (2012).  

Patient and doctor perceptions of SDM were moderately correlated (Kasper et al. 2012). 

The mismatch between differing judgments of whether SDM is occurring in consultations 
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highlights conceptual challenges about SDM, how it is measured from the perspectives of 

doctors, patients and observers, and what measures are actually capturing (Barr and 

Elwyn 2015; Cribb and Entwistle 2011).  

 

An additional challenge is that some studies have found negative impacts of SDM. 

Patients may have lower levels of satisfaction in SDM consultations where more 

uncertainty is shared (Politi and Street Jr. 2011). In patients with lower back pain treated 

by physiotherapists who were trained in SDM, patient satisfaction and outcomes were 

worse (Patel et al. 2014). 

 

Not all patients wish to participate in SDM. In a primary care study 39% of patients 

preferred SDM, 45% wished the GP to be the main or sole decision maker and 14% 

wished to be the main or sole decision maker (Cox et al. 2007). In making decisions about 

medication, older patients varied in whether they wanted to or thought they should be 

involved in SDM, reporting fear about the illness and lack of knowledge as barriers.  

Although Elwyn’s model describes supporting patients in decisions in line with their 

preferences, eliciting or accurately estimating patient preferences in practice is 

challenging (Barr and Elwyn 2015; Cox et al. 2007; Elwyn et al. 2012). Cox et al. 

compared patients’ preference for SDM and satisfaction with consultations, to GPs’ 

perceptions of patients’ preference for SDM after consecutive consultations in primary 

care (2007). GPs accurately assessed patient preferences in only 32% of the 

consultations, both over and underestimating patient preferences for SDM. 

 

In summary, although there is evidence that SDM can have a positive impact on 

outcomes, there are challenges around how SDM is conceptualised and how it is 

measured. The literature also suggests that specific factors, such as patient preference for 

SDM may affect whether SDM is suitable in consultations. Factors which may affect the 

process of SDM are discussed further below.  
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1.6.3 Factors affecting shared decision-making 

In a systematic review of healthcare professionals’ (HCP) perceptions of SDM, reported 

barriers included time, patient preferences in communication and identifying these 

preferences (Légaré et al. 2008). Légaré et al. also reported HCPs had concerns around 

whether SDM is suitable for particular patients or particular conditions. A recent review of 

doctors attitudes to SDM reported that doctors support for SDM was variable based on the 

clinical situation and the patient. Pollard et al. give examples that doctors were less 

supportive if there was one treatment option and more supportive if the patient appeared 

informed (2015).  In addition, several studies in the review reported doctors perceived 

difficulties in sharing responsibilities and concerns that the patient may not understand the 

information or complex decisions (Pollard et al. 2015).  In focus groups following 

participation in a trial of SDM, GPs were ‘selective’ about using SDM depending on their 

perception of the patient’s age and educational level, and the clinical problem (Edwards et 

al. 2005, p.11).  The GPs rarely used SDM in acute or self-limiting conditions, and 

described it being most useful in situations where there was no clear clinical choice such 

as mild depression (Edwards et al. 2005). GPs gauged the use of SDM based on 

perceptions of patient knowledge and preferences (Edwards et al. 2005).   

 

Patient-reported barriers and facilitators to SDM with HCPs were outlined in a systematic 

review (Joseph-Williams et al. 2014). Key factors included: patient characteristics such as 

age, ethnicity and level of education; interpersonal characteristics of the HCP, such as 

communication skills, and an a power imbalance in the patient-HCP relationship (Joseph-

Williams et al. 2014). Joseph-Williams et al. also found that time and continuity of care 

influenced SDM (2014). In primary care, patient preference for SDM varied based on age, 

the condition and social class when assessed using video examples of differing clinical 

cases (Mckinstry 2000).  Mckinstry reported patients 61 years of age or older preferred a 
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more directed approach, whilst proportionally more patients preferred SDM for mental 

health conditions than physical conditions (2000).    

 

Whether the factors found in the literature, or additional factors, affect SDM around 

analgesia for MSK pain in primary care consultations is unknown. In the context of 

analgesia for MSK pain, whether SDM is occurring in practice, how suitable Elwyn’s 

model of SDM is, and how factors affect SDM in primary care is uncertain. These gaps in 

the literature formed the research aim and objectives of this research.  

 

1.7 Overall aim 

The aim of the research was to explore the process of shared decision-making around 

analgesia for musculoskeletal pain in primary care consultations 

 

1.7.1 Objectives 

The first objective of the research was: 

•  to synthesise available evidence about which factors affect the process of 

shared decision-making in prescribing analgesia for musculoskeletal pain in 

primary care consultations, from the perspectives of patients and GPs. 

 

The first phase of this research addressed the first research objective through a 

systematic review with narrative synthesis. As there is little evidence on OTC medication 

recommendation in primary care consultations, the review investigated prescribing of 

analgesia. 

 



Chapter 1: Introduction   21 
 

The findings of the systematic review informed the second phase of this research, a 

secondary analysis of recorded primary care consultations. The secondary analysis 

responds to the research questions below.  

1) How are decisions around analgesia for musculoskeletal pain negotiated between 

patients and general practitioners within consultations in primary care?  

2) How is the decision-making process shared? 

3) How do different factors affect the process of shared decision-making in primary 

care consultations? 

 

1.8 Summary  

MSK symptoms are one of the most common presenting problems in primary care and 

MSK pain may be managed with analgesia. Decisions around analgesia for MSK pain are 

preference sensitive and therefore are likely to be appropriate for SDM. Elwyn’s model of 

SDM, developed in primary care, may be useful in exploring how decisions are shared in 

this context, although there are potential challenges as well as benefits of SDM. 

Challenges may be related to specific factors affecting SDM, which have been described 

in the literature from the perspectives of healthcare professionals and patients. The aim of 

the thesis is to explore the process of SDM in the specific context of analgesia for MSK 

pain. Chapter 2 presents a systematic review and narrative synthesis addressing the first 

objective of the research: to explore factors affecting SDM around prescribing analgesia 

for MSK pain in primary care consultations.  

  

 

 



Chapter 3: Methods of consultation analysis  22 
 

 

2. Systematic review 
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2.1 Introduction 

This chapter reports a systematic review of the literature which addresses the first 

objective of the thesis: exploring the process of shared decision-making (SDM) in 

prescribing analgesia for musculoskeletal (MSK) pain in primary care from the 

perspectives of patients and general practitioners (GPs). The chapter begins by stating 

the aims of the review (Section 2.1) and describing the rationale for the methods used 

(Section 2.2). Patient and public involvement and engagement (PPIE) in the design and 

process of the review through collaboration with members of a patient research user 

group (RUG) is described (Section 2.2.2). The RUG members’ comments on the findings 

of the review and how these influenced interpretation of the results have been reported in 

a peer-reviewed publication which is in press (Appendix 2.1). Results from the systematic 

review are presented (Section 2.3) then discussed, considering strengths and limitations 

of the research and implications of the findings (Section 2.4).  

 

2.1.1  Specific objective of the systematic review 

The objective of this systematic review and narrative synthesis was: 

• to synthesise available evidence about what factors affect the process of SDM in 

prescribing analgesia for MSK pain in primary care consultations, from the 

perspectives of patients and GPs. 

 

2.2 Methodology  

This section describes the rationale for the systematic review, methods, inclusion and 

exclusion criteria, search strategy and data extraction procedures. Quality assessment 

procedures and narrative synthesis of the studies included are then outlined. 
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A systematic review was undertaken rather than a narrative review. In a narrative review, 

the evidence is gathered from a broad range of literature and synthesised (Green et al. 

2006).  A systematic review has the advantage that literature is gathered and synthesised 

in a systematic way, with a priori decisions to justify what literature to include: it efficiently 

synthesises the published research whilst minimising author bias (Mulrow 1994). This 

review used guidance on performing systematic reviews in healthcare produced by the 

Centre for Reviews and Dissemination (2009). A protocol was designed before the review 

was carried out and any changes to the protocol have been described and justified. This 

was to ensure that the way that the review performed was transparent and replicable 

(Mulrow 1994). 

2.2.1 Inclusion and exclusion criteria 

The inclusion and exclusion criteria have been ordered into study population, outcomes of 

interest, setting and study design format, and summarised in Tables 2.1 and 2.2 (Centre 

for Reviews and Dissemination 2009, p.7).  

 

2.2.1.1 Study populations 

It was important that the results of the review should be useful for general practice 

populations. All adult patients (18 years of age and over) diagnosed with MSK pain or 

MSK symptoms where pain was discussed were included. Populations where the 

management of MSK pain is significantly different such as pain in cancer or at the end of 

life, were excluded. Studies with selected populations, rather than the general population, 

such as diabetics or those with HIV, were excluded. General populations where these 

specific conditions are co-morbidities were included. 

 

As the review was conducted from the perspectives of patients and GPs, studies in which 

the population were GPs were also included. All practicing medical doctors specialising in 

family medicine or primary care were included. Studies of non-medical healthcare 
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professionals, such as physiotherapists were excluded.  Studies of medical doctors with 

specific expertise in which consultations may be significantly different from general 

practice such as general medical doctors and consultant pain specialists were excluded. 

 

2.2.1.2 Outcomes  

Any study that reported discussions about sharing the decision of prescribing analgesia in 

a primary care consultation with a GP was included. Outcomes of interest were factors 

which affected or did not affect SDM in the prescribing for MSK pain. These factors were 

categorised according to the factors that the RUG members felt were important (see 

Section 2.2.2).    

 

2.2.1.3 Setting and study design  

Intervention studies including trials of analgesic treatment were excluded as in these 

experiments the treatment decision had already been made therefore cannot be shared. 

 

2.2.1.4  Table 2.1 Criteria for including studies in the review  

Population, or participants 

and conditions of interest 

 

• Adult patient population (non-pregnant) aged 18 years 

or over 

• Diagnosed with MSK pain or MSK symptoms where 

pain was discussed (either symptoms label or 

diagnostic label) 

Or 

• GPs: Practicing medical practitioners specialising in 

family medicine or primary care 

Interventions or exposures • Exploration of sharing the decision of prescribing 

analgesia in a primary care consultation with a GP 
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Outcomes of interest 

 

• Factors affecting SDM 

− Including factors identified through PPIE (Section 

2.2.2): Patient, Condition, Emotion, Consultation, 

Impressions of the GP, External influences that affect 

the GP 

• Factors not affecting SDM 

− Including factors identified through PPIE (Section 

2.2.2): Patient, Condition, Emotion, Consultation, 

Impressions of the GP, External influences that affect 

the GP 

Setting • Primary care consultations with GPs  

• UK, Europe, USA, Canada, Australia 

Study designs • Quantitative and qualitative studies were included 

• Trials of treatment were excluded 

 

2.2.1.5 Table 2.2 Criteria for excluding studies in the review 

• Populations excluded:  

− Patients <18 years old, MSK pain due to cancer or specific conditions 

(e.g. end of life, HIV). General populations where these are co-morbidities 

were included. 

− GPs: non-medical healthcare professionals and doctors specialising 

outside of primary care, such as consultant pain specialists. 

• Secondary research: editorials, reviews 

• Clinical trials of treatment 

• Language: Papers in languages other than English were excluded if no 

translation was available 

• If full text was not available either directly or through contact with authors 
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2.2.2 Patient and public involvement and engagement 

As this review synthesises evidence from the patient’s perspective in deciison-making for 

prescribing analgesia in the primary care consultation, it was important that views and 

priorities of patients were integrated into the review.  Involving the public within systematic 

reviews is relatively novel (Boote et al. 2011). This review drew on examples and 

recommendations of good practice in involving patients in research and systematic 

reviews (Carr et al. 2007; INVOLVE 2012; Boote et al. 2011) .   

The aims of PPIE involvement in the systematic review were to ensure that: 

1. The research question was relevant to patients  

2. Key factors of importance to patients in sharing the decision of the use of 

prescribed analgesia for MSK pain in primary care were explored  

3. Patients’ perspectives on being prescribed analgesia in primary care 

consultations were explored  

4. The disseminate plan was aligned with patient priorities and could have 

impact on different audiences including patients and the public. 

The process of patient involvement in the review is summarised in Figure 2.1 and 

discussed below.  

 

The RUG members inputted into the review through three workshops lasting three hours 

each including breaks. Six RUG members were invited by the PPIE support team, a PPIE 

coordinator and a research user support worker, as they had a wide range of MSK 

conditions and had all experienced discussing prescriptions for analgesia of MSK pain.  

The RUG members had some previous experience in research through participation in 

RUG activities and training from the PPIE support team. Clear aims for their involvement 

were agreed with the PPIE support team and then with the RUG members. 
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 At the initial workshop, all six RUG members gave feedback on the research question 

and identified the factors important to patients in SDM around prescribing analgesia for 

MSK pain in primary care. Before the first workshop with RUG members, potential factors 

affecting SDM were identified from a preliminary search of the literature and using clinical 

experience of these consultations in practice. These factors grouped into three categories: 

Patient, GP, and Consultation (Figure 2.2). 

 

Workshop 3 
1. Agreed final results of review 
2. Updated on dissemination of 

results and impact of group’s 
involvement  

 

Patient involvement 

Preliminary Literature search 
performed, review protocol designed, 

form for data extraction drafted 

            Workshop 1 
1. Discussed importance of review 

question patients  
2. Identified factors that were 

important to patients in sharing 
decisions about prescribing for 
MSK pain  
 

Protocol and data extraction forms 
amended. Literature searched, data 
extraction and quality appraisal of 
research performed, preliminary 
narrative synthesis performed 

 Workshop 2 
1. Critiqued of results of review 
2. Fed back on how well patients 

views and priorities had been 
integrated 

3. Planned how to share results  Narrative synthesis of results 
amended and finalised 

 Dissemination of results 

Stages of systematic 
review 

 

Figure 2.1 The process of patient involvement in the systematic review  
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Figure 2.2 Categories of factors affecting SDM initially identified, with examples of 

factors 

 

 

At the first workshop, RUG members identified similar factors to those initially identified 

and described above plus additional factors. The 39 factors identified by RUG members 

were grouped into seven categories within the workshop generating four additional 

categories: Condition, Emotion, Analgesia, Patient’s perception of external influences that 

affect the GP (text in bold in Figure 2.3).  

 

The data extraction sheet for the systematic review was amended to search for these 

specific categories of factors in outcomes of the studies included in the review. A full list of 

the factors identified by RUG members can be found in Appendix 2.2.  

 

Consulta)on*
Time%
%
%
%
%
%
%
%
%

Pa)ent*

Age,%gender%

Ethnicity%

Intensity%of%pain%

Chronicity%of%pain%
%%%%%%%*

GP*
GP%experience%of%prescribing%
par<cular%analgesics%
%
Concern%about%sharing%
decision%%
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Figure 2.3 Categories of factors affecting shared decision-making identified by RUG 

members, with examples of factors 

 

 

In the second and third workshops, RUG members critiqued results of the review and 

planned dissemination of the results of the review. All six RUG members of who attended 

the first workshop were invited to subsequent workshops. In the second and third 

workshops, two members were absent due to health reasons. After each workshop, RUG 

members fed back on notes taken of the discussions using comments sheets (Appendix 

2.3). RUG members were updated on the impact of their contribution via a newsletter after 

each workshop and through discussion at the subsequent workshop. Further information 

on the process and impact of PPIE on the systematic review through collaboration with 

RUG members is found in the appended peer-reviewed article (Appendix 2.1) and 

discussed in Section 2.4 and Chapter 5. 

 

2.2.3 Ethical considerations 

Including the patient perspectives within the systematic review to ensure it was relevant 

and adequately represented patients’ priorities represents an ethical use of the funding 

Consulta)on*
!!!!!!!!!!Time*

*
*
!
!
!
!
!
!
!
!
!

**Analgesia**
!!!!!!!!!!!!!!Type!&!prepara+on!

Side!effects!

Impressions*of*the*GP*
*

Pa)ent's*percep)ons*of**
external*influences*that**
affect*the*GP*
Needing!to!follow!guidelines!
Cost!of!referral!

***
**

*Pa)ent*
*Condi)on*
*Emo)on*
!Fear!of!poten+al!!!!
!causes!
!Distress!of!pain!&!
!lack!of!sleep!

**
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associated with the study: an National Institute of Health Research in Practice Fellowship 

of the Author and Royal College of General Practice funding for PPIE meetings. RUG 

members attending were offered financial recompense for their time and a reimbursement 

for travel costs as is recommended as good practice for sustainable PPIE (Mental Health 

Research Network and INVOLVE 2013). 

 

2.2.4 Search strategy 

This section describes the comprehensive search strategy and the databases searched. 

 

2.2.4.1 Electronic databases 

Studies were identified by searching electronic bibliographic databases from inception 

until 3rd April 2014.  In order to capture literature from a broad range of sources, medical, 

allied health and social science databases were searched.  Full details of the databases 

searched and interfaces used found in are in Box 2.1 and summarised below.  

 

MEDLINE and EMBASE are the largest two electronic medical databases and although 

much of their content overlaps they also contain many mutually exclusive journal records 

(Higgins and Green 2009). HMIC (Health Management Information Consortium), Science 

Citation Index Expanded and TRIP (Turning Research into Practice) contain some 

mutually exclusive content and may include relevant studies about SDM in prescribing not 

indexed by other biomedical databases.  

As research on SDM may be published in non-biomedical journals, a broad search of 

international journals was conducted. AMED (The Allied and Complementary Medicine 

Database), PsycINFO (Behavioural sciences and mental health database), Social 

Sciences Citation Index, CINAHL (Cumulative Index to Nursing and Allied Health 

Literature), the largest full text collection of nursing and allied health literature and ASSIA 

(Applied Social Sciences Index and Abstracts) were searched.  



Chapter 3: Methods of consultation analysis  32 
 

Box 2.1 Electronic bibliographic databases searched  
 

OVIDSp database:  

• MEDLINE (inception to present) including in-process and non-indexed   

• EMBASE (inception to present) 

• AMED (inception to present)  

• HMIC (inception to present)  

• PsycINFO (inception to present)  

NHS HDAS 

• CINAHL (inception to present)  

Web of Science: 

Science Citation Index Expanded (SCI-EXPANDED) (inception to present) 

Social Sciences Citation Index (SSCI) (inception to present) 

Open access 

TRIP database (inception to present)  

Social science specific 

ASSIA 

 

 

2.2.4.2 Additional methods used for identifying relevant research  

Reference lists of full papers included were checked to look for additional relevant studies 

that may have been missed from the electronic search. The titles of articles citing three 

seminal SDM articles were searched with the aim of finding any research discussing SDM 

using terms which were not included in the search filter. 

1) Charles C, Gafni A and Whelan, T. (1997). Shared decision-making in the medical 

encounter: what does it mean? (or it takes at least two to tango). Social Science and 

Medicine, 44 (5), 681–92.  
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2) Elwyn G, Edwards A and Kinnersley P. (1999). Shared decision-making in primary 

care: the neglected second half of the consultation. British Journal of General Practice 

49, 477-482. 

3) Coulter, A. (1997). Partnerships with patients: the pros and cons of shared clinical 

decision-making. Journal of Health Service Research and Policy, 2 (2), 112–21.  

The titles of the references of the first twenty papers cited in Google Scholar were 

searched as this strategy has been found to have sensitivity in detecting relevant articles 

(Nourbakhsh et al. 2012). 

 

2.2.5 Search filters 

A comprehensive search filter strategy was first designed for MEDLINE and then adapted 

to other databases.  The search filters comprised four main topic areas: SDM, pain or 

prescribing, MSK and primary care (Figure 2.4).  

 

Figure 2.4 The four topic areas of search filters for the systematic review 

 

 

Musculoskeletal 

Pain relief or 
Prescribing 

Shared 
decision-
making 

Primary Care 
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The primary care and MSK filters were adapted from published topic filters (J. L. Jordan et 

al. 2010; Jones et al. 2006). The filter for SDM was adapted from a Cochrane review 

(Légaré et al. 2010), with additional subject headings included from relevant articles on 

MEDLINE. A final subject filter was developed to include either analgesia or prescribing, in 

order to have the highest chance of capturing articles where there was discussion of 

prescribing analgesia. Both subject headings and free text search words were combined 

in carrying out the search.  The initial MEDLINE search filters were piloted to ensure they 

captured known primary studies expected to be included and underwent peer review by a 

member of the Cochrane Collaboration (Dr Jo Jordan) and a research colleague with 

expertise in systematic reviews (Dr Opeyemi Babatunde) before being finalised. In the 

electronic databases, the four search filters were combined using the Boolean operator 

“AND”. A copy of the final MEDLINE combined search filter is in Appendix 2.4. The 

process of adapting the search filter to other databases involved searching for MEDLINE 

subject heading terms and mapping them to the closest heading term in the new 

database.  For the TRIP and ASSIA databases and for Google Scholar, in which a 

complex, compound search filter was not possible, a simple search was performed using 

the four main topic areas as keywords. 

 

2.2.6 Methods of review 

The search strategy was piloted in the different databases to ensure key articles were 

retrieved.  The author undertook the search and article retrieval. The articles were 

downloaded into Mendeley reference management software. Duplicates were deleted and 

all titles were screened using the inclusion and exclusion criteria. The author screened 

abstracts and retrieved the full papers. A quality check was performed by the two 

supervisors (CCG and KD) who reviewed a number of those abstracts included and 

excluded. Abstracts which did not clearly meet inclusion or exclusion criteria were 

reviewed by the supervisory team and a final decision agreed.  
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Full texts of the studies were retrieved and when the study did not clearly meet inclusion 

or exclusion criteria these were reviewed by the supervisory team and a final decision 

agreed. Quality appraisal using the tools described below and data extraction took place 

simultaneously.  

 

2.2.7 Quality assessment tool 

Critical Appraisal Skills Programme tools were used to assess the quality of full text 

papers included.  The specific CASP tool for qualitative studies was used (Critical 

Appraisal Skills Programme 2013b).  The CASP tool for case control studies was used as 

a template to assess the quality of quantitative studies (Critical Appraisal Skills 

Programme 2013a). A small alteration was made to the checklist: two questions which 

separately examine recruitment strategies for case and controls, were amalgamated into 

one question. This question examined the appropriateness of the recruitment strategy 

overall (Appendix 2.5). Studies were not excluded on the basis of quality, but 

methodological limitations of particular studies are described in the synthesis and 

discussion where relevant. 

2.2.8 Data extraction 

A data extraction form was developed and piloted using two example articles from 

preliminary literature searching. The form was amended to include the categories of 

factors generated by RUG members, specifically in the outcomes section: Patient, 

Condition, Emotion, Consultation, Analgesia, Impressions of the GP, Patient’s perception 

of external influences that affect the GP. 

2.2.9 Narrative synthesis 

Narrative synthesis was used as a method to synthesise both quantitative and qualitative 

data (Dixon-Woods et al. 2005) for which good practice has been described and was 

followed (Popay et al. 2006).  



Chapter 3: Methods of consultation analysis  36 
 

2.3 Results of the review 

2.3.1 Details of included and excluded studies 

The bibliographic search is reported based on PRISMA guidelines overleaf in Figure 2.5 

(Liberati et al. 2009). Of the 1835 studies excluded based on the title, the main reason for 

exclusion was that study populations were selected, for example when only patients with 

HIV or cancer were included. Many papers were secondary research such as editorials 

which were excluded at this stage along with trials of analgesia treatment and guidelines 

for the management of pain. 

 

The 52 studies were excluded based on the abstract for three main reasons. Firstly, 

studies in which the study population was did not include GPs. Secondary, research such 

as reviews were also excluded at this stage. Thirdly, studies in which pain was discussed 

but there was no discussion of prescribed analgesia were excluded. At full text stage, 17 

papers were excluded with the main reason recorded (Figure 2.5) although in many cases 

studies were excluded for several reasons. 
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Figure 2.5 PRISMA flow diagram of the systematic review process 

  

The descriptive characteristics and key findings of the 8 studies included are displayed in 

Table 2.3 and described below.  

 

Records	  identified	  through	  
database	  searching	  

(n	  =	  919)	  

Additional	  records	  identified	  through	  reference	  
checking	  (n	  =	  	  227),	  Google	  Scholar	  searching	  
and	  citations	  of	  3	  key	  SDM	  articles	  (n	  =	  1327)	  

	  Records	  after	  duplicates	  removed	  

(n	  =	  1912)	  

Titles	  screened	  
(n	  =	  1912)	  

	  Records	  excluded	  on	  Title	  
(n	  =	  1835)	  

Full-‐text	  articles	  assessed	  
for	  eligibility	  
(n	  =	  	  25)	  

Full-‐text	  articles	  excluded	  	  (n	  =	  17)	  
Reasons	  for	  exclusion	  

No	  discussion	  about	  prescribing	  analgesia	  (5)	  
No	  discussion	  of	  factors	  affecting	  SDM	  (4)	  	  
Research	   outside	   of	   countries	   specified	   in	  
inclusion	  criteria	  (1)	  
Study	   population	   was	   neither	   GP	   (2)	   nor	   a	  
MSK	  patient	  group	  (3)	  
Translation	  of	  paper	  unavailable	  (1)	  	  
Dataset	   as	   used	   in	   an	   included	   study,	   no	  
additional	  findings	  in	  second	  paper	  (1)	  

	  
	  Studies	  included	  in	  
narrative	  synthesis	  

(n	  =	  8)	  

	  	  Abstracts	  screened	  
(n	  =	  77)	  

	  Records	  excluded	  on	  Abstract	  
(n	  =	  52)	  
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Studies included were published within the last twelve years, with the most recent study 

published in 2014. Of the eight studies included three were performed in the United States 

with the remaining five from Australia (two), the UK (two) and Canada (one). Two studies 

were performed as a factorial experiment. In these two studies the GPs participating were 

asked to describe or self-report their prescribing behaviour in response to a written and or 

pictorial example patient. Characteristics of the example patient such as age, gender or 

behaviour varied between GPs. 

 

Qualitative methods were used in the other six studies: either interviews, focus groups or 

a combination of the two methods.  One study used in-depth interviews and three used 

semi-structured interviews, including one in which GPs were asked to recall specific 

patients.  One study used focus groups and one used a focus group followed by individual 

interviews. The study population was patients in two studies, GPs in five studies and 

separate groups of experienced GPs, trainee GPs and patients in one study. 

 

MSK conditions in the different study populations included both diagnoses such as 

osteoarthritis and symptom labels, with two studies drawing their sample from patients 

diagnosed with chronic back pain. GPs were asked to name the diagnosis of patients they 

were recalling in one study. 
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2.3.2 Statement of principal findings 

The key finding for the review was that there were no studies of real clinical consultations. 

The studies identified were either of hypothetical situations or of views expressed by 

clinicians or patients. For fifteen factors investigated, there was some evidence that they 

may affect SDM but the strength of the evidence meant that the effect was uncertain. The 

evidence for these factors is presented (Figure 2.5) and described below in line with the 

categories of factors generated by RUG members. The two of the fifteen factors with the 

clearest evidence were patient assertiveness and GPs’ attitude. In patient assertiveness, 

evidence suggested patient requests for analgesia may increase that likelihood of that 

analgesic being prescribed. In GPs’ attitude, evidence suggested that GPs may not allow 

or encouraged patient autonomy in the context of prescribing opioid analgesia. These 

conflicting findings show complexity in SDM around prescribing analgesia for MSK pain. 
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Figure 2.6 Systematic review findings: factors affecting SDM in prescribing analgesia 

for MSK pain investigated in the literature 

 

 

 

 

2.3.2.1 Patient Factors 

2.3.2.1.1 Preference for SDM 

Patients varied in their preference for how active they wished to be in decision-making. In 

their interviews with older adults between 63 – 86 years of age, Teh et al. explored 

experiences of care for chronic pain (2009). Many older adults expressed a desire to be 

involved in decisions about the management of their pain, others preferred to have 

healthcare professionals (HCPs) make decisions. As one patient noted: “when I was 
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young you didn’t ever contradict a GP. You didn’t even ask a question. But now you do.” 

(Teh et al. 2009, p.8). In focus groups with adults with osteoarthritis Mikhail et al. noted 

that patients made active decisions about whether to use an anti-inflammatory analgesia, 

but that some preferred a more passive role: one patient noted “I just take what the GP 

gives me” (2007, p.162).  

 

2.3.2.1.2 Patient assertiveness, including patient requests for analgesia 

Studies indicated that if a patient requests a specific analgesic, they are more likely to be 

prescribed this analgesia. Mckinlay et al. reported that a patient’s request for an anti-

inflammatory or opiate analgesia increased the chances of both that type and the specific 

brand of analgesia being prescribed (2014). Klein et al. reported that patient ‘demand’ for 

analgesia does influence GP prescribing behaviour, as presented in their model 

reproduced as Figure 2.7 (2006). 

 

Figure 2.7 Factors influencing GPs’ prescribing behaviour 

 

        (Klein et al. 2006, p.661) 
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Patients interviewed by Teh et al. also asked for analgesia although these requests were 

not always successful (2009). The authors report an extract from a patient who wishes to 

have a stronger opioid prescribed for her pain, but cannot find a doctor to do this (Teh et 

al. 2009). In addition, the authors noted patients decided to reduce the dose of their 

analgesia or did not take analgesia, information which they did not share with their doctor: 

one patient with arthritis said “Dr. X gave me a prescription for pain, but I won’t—I’m not 

even going to get it filled” (Teh et al. 2009, p.4). 

 

Patient assertiveness also included asking for information around decisions, with some 

patients noting they needed to be active within the consultation: one patient noted “GPs 

are telling you more if you ask them. But you have to ask them” (Mikhail et al. 2007, 

p.162).  

 

In contrast to evidence described above of the impact of patient requests and 

assertiveness, Burgess et al. found there was no statistically significant change in 

surveyed GPs’ prescribing behaviour based on whether and how a request for stronger 

analgesia was made (2008). Less weighting was placed on this conflicting evidence 

because of concerns about the quality of the study. Burgess et al. surveyed GPs using a 

written case of a patient with chronic low back pain who had been prescribed opioid 

analgesia, and despite that was still experiencing pain (2008). The characteristics of the 

patient in the case were varied for each of: race, behaviour and expressed emotion. 

Regardless of the patient characteristics, in over 50% of cases the GP prescribed an 

increased dose of opioid analgesia or stronger opioid analgesic. Burgess et al. did not 

perform power calculations to work out the correct sample size needed to find an effect of 

varying characteristics of patient cases presented to GPs (2008). Also, it was not clear if 

the GPs may have recognised the underlying reason for the study - looking at potential 

effects of race on treatment. Participating GPs may have ‘normalised’ self-reported 
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behaviour towards perceived desirable behaviour of not altering prescribing patterns due 

to patient’s race.  

 

In summary, four studies explored the effect of patient requests on analgesia. One study 

examined evidence from patients’ perspectives through interviews with patients. Three 

studies examined GPs’ perspectives, two of these three were an experimental study and 

an interview study with GPs which both suggested that patient requests could increase 

the likelihood of specific analgesia being prescribed. The third study was factorial in 

design and examined the effects of different patient characteristics through a survey of 

clinicians’ opioid prescribing in MSK pain. The balance of evidence suggested that patient 

requests may increase the likelihood of specific analgesia being prescribed.  

 

2.3.2.2 Condition Factors 

None of the included studies explored the impact of the condition on SDM specifically, 

making comparisons between conditions difficult. All papers reported specific MSK 

conditions or symptom labels suggesting that authors thought this was potentially 

important.  

 

2.3.2.3 Emotion Factors 

2.3.2.3.1 Patient’s expressed emotions 

As described above (Section 2.3.2.1.2) Burgess et al. performed a questionnaire survey 

about how GPs’ prescribing behaviour for chronic low back pain varied because of patient 

characteristics (2008). The authors varied patient race (black or white), behaviour 

(challenging or ‘non-challenging’) and expressed emotion (angry, dejected or confident) 

using written patient cases, supported by photographs and written dialogue. Burgess et al. 

defined ‘challenging behaviour’ as a patient who asks for drugs by name, report that they 

tried a partner’s prescription for opioid analgesia and are highly expressive about their 
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pain and need for analgesia. Whether a patient’s behaviour was ‘challenging’ or not, and 

variation in expressed emotions had no statistically significant impact on prescribing 

behaviour.  

 

2.3.2.4 Consultation Factors 

2.3.2.4.1 Time  

In two studies, patients described the importance of having time in the consultation and 

particularly time to explain themselves and discuss analgesia (Blake et al. 2007; Mikhail et 

al. 2007). For example when Blake et al. interviewed patients about their experiences of 

chronic pain, one patient explained ‘ I always find she [my GP] will make time, it doesn’t 

matter whether she’s running late or not, she will make time to sit and listen” (2007, 

p.106). In contrast to this, in patient focus groups investigating decision-making around 

taking NSAIDs, one patient described needing to seek information around the decision 

from different sources due to time restrictions in consultations: “The GP doesn’t have the 

time to tell you. Sometimes, you’re better off asking the chemist” (Mikhail et al. 2007, 

p.162).  

 

GPs also found that time was a major barrier in providing information and they adopted 

strategies such as tailoring the information to the patient’s clinical presentation, perception 

and interest in decision-making, and providing the essential information in the first 

consultation and additional information in further consultations (Mikhail et al. 2007).  

 

 

2.3.2.5 Analgesia Factors 

2.3.2.5.1 Cost  

Cost had implications for both the patient and the healthcare service providing care. In a 

study based in the US, Klein et al. found the prescribing behaviour was affected by the 
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patients’ financial situation, as well as availability of free samples of analgesia (2006). 

Mckinlay et al. found in the US that GPs were less likely to accede to patient requests for 

analgesia if they felt financially responsible for the survival of their practice and felt they 

were inadequately financially compensated (2014). These findings, the authors also 

report, may be the result of chance despite a statistical significance due to the multiple 

ANOVA calculations run to test a large number of variables (Mckinlay et al. 2014). 

2.3.2.5.2 Type of analgesia 

GPs reported concerns around the safety of taking anti-inflammatory analgesia such as 

NSAIDs. GPs raised concerns around the uncertainty of evidence about side-effects and 

risks of potentially life-threatening side-effects such as bleeding from the stomach (Mikhail 

et al. 2007). Concerns around opioid analgesics were both medical, such as potential 

addiction, and legal such as potential misuse, and these are explored further below. 

2.3.2.5.3  Medico-legal issues  

SDM for opioid analgesia was potentially challenging.	  Opioids are controlled drugs, are 

potentially addictive, can be misused and there are specific legal restrictions around 

prescribing of these drugs. Rogers found that GPs were reluctant to share decision-

making around prescribing these analgesics (2002). In interviews with GPs exploring 

prescribing of opioid analgesia, some GPs felt that concerns about addiction were not a 

barrier to them prescribing analgesia, although it may be a barrier for patients in 

discussing taking analgesia (Gooberman-Hill et al. 2011). Patients described concerns 

about addiction and also a preconception that morphine analgesia was only used in the 

care of people who were dying that could impact on their understanding of decisions 

around opioid analgesia (Blake et al. 2007). In a patient extract presented from interviews 

by Teh et al. a patient described that she cannot find a doctor who will prescribe a 

stronger opioid, she thinks due to concerns about addiction (2009). So, concerns around 

addiction and misuse of opioids may have affected SDM from both GPs’ and patients’ 
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perspectives or it may be that there was a greater need for sharing of information and 

managing preconceptions in decisions about opioid analgesia.  

 

2.3.2.6 Impressions of the GP 

2.3.2.6.1 GPs’ attitude towards sharing the decision 

GPs seemed reluctant to share decision-making around prescribing. Rogers reported in 

semi-structured interviews with GPs that the GPs ‘did not allow or encourage patient 

autonomy’ (2002, p.142).  The reasons GPs gave for not encouraging patient autonomy 

included avoiding the biomedical harms of addiction or analgesia abuse, and complying 

with legal prohibitions against the illicit use of narcotic drugs (see Medico-legal issues 

Section 2.3.2.5.3). Only one of the 21 GPs expressed the attitude that he felt comfortable 

with patients deciding on their need for opioid analgesia: he had had severe back pain 

himself.   

 

Patients reported in in-depth interviews that they could experience a lack of 

encouragement to participate in deciison-making around prescribing opioid analgesia in 

one study (Teh et al. 2009). In an extract presented from interviews, a patient described 

that she cannot find a doctor who will prescribe a stronger opioid: “I’ve been asking for that 

OxyContin, [but] nobody will [prescribe it]. They’re afraid I’ll become addicted. I’m almost 

76. What kind of addict am I gonna be? … It’s not fair.”  (Teh et al. 2009 p.4).  

 

In summary, in two qualitative studies there was evidence that the GPs may not allow or 

encourage patient autonomy in prescribing of analgesics in the context of opioids. Of 

these two studies, one explored GPs’ perspectives in semi-structured interviews with GPs, 

and the other explored patients’ experiences of seeking treatment for chronic pain through 

in-depth interviews with patients.  
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2.3.2.6.2 Taking the time to listen and understand  

Blake et al. found that GPs taking the time to listen and explain was a key part of the 

patient-GP relationship which enabled the patient to ask questions and share information 

freely (2007). Mikhail et al. found that for patients and GPs, time is a limiting factor for the 

exchange of information within the consultation (2007). 

2.3.2.6.3 Confidence and ability to communicate  

Communicating risks in a way that is acceptable to patients was a challenge to GPs, and 

GPs’ confidence in explaining risks in a meaningful way varied (Mikhail et al. 2007). 

2.3.2.6.4 Continuity: relationship between patient and GP 

Continuity is one aspect of GPs building a relationship with a patient in order to effectively 

discuss analgesia (Blake et al. 2007). Teh et al. noted that a relationship that had lasted 

for years contributed to the patient’s feeling of being known and understood, as one 

patient explained “I have a lot of confidence in my… doctor. And we can sit down and 

talk… I’ve been going to him for about 17 years… And he’s willing to talk about anything 

that I might have, and we’ve built up that rapport, and he knows that I respect him…” (Teh 

et al. 2009, p.8). 

 

2.3.2.7 External influences that affect the GP 

2.3.2.7.1 GP feeling they don’t have enough time  

External factors do have an impact on the consultation. GPs reported a feeling of not 

having enough time. The fact that they are limited in how much time they can spend with 

patients overall, impacted the consultation (Klein et al. 2006). 

2.3.2.7.2 Prescribing habit and experience 

Prescribing habits and restrictions on prescribing may limit how much GPs can or are 

willing to share decisions (Klein et al. 2007, Goobermann-Hill et al. 2011). Goobermann-
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Hill et al. found GP experience with opioid analgesia translated into potential restrictions 

on whether GPs would prescribe opioid analgesia (2011). Klein et al described a model 

where the GPs’ prescribing habit is the key influence on prescribing behaviour for anti-

inflammatory analgesia (Klein et al. 2006). 

2.3.2.7.3 Societal effect 

A ‘societal effect’ was described in which media reports about analgesia and side effects 

increased patients’ awareness of concerns and GPs’ perception of patients’ awareness of 

different analgesia. This ‘societal effect’ encouraged GPs and patients to discuss anti-

inflammatory analgesia (Mikhail et al. 2007).  

2.3.2.8 Summary 

In summary, 15 factors which may affect SDM were identified in the eight studies included 

in the review. The categories of factors identified by RUG members provided a framework 

for the narrative synthesis. Of the fifteen factors investigated, the strength of evidence was 

such that it was not possible to conclude whether those factors had an effect or not on 

SDM.  There was some evidence that patient assertiveness may affect SDM, specifically 

that patient’s request may increase the likelihood of that analgesic being prescribed. This 

evidence was from one key experimental study, and three other studies and was from both 

patients’ and GPs’ perspectives. There was also evidence that the GPs may not allow or 

encourage patient autonomy in prescribing of analgesics in the context of opioids. The 

evidence was seen in two qualitative studies, one exploring GPs’ perspectives in semi-

structured interviews with GPs, and the other exploring patients’ experiences of seeking 

treatment through in-depth interviews. These findings of suggest complexity in SDM 

around prescribing analgesia for MSK pain as GPs and patients seemed to experience 

challenges in SDM but an experimental study and interview studies with patients and GPs 

found requests by patients for analgesia could have an effect on prescribing. These take 

home messages are summarised in Box 2.2 below and the robustness of the review is 

discussed in the next section (Section 2.4).  
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Box 2.2 Take home messages from the systematic review 

1. The key finding for the review was that there were no studies of real clinical 

consultations. The studies identified were either of hypothetical situations or of views 

expressed by clinicians or patients.  

2. For 15 factors investigated, there was some evidence that they may affect SDM but 

the strength of the evidence meant that the effect was uncertain. 

Two of the 15 factors provided conflicting evidence which suggests complexity in SDM 

around prescribing analgesia for MSK pain. Although three studies found evidence that 

patient requests for analgesia may increase the likelihood of that analgesic being 

prescribed, two studies suggested that GPs may not allow or encourage patient 

autonomy in the context of prescribing opioid analgesia. 
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2.4 Robustness of the review 

2.4.1 Strengths and weaknesses of the evidence included in the review 

Strengths of the research included the good quality of the qualitative research and that the 

research included a variety of research methods. The review included qualitative and 

observational studies, and the qualitative research included different methods including 

focus groups, semi-structured interviews and stimulated recall. In addition, it is a strength 

that the conclusions of included studies were rarely contradictory. 

 

Weaknesses are the lack of studies directly focusing on SDM and the under-

representation of patient perspectives, the paucity of evidence exploring real-life 

behaviours, little reflexivity in qualitative research included and a potential bias towards 

studies exploring opioid analgesia. These weaknesses are explored in more detail below.  

 

The studies included did not directly explore the process of SDM. Five studies 

investigated the GP’s decision to prescribe analgesia. Two studies investigated patients’ 

experiences of analgesia, with one study noting that some patients made a decision to 

reduce or not take prescribed analgesia without discussing this with the GP. One study 

investigated both GP and patient perspectives, the authors noted that the patient’s opinion 

was ‘important in the GP’s decision to prescribe’ (Mikhail et al. 2007, p.161).  The 

research suggested that, rather than a shared decision, there were two separate decision-

making processes: the GP’s decision to prescribe analgesia and the patient’s decision 

whether and how to take analgesia.  In addition, only three of the eight studies included 

patient populations and 30 of the 39 factors identified by RUG members were absent in 

the studies identified (see Appendix 2.2). This makes it more difficult to draw conclusions 

about the patient perspectives on SDM around analgesia for MSK pain  
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 Two weaknesses in the methods of the included studies are firstly how and whether GPs’ 

self-reported behaviour and response to video or written cases relates to actual practice 

and real life consultations. Secondly, qualitative studies lacked reflexivity, the process of 

examining oneself as a researcher and effect on the research process is considered good 

practice in qualitative research (Seale 1999; Murphy and Dingwall 2003).  Lack of 

reflexivity was a particular issue in research around opioid analgesia and in which the 

investigator was a GP, because of potential conformity of GP behaviour to expected 

norms of practice.  

 

Finally, four of the eight studies focused on opioid prescribing. Some issues, such as risk 

of addiction, only apply to opioid analgesia. Focus on opioid analgesia may be due to 

research or publication bias, as opioid prescribing has been a topical issue for several 

years. 

 

2.4.2 Strengths of the review 

Strengths of the review discussed below are novelty, a wide and sensitive search with 

explicit methods of quality assurance, and PPIE. This review is novel as it is the first 

systematic review of SDM around prescribing analgesia for MSK pain. Several features of 

the review process were strengths. A comprehensive search of electronic databases was 

performed. The search filters were designed to be sensitive, to have a high chance of 

picking up any relevant literature. Search filters for MEDLINE that had already been tested 

on the literature and published were used when available to ensure a comprehensive 

search of the data. Strict and clear inclusion and exclusion criteria for the review were 

designed and reviewed by colleagues and supervisors.  A quality check of included titles, 

abstracts and full text articles and review of any decision about inclusion which was 

unclear by the supervisory team. These features of the review process should assure that 

relevant literature was found and included in the review. PPIE was a strength of the 
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review, as collaboration with RUG members ensured representation of patient 

perspectives and highlighted gaps in the published literature.  

 

2.4.3 Limitations of the review 

Limitations of the review are that there is possible bias in one researcher performing some 

steps in the review and limits of the search strategy performed. Further limitations are that 

each factor draws on a small numbers of studies, and it can be debated whether the 

literature and PPIE are sufficiently representative. In addition the low level of evidence 

included in the review when assessed against a hierarchy of evidence (Centre for 

Reviews and Dissemination 2009 p.10) could be considered a limitation. These limitations 

are discussed in further detail below.  

 

Although the supervisory team advised on the design of the review protocol and quality 

checked inclusion of literature, only one researcher performed the search, data extraction 

and quality assessment. The Centre for Reviews and Dissemination recommend that 

searching, data extraction and quality assessment be performed by two independent 

researchers as a mechanism for reducing human error and bias (2009).  There are limits 

in the search performed, which may introduce publication and language bias. Although the 

HMIC database, which includes some grey literature, was searched, there was no 

extensive search for grey literature. Only articles that were available in full text in English 

were included the review. This is likely to have had a limited impact on the review and 

only one full text article was excluded as it was unavailable in English and countries 

meeting the inclusion criteria (Table 2.1) are either English speaking or generally publish 

in English language journals. 

 

The low level of evidence included, when assessed against a hierarchy of evidence, could 

be considered a limitation of the review. Hierarchies of evidence are used in systematic 
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reviews to weight the findings of individual studies, and evaluate how strongly conclusions 

of the review and implications for practice can be presented (Centre for Reviews and 

Dissemination 2009). Two of the eight studies included in the review were factorial 

experiments, the other six studies were qualitative research. When assessed using a 

hierarchy of evidence for systematic reviews of interventions (Centre for Reviews and 

Dissemination 2009 p.10) or a hierarchy of evidence for clinicians to assess the 

effectiveness of interventions (OCEBM The Oxford Levels of Evidence working group,) 

the studies would be considered low-level evidence. Qualitative research is not included in 

these hierarchies or in the widely used system for rating the quality of evidence and 

strength of recommendations that can be drawn from evidence GRADE (Guyatt et al. 

2008). However, the importance of qualitative research in addressing specific questions 

both in biomedical science (Sackett and Wennberg 1997; Greenhalgh 2005) and in 

systematic reviews (Centre for Reviews and Dissemination 2009) is being recognised. 

Qualitative research may be particularly useful in addressing ‘what’ questions, and to 

address questions which identify factors and investigate people’s subjective experiences 

(Centre for Reviews and Dissemination 2009), as in the case in my review. In summary, 

although inclusion of qualitative research may be considered as including low-level 

evidence and a limitation in this review, qualitative research can still usefully inform the 

conclusions and implications of systematic reviews addressing specific questions, as is 

the case in my review. 

 

 

2.4.4 Applicability of the findings of the review 

The majority of studies included in the review were carried out in the US. As the structure 

and funding of healthcare is different, this may limit the applicability of the findings to the 

UK context. The lack of research including patient populations and investigating factors 

important to the patient identified by the RUG members limit the applicability of the 

research findings to patients. 
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2.4.5 Implications 

 
A potential implication of the review could have been to encourage patients to request 

analgesia as a way of facilitating SDM. However, there are several problems with patient 

requests for analgesia. The review findings also suggested that GPs may not encourage 

or allow patient autonomy in relation to prescribing opioid analgesia. In addition, several 

articles in the review referred to patient requests as patient ‘demand’ and ‘challenging 

behaviour’. This language suggests suggest that patient requests can be interpreted by 

GPs as challenges, and requests for analgesia may lead to conflict in consultations. The 

risk of conflict caused by a request for analgesia was a major concern for RUG members.  

Some RUG members felt comfortable asking questions and requesting specific 

analgesics, but many had had negative experiences of conflict, of ‘locking horns’ with GPs 

and reaching an impasse in discussions when requesting analgesia. RUG members felt 

that it was the responsibility of the GP to invite patient requests and explore patient 

preferences for analgesia.  The RUG members were keen for further training of GPs in 

how to invite and manage patient requests. Further potential training needs for GPs were 

identified based on factors which may affect SDM, for example how GPs manage patients 

with different preferences for SDM. 

 

2.4.6 Unanswered questions and implications for further research 

The key finding of the review was that there were no studies of real clinical consultations. 

The studies identified were either of hypothetical situations or of views expressed by 

clinicians or patients, and the implication is that further research is needed to examine real 

clinical consultations. There remains a potential gap between reported or tested behaviour 

in the studies included in the review and actual behaviour occurring in consultations. 

Further research should explore whether and how the factors identified affect SDM in 

primary care consultations when prescriptions of analgesia for MSK pain are discussed. In 

addition, the lack of conclusive evidence of whether the 15 factors identified by the review 
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have an affect on SDM suggests the need for further high quality studies of factors 

affecting SDM around prescribing analgesia in MSK pain. Findings about the effect of 

patient requests for analgesia and GPs’ attitude towards SDM suggests a complex 

process of SDM and negotiating decisions around analgesia for MSK pain which deserves 

further attention in analysis of real clinical consultations.  

 

Of the 39 factors identified by RUG members as influencing SDM from the patient 

perspective, 30 were absent in published studies included in the review (see Appendix 

2.2). Included studies did not investigate factors identified by RUG members in two 

categories of factors: Emotion and Condition. Factors important to patients identified 

through PPIE with RUG members are poorly represented in the literature and the review 

highlights further areas for research to explore patients’ perspectives. In addition, only one 

of the studies investigated patient and practitioner perspectives simultaneously and this 

approach added richness to the understanding of SDM which may be useful in further 

research around SDM. 

 

Several factors identified as important by RUG members and literature included in the 

review, such as time for the consultation and continuity of the relationship with the GP, are 

largely determined by organisational factors. Whilst organisational issues are outside the 

scope of the review, it is important that the time for consultation and continuity are 

highlighted as issues in further research.  

 

2.5 Summary  

In summary, this systematic review aimed to synthesise available evidence about what 

factors affect the process of SDM in prescribing analgesia for MSK pain in primary care 

consultations, from the perspectives of patients and GPs. A sensitive search of ten 

electronic databases with follow-up searches yielded eight relevant studies. PPIE was 



Chapter 3: Methods of consultation analysis  58 
 

integrated into the study, through collaboration with members of a research user group 

who identified categories of factors important to patients affecting SDM. These categories 

formed a framework for a narrative synthesis which identified 15 factors which may affect 

SDM and had two key findings. Key findings were that patient requests increased the 

likelihood of analgesia being prescribed and GPs had a controlling attitude to the 

prescribing of analgesics in the context of opioids. In addition, factors important to patients 

identified by the RUG members were poorly represented in the literature. Studies in the 

review did not investigate actual SDM behaviour occurring in MSK consultations in 

primary care.  

 

In order to better understand how factors identified in the review and by the RUG 

members affect SDM, and to explore SDM in real clinical consultations, a secondary 

analysis of recorded primary care consultations between GPs and patients was 

performed. The methodology and methods of this consultation analysis are discussed 

next in Chapter. 

  



Chapter 3: Methods of consultation analysis  59 
 

 

3. Methodology and methods of analysis of 

recorded primary care consultations 
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3.1 Introduction 

This chapter outlines the secondary analysis of a data-set comprising digitally video-

recorded primary care consultations between general practitioners and patients. A 

secondary analysis is an additional analysis of an existing dataset which pursues a 

research interest distinct from the original work (Heaton 1998). The aim of this analysis 

was to explore the process of shared decision-making (SDM) around analgesia for 

musculoskeletal (MSK) pain in primary care consultations. The aim was addressed using 

framework analysis, drawing on principles of discourse analysis. Methodological choices 

including the approach to analysis and the process of transcription are described (Section 

3.2). Development of a table of factors and consultation key points and framework for 

analysis are described, drawing on findings of the systematic review (Section 3.3.2.1), 

Elwyn’s model of SDM (Section 3.3.4.2) and a workshop with members of a patient 

Research User Group (RUG) (Section 3.3.4.3.). Testing of the table of factors and 

consultation key points and framework for analysis using an initial sample of ten recorded 

consultations is outlined (Section 3.3.4.4). Characterisation of the consultations based on 

SDM around analgesia is described (Section 3.3.5).  Finally, public and patient 

involvement and engagement (PPIE) in the consultation analysis is summarised, this 

occurred through collaboration with the RUG members involved in the systematic review 

(Section 3.3.6). 

3.1.1 Aim and objective of the consultation analysis 

The research aim was to explore the process of shared decision-making around analgesia 

for musculoskeletal pain in primary care consultations. 

The research objectives are to respond to the questions: 

1) How are decisions around analgesia for musculoskeletal pain negotiated between 

patients and general practitioners within consultations in primary care?  

2) How is the decision-making process shared? 
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3) How do different factors affect the process of shared decision-making in primary 

care consultations? 

3.2 Methodology 

3.2.1 Qualitative secondary analysis  

In order to respond to the research aims and objectives and the gap in naturalistic 

research identified in the literature by the systematic review (Chapter 2) this research 

examined the process of SDM in the natural setting of primary care consultations. A 

qualitative approach to research is useful in exploratory research and for understanding 

phenomena that occur in a natural setting (Ritchie and Lewis 2003).  

 

Gathering qualitative data such as consultation data for qualitative research is time 

consuming and expensive and secondary analysis of existing datasets has been 

commended (Silverman 2000).  As a dataset of recorded consultations between GPs and 

patients was identified (Section 3.3.1) a secondary analysis was possible. It was important 

that the dataset fitted the research aims and key issues of the quality and relevance of the 

data (Ritchie and Lewis 2003) were considered as described in Section 3.3.1 and in the 

discussion (Chapter 5). Heaton described five categories of secondary analysis for 

qualitative data based on how closely linked the secondary analysis is to aims of the 

original research and whether other data sources are used (2008). When questions 

explored in the secondary analysis were not linked to the aims of the primary analysis, as 

in this research, and only the original dataset was used this was categorised as a supra-

analysis (Heaton 2008, p.510). Secondary analysis of qualitative data could be performed 

using different methods, and the choice of method depended on the research questions 

and the theoretical perspective of the researcher, as no research is ‘theory free’ 

(Silverman 2001, p.70). This research aligned with a constructionist stance which 

describes how in real-world interaction the participants’ internal perspectives can be 

observed, understood, and are shaped through interaction in context (Harris 2010; Collins 
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et al. 2007). Addressing the different research objectives required a mixed inductive1 and 

deductive2 approach. SDM theory and a prior knowledge of what factors affected SDM 

could be deductively applied to consultation data. In addition, the process of negotiating 

and sharing in practice was uncertain, therefore as well as deductively testing existing 

theory, it was important to allow understanding to emerge inductively from consultation 

data. Framework analysis has been described as particularly useful for combining 

inductive and deductive analysis in qualitative datasets and is described further below 

(Ritchie and Lewis 2003; Gale et al. 2013).  

 

3.2.2 Framework analysis  

Framework analysis has been described as a way of systematically applying labels or 

codes across a qualitative dataset (Ritchie and Lewis 2003). Gale et al. described the 

process of framework analysis: the first steps being developing an analytical framework 

and applying this framework to individual cases (2013). Data summarised from applying 

the framework to each case are entered into a matrix. The matrix is a spread sheet with 

cases along one axis and categories from the framework and emerging concepts along 

the other axis. This matrix provides a structure by which data could be compared across 

and between cases and facilitates interpretation of the data (Gale et al. 2013). 

Interpretation of the data includes interrogating a priori and emerging theoretical concepts 

and mapping connections between categories to explore relationships (Gale et al. 2013). 

This stage of analysis involves the constant comparison method developed in grounded 

theory analysis, in which researchers systematically compare data between and within 

cases to develop and test emerging concepts (Charmaz 2006). Framework analysis was 

therefore particularly useful in interrogating the consultation data about how factors 

identified in the systematic review affect SDM.  
 

1 Inductive reasoning  ‘begins with study of a range of individual cases and extrapolates patterns 
from them to form conceptual categories’ (Charmaz 2006, p.188). 
 
2 Deductive reasoning  ‘starts with the general or abstract concept and reasons to specific 
instances’ (Charmaz 2006, p.187). 
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Framework analysis had an additional strength as flexible method in that it is not aligned 

to a particular theoretical approach (Gale et al. 2013; Ritchie and Lewis 2003). Framework 

analysis could therefore draw on additional analytic techniques to address the research 

objectives exploring the negotiation interaction in consultations between patients and 

GPs. Methods of consultation analysis, which explore interaction between patients and 

GPs, are discussed further below.  

 

3.2.3 Approaches to analysing interaction in doctor-patient consultations 

The medical consultation was described by Sir James Spence as ‘the essential unit of 

medical practice’ (1960) and by Byrne and Long as ‘fundamental work’ of the GP, and as 

such worthy of being understood (1976, p.5). Since the nineteen sixties, consultations in 

practice have been analysed from the perspectives both of the patient (Stimson and Webb 

1975) and the GP (Pendleton et al. 1984). Two contrasting approaches have emerged to 

analysing consultations: process analysis and microanalysis (Heritage and Maynard 

2006b). Process analysis describes and categorises behaviours exhibited in doctor 

patient-interaction (Charon et al. 1994). The most widely used process analysis, Roter 

Interactional Analysis System has 39 behaviour categories broadly subdivided into socio-

emotional (15 categories) and task-focused (24 categories) (Roter and Larson 2002). 

Quantification of these broad categories of behaviours is useful across large datasets and 

enables comparison of consultations across contexts. However, process analysis loses 

the content and context of the interview (Heritage and Maynard 2006a) and debate 

around how to categorise information in the most relevant way continues (Sandvik et al. 

2002). Microanalysis examines the detail of talk in interactions to construct an 

understanding of what is occurring (Charon et al. 1994). Different techniques of 

microanalysis exist, and two distinct perspectives are discourse analysis and conversation 

analysis (CA). Conversation analysis (CA) is a specific method of analysing discourse 

which ‘seeks to discover the sequential patterns of interaction’ through very detailed 

analysis of talk, and the analysis is therefore inductive (Wooffitt 2005 p.79). Discourse 
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analysis utilises close observation of interactions and language to inform wider 

understanding about social interaction and society (Wooffitt 2005). An example is Kollock 

et al.’s finding that interruptions in conversation are related to both power and gender 

(1985).  DA has been found a useful method for combining inductive and deductive 

analysis by researchers Edley and Wetherell (1997; Wooffitt 2005). As the consultation 

analysis in this thesis is informed by factors already identified as potentially affecting 

SDM, DA is a method which can address the research aim and objectives, and principles 

of DA are discussed further below. 

 

3.2.4 Principles of discourse analysis 

In this thesis, ‘discourse’ is used in its widest sense: ‘all forms of spoken interaction, 

formal and informal and written texts of all kinds’ (Potter and Wetherell 1987, p.7). 

Discourse analysis is the analysis of discourse in this wide sense for the purpose of ‘a 

better understanding of social life and social interaction (Potter and Wetherell 1987, p.7). 

The term discourse analysis (DA) may be used for different methodologies and methods 

which arise from a number of disciplines and theoretical perspectives (Van Dijk 1997; 

Wooffitt 2005). Key principles of DA are described by Wooffitt as ‘the focus on the 

functional orientation of language use; the acknowledgement of variability in accounts and 

the examination of the broad regularities in the ways which accounts are constructed’ 

(2005, p.25). So DA is concerned with both how language is used, and variability and 

consistency of accounts being analysed. In addition, recognising the importance of 

historical, political and social context in discourse is a key principle of DA. For example 

critical discourse analysis is concerned with how wider social and political inequalities in 

society are demonstrated and perpetuated through discourse (Wooffitt 2005). Primary 

care consultations have a historical and institutionalised structure and involve specific 

social routines and norms (Heritage and Maynard 2006b) and in DA these can be 

integrated and examined in the analysis.  
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The practical application of DA is flexible and varied. Wooffitt summarises the process of 

DA as ‘a series of interpretive engagements with data from which emerges a sense that 

the functional orientation of a section of discourse has been captured.’ (2005, p.25). Potter 

and Wetherell describe 10 stages in DA which relate to analysis of texts and interviews as 

discourse, and they highlight three key stages in analysis of discourse once it is 

transcribed: coding, analysis and validation (1987). Transcription is discussed further 

below (Section 3.2.5). Expanding on these three key stages, coding is described by Potter 

and Wetherell as the process of selecting data for more intensive study, which may be 

iterative with analysis (1987). Validation is the process of seeking evidence to confirm the 

results (Ritchie and Lewis 2003) and Potter and Wetherell describe four main techniques 

of validation in DA: how coherently the analysis fits with the data; participants’ orientation 

– how well the functional organisation of participants discourse fits with the analysis; the 

generation of new problems or hypothesis as a result of the analysis and solutions to 

these; and ‘fruitfulness’ or how well the analysis can make sense of new data and 

generate new explanations (1987 p.169-172). Potter and Wetherell describe principles of 

applying DA in practice: analysis is concerned with the detail of passages of discourse 

rather than ‘gist’, the process of analysis involves ‘careful reading and re-reading’, 

alongside critical reflection of the interpretation by the analyst. Application of DA as a 

method is made up if two phases. The first of these phases is ‘the search for patterns in 

the data’: patterns in both differences and shared features of accounts are identified in 

content or form of discourse (Potter and Wetherell 1987, p.168). The second phase is 

understanding the functional orientation of the language: ‘forming hypotheses about these 

functions and effects and searching for linguistic evidence’ (Potter and Wetherell 1987, 

p.168). Potter and Wetherell note that this approach to DA is a ‘broad theoretical 

framework’ rather than their being a specific analytic method in DA (1987 p.186).  

 

To summarise, DA has features which make it a suitable method for analysis of 

discussion in primary care consultations in this thesis. Firstly, the wider social and 
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historical context of primary care consultations can be explored with DA. Secondly, the 

possibility of inductive and deductive approaches in DA a will allow exploration of factors 

identified a priori, in the analysis.  

 

Key principles of DA have been outlined and a broad theoretical framework of the process 

of analysis has been described. The process of transcription of data is a key step in DA 

and is discussed further below.  

 

3.2.5 The process of transcription 

There is no prescribed method of transcription in DA (Wooffitt 2005). In qualitative 

research, there is a tension between what ‘occurred’ and how this is ‘constructed’ by the 

researcher and this tension is seen in the process of transcribing data (Hammersley 

2010). Transcription abstracts the actual event, or in the case of this study, the recorded 

event. Erikson described this process of abstraction in more detail: 

 

 “Even the most richly detailed vignette is a reduced account, clearer than life. Some 

features are selected in from the tremendous complexity of the original event […] and 

other features are selected out of the narrative report. Thus the vignette does not 

represent the original event itself, for this is impossible. The vignette is an abstraction; an 

analytic caricature (of a friendly sort) in which some details are sketched in and others left 

out; some features are sharpened and heightened in their portrayal […] and other features 

are softened or left to merge with the background” (Erickson 1986, p.150). 

 

Recognition that transcription is a form of abstraction has important implications for 

presenting, reading and interpreting transcripts. Choices about all aspects of the 

transcription process in the research need to be made explicit, so that the impact of these 

can be understood and the research is both replicable and methodologically ‘trustworthy’ 
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(Patton 2002). Flewitt summarised the decisions that need to be made in transcription of 

recorded interactions as outlined in Box 3.1 (2013). 

 

Box 3.1 Summary of necessary decisions in transcription 

 

The theoretical lens of the researcher and the purpose of the analysis are instrumental in 

making these decisions (Tilley 2003).  

Key strategies to answer my research questions appropriately are to: 

• allow new perspectives to emerge 

• represent what ‘occurred’ adequately 

• address pragmatic concerns, of time and the analysis being performed by a 

single researcher  

• allow fellow researchers including supervisors to understand and critique 

the process and transcripts. 

• facilitate close attention to the conversation. 

 

The level of detail in transcription can be simple description of a recorded event, a 

verbatim transcript or detailed ‘technical’ transcriptions using notation systems (Tilley 

• What is and what is not represented?  

• Which modes of communication and which participants are included and 

excluded? 

• What is foregrounded in the transcript and why?  

• Which participants, features and modes are made salient and which ones 

are placed in the background? 

• How is a balance achieved between accurate notation and clear and legible 

description for the reader 
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2003). In DA there is a move to favour a more detailed transcription making more use of 

the range of symbols, or notation, conventionally used in CA (Barry et al. 2001; Wooffitt 

2005). This strategy balances close analysis and description of the data with ease of 

reading and in this thesis, and notation conventions from CA (Collins 2005) were used in 

detailed transcription data and adapted (Appendix 3.10). 

 

In summary, a qualitative approach to naturalistic primary care consultation data was most 

appropriate to address the aim and objectives of the research. As a dataset of primary 

care consultations was identified, a secondary analysis was feasible. Different methods of 

secondary analysis were considered and framework analysis was suitable as it allowed 

inductive analysis alongside deductive analysis that integrated findings of the systematic 

review (Chapter 2).  In addition, in order to address the aim of understanding the process 

of SDM, detailed analysis drawing on principles of discourse analysis were considered as 

potential methods of analysing doctor-patient interaction in primary care consultations.  

Drawing on techniques of DA was appropriate as it allowed inductive and deductive 

analysis of the data. The methods of the secondary analysis are described below, 

including description of the source data, development of a framework for analysis and 

characterisation of consultations. 
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3.3 Methods 

3.3.1 Description of the source data  

The source data for the secondary analysis were 195 digitally-recorded consultations 

between general practitioners and patients collected by Dr Zoe Paskins (ZP) an Honorary 

Consultant in Rheumatology and Clinical Lecturer, for her PhD thesis: ‘Understanding the 

primary care osteoarthritis consultation using video stimulated recall’. In the PhD study, 15 

GPs from seven practices in the North West Midlands area consented to have pre-

arranged surgeries booked to record consultations with their patients. Data were collected 

in 2011-2012. The data collection and consent processes are discussed in more detail 

below. 

  

Patients were advised about the research when booking into their consultation, or by post 

beforehand. To gain informed consent, patients were approached shortly before the 

patient consulted with the GP. Five of the 257 patients approached were excluded at this 

stage (see Appendix 3.1 for details) and 52 of the 257 patients declined to have their 

consultation recorded. In 205 cases, the patient consented immediately before the 

consultation. For the recorded consultation and patient data to be retained and archived, 

consent was given and documented three times: immediately before the consultation, 

immediately after the consultation and 48 hours after the consultation to allow time to 

consider participation. In ten cases the patient withdrew consent, was un-contactable or 

the recorded consultation was unavailable (see Appendix 3.1 for details). In total, 195 

from a possible 257 consultations (75.9%) were recorded with valid consent, and 

archived.  

 

Before each of the 195 consultations was recorded, the patient completed a pre-

consultation questionnaire. This questionnaire included demographic information and the 

patient’s reason for attending and their symptoms. All patients consented to have this 
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information archived with the anonymised pre-consultation data linked to the recorded 

consultation using a unique identifier. 

 

3.3.2 Process of selecting the dataset from source data 

74 of the 195 recorded consultations were identified as discussing an MSK condition by 

an undergraduate medical student, during a 10 week studentship exploring the 

educational value of these consultations (Parida et al. 2014). These 74 recorded 

consultations formed the initial dataset.  In order to identify the consultations containing 

discussion of MSK symptoms, the undergraduate student reviewed ZP’s coding of the 

consultations and the reason for consulting expressed by the patient in the pre-

consultation questionnaire.   

 

In order to ensure all the consultations potentially relevant to this study where MSK pain 

was discussed were captured, this method of identifing consultations containing 

discussion of an MSK condition was replicated. ZP’s coding of the consultations and the 

reason for consulting expressed by all 195 patients in the pre-consultation questionnaire, 

held within a database were reviewed. Patients expressed reason for consultation such as 

‘neck pain’ and observations of what had happened in the consultation such as 

‘discussing X-ray’ were reviewed. In addition to the 74 consultations already identified in 

the undergraduate project as containing discussion of MSK conditions, a further ten 

consultations where discussion of a MSK condition potentially took place were identified. 

Four of these ten consultations were unavailable due to consent and recording issues 

(see Appendix 3.1 for details). In total 80 recorded consultations were identified as 

potentially involving discussion of MSK conditions and selected from the source data 

(Figure 3.1). 
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Figure 3.1 The process of selecting consultations potentially containing discussion 

of MSK conditions from the source data 

 

 

 

To identify consultations in which discussion of pain from MSK conditions occurred, all 80 

consultations identified as potentially involving discussion of a MSK condition were 

reviewed. This occurred alongside initial description of the consultations (Section 3.3.4.4). 

16 consultations were excluded: ten as only discussion of non-MSK conditions occurred, 

and a further six as no discussion of pain from the MSK condition took place (See 

Appendix 3.2 for further details of excluded consultations). These 64 recorded 

consultations which include discussion of musculoskeletal (MSK) pain were reviewed and 

consultations which included discussion of analgesia were identified.  

 

 Total number of consultations 
recorded 
(n = 205) 

Recorded consultations available with valid 
consent (n=195) 

Initial consultations identified as 
potentially involving discussion of a 

MSK conditions (n = 74) 

Additional consultations identified by 
screening pre-consultation questionnaire 

and characterisation of consultation (n=10) 

Consultations unavailable due 
to practical recording issues or 

withdrawal of consent (n=4) 

Total consultations identified as 
potentially involving discussion of a MSK 

condition (n = 80) 

Additional consultations identified as 
potentially involving discussion of a MSK 

condition (n=6) 
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Of the 64 recorded consultations reviewed, 48 consultations included discussion of 

analgesia and 16 did not and were excluded. These 48 consultations involving discussion 

of analgesia for MSK pain therefore formed the dataset for analysis see (Figure 3.2).  

Figure 3.2 Process of selecting consultations including discussion of analgesia for 

MSK pain  

 

 

3.3.3 Ethical considerations 

Ethical approval was obtained for the original study by the NHS research ethics 

committee, REC 11/H1013/3 VidCon (Appendix 3.3). A minor amendment to the study 

approved by the same NHS research ethics committee (Appendix 3.4) allowed secondary 

analysis of the archived data, including the recorded consultations. The request for the 

minor amendment to NHS ethics approval (Appendix 3.5) clarified that researchers 

performing secondary analysis of the data must be affiliated with the Research Institute 

and the research must be in line with the original stated aims of the research. Affiliation 

with the Research Institute is specified in the minor amendment as it is stated in the 

patient information “The video will be viewed by Dr Zoe Paskins and other authorised 

Pain not discussed when 
talking about MSK 

condition: consultations 
excluded (n=6) 

   Consultations identified as 
potentially involving 
discussion of a MSK 

condition  
(n = 80) 

 Non-MSK condition 
discussed only: 

consultations excluded 
(n=10) 

 

Consultations involving 
discussion of MSK pain 

(n = 64) 
Analgesia not discussed 
when talking about MSK 

pain: consultations 
excluded from analysis 

(n=16) Consultations involving 
discussion of analgesia for 

MSK pain 
(n = 48) 
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members of the research study team at the Arthritis Research UK Primary Care Centre at 

Keele University” (Appendix 3.6 p.1-2). The Arthritis Research UK Primary Care Centre is 

part of the Research Institute for Primary care and Health Sciences at Keele. The request 

for the ethics amendment clarified that research questions addressed by secondary 

analysis must be in line with “the original study aim, and within the scope of the purpose 

of the study for which ethics permission has been granted” (Appendix 3.5). The aim of the 

original study stated in the patient information leaflet is “to find out more about what 

happens during a consultation between a GP and a patient” (Appendix 3.6 p.1). Further 

information is given on the purpose of the study in the patient information sheet: ‘We are 

interested in aspects of the communication between you and your doctor - for example, 

how doctors explain some common problems…We hope that the results will help us 

understand how we can improve the management of some longstanding conditions 

(Appendix 3.6 p.1). The minor amendment request also described the internal processes 

ensuring that the ‘same strict approval procedures for data release and access 

arrangements would apply to other researchers affiliated to the Arthritis Research UK 

Centre as are currently in place for the study team’ (Appendix 3.5 p.1). These internal 

approval and data management processes, which were performed for my secondary 

analysis, are described below. 

 

An internal data request form was completed to access the archived recorded 

consultations as is standard practice within the Research Institute and in keeping with the 

amendment to the ethics approval and line with good practice (World Health Organisation 

2002) DCAP request number 219 (Appendix 3.7). This request was assessed by the data 

custodian (Dr Zoe Paskins) to ensure: the proposed secondary analysis had research 

aims in line with the original study, the researchers were affiliated with the Research 

Institute and the data would be managed as described in the patient information sheet 

(Appendix 3.6) and the patient consent sheet (Appendix 3.8) from the primary study and 

within the terms of the amendment and the Research Institute’s policies and standard 
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operating procedures.  An amendment to the internal data request was made to access 

the pre-consultation demographics archived for patients, and underwent the same formal 

assessment and approval process (Appendix 3.9). 

 

I signed a confidentiality agreement, as all researchers working at the Research Institute 

do, received training in information governance, and managed data in line with the 

Research Institute’s policies and standard operating procedures and using good practice 

guidance (World Health Organisation 2002). The relevant files were transferred onto a 

password-protected account on a protected digital drive and remained in the Research 

Institute. Transcription of the digitally-recorded consultations were held securely at the 

Research Institute in the password protected study folder on a protected digital drive. 

 

The supervisory team required limited access to the data to triangulate and ensure a 

robust analysis. They managed the data confidentially, as above, and did not have access 

to patient identifiers. RUG members involved in PPIE only reviewed anonymised extracts 

of transcribed consultations.  

 

3.3.4 Developing a table of factors and consultation key points and 

framework for analysis 

This section outlines the development of a table of factors and consultation key points and 

a framework which were used in the analysis. Further detail is described in the 

subsequent four sections of how four elements contributed to the development of the table 

and framework: the findings of the systematic review (Section 3.3.4.1), Elwyn’s theory of 

SDM (Section 3.3.4.2), the patient perspective through PPIE (3.3.4.3) and an initial 

sample of recorded consultations (Section 3.3.4.4). 

 

Analysis was performed in two stages. In the first stage, a table of factors and consultation 

key points was used to identify factors potentially affecting SDM in consultations and to 

select key points around discussion of analgesia. Potential factors affecting SDM were 
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derived from findings of the systematic review described in Chapter 2 (Section 3.3.4.1), 

Elwyn’s model of SDM (Section 3.3.4.2) and factors identified by RUG members 

(Appendix 2.2). These potential factors included characteristics of GPs, patients and the 

consultations. Key points included discussion of pain, analgesia and decisions within 

consultations. The table was developed so that factors and key points could be hand-

recorded whilst the recorded consultation was reviewed. Space was allowed so that key 

points of discussion could be simply transcribed onto the table, and the timings of 

discussion noted. Further detail of how the key points were selected and transcribed is 

described in Section 3.3.4.4 and Section 3.3.5.1 respectively. 

 

In the second stage of analysis, the key points of the consultation identified in the first 

stage of the analysis were analysed in detail using a framework alongside principles of 

DA. The framework for analysis was developed from Elwyn’s model of SDM (Section 

3.4.2.) and discussion with RUG members in an additional workshop (Section 3.3.4.3). 

The table of factors and consultation key points and framework were tested using initial 

sample of ten of the consultations. Review of the initial sample also highlighted additional 

factors and interactions which may affect SDM which could only be directly observed in 

consultations. An example of interactions observed is when the GP used the computer to 

prescribe analgesia alongside talk around analgesia. These additional factors were added 

to the table of factors and consultation key points and framework for analysis and 

described further in Section 3.3.3.4. How different elements contributed to the 

development of the table of factors and consultation key points and framework for analysis 

is described in more detail in the subsections below and summarised in Tables at the end 

of Section 3.3.4.3. 
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3.3.4.1 Findings of the systematic review 

The findings of the systematic review were integrated into the table of factors and 

consultation key points and framework for analysis of the recorded consultations and are 

summarised in Box 3.2. 

Box 3.2 Findings of the systematic review integrated into the framework analysis 

 

Literature identified in the review indicated that other factors may influence SDM around 

analgesia for MSK pain, although there was not enough evidence of good quality to draw 

firm conclusions. Where these factors could be observed from an individual consultation, 

these were integrated into the sampling table and framework for analysis, as summarised 

in Table 3.1. 

 

Table 3.1 Factors integrated into the table of factors and consultation key points 

identified in the systematic review as potentially affecting SDM.  

 

Factors included in the table of factors 
and consultation key points  

Factors unikely to be visible within the 
recorded consultions 

Patient 
Assertiveness, requests for analgesia 
 
Emotion 
Patients’ expressed emotion/attitude 
 
Consultation 
Time 
 
Analgesia 
Type eg opioid, NSAID 
 
GP characeristics and impression  
Taking time to listen and explain. 
Continuity: relationship with the GP 
Attitude towards patients sharing 
decisions 

Patient 
Preference for sharing  the  decision 
 
External influences that affect the 
GP GP feeling they don’t have enough 
time Prescribing habit and experience 
Societal effect 
 
 
Analgesia 
Medico legal issues 
Cost 
 
GP characeristics and impression 
Confidence & ability to discuss risk 

 

1. Patient requests for analgesia may increase the likelihood of that analgesic being 

prescribed. 

2. GPs may not allow or encourage patient autonomy in the context of prescribing 

opioid analgesia. 
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3.3.4.2 Elwyn’s theory of shared decision-making 

SDM in the primary care consultation, including an outline of Elywn’s model of SDM is 

discussed in Section 1.6. The five steps of the latest iteration of SDM observational tool 

developed by Elywn and his colleagues is summarised below (Box 3.3). These steps 

formed a key element of the framework for analysis.  

 

Box 3.3 Elwyn’s five steps of shared decision-making 

1. The provision of explicit explanations that decisions exist that need attention and 

deliberation (justify the work) 

2. The provision of reassurance to patients that the provider will support 

deliberation (forming a team, addressing non-abandonment) 

3. The provision of information about treatment or management options (describing 

the options) 

4. The elicitation of the patient’s views, preferences, priorities, at a stage when the 

patient is better informed (preference elicitation) 

5. The integration of the patients’ preferences into the next stage of decision-

making(preference integration): recognising that flexibility will be required about 

whether the patient or the provider wishes to have decisional agency.  

        (Elwyn et al. 2013, p.268) 

In the model for clinical practice Elwyn et al. described SDM as a process: the first step of 

which is discussion of the need for a decision or discussion, the second being discussion 

of decision options (Elwyn et al. 2012). A category was added to the table of factors and 

consultation key points to ensure sampling of any this ‘decision talk’. Prior to the analysis, 

I decided that Step 4 “elicitation of patient’s views,  preferences…when patient is better 

informed” was meant literally, so patient preferences when options or information had not 

been discussed were interpreted as not fitting this model (Elwyn et al. 2013, p.268).   
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3.3.4.3 Patient Perspective 

PPIE in the development of the table of factors and consultation key points and framework 

for analysis draws on PPIE in the systematic review (Section 2.2.2). To summarise PPIE 

in the systematic review, members of an established patient RUG with MSK conditions 

who had all experienced MSK pain and been prescribed analgesia collaborated 

throughout the review. RUG members had generated categories of factors affecting SDM 

around analgesia for MSK pain in primary care consultations (Appendix 2.2). PPIE 

throughout the consultation analysis is outlined in Section 3.3.6. PPIE in developing the 

table of factors and consultation key points and framework for analysis are described 

below. 

 

The RUG members input into the systematic review explored factors affecting SDM in 

both the content of the consultation and the context factors affecting the consultation. To 

understand how patients perceived the process of the consultation affecting SDM, a 

further workshop was organised. All six RUG members from the patient group who 

collaborated in the systematic review were invited to this workshop with the aim of 

exploring their perception of how the factors they described as affecting SDM were 

demonstrated and may be observed in primary care consultations. Four participants 

attended the workshop, two were affected by ill health and unable to attend. During the 

three hour workshop a note-taker was present. 

 

RUG members reviewed a section of a recorded simulated consultation between a GP 

and person acting as a patient who were discussing analgesia for MSK pain. They were 

asked to use this as a prompt to describe GP and patient behaviours that may affect 

SDM. RUG members were asked five questions. Three of the questions had emerged 

from the PPIE in the systematic review, the fourth arose from the findings of the 

systematic review and a fifth was generated during the workshop. The three questions 

from PPIE in the review were generated when RUG members identified which of the 
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factors they had identified were most likely to affect SDM. These factors were translated 

into questions for RUG members to respond to understand how factors affected the 

process of SDM (Table 3.2).  

Table 3.2 Questions addressed to RUG members exploring how factors affecting 

SDM are demonstrated in the consultation 

 Key factor affecting SDM Questions addressed to RUG members 

The GP and patient need to have time 
1.    What makes the patient feel like the GP 

has time? 
The patient needs to feel like the GP is 
listening 

2.    How does the patient know that the GP 
is listening? 

The patient needs to feel like the GP 
understands them  

3.    How does the patient know that the GP 
understands? 

 

The forth question addressed to RUG members was “What encourages patients to ask for 

analgesia?” This question was generated to explore a key finding of the systematic 

review: that a patient’s request increased the likelihood of that analgesia being prescribed. 

During the workshop, when exploring the question of how the patient knows the GP 

understands, the RUG members reported that a patient would feel at ease when the GP 

understands them. RUG members identified this key issue of patients ‘being at ease’ early 

in the discussion and all felt it was important in SDM. To understand how RUG members 

thought this important patient behaviour was demonstrated during the consultation, the 

question: ‘How can the GP tell the patient is at ease?’ was asked.  

 

For each question, each RUG member was asked to individually note down observable 

behaviours they felt were important. For example for question two, RUG members were 

asked to described patient behaviours (including speech) that may indicate to the patient 

that the GP was or was not listening.  All behaviours identified by each RUG member 

were listed together and discussed as a group. Finally, RUG members prioritised which 

behaviours they felt were most important. Lists of behaviours identified for each question 

were typed up into tables with the prioritised factors highlighted in bold and sent to RUG 
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members after the session for comments.  An example of a table of RUG members’ 

perspectives on how factors affecting SDM are demonstrated in a consultation is shown in 

Table 3.3 and the other 4 tables are included in Appendix 3.11. 

Table 3.3 RUG members’ perspective on how factors affecting SDM are 

demonstrated in a consultation  

 

In summary, three different elements contributed to the table of factors and consultation 

key points and framework for analysis: findings of the systematic review, Elwyn’s model of 

SDM and the patient perspective through PPIE with RUG members. Elwyn’s model of 

SDM (Box 3.3) formed one third of the framework for analysis, how other elements 

contributed are summarised in Table 3.5. The table of factors and consultation key points 

and framework for analysis were tested using an initial sample of ten recorded 

consultations. Additional factors affecting SDM which could only be directly observed 

within consultations were identified at this stage. The factors identified through review of 

the initial sample of recorded consultations are listed in Table 3.4 and described further in 

Section 3.3.4.4 below.  

3. How does the patient know that the GP is listening? 

Listening Not listening  
GP facing the patient GP looking at the computer screen 

(don't mind occasional glance) 

Patient is able to explain the issue fully GP writes off patient 
concerns/condition- ie its just part of 
aging 

GP not interrupting unless for clarification Giving advice before listening to the 
patient 

Wants to know what the patient has already used GP says 'I know' - condescending 

Asking about other issues   

Eye contact   
Body language- looking at patient hands/body part when 
proffered, looking face-to-face, turning to patient when 
they are speaking 

  

GP knowing past health   
GP asking how you feel, what you have been doing about 
it 

  

GP asking 'have we tried'    
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Table 3.4 Development of table of factors and consultation key points for recorded 
consultations 

 

 

 

 

  

Consultation characteristics Findings of 
systematic 

review 

Elwyn's 
theory of 

SDM

PPIE (in 
systematic 

review)

MSK symptoms √
Duration of symptoms √
MSK diagnosis √

Contains prescription talk

Prescription made
Other issues in consultation: who 
raises and when 

√

New or review consultation (has the 
GP been seen before, has msk been 
discussed before)

√ √

Comorbidities (other conditions 
mentioned but not discussed)

√

Reason for coming to the GP (and 
how this is known)
Total duration of the consultation √ √
Duration of MSK disucssion √
GP characteristics 

Gender √

Age √

Ethnicity √

Gender √
Age √
3rd party present in consultation and 
their role

√

Employment status √ √

Talk about pain (who initiates and 
severity)

√

Talk about analgesia (patient or GP 
request)

√ √

Examination
Decision talk (Elwyn) √
GP uses computer to prescribe 
analgesia
GP gives advice/explanation about 
analgesia

√

GP hands prescription to patient

Analgesia prescribed √ √
Non-prescription consultation (OTC, 
advice, deciding against prescription)
Other management options √

Patient emotions expressed √

Patient characteristics

Additional Comments

Content 

Management

Key points in the consultation 

Initial sample 
of recorded 

consultations

√

√
√

√

√

√

√

√

√

√

√

√

√

Patient characteristics

Additional Comments

Content 

Management

Key points in the consultation 
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Table 3.5 Development of framework for analysing recorded consultations 
 

 

3.3.4.4 Initial sample of ten consultations 

An initial sample of ten consultations was used to test out the table of factors and 

consultation key points and framework for analysis, and identify factors affecting SDM 

which could only be directly observed. Consultations in the sample were selected using 

information from the pre-consultation questionnaires (Section 3.3.2) and description of the 

health issues discussed in the consultation, performed in the primary analysis of the 

Behaviours affecting SDM PPIE (patient 
persepective on 
SDM process) 

Initial sample 
of recorded 

consultations 

Visual cues 
GP attention- gaze to patient, screen 
elsewhere 

√  

GP listening to patient- mirroring body 
language, open posture or folded 
arms, nodding e.t.c 

√  

GP evidence of rushing- looking at 
clock or watch, standing up before end 
of consultation 

√  

Patient’s attention to GP or elsewhere √  
Patient non-verbal agreements 
e.g. head-nodding or absence 

√  

Patient posture and shifts in posture- 
eg open or closed (folded arms) 

√  

Patient's use of props and signals 
Bringing out name of medication 
written down, bringing out tablets 

 √ 

Exaggerated body language  √ 

Sitting down, groaning when standing  √ 

Functional features of discourse 
Overlapping/unfinished 
sentences and interruption or 
agreement 

√  

Proportion of talk from GP or patient √  
Length of sentences eg monosyllabic √  
Sequence congruence- does this 
follow-on? Direction in questions? 

√  

Pace of talk, rushed/unrushed √  
I or we talk √  
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consultations. The initial sample was selected with an aim of identifying consultations with 

variation in factors which may affect SDM suggested by the systematic review (Chapter 2) 

and preliminary literature searching suggested (Chapter 1) such as patient age and MSK 

conditions (See Table 3.6). 

 

Table 3.6 Details of initial sample of ten consultations	  	  

GP 
practice 

no. 

GP 
ID 

Patient 
stated 

reason for 
consultation 

No. of 
issues 

discussed 

Primary 
analysis: 

issues 
discussed 

Patient 
age 

Patient 
Gender 

Work 
status 

1 1 Prescription 1 OA 85 Female Retired 

1 1 Pain in hands 
and feet 

1 Likely OA 61 Female Employed 

1 2 Back pain   79 Female Housewife 
1 2 Pain in neck 

  
77 Male Retired 

1 2 
Injection in 

hip 4 

Joint pain - 
1, breathing 
- 2, diabetes 

- 3, 
numbness - 

4 

83 Female Retired 

2 4 Water 
infection 

3 

Joint pain - 
3, problems 

passing 
urine - 2, 
stomach 
upset - 1. 

GP initiated 
OA. 

60 Female Unknown 

2 4 Knee pain 1 
Sprained 

knee 60 Female Employed 

2 4 
Sinus 

problem 1 
Knee pain: 
ligament 

strain 
55 Male Employed 

2 5 

Dizziness, 
floaty feeling 
and pain in 

arm 

3 

Chest - 1, 
headache - 

2, arm pain - 
3 

45 Female Employed 

2 5 Gout   50 Male Employed 

5 13 Severe pain - 
right knee   

69 Male Retired 

 

The recordings of the consultations in the sample were viewed and a narrative description 

was made. This description of the consultation included: 



Chapter 3: Methods of consultation analysis  84 
 

• duration of the consultation 

• number of health issues discussed 

• when discussion about analgesia occurred  

• duration of discussions around analgesia  

• proportion of talk by the patient and GP  

• when decisions about analgesia took place 

• whether or not a prescription for analgesia was issued and for which analgesics 

• any other management discussed. 

 

Each consultation was then described as a simple narrative. In the description, key 

consultation events and discussion around analgesic decisions and prescribing were 

noted. In addition, the process and structure of the consultation were described. Any 

emotional response the interaction triggered in the researcher was noted to encourage 

reflexivity in the research process. For an example of the narrative description of 

consultation see Appendix 3.12. 

 

Reviewing the sample consultations also allowed observation of non-verbal 

communication and factors affecting the process of consulting that appeared to influence 

SDM in consultations. An example of the process of consulting which was observed is that 

discussion of analgesia was commonly associated with practical acts of prescribing, such 

as the analgesia prescribed by the GP using the computer. An example of non-verbal 

communication identified through the initial sample is that patients commonly made 

gestures or used exaggerated body language alongside description of their pain. These 

factors were added to the table of factors and consultation key points to gather further 

evidence of these behaviours and their potential to influence SDM. An additional 

comments section was also added at the sampling stage to keep a systematic record of 
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factors previously identified as potentially affecting SDM which were not being 

systematically recorded and new issues that may prove to be important in further analysis.  

 

In summary, the development of a table of factors and consultation key points and 

framework for analysis has been described. The table of factors and consultation key 

points and framework for analysis were tested using an initial sample of ten recorded 

consultations. The testing consisted of viewing the recorded consultations, making a 

narrative description of the consultations, and checking the table of factors and 

consultation key points and framework could be applied to the consultations. This process 

led to identification of several additional factors which appeared to influence SDM.  The 

initial sample of ten consultations also informed selection of extracts for more detailed 

transcription and this process is described below. 

 

3.3.5 Characterising consultations around shared decision-making 

3.3.5.1 Selecting data extracts for transcription  

In the sample consultations it was initially challenging to decide when and how analgesic 

decisions were made, as talk of options or choices was rare. Elwyn’s theory of SDM 

suggested that GPs may discuss options and choices, therefore this definition of decision 

talk was included as a ‘key point of the consultation’ in the table of factors and 

consultation key points Table 3.4. In order to characterise the consultations around SDM, 

it was necessary to select extracts when decisions around analgesia were being made. In 

the sample consultations, when analgesia was prescribed or instructions around taking 

analgesia were given, talk earlier in the consultation was reviewed to look for further 

discussion around analgesia. Five further key points seen in the sample consultations led 

to further discussion of and decisions about analgesia: talk of pain, talk about analgesia 

the patient is already taking, the act of the GP prescribing analgesia using the computer, 

the GP giving advice about analgesia and the act of the GP handing a prescription to a 
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patient. In several of the consultations the examination occurred immediately before an 

analgesic decision and it was included as a key point in the table of factors and 

consultation key points. In order to be clear when the decisions occurred, talk was 

transcribed to the preceding sentence, exclamation or phrase. If the key point was 

preceded by an action, this action was documented to ensure that relevant non-verbal 

interaction was captured.   

 

3.3.5.2  Transcription of data 

In summary of transcription strategies discussed in the methodology, those useful for 

answering the research question were: 

1) Transcription of discussion around analgesia the table of factors and consultation key 

points: 

• description of the overall structure of the consultation  

• simple transcription of all talk about pain and analgesia. 

 

2) For detailed extracts of decisions around analgesia: 

• timings of extracts and activities 

• how participants took turns at talking  

• how sequences of talk were organised  

• symmetries and asymmetries in participation   

• participant’s word choice 

• salient non-verbal interactions between contributors and with objects in the 

room 

• tone and emphasis in speech. 

See Appendix 3.10 for the notational system used for detailed analysis.  
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Transcription of the sample consultations was initially performed with the aid of NVIVO 10 

qualitative data analysis software, linking the recorded consultations with written 

transcription (QSR 2012). However the interactional nature of the conversation could not 

be transcribed using this software, restricting the analysis: a recognised potential risk of 

using computer software (Chapple and Rogers 1998). Simple templates for recording and 

organising transcription were designed in Excel. These templates were used alongside 

the completed table of factors and consultation key points for each consultation, the 

framework analysis and the recorded consultations for performing and recording the 

analysis, which is described below. 

 

3.3.5.3 Analysis 

The consultation analysis took place in two stages. For the first stage, the 48 

consultations involving discussion of analgesia for MSK pain were reviewed. The table of 

factors and consultation key points was completed for each of these [Added] 48 

consultations. Key points were reviewed multiple times and transcribed into the table 

using simple transcription (Section 3.3.5.2). Timings of the key points were noted so that 

the recorded consultation could be reviewed alongside the simply transcribed key points 

during the second stage of the analysis. The table of factors and the transcribed key 

points of the consultation were transferred to a matrix, an Excel spread sheet. The factors 

could then be used to describe the consultations and identify consultations with factors of 

potential interest in the second stage of analysis.  

 

Recorded consultations were presented alongside transcribed extracts of the 

consultations in monthly analysis meetings with CCG (supervisor) and ZP over a 6-month 

period (October 2014 to April 2015). Monthly analysis meetings were recorded and 

detailed notes written up and reviewed by the supervisory team. In the second stage of 

the analysis, concepts and emerging understanding of SDM and how decisions were 
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negotiated were critically discussed at these meetings alongside example consultations 

and transcribed extracts.   

 

Understanding how and when decisions were made and shared in the consultation was 

challenging, as decisions did not clearly fit Elwyn’s model of SDM.  The framework for 

analysis (Table 3.5) was used to identify features of discourse potentially affecting SDM. 

Further analysis was informed by current discourse research using CA  (Parry et al. 2015) 

and Saba et al.’s analysis of patients’ and GPs’ discourses around SDM in videos and 

interviews (2005). The analytic process was iterative: decision talk was compared across 

consultations using transcribed extracts held in the matrix to identify specific consultations 

of interest. For example, the time length of the consultation was a potential factor affecting 

SDM (see Table 3.1 potential factors identified in systematic review). The shortest and 

longest, as well an average length consultation (see Table 4.1 for duration of 

consultations) were selected using consultation data from the matrix. This process of 

seeking consultations that were most different, and comparing discussion with most 

typical consultations was repeated for each of the factors identified within the table of 

factors and key points (Table 3.4) during the analysis. Key points of these consultations 

were reviewed multiple times. The analysis drew on principles of discourse analysis so 

that both differences and shared features of negotiation and SDM were sought within the 

consultations. Developing understanding of how decisions were made and characterising 

consultations based on SDM were then applied to other consultations. Consultations that 

did not fit the evolving conceptualisation were sought and reasons for differences between 

SDM and processes of negotiation in consultations were explored.  

 

To support this second stage of analysis, drawing on principles of DA, extracts from 

exemplar consultations were fully transcribed using detailed notation (Stage 2 Section 

3.3.5.2). This ensured careful, repeated review of key points of discussion in the 

consultation. Detailed transcription also provided evidence of the analytic process which 
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could be critiqued in analysis meetings and in the thesis. In total the key points including 

talk about musculoskeletal pain, analgesia and decisions were transcribed using detailed 

notation for 26 consultations. Consultations were transcribed when they were particularly 

important to the developing understanding of SDM. For example, all consultations 

identified as fitting Elwyn’s model of SDM underwent detailed transcription. Also, 

consultations which clearly fitted or shifted between styles of SDM identified were 

transcribed in detail. In addition, when a similar processes of negotiation seen across 

consultations, an exemplar consultation was transcribed. Or if the negotiation process 

appeared different, the consultation was transcribed in detail to facilitate identification of 

any differences. Finally, when a factor recorded in the table of factors which emerged as 

potentially important in the analysis, the consultation was transcribed. For example, a key 

point of the consultation was whether a patient requested or GP suggested analgesia and 

all consultations when patients made clear requests for analgesia were transcribed. The 

consultation remained the key data throughout the analysis with transcription of extracts 

informing the analysis, and providing evidence in analysis meetings and in the thesis.  

 

Twelve specific consultations were selected for inclusion in the thesis from the 26 

consultations transcribed in detail. These consultations were selected if they 

demonstrated evidence of specific styles of SDM and when the process of negotiation 

was an exemplar of similarities in negotiation seen across consultations. When processes 

were very similar within consultations, a consultation in which discussion was relatively 

discrete was preference so that the evidence could be presented to the reader.  The 

process of analysis, including numbers of consultations is summarised below (Figure 3.3). 

 

Meetings and conversations with research colleagues and patients discussing the 

developing understanding of SDM were documented. Accurate recording of these 

discussions facilitated the analytic process and reflexivity in the research.  A preliminary 

analysis was presented to the RUG members including short extracts of simple 
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transcription. RUG members’ comments informed the final analysis, and the process of 

their involvement is discussed below. 

 

Figure 3.3   Process of consultation analysis 
 

 

3.3.6 Patient and public involvement and engagement 

RUG members were involved at three points in the consultation analysis.  Firstly, RUG 

members collaborated on the systematic review, the findings of which were included in the 

 
 

 
 

 
 
 

 

 
 

 
 
 

 
 

Number of recorded 
consultations analysed Sampling and analytic processes 

80 consultations 
potentially involving 

discussion of MSK pain Sampling: All 80 consultations reviewed 
throughout and 32 consultations were 

excluded. Of the 32 consultations 
excluded, 16 consultations did not involve 
discussion of MSK pain and a further 16 
consultations did not involve discussion 

around analgesia for MSK pain  
 

48 consultations 
involving discussion of 

analgesia for MSK 
pain 

Sample of 10 
consultations used to 
test table of factors 

and consultation key 
points, and 

framework analysis 

 Stage 1 of analysis: 
• Table of factors and consultation key 

points completed for all 48 
consultations 

• Multiple reviews of the 48 
consultations to facilitate analysis and 
basic transcription of key points in 
consultation involving talk about MSK 
pain and analgesia 

• Factors and simple transcription 
transferred to excel sheet (a matrix)  

 

26 consultations 
transcribed in detail to 

support analysis 

12 consultations 
presented in thesis 

 

Sampling: 12 consultations were selected 
from the 26 consultations as they had 

relatively discrete discussion of analgesia 
and provided exemplars of the process of 

negotiation and different styles of SDM 
 

Sampling: the 26 consultations 
transcribed in detail were sampled in 
two ways, either identified through 
factors in matrix (e.g. prescribing 
outcome, patient request for 
analgesia) or as exemplars of 
processes of negotiation and SDM 
 

Stage 2 of analysis: 
• Iterative analysis 
• Using framework 

and principles of DA 
• Presentation of 

consultations, 
extracts and ongoing 
analysis at meetings 

• Critical discussion of 
the process of 
negotiation and SDM 

• Drawing on current 
discourse research 

• Identification of 
consultations fitting, 
or challenging, 
understanding of the 
process of 
negotiation and SDM 
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table of factors and consultation key points (Section 3.3.4). Secondly, RUG members 

described and prioritised behaviours affecting SDM in consultations. These behaviours 

were integrated into the analytic framework as discussed above (Section 3.3.4.3). Finally, 

in a fourth workshop, provisional results of the consultation analysis were presented to 

and discussed with the RUG members. The aims and process of this fourth workshop are 

described below.  

 

All six RUG members from the patient group who collaborated in the systematic review 

were invited to the fourth workshop. The aims of the three hour workshop were to gain 

participants’ views on: how representative the consultations were of their experiences of 

primary care; how the results of decision-making fitted with their experiences and the 

context, content and process factors participants had previously identified; the implications 

of the results and whether and how to disseminate findings with patients. Four RUG 

members attended the workshop, one was affected by ill health, and a second needed to 

care for an unwell family member, and so they were unable to attend. RUG members 

discussed and commented on the description of the consultations, extracts of data and 

potential implications. Notes from the meeting were written up, reviewed by the User 

Support Worker and sent to all RUG members, including those who had not been able to 

attend, along with a comments sheet for return. RUG members’ comments are integrated 

into the results (Chapter 4) and in the discussion (Chapter 5). 

 

3.4 Summary 

This chapter described the secondary analysis of 48 digitally-recorded consultations 

between general practitioners and patients discussing a MSK condition. The analysis 

aimed to explore the process of SDM around analgesia for MSK pain in primary care 

consultations. Framework analysis drawing on principles of discourse analysis allowed a 

mixed inductive-deductive analysis. The table of factors and consultation key points and a 
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framework for analysis were developed from systematic review findings, Elwyn’s theory of 

SDM, RUG members’ participation in a workshop and tested and refined using an initial 

sample of ten consultations. Characterisation of consultations based on SDM and analysis 

of negotiation of decisions drew on current studies analysing discourse. PPIE was 

integrated throughout the consultation analysis, including RUG members’ involvement in 

interpretation of the preliminary analysis.  Results of the analysis are presented in the next 

chapter, Chapter 4. 
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4. Results of analysis of recorded primary 

care consultations 
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4.1 Introduction  

This chapter describes the results of my secondary analysis of digitally-recorded 

consultations between general practitioners and patients. Characteristics of recorded 

consultations, and GP and patient participants, are described in Section 4.2 and the 

influence of PPIE on the analysis and results is discussed (Section 4.3). The decision 

processes seen in the consultations are described, with the key step being the decision 

point, defined as a choice of action for the present or future (Section 4.4). Two different 

forms of sharing information around analgesic decisions are identified. These two forms 

are illustrated with extracts of patients requesting and declining analgesia. The 

consultations are then characterised according to the style of shared decision-making 

(SDM) seen (Section 4.5). Examples of factors which affect SDM are discussed in relation 

to specific styles of decision-making (Figure 4.2) and key messages from the analysis are 

summarised (Section 4.6). 

 

4.2 Description of consultations 

Although the 48 consultations analysed occurred in the past, the archive of the recorded 

consultations is a living body of data, therefore the results are described in the present 

tense. As the order in which events happen within the recorded consultations is important, 

using the present tense for describing the results also simplifies describing different time-

points within the consultations.  

 

Consultations including discussion of analgesia are initially categorised on the outcome of 

the consultation based on whether: a new analgesic or regime is initiated; an over the 

counter (OTC) analgesia is recommended or analgesia is declined or continues to be 

prescribed or taken without change (See Figure 4.1).  
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Figure 4.1 Characterisation of consultations based on analgesic outcome 

 

In the 48 consultations analysed, discussions of different types of analgesics as 

management options include: paracetamol, NSAIDs, topical analgesics which are applied 

as gels or rubs to the skin, codeine derivatives and morphine derivatives. Two or more 

different analgesics are often discussed within the consultation (See Appendix 4.2 for 

details of different analgesia discussed). The number of ‘issues’ discussed are ‘health 

issues’ raised by either GPs or patients where a decision about what to do next is 

reached. Characteristics of the consultations are summarised below (Table 4.1).  

 

Table 4.1 Summary of characteristics of 48 consultations involving discussion of 
analgesia 

 

Mean  Range  

Consultation 
characteristics     

Number of issues 
discussed 3 1-9 

Total duration of the 
consultation 12 min 47 sec 5-22 min 

Duration of discussion of 
MSK 9 min 12 sec 1-20 min 

 

     Consultations in 
which a new analgesic 
or regime is started (n 

= 20) 

  Consultations in which 
analgesia is declined or repeat 
analgesia continues unchanged 

(n = 19) 

  Consultations in which 
decision is made to take 

over the counter medication 
(n = 9) 

    Consultations involving 
discussion of analgesia for 

musculoskeletal pain  
(n = 48) 
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4.2.1 Characteristics of GP and patient participants  

Table 4.2 below describes characteristics of the seven practices participating and is 

reproduced with permission from the author ZP (Paskins 2015, p.173). Characteristics of 

the 15 GPs participating from these practices are summarised below (Table 4.2). Prior to 

the research project, all GPs had recorded their own consultations. Some GPs have 

particular experience in consulting and recording consultations. Seven GPs also train 

other doctors to become GPs, a role known as GP trainer. Two of the GP trainers already 

have facilities for recording consultations in their practices and already recorded their 

consultations. 

Table 4.2 Practice characteristics  

Practice 

Number 

Number of 

patients 

registered1 

Number of 

GPs in 

practice 

Description of 

catchment area 

Deprivation  

Decile2 

Number of 

GPs in 

study 

1 13175 8 Town 6 1 

2 3810 2 Rural 9 2 

3 7788 6 Large town 8 1 

4 8577 6 Market town 6 2 

5 5862 4 Market town 8 1 

6 18054 12 Rural/ large 

town3 

9 6 

7 10453 7 Large town 7 2 

         (Paskins 2015, p.173) 

Several GPs have particular additional medical and management expertise. Of the GPs 

participating, three GPs have additional roles, two work in management roles for the 

organisations which commission local health services, known as Clinical Commissioning 

Groups and one has an academic post though not working in MSK research.  

                                                
1 Data from www.apho.org.uk/PracProf/, accessed 10th October 2013 [Data updated Dec 
2012]. 
2 Decile reports a level of deprivation where 1 is the most deprived and 10 is the least 
deprived. 
3 Surgeries with 4 GPs recorded in satellite surgery in rural location. 
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Three GPs had additional specialist medical training before becoming GP, one in hospital 

medicine and two in surgery. 

Table 4.3 GP Characteristics 

 Number Percentage 

Female gender 4 27% 

GP trainer 7 47% 

Additional role 3 20% 

Additional specialist 
training 

3 20% 

 Mean Range 

Number of years 
practicing as GP 

14 years 1-29 years 

 

Patients consult with a wide variety of symptoms, including pain in the back, hip, knee, 

foot, neck, shoulder, arm, and wrist. The duration of the symptoms is unclear in 15 of the 

48 consultations but in those where it is stated, duration ranges from several hours 

(starting on the morning of the day the patient is seen) to 20 years. Different patterns of 

pain are seen in the consultations, with descriptions of pain persisting for many years, 

pain that has been intermittent for many years, and a new onset episode of pain lasting 

typically weeks to months. Characteristics of the patient participants from the pre-

consultation questionnaire each patient completed before their consultation are 

summarised in Table 4.4. 
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Table 4.4 Patient characteristics 

 

Number Percentage  

Patient characteristics 

Gender Female 22 46% 
Gender Male 26 54% 

Age 64 years (mean) Range 45 to 84 
years 

Spouse present in 
consultation 

3 6% 

Employment status     

Employed 14 29% 

Not working due to ill health 3 6% 
Retired 23 48% 
Housewife 1 2% 
Other 2 4% 
Missing 5 11% 

 

4.3 Patient and public involvement and engagement  

The RUG members influenced the results of the consultation analysis in several ways. 

The framework and detailed analysis of the consultations drew on factors identified by the 

RUG members (Appendix 3.1), and GP and patient behaviours described by the RUG 

members as impacting on SDM (Section 3.3.4.3). The factors affecting SDM are reported 

in the results section in line with the categories of factors affecting SDM identified by the 

RUG members (Appendix 2.2). The RUG members’ comments on the preliminary results 

are integrated into the relevant sections below. These include thoughts on decision points, 

and implicit communication on the influence of the patient-GP relationship and the type of 

analgesia discussed. 
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4.4 Decision points around analgesia in consultations 

The decision point is defined as ‘a choice of action for the present or future’ (Saba et al. 

2006, p.56). Different decisions points around analgesia are apparent in the consultations, 

which are as follows: 

• whether the patient needs or wants analgesia or not 

• what analgesia the patient might take 

• what dose of analgesia is needed and whether there is any flexibility about the 

dose 

• how often the analgesia might be taken and whether there is any flexibility about 

frequency or timing 

• how the analgesia would be obtained i.e. prescription or OTC 

• how long the analgesia would be taken for. 

 

Within a given consultation, patients are often involved in one of the decision points, 

although discussion sometimes includes more than one decision point. RUG members 

commented that they were aware of different decisions, and although they may not wish 

to be involved in the decision of which analgesic to take, they may wish to be involved in 

the decision of how to take it.  

 

Decisions on whether to take analgesia, and what analgesia the patient might take, are 

analysed in detail when these occurred. In consultations where the analgesia is already 

decided, for example, when the patient is already taking a particular analgesic, the new 

decision is analysed, for example change in dose of the analgesic.  

 

A process of SDM is apparent in the recorded consultations involving discussion of 

analgesia, and negotiation of decisions is seen in three distinct phases: 
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1) preparation for the decision: including exchange of information relevant to 

decisions and transition to the decision point 

2) the decision point 

3) responses to the decision: including discussion of further information and 

confirmation of decisions.  

My recognition of these distinct phases is informed by a structure proposed by Parry et al.: 

an on-going systematic review of studies using conversation analysis to investigate 

decision-making across healthcare contexts (2015). Preliminary findings suggest four 

stages in how healthcare professionals communicate what will be done. These stages 

include: preparing for the plan and decision, a ‘commitment point’ by the practitioner, 

response by the patient and a subsequent response by the practitioner see discussion 

5.5.3 and Appendix 5.1 for further details. Preparation for the decision and responses to 

the decision are discussed below (Sections 4.4.1 and 4.4.2).  

 

Extract 1 illustrates the phases further: this consultation is chosen as all decision phases 

are clear and discussed without a change of topic. In many consultations, the iterative 

process of SDM around analgesia occurs alongside discussion of other management 

options (such as physiotherapy or mention of joint injections) and discussion of other 

health issues. This consultation is short, at six minutes, and only contains discussion of 

the issue of management of MSK pain. A narrative description of the consultation gives 

context to the extract, and discussion relevant to the process is summarised in curly 

brackets i.e.{}. 

 

The decision in this extract concerns increasing the dose of the analgesia (morphine 

tablets) that the patient is already taking, and a request is made for an increase in 

analgesia by the patient. The decision point (lines 37and38) is the plan for analgesia: the 

GP instructs ‘In the meantime I want you to start taking three of your MST twice a day’. 

This is clear action for the future, a clear decision point.  
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Please see Appendix 3.10 for notation used in conversation analysis and note the speech 

of the GP and patient are shown in different fonts for ease of reading.  

Narrative description of consultation, Extract 1 (Consultation code 06 02 15) 

GP: male, middle age, White British 

Patient: male, 64 years old, White British, retired 

Duration of consultation: 6 mins 

MSK condition only discussed 

Reason for attending patient stated in the pre-consultation questionnaire: Plantar fasciitis 

(foot pain), Back pain 

Diagnosis or symptoms discussed in the consultation: back and hip pain  

Relationship with GP (evidence from the video):  GP mentions he has seen this patient 

twice for injections for foot pain, the patient describes he has seen other GPs with regard 

to his hip and back pain. 

Reason for patient attending suggested during consultation: patient asks for increase of 

analgesia 

Analgesic outcome: repeat prescription for analgesia (morphine) is continued with an 

increased dose 

Extract 1 

 

{discussion so far: the impact and management of foot pain diagnosed as plantar  

 fasciitis, the GP comments he has twice given steroid injections to improve the painful foot} 

 

Extract starts at 30s. Pace of discussion is quick throughout. 

1 GP:	  	  	  	  	  	  	  	  

And your other joints are okay because you’ve had your hip done, haven’t 

you? 

2 Patient:  This hip’s (rubbing hand on left hip) giving me a lot of pain and me back.   

3 

 

Me back and this hip.  I wondered if I could increase me painkiller.   

4 GP:	  	  	  	  	  	  	  	   Which is worse, your hip, your back or your foot? 
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5 Patient:  Me hip and me back, yeah (GP turning head to computer) yeah. 

6 GP:	  	  	  	  	  	  	  	   .hh Because (turns head back to patient) you tried insoles for your foot. 

7 Patient:   I tried, y[eah. 

8 GP:	  	  	  	  	  	  	  	                 [◦><And you’ve had injections twice.  Have we tried anti- 

9 

	  

inflammatory tablets?(looking at computer and clicking mouse) 

10 Patient:  I’ve tried anti-inflammatories, I’ve tried the cream, I’ve tried actually doing  

11 

 

physio on it. 

12 GP:	  	  	  	  	  	  	  	  And you were on these naproxen, weren’t you?  

13 Patient:   I was on naproxen, yes. 

14 GP:	  	  	  	  	  	  	  	    Which ones do you want to increase?  

15 Patient:  I wa[nt to increase…. 

16 GP:	  	  	  	  	  	  	  	          [The MST? 

17 Patient:   Yes. (GP turns body to look at patient) 

18 GP:	  	  	  	  	  	  	  	   Because you currently take two::::.   

19 Patient:   I take, eh  [ 40 ml a day. 

20 GP:	  	  	  	  	  	  	  	                     [twice a day. Yeah (nods, turns back to computer) 

21 Patient:  I wondered if I could increase it. 

22 GP:	  	  	  	  	  	  	  	  What we can do=  

23 Patient:   =please, yeah 

24 GP:	  	  	  	  	  	  	  	  erm we could increase that to three, twice a day. 

25 Patient:   Three, yeah, okay (nodding gently) 

26 GP:	  	  	  	  	  	  	  	   (turns head to look at patient) They’re very strong tablets. 

27 Patient:  Three? 

28 GP:	  	  	  	  	  	  	  	   Well the morphine are very st[rong tablets. (turns head back to computer)  

29 Patient:                                                 [Yes, yes. °I’ve[  

30 GP:	  	  	  	  	  	  	  	                                                                        [But if you’ve got bad pain(.) 
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31 Patient:  I have, I have. 

32 GP:	  	  	  	  	  	  	  	  Erm what’s, what’s the long term plan about your hip? 

 

1 min 45s {discuss previous hip operation on other hip, x-rays and referral for further 

surgery, printing off form 3 min 20 s to 4 min 20s patient sitting in silence} 

33 GP:	  	  	  	  	  	  	  	  (Body and head facing computer) What I’d like you to do is to take this  

34 

	  

form home with you (.) (printing Oxford hip score, for assessing severity of  

35 

	  

arthritis prior to surgery off from computer) and I want you to fill it in. 

36 Patient:  (Looking at GP) Okay 

37 GP:	  	  	  	  	  	  	  	  In the meantime I want you to start taking (GP turns head to face patient,  

38 

	  

patient leans in) .h three of your MST twice a day =  

39 Patient:                                                                   (nods)  [Twice  

40 GP:	  	  	  	  	  	  	  	   =><Have you got enough in?   

41 Patient:  No (GP turns back to computer, patient leans back) 

42 GP:	  	  	  	  	  	  	  	  There’s the form (hands form, Oxford hip score) 

43 Patient:  Thank you (adjusts glasses to read through form)  

 

4 min 45 s {GP typing, adjusting analgesia on computer 4.45-5.45, then gives advice on 

completing form, prints out prescription and signs it} 

45 Patient:  Have I got to fill it in now or 

46 GP:	  	  	  	  	  	  	  	  No, no. 

47 Patient:   At home? 

48 GP:	  	  	  	  	  	  	  	  You go home= 

49 Patient:   =yeah= (nods) 

50 GP:	  	  	  	  	  	  	  	   = up these (taps on signed prescription, presenting it to the patient) 

51 Patient:   Ye[ah(nods) 

52 GP:	  	  	  	  	  	  	  	        [and come back and see me in two weeks and bring that (points to  

53 

	  

form) with you when you come. 
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54 Patient:  Oh okay (takes prescription), okay doctor [Thanks very much. 

55 GP:	  	  	  	  	  	  	  	                                                                     [All right?   

56 Patient:   Yes. Smashing. Thank you very much (getting up from chair, with 

57 

 

 a little difficulty) Thank you.  

58 GP:	  	  	  	  	  	  	  	   See you again. 

59 Patient:   T-rah now.   

 

The decision is clear in that the dose of analgesia and how the patient should take it are 

overtly stated. This decision point exemplifies key features of decision points in most of 

the observed consultations: 

i) The GP starts the decision point with ‘I want you to’ or l. The mood of the sentence 

is imperative, it is clearly an instruction or command, with the GP using the first 

person pronoun ‘I’ for himself and ‘you’ for the patient. The third person is 

sometimes also used at decision points such as ‘let’s’.  

ii) The analgesia is described, in the case of Extract 1 it is named, although in other 

some consultations it may not be clearly named, for example being referred to as 

‘a strong anti-inflammatory’. 

iii) The physical acts of entering the analgesia details into the computer and printing 

off a prescription follows the decision point, although occasionally it may precede 

the decision point and mark the transition to the decision point phase. 

The GP proposes a plan before the decision point in this consultation (lines 22-24). In this 

phrase, he changes from present tense to conditional tense ‘we can...we could increase’ 

indicating a decision is yet to be made. The proposed decision shows how the decision 

point occurs within a process of decision-making, and is an example of preparation for 

decisions.  
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In summary, a ‘decision point’ is defined in the consultation dataset as an action for the 

present or future relating to analgesia, and illustrated using a consultation extract. The 

process of SDM occurring in these consultations appears in three distinct phases, the 

decision point, followed by a response phase and with a prior preparation phase. The 

preparation phase is described further in 4.4.1 below. 

 

4.4.1 Preparation for decisions 

Exchange of information relevant to decisions around analgesia occurs prior to the 

decision point in all the consultations. Relevant information shared in the consultations 

includes: 

• discussing the patient’s pain 

• patient’s prior experience of analgesia 

• discussing a diagnosis 

• GPs’ exploration of information about potential contra-indications to prescribing 

analgesia. 

 

For example in Extract 1, the patient shows both non-verbally (rubbing his hip) and 

verbally that his hip pain is ‘giving me a lot of pain’ (line 2). The patient’s prior experience 

of analgesia is explored, with the GP asking about anti-inflammatories (lines 8and9) and 

naproxen specifically (line 12) and the patient offering further information about analgesia 

and management already tried (lines 10and11). Although the patient requests an increase 

of a specific analgesic early in the consultation (line 3), the transition to the decision 

occurs a little later (lines 22-25) when the GP proposes a provisional way of increasing the 

analgesia and the patient indicates agreement. 

Ways of transitioning to the decision point include the: 

• patient requesting analgesia or a specific analgesic 

• patient describing the pain as a problem 
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• GP finishing examining the patient 

• GP offering information about the diagnosis 

• physical act of the GP entering analgesia into the computer, the act of signing the 

prescription or handing the prescription to the patient.  

Information discussed in the preparation for decision phase is relevant to the decision 

point both in how it is discussed and what is shared. The discussion may influence the 

response to the decision, and this is discussed further below (4.4.2). 

 

4.4.2 Responses to the decision point 

Different responses to the decision point are seen within the consultations, falling into 

three groups: 

1) agreement with the decision  

2) resistance to the decision 

3) an ambiguous response. 

The initial response usually directly follows the decision point, or may be the next time the 

other person (usually the patient) speaks.  In Extract 1, the patient’s agreement with the 

decision point (line 37and38) is both verbal (line 39), echoing the GPs instruction to take 

the analgesia twice daily, and non-verbal – the patient nods whilst he says this. This 

agreement is expected as the patient requested an increase in analgesia in the 

preparation for decisions phase.  

 

Resistance to the decision point can be direct or indirect. Extract 2 shows an example of 

direct resistance. The decision point takes place in line 5 when the GP says ‘So I’ll give 

you those tablets. But I’ll give them to you in a lower dose of 250’. Discussion from line 6 

to line 14, when the patient says ‘Ok ◦thank you’, is all related to the decision, therefore is 

the response to the decision. In line 8 the patient explains their resistance to the plan of a 

lower dose of pain relief (line 4and5) stating that the analgesia, even at a higher dose, 

“didn’t really relieve the pain either”. This resistance is direct as the patient is overtly 
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stating that the analgesia the GP intends to prescribe did not work. The patient also 

emphasises the disagreement non-verbally (by leaning forward) and in how she speaks 

as she interrupts the GP in mid-sentence (line 7) with the contradiction, which is a strong 

conversational technique. 

Narrative description of the consultation, Extract 2 (Consultation code 05 01 02) 

GP: male, older, South Asian 

Patient: female, 45, White British, works as care worker (describes this and wearing 

uniform in consultation) 

Duration of consultation: 13 min 30s 

Duration of MSK discussion: 12 min 30s 

5 issues discussed: ankle, fall, ear symptoms, finger and smear 

Reason for attending patient stated in the pre-consultation questionnaire: painful ankles 

Diagnosis or symptoms discussed in the consultation: tendonitis, 5 months, worse for past 

2 days 

Relationship with GP: the patient has seen different GP before about ankle pain, no 

evidence of knowing this GP 

Reason for attending suggested during consultation: patient describes how the pain is 

impacting on mobility and work 

Analgesic outcome: reduced dose of analgesia patient is taking, naproxen is prescribed 

Extract 2 

 

{Discussion so far: patient has described history and impact of pain, GP has examined 

ankles and gait and advised further testing} 

Extract starts at 11min 30s  	  

1 GP:        So you’ll do two things, you’ll book an (hand forms to patient)  

2 

 

appointment for your blood test, and you’ll also book an appointment to  

3 

 

see the nurse two weeks after the blood test. 

 

 

{typing on computer, whole body facing computer, patient looking at 
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computer screen too} 

4 GP:        So I’ll give you those tablets. But I’ll give them to you in a lower dose of  

5 

 

250 (glances at patient) because I don’t want to set your urticaria off 

6 Patient:   As I said they didn’t bother me last time (rubbing her upper arms) 

7 GP:        Yes. I, I agree[ 

8 Patient:                         [But to be fair, (leans in towards computer screen and  

9 

 

GP) they didn’t really relieve the pain either.  

10 GP:        Yep. Well that’s why I want to get the tests done for you as well.(.) And  

11 

 

 you can combine these with paracetamol or co-codamol quite safely(.) 

12 

 

(prints off prescription). And of course I’ll have a chat with you once all  

13 

 

the results are back (signs prescription and looks back at computer). 

14 Patient:   Ok ◦thank you. Can I quickly ask you what you think I can put on that?  

15 

 

(shows finger to GP, who now turns to look at the patient and pointed  

16 

 

finger) 

 

{GP advises on management of wart} 

 

Direct resistance is rarely seen in the dataset, and this is the most overt example of 

resistance. Despite the overt resistance, the decision point for analgesic prescription goes 

unchanged. The GP persists in prescribing a lower dose of the analgesic which did not 

work, and the patient then accepts this (line 14). 

 

Just before this direct resistance, Extract 2 illustrates indirect resistance in the patient's 

first response after the decision point. Resistance that is indirect is more subtle than direct 

resistance. In Extract 2, in the decision point, the GP describes his rationale for a reduced 

dose of the pain relief (lines 4and5) as reducing the chance the patient may have a 

reaction to it. The patient uses her previous experience with the analgesia to express 

disagreement with the decision point indirectly, implying that if she did not have a reaction 

at the higher dose before that it should not be a problem to prescribe that dose again (line 
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6). When the GP next speaks (line 7), although the GP’s words ‘Yes. I, I agree’ suggest 

he understands her point, his tone in the consultation suggests that the decision point will 

go unchanged- as it does. The patient then makes her resistance direct, as discussed in 

the paragraph above.  

 

The third and final group of responses to the decision point is an ambiguous response. 

Ambiguous responses include responses repeating or adding information from the history 

and requests for further information about the analgesia and how to take it. It is difficult to 

know exactly what the patient wishes to communicate in ambiguous responses through 

observation of the consultation alone. The GP’s response and further conversation may 

give additional evidence about the meaning of these responses. For example in the 

consultations, it appears these responses may signal: 

• a patient’s engagement with the decision, with questions asking for clarification of 

how often the analgesia needs to be taken 

• the fact that the patient’s reason for consulting has not been addressed, with 

patients sharing concerns about the diagnosis, or repeating history 

• potential disagreement with the decision with patients re-emphasising how bad the 

pain is when analgesia remains unchanged. 

 How the GP responds depends on their interpretation of the patient’s intention behind an 

ambiguous response. The interaction again relies on the concept of preference, and on 

assumptions by both parties in the conversation as to what response is expected. 

Responses to the decision point are ambiguous as they depend on both the GP’s and 

patient’s understanding of the rules of conversation in consultations, intentions behind the 

response, interpretations of the intentions and the specific context of that consultation.  

 

Responses in the talk immediately following the decision point are discussed above. The 

response to decision phase usually ends with repetition of the decision, or confirmation of 
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the decision such as the GP saying ‘Is that ok? (Extract 11, line 51) in the final speech in 

most consultations. Decisions are repeated towards the end of the consultation even if the 

original decision point occurs at an earlier time. For example, in Extract 1 the decision 

point and patient response occur in lines 36-38. At the end of the consultation the GP 

repeats the plan (lines 48-56) and the patient confirms his agreement when physically 

accepting the prescription from the GP, verbally saying ‘okay’ (line 54) and non-verbally 

with nodding. This final interaction in response to the decision often occurs when the 

prescription is handed to the patient, and sometimes initiates further discussion, whether 

information sharing or questioning.  

 

The RUG members commented on the groups of responses. The issues they raised were 

that verbal agreement by patients, saying ‘yes’ to a particular analgesic or when handed a 

prescription needs to be interpreted with caution. They explained that it is hard for the 

patient to raise any concerns and the default situation is that the patient says yes to any 

plan made by a GP, even one which they do not intend to carry out. The RUG members 

were surprised at the overtness of the direct resistance when they saw the example. They 

had some experience with situations with GPs in which they had met an impasse in 

reaching a decision, which they described as ‘locking horns’. The RUG members resolved 

the situation by seeing a GP with whom they could have a discussion. RUG members 

recognised indirect resistance as a way of gently raising concerns about analgesia without 

directly challenging the GP’s expertise, and so avoiding conflict.  

 

In conclusion, the response to the decision varies from one or two phrases following a 

decision point to a more extensive discussion. Three groups of responses are seen: 

agreement, resistance and ambiguous responses. Resistance to decisions can be direct 

and clear, or indirect and subtle. The intention behind responses can become clear during 

the discussion, or remain ambiguous to an observer. RUG members had experience with 

these groups of responses, and suggested a cautious interpretation of how much verbal 
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agreement signalled the patient’s true agreement with the plan. The response to decision 

point phase usually ends with reiteration or confirmation of the decision and response by 

the patient and GP.  

 

Recognising three phases within the process of SDM around analgesia for MSK pain has 

consequences in understanding how decisions are shared. Analysing the decision point is 

key for understanding how decisions are negotiated between patients and GPs. In 

addition, preparation for the decision and responses to the decision point also influence 

how the decision is negotiated and how much it is shared. In the detailed analysis 

discussed below, information from preparation and response phases is included in the 

narrative description of the consultation or in curly brackets. When the preparation or 

response phase is critical in understanding the negotiation and sharing of decisions, 

transcription of this conversation is included within the extract.  

 

4.5 Style of shared decision-making 

My analysis suggests a spectrum of SDM which can be characterised into three different 

styles of decision-making. The different styles are described below and are illustrated by 

extracts with the clearest portrayal of the contrast between styles. In addition, the 

decision-making sequences around analgesia within these consultations are relatively 

self-contained and distinguishable from other parts of the consultation. I have also aimed 

to include consultations with different GPs, patients of different genders, ages and illness 

presentations.   

4.5.1 Elwyn’s model of shared decision-making 

Three consultations out of the 48 involving discussion of analgesia for MSK pain clearly fit 

Elwyn’s et al.’s model of SDM (2012).  These consultations all include key stages of SDM: 

• talk that a choice, decision or options exist 

• information sharing about at least one of the options 
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• elicitation and integration of patient’s preference into the plan. 

Extracts from these three consultations are examined below, including description of the 

key stages of SDM. Factors affecting SDM exemplified in these consultations are then 

described.  

In the first consultation, a GP is discussing back pain with some nerve pain  (sciatica) with 

an older patient who has experienced this episode for 9 months, but has had previous 

episodes.   

 
Narrative description of the consultation, Extract 3 (Consultation code 02 06 02) 

GP: male, young, south Asian, British accent 

Patient: male, 80 years old, White British, retired 

Duration of consultation: 14 mins 40s  

MSK only issue discussed 

Reason for attending patient stated in the pre-consultation questionnaire: Back pain 

Diagnosis or symptoms discussed in the consultation: Back pain moving to leg (sciatica) 

for 9 months 

Relationship with GP: first consultation with this GP, has seen several GPs before with 

back pain   

Reason for attending suggested during consultation: asks about new analgesia, 

amitriptyline 

Analgesic outcome: starts new analgesia, amitriptyline 

Extract 3 

{Discussion so far: patient has described the history of the pain and impact on his life. 

Examination of back and legs including nerve supply off camera lasting 3 min 30s. GP 

diagnoses sciatica, and explores patient’s knowledge of sciatica. The patient talks about 

his experience of taking paracetamol for sciatica pain} 

Extract starts at 11min 50s   

1 Patient:  So I thought well (.) I’ll try it again. And so I tried taking the 
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2  paracetamol again. But it was having no effect on the pain at all  

3  (shakes head), so I just gave up (shrugs)..hh 

4 GP:	  	  	  	  	  	  	  	   [No]	  	  (.)	  	  	  	  	  	   	   	   	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  (hh)	  N[ow	  	  	  	  	  	  	  	  	  	  	  	  

5 Patient:                                     ]Now. Can I just say one  

6  thing (.) Some colleagues of mine, dancing colleagues obviously  

7  have a lot of the same problems as mine with knees or hips (inaudible)  

8  and things. And they were prescribed (retrieving paper from pocket) 

9  a certain. And I’m not even going to try and pronounce it.  

10  That (holding up written down name). 

11 GP:	  	  	  	  	  	  	  	  	  	  	  	  	  	  (looking	  at	  paper)	  Amitriptyline.	  Yes	  (hh)	  I	  was	  going	  to	  go	  onto	  that	  actually=	  

12 Patient:  =And they said. Marvellous! And 2 or 3 days (clicks fingers) no  

13  more problems and its cleared it all up. Alright (.)  

14 GP:	  	  	  	  	  	  	  	   ◦No.	  I	  was	  going	  to	  say	  that	  that	  might	  be	  an	  option.	  Because	  it’s	  a	  	  

15  nerve	  pain. 

16 Patient:  Yes 

17 GP: And	  conventional	  painkillers	  may	  not	  help.	  So	  the	  paracetamol	  may	  	  

18  not	  help.	  Amitriptyline	  is	  a	  nerve	  pain	  killer.	  So,	  uhm,	  I'm	  happy	  if	  you're	  

19 	  	  	  	  	  	   happy,	  to	  give	  it	  a	  go.	  

20 Patient:  As long as it doesn't clash with anything I've got at the moment,  

21  or any other factors. 

 {They discuss side effects and when to take analgesia: 1 min } 

        Extract starts at 13min 50s 

22 GP:	  	  	  	  	  	  	  	   (GP	  looking	  down	  signing	  prescription)	  If	  we	  give	  it	  a	  go	  (hh)	  I	  guess= 

23 Patient:  =And let's hope we've got it right 

24      GP: And	  let's	  hope	  it’s	  the	  right	  medication	  for	  you 

 {They discuss gradually increasing the dose, how quickly to expect the effect: lasts 45 

secs} 
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In this extract we see key stages of SDM: 

• talk that a choice, decision or options exist: in line 14 the GP notes that the 

analgesic suggested by the patient ‘might be an option’ – indicating that choice is 

possible.  

• information sharing about at least one of the options: the GP and patient discuss 

information about this option, including the reason it may be useful, possible 

interactions with other analgesics and side effects (lines 14-22). The patient raises 

his concern about the new analgesia possibly interacting with his current 

medications or any additional factors he is unaware of (line 21and22), and the GP 

goes on in the consultation to address this concern, tailoring information to the 

patient.  

• elicitation and integration of the patient’s preference into the plan: the analgesic is 

suggested by the patient therefore preference is integrated into the plan. When the 

GP has given additional information about the analgesic, the patient agrees with 

confirmation of the decision (lines 22-24). At the decision point (line 18and19) the 

GP also elicits the patient’s view on the decision after presenting information about 

the analgesic and his viewpoint ‘I’m happy if you’re happy, to give it a go’. 

 

In summary, in Extract 3 above, the patient requests analgesia called amitriptyline for his 

back pain, with nerve pain (sciatica) and the GP agrees with the request. This consultation 

fits Elywn’s model of SDM as there is talk of options and sharing of information and views, 

with integration of patient preference into the decision point. In Extract 4 below, the GP 

suggests the same analgesic, amitriptyline, for sciatica and the patient declines the 

suggestion. Again, there is exchange of information and views, and the consultation fits 

the key stages of SDM according to Elywn’s model.  
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Narrative description of the consultation, Extract 4 (Consultation code 02 04 13) 

GP: female, young, white British  

Patient: male, 68, White British, retired CEO (discussed in consultation) 

Duration of consultation: 12 min 12s 

MSK, back pain is only issue discussed 

Reason for attending patient stated in the pre-consultation questionnaire: back pain 

Diagnosis or symptoms discussed in the consultation: back pain moving to leg (sciatica) 

for 10 weeks 

Relationship with GP: seen a different GP previously about this problem  

Initial analgesia: patient is taking paracetamol, and co-codamol when the pain is worse 

Reason for attending suggested during consultation: patient explains he does not want 

surgery, but is not sure what to do 

Analgesic outcome: continuing same analgesia, paracetamol and co-codamol 

Extract 4 

{Discussion so far: patient has described the history of the pain and impact on his life. 

Patient has had MRI scan and brought results with him which the GP looked at and 

discussed} 

Extract starts at 6 min 20s  

1 Patient: So I conclude that I’m not getting [any better, uhm. 

  2      GP:                              [Yes] Ok (.)(GP briefly looks down, body 

3   still towards patient, then looks up, gesticulating and making eye  

4  contact throughout.)  h. From a painkiller point of view if paracetamol 

5         and you, know, or co-codamol [as you’ve been using is perfectly  

6 Patient:                    [Uhm, yeah(.)     uhm]  

  7              GP: reasonable for your back pain (hh). But the other alternative, uhm (.)(hh)  
 
  8                    Nerve pains, so the pain going down your leg, doesn’t tend to respond  
 
  9                     particularly well to bog standard painkillers. 
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10      Patient:   Yes. Uh-hu=.  

11             GP:   =so there are other options. There is something called amitriptyline 

  12                I don’t know whether you’ve ever (.)[ heard of  

  13 Patient:                    [No I °wouldn’t (inaudible)  
 

{GP discusses amitriptyline’s use as analgesia for MSK pain related to nerves, including 

side effects}   

Extract starts at 7 min 40s 

 
 14       GP: It depends how,(.) (GP looks up) or whether you're feeling that you  

 15              need more (looks back to patient) than the [co-codamol?       
         
 16 Patient:                                 [Uh, uhm. I don't (arms folded) 
 

 17             GP: That's fine, there are plenty of other options out there. 

 18    Patient:   The option is to come back and ask you for some if it does get worse. 
 
 19        GP:   (nods) Yep. Absolutely.  
 
 20       Patient:   Fine  
	  
	  	  	  	  	  	  	  	  	  	  	      Extract ends at 7 min 50s 
 
  {move on to discussing physiotherapy} 

 
 

 

 

In Extract 4 key stages of SDM are present: 

• talk that a choice, decision or options exist: the GP introduces the concept of a 

choice in analgesia, telling the patient that his current regime is ‘perfectly 

reasonable for your back’ (line 5and7) but that there is an ‘alternative’ (line 7). She 

goes on to clarify the issues of choice specifically for his sciatica pain in his leg: 

‘there are other options’ (line 11), then mentions a specific option ‘There is 

something called amitriptyline’.  



  
Chapter 5: Discussion and Reflections   117 

 

• information sharing about at least one of the options: GP enquires about the 

patient’s knowledge of amitriptyline to tailor the information to the patient’s current 

knowledge and then gives further information about it (Iine 11-14).  

• elicitation and integration of patient’s preference into the plan: line 14-20, the GP 

elicits ‘whether, or’ the patient feels he needs ‘something more’ than his current 

option (Line 14) and the patient himself generates the plan to review analgesic 

options if things get worse (line 18), which the GP agrees with verbally and non-

verbally when nodding (line 19). 

These three key stages of SDM are also seen in the third and final of the consultations. In 

this consultation, the patient takes the analgesic diclofenac, which is on a repeat 

prescription. The GP is discussing side effects of the diclofenac and possible alternative 

analgesia.  

 

 

Narrative description of Consultation, Extract 5 (Consultation code 030103) 

GP: male, middle age, South Asian 

Patient: female, middle 55, White British, works in an office (admin) 

Duration of consultation:  20 mins 

Duration of MSK discussion: 18 mins 

4 issues discussed: review of prescription, knee pain, red legs, up to date breathing 

assessment 

Reason for attending patient stated in the pre-consultation questionnaire:  psoriasis 

and dry eyes 

MSK diagnosis or symptoms discussed in the consultation: fibromyalgia, though 

patient is unsure about this 

Relationship with GP (evidence from the video): no evidence they know each other, 

patient describes discussing pain before with other GP  

Reason for patient attending suggested during consultation: the patient expresses a 
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wish to get to the root cause of the MSK pain and to get rid of it 

Analgesic outcome: repeat prescription of diclofenac continues unchanged, to be 

reviewed with blood test results at next appointment 

Extract 5 

 

{Discussion so far: there is initial confusion over the reason patient is taking diclofenac, 

clarification it is for pain. Then GP discusses potential side effects of diclofenac as the 

patient had inflammation of the stomach in the past, and GP raises concerns about the effect 

of using diclofenac long term on kidney function, the patient is describing the effect of the 

diclofenac} 

Extract starts at 7 min 20s 

 

1 Patient:  If I don’t take it, well, I’m just a completely different person, I just can’t  

2 
	  

move, can’t get up and down, I just seize up.  

3 GP:	  	  	  	  	  	  	  	  But co-codamol doesn't help? 

4 Patient:  No. No. I’ve tried all of those and the relief is so temporary that I'm  

5 
 

throwing tablets down my throat every 4 hours, uhm, which I just don't  

6 
 

want to do.(.) And I’m trying to come off:::  (gesturing stopping with  

7 
 

 her hand) the diclofenac 

8 GP:	  	  	  	  	  	  	  	  Right 

9 Patient:  And I do have days where I don’t take it. 

10 GP:	  	  	  	  	  	  	  	   Amitriptyline, and things. Does that help?  

11 Patient:   Tried that.  

 

{patient and GP disagree over diagnosis of possible fibromyalgia and discuss 

symptoms} 

12 Patient:  I just] function normally. 
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13 GP:                  [Ok. What we’ll do, I’ll look at this rash, ok. 

14 Patient:  Uh hm (nods) 

15 GP:        Then we’ll get some blood tests, see how your kidneys are, then you  

16 
 

come and see us again. Come and see me.   

17 Patient:  Ok (nods) 

18 GP:        We could think of something else,  

19 Patient:   Yeah (nods)  

20  GP:        Pregabalin or gabapentin or something like that.  

21 Patient:  Right 

22 GP:         (inaudible)◦off the diclofenac. That’s the thought. Yeah? 

23 Patient:  Would I have to take this every 4 hours though? 

 

 

{GP discusses how often these analgesics should be taken. The GP confirms the decision is 

deferred until they have the results of blood tests for kidney function, GP moves to examine 

rash} 

 
 
 
 
 
The key steps of SDM are discussed in this consultation: 

 
• talk that a choice, decision or options exist: the GP names several different 

analgesics in turn, co-codamol (line 3), amitriptyline (line 5), pregabalin or 

gabapentin, (line 20) in addition to the diclofenac that the patient is already taking. 

Suggesting multiple different potential options of analgesia does indicate that 

choice is possible. The idea of options is also suggested when the GP says ‘we 

could think of something else’ (line 18) after the decision point to review with blood 

tests (line 15). After listing the options, the GP also says they could consider 
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‘something like that’ (line 20), suggesting other options although no further detail is 

given on these. 

• information sharing about at least one of the options: in preparation for the 

decision point, the GP and patient discuss information about side-effects of the 

diclofenac that the patient is taking. These side-effects include possible harm to 

kidney function and irritation to the stomach: the GP and patient discuss an 

episode when the patient experienced this stomach irritation. The patient directly 

asks how frequently it is necessary to take the analgesia (line 23) and the GP goes 

on to share this information, tailoring the information to the patient’s needs.  

• elicitation and integration of patient’s preference into the plan: during the whole 

consultation it is clear that the GP's intention is to get the patient ‘off the diclofenac’ 

(line 22). The patient says ‘If I don’t take it, well, I’m just a completely different 

person, I just can’t move, can’t get up and down, I just seize up’ (lines 1-2), 

indicating her preference to continue the analgesia, as stopping it has a big impact 

on her life. The GP’s plan integrates continuing the diclofenac, whilst addressing 

his concerns about the analgesia’s potential effect on her kidney function by 

gathering further information using blood tests to assess that effect (line 15-16). 

He also elicits her opinion on the long-term aim of coming off the diclofenac ‘that’s 

the thought. Yeah?’ (line 22) 

In summary, three out of 48 consultations in which analgesia for MSK is discussed fit 

Elwyn’s model of SDM. Talk that a choice exists in these consultations takes the form of 

using the word ‘option’ or ‘options’, and naming one or more alternatives to the analgesia 

the patient is already familiar with. Information is shared about analgesia, either side-

effects or concerns about the current analgesia, or information about the requested or 

suggested analgesia. This information is tailored to the patient’s concerns, such as 

potential interaction with analgesia or how often it is necessary to take the analgesia. 

Finally, patients’ preferences are discussed, when patients request analgesia, or describe 

how effective their current analgesia is. Preferences are specifically elicited and integrated 
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into the plan and in one consultation the patient makes the plan. These extracts also 

exemplify a factor influencing SDM, the health literacy of the patient, which is discussed 

further below.  

 

4.5.1.1 Patient factors affecting SDM: health literacy 

In this context, patient health literacy is defined as a patient’s skills in managing the 

consultations, including their assertiveness, and their medical understanding, such as the 

use of analgesic names. Patients’ skills in managing the consultation include what the 

RUG members identified within their categories of factors (Appendix 2.2) as 

‘assertiveness’. The RUG members described requesting an analgesic as an assertive 

behaviour. In Extract 3, the patient requests analgesia (line 5-13), the name of which he 

has brought written down on a piece of paper. The patient is also assertive in how he 

requests the analgesia, he interrupts the GP’s talk (line 4and5) as the GP begins talking.  

The RUG members also identified challenging not getting analgesia as assertive, and the 

patient in Extract 5 indirectly challenges the GP seeking agreement  (‘Yeah?’, line 22) by 

requesting further information on how often the analgesia needs to be taken (line 23) 

‘Would I have to take that every four hours though?’. 

 

Patients demonstrate skills in managing the process of consultations. These skills include 

interrupting the GP, to explain that they are requesting analgesia (Extract 3, line 4and5) or 

to decline analgesia (Extract 4, line 16). The patients also show skills of providing 

structure to the consultation, such as setting out a clear initial agenda and generating a 

plan (Extract 4, line 18).  The patients in these consultations also demonstrate health 

literacy through their use of medical jargon and talk about their ability to manage taking 

analgesia and awareness of medication issues such as interactions. For example, one 

patient shows his awareness of medications by describing how he uses paracetamol for 

his pain as this worked previously (Extract 3, line 2), and asking about interactions with 

analgesia (Extract 3, line 20). Another patient recognises the names of co-codamol and 
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amitriptyline (Extract 5, line 4and11) and describes managing her analgesic diclofenac to 

use the minimum dose she needs (Extract line 6-9). The influence of patients’ health 

literacy on how the decisions are made and shared is evident throughout the 3 

consultations fitting Elwyn’s SDM model. Knowledge of medications, assertiveness and 

managing the consultation enables patients to request and decline analgesia and take 

part in SDM. It also appears that demonstrating knowledge to the GPs enables the GPs to 

see the patients as legitimate partners in sharing decisions: the GPs use techniques to 

facilitate contributions, and when patients request, decline or indicate preferences about 

analgesia the GPs accept these.  

 

Patients' health literacy influences SDM in all three phases of the decision. The 

observable behaviours showing patients' health literacy are most clearly seen in 

consultations fitting Elwyn’s model of SDM but these behaviours are also seen, and have 

influence in other styles of SDM (see Section 4.5.5 and 5.3.3.7 for further discussion). 

 

I have described how three consultations in the dataset fit Elwyn’s model of SDM and how 

patient’s health literacy influences SDM in these consultations.  Elwyn’s model of SDM is 

overt: it is possible for an observer to easily identify a clear decision-making process. 

However, an implicit form of communication is frequently seen within the dataset of 

consultations. I will discuss ‘implicit’ communication further as this form of communication 

impacts on SDM. 

 

4.5.2 Overt and implicit forms of communication about analgesia  

Two different communication practices are seen in the consultations: overt and implicit.  

Elwyn’s model of SDM is an overt style of communication, in that an observer of the 

consultations can clearly see the decision-making process, and the information exchange 

and decision-making are unambiguous. Two specific situations, requests for analgesia 
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and declining analgesia, are discussed below to describe overt and implicit 

communication practices seen in the consultations. The implications of these different 

forms of communication for SDM are discussed further within specific styles of decision-

making. I discussed that when the response to the decision point is resistance, this can be 

direct or indirect (4.4.2). Direct resistance is a form of overt communication, its meaning is 

clear and even in transcription the resistance is clearly apparent. Indirect resistance is a 

form of implicit communication; tone of the conversation, non-verbal behaviour and 

context all impact on the meaning and suggest resistance, and when transcribed the 

meaning is less clear. In order to describe implicit communication further, this form of 

communication is contrasted to overt communication practices in two recurring scenarios, 

patients' requests for analgesia and patients declining GPs' offers of analgesia.  

 

4.5.2.1 Patient requests for analgesia 

The systematic review findings identified patient requests as a key issue in SDM, 

therefore patient requests and responses to these are analysed in detail. Requests were 

rarely seen in the data. In two consultations, (Extracts 1&3) patients request a specific 

analgesic overtly. In Extract 3, which fits Elwyn’s model of SDM the GP’s response is 

discussing the specific analgesic the patient requests as an option. The patient’s request 

is integrated into SDM and the requested analgesia is prescribed (see Section 4.5.1 for 

further discussion). In Extract 1 which fits with GP decision-making, the patient requests 

an increase in the morphine analgesia he is already taking. The decision to increase the 

analgesia, as requested, is made by the GP and the request is treated as information 

shared in preparation for the decision (see Section 4.4.1 for further discussion). In both 

consultations, the patient receives the change in analgesia they request. In addition, in 

one consultation a patient requests some analgesia, rather than a specific analgesic 

(Extract 6). In the Extract 6 below the patient’s request for analgesia is more implicit. In 

the Extract 6 below the patient’s request for analgesia is more implicit.  The GP is typing 
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up the discussion on the computer at the end of the consultation. The patient sitting next 

to him requests analgesia for his foot pain implicitly: ‘There’s nothing I should take to 

reduce the heel pain’. The request is implicit as the patient uses negative phrasing 

‘There’s nothing’, the conditional tense ‘should’ and the first person pronoun ‘I’ rather than 

a direct question ‘is there anything you can give me?’ (line 3and4). Although the request is 

implicit, the GP does recognise it as a request and responds to it.  The GP reaches a 

decision point without asking for any further information from the patient, and gives advice 

for the patient to go with ‘simple paracetamol rather than anti-inflammatories’ (line 12). 

The implicit nature of the patient’s request seems to reflect suggestions that the GP may 

have concerns about the patient using analgesia in this situation.  

 

 

Narrative description of Consultation, Extract 6 (Consultation code 040203) 

GP: male, middle aged White British 

Patient: male, 57, White British, employed 

Duration of consultation:  11 min 15s 

Duration  of MSK discussion: 7 min 50s 

3 issues discussed: foot pain, fatty lumps and skin tags.  

Reason for attending patient stated in the pre-consultation questionnaire:  heel pain 

MSK diagnosis or symptoms discussed in the consultation: heel pain, ‘common problem’. 

Relationship with GP (evidence from the video): GP and patient know each other (first 

name terms), GP refers to previous discussion of foot pain.  

Reason for patient attending suggested during consultation: patient asks advice about 

pain relief  

Analgesic outcome: GP recommends paracetamol 
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Extract 6 

{Patient starts at beginning of story, GP examines foot. Recording of consultation is broken 

into two when recording is stopped for the examination. GP recommends padding and 

demonstrates exercises and is typing up notes from the consultation 

             Extract starts at 7 mins 

1      GP: (sitting in front of computer, typing) So, uh painful heel (reading out  

2              what he’s typing)(.) 

3 Patient: (Patient looking at GP) There’s nothing I should take to reduce the  

4             pain in the heel, ‘cause at does (grimaces)  

5       GP: (GP stops typing now)  

6 Patient: (.) at night time.... (grimaces again) 

7        GP: Err::h.  ⇑ Yeah, I mean you can of course (turns body towards patient )  

8              I, I think you’re sort, of, a little bit (hand dusting gesticulations) kind of  

9              dusting the, putting it under the carpet rather than solving the problem. 

10                    Sure, you know, I, I, I, if it’s really (gestures squeezing motion with hands 

11              and leans slightly forwards towards the patient) And I would probably go 

12                     with the simple paracetamol rather than anti [-inflammatories, would  

13 Patient:        ° [inflammatories. Yeah 

14        GP:     be what I go for= 

15 Patient:    =I don’t like taking pills[, but you know. But ° if [its (inaudible)..  

16        GP:                                       [No]                            [That’s fine. (shakes head) 

17  But, but make sure (gestures with hands down, then finger pointing) 18

  you’re doing your stretches.  And you’re doing that. 

19   Patient:    Right. I’ll do that (nods)  

  7.40 {GP gives further advice about exercising} 

The RUG members noted that although the discussion is all about heel pain, at 7 minutes 

the GP has not mentioned or addressed analgesia. This implies that the GP may have 

concerns about the patient using analgesia in this situation. The patient’s perception 
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regarding concerns about analgesia not being suitable in this situation is borne out in the 

GP’s response to the request: the GP explains he feels that analgesia is not ‘solving the 

problem’ (line 8and9). The GP’s response to the request also contains hesitations, 

repetitions and short clauses, suggesting some discomfort in discussing this topic (line 7-

12). Therefore it may be that the patient asks implicitly, so that he is not perceived as 

someone who is too eager to take analgesia and also feels he needs to explain that he 

does not ‘like taking pills' (line 15) to portray his requirement for analgesia as legitimate. 

 

4.5.2.2 Patients declining analgesia 

In Extract 4, the patient declines analgesia overtly when the GP asks if he feels he needs 

anything more than his current analgesia, he saying ‘Uh, uhm. I don't’ (line 16). His 

response is emphasised as he interrupts the GP, and with his non-verbal behaviour as he 

has his arms folded at the time. He could not be any clearer or more overt in declining the 

analgesia.  

Narrative description of Consultation, Extract 7 (Consultation code 020318 ) 

GP: Male, young, South Asian 

Patient: Male, 55, White British, employed  

Duration of consultation:  11 mins 30s 

Duration of MSK discussion: 2 mins 15s 

3 issues discussed: sinusitis, blood pressure, knee injury  

Reason for attending patient stated in the pre-consultation questionnaire:  sinus problem 

MSK diagnosis or symptoms discussed in the consultation: knee ligament strain, 3 weeks  

Relationship with GP (evidence from the video):  patient is new to the surgery 

Reason for patient attending suggested during consultation: patient says ‘I was hoping it 

wasn’t cartilage or something’ 

Analgesic outcome: nil, GP offers some advice on OTC analgesia 
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Extract 7 

{discussion so far: patient describes story of pain, GP is examining knee and talking } 

 
Extract starts at 10 min 10s 

1 GP:        So it just nags a bit (examining knee on camera whilst patient sitting  

2 
 

in the chair) 

3 Patient:   that's it there where you're pushing (pointing to knee) 

4 GP:        Have you taken anything for it? (sitting up, looking at patient) 

5 Patient:   Nah, I don’t, uh, it’s not as bad that I can’t put up with it[ 

6 GP:        
                                                                                                              
[ok 

7 Patient:  but it’s just a nagging   

8 GP:         (small laugh) ok hhh. 

9 Patient:   thing, and after a while, uhm.(rolling trouser leg down).  I'll just  

10 
 

see if it gets better 

{GP explains diagnosis, gives management advice including taking anti - inflammatory medicines 

like ibuprofen or ibuprofen gel, patient interrupts wondering if it might be cartilage, GP confirms 

that he thinks not, consultation ends with them shaking hands} 
 

 

 In contrast, in Extract 7 above, the GP is discussing knee pain with the patient and the 

patient implicitly declines analgesia. The GP inquires if the patient has ‘taken anything for 

it [the pain]’. The patient does not answer the GP’s question directly i.e. by saying ‘No’, as 

he has not taken anything for the pain. Instead the patient implies he does not want 

analgesia ‘Nah, I don’t, uh, it’s not as bad that I can’t put up with it but it’s just a nagging 

thing, and after a while, uhm.(rolling trouser leg down).  I'll just see if it gets better.’ (lines 

1-10). In explaining the pain is not so bad that he cannot put up with it, he is suggesting 

he would only want analgesia if it is so bad he couldn’t put up with it. He describes the 

pain as a ‘nagging thing’ rather than severe, again implying that it is not severe enough for 
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analgesia. The patient then describes his own management plan which is to see if the 

pain improves, curtailing any further discussion about analgesia, and his non-verbal 

behaviour subtly moves the consultation on as he rolls down his trouser leg. 	  

 

This is an example of where the communication is implicit: the meaning that the patient 

does not wish to discuss and does not need analgesia is implied by his response to the 

GP’s query about current analgesia. The interpretation of the patient declining analgesia is 

supported by discussion later in the consultation, as the GP does give management 

advice, which includes the possibility of taking anti-inflammatory analgesia and the patient 

interrupts at this stage to clarify the cause of the pain, whether it could be related to 

damage to cartilage. 

 

Patients can imply their expectations around analgesia through how they respond in the 

preparation for decision phase. Techniques patients use, as seen in the Extract 7 above, 

include responding to questions by giving more information than the question demands, 

the description of severity of pain and how they verbally and non-verbally manage the 

consultation. The implied meaning is then interpreted by the GP, and what they 

understand may be suggested by their verbal response or actions. In the consultation in 

Extract 7, the GP does not discuss any further information about analgesia, but moves 

onto discussing the diagnosis. The RUG members describe this behaviour as ‘mind-

reading’: the GP is making inferences and assumptions in trying to understand what the 

patient means and wants.  

 

In summary, two different communication practices between GPs and patients are seen in 

the consultations: overt and implicit. Patients request and decline analgesia using both 

overt and implicit communication practices. The two different forms of communication 

have implications for how decisions are shared and are seen in both styles of SDM I now 

describe.  
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4.5.3 GP decision-making 

In GP decision-making, in contrast to Elwyn’s model of SDM, there is no mention that a 

choice, decision or options exist and little information is shared about the analgesia. 

Seven consultations closely fit this categorisation and three consultations showing GP 

decision-making are described below. Two consultations are chosen as they show 

features and language of a GP decision-making style, contrasted to Elwyn’s model of 

SDM (4.5.1). In a third example of GP decision-making, a GP declines a specific patient 

request for analgesia. I then discuss factors affecting SDM exemplified by these 

consultations. 

In Extract 8 below, the GP has examined a patient who has asked about hip pain after a 

fall. After discussing a diagnosis of ‘jarred’ hip, and mentioning the patient’s excessive 

weight, the GP offers analgesia in the form of a ‘rub’: no further information is given about 

what analgesia the rub contains or how it works. The GP forms the offer of a rub initially 

as a question (line 4) but does not wait for a response from the patient and the decision 

point is immediately afterwards (line 5) ‘I’ll give you a rub for it’. 

Narrative description of the consultation, Extract 8 (Consultation code 020202) 

GP: male, older, White British 

Patient: male, older 53, White British works as taxi-driver (mentioned in consultation) 

Duration of consultation:  12 mins 

Duration of MSK discussion 1 min 20s 

4 issues discussed: rectal bleeding, hip pain, spray for catarrh, weight 

Reason for attending patient stated in the pre-consultation questionnaire:   

blood with bowel movement  

MSK diagnosis or symptoms discussed in the consultation: jarred hip 

Relationship with GP (evidence from the video):  GP calls patient by first name, also have 
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social conversation at the end of the consultation 

Reason for patient attending suggested during consultation: raises issue of hip a second 

time when GP asks if he’s worried about anything else 

Analgesic outcome: new prescription for a topical analgesic gel given 

 
Extract 8 

{Discussion so far: patient mentions fall during examination for rectal bleeding, then at 8 mins 

when the GP asks if there’s anything else worrying him patient mentions fall again and hip pain. 

GP explores if the patient has taken anything for it- the patient took paracetamol initially for the 

injury. GP examines hip- off camera- 30s} 

  
Extract starts at 8 min 55s 

1 GP:         (both moving to sit down) I think you've probably just jarred it. And let's be  

2 

 

honest [as well about the] with the weight through it, has done that.  

3 Patient:              [Yeah I've got a weight problem] 

4 GP:        Do you want a rub or anything for it? (GP looking at patient lifts up hands  

5 

 

palms up) I'll give you a rub 

6 Patient:  ◦ yeah. Can do. (nods once) 

7 GP:        (GP looks back at computer, starts typing.) Try that. And again if it doesn’t  

8 

 

settle down come back to us. I’ll give you a rub to rub into that hip alright.  

9 Patient:  ◦Yep. (.) 

{9 min 45s patient asks for further prescription for spray for catarrh. GP enters prescription on 

computer and prints off, signs and reconfirms plan whilst handing to the patient, patient reminds 

GP about prescription for catarrh spray} 

 

In contrast to consultations fitting Elwyn’s model of SDM, in GP decision-making: 

• no mention is made of options and no additional management choices or 

analgesics are named 
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• little information is exchanged about the analgesia: the analgesic ‘rub’ is not 

named, and the GP does not explain that the rub is to provide analgesia. No 

further information is shared between the decision point and the GP confirming the 

decision point (line 7and8) and the patient’s quietly spoke agreement ‘yep’ 

• patient preferences are not elicited or integrated into the plan. It is not clear in this 

consultation whether the patient wants analgesia: the patient had taken 

paracetamol initially and it is uncertain why he had stopped using the analgesia.  

In this short discussion demonstrating GP decision-making, the communication is overt, 

the GP’s questions are direct and his statements are unambiguous.  

 

The GP decision-making style is also evident in a consultation which I used earlier in the 

Chapter, before describing different styles of SDM and which also illustrates direct 

resistance, Extract 2. In this consultation the GP makes the plan ‘So I’ll give you those 

tablets. But I’ll give them to you in a lower dose of 250 because I don’t want to set your 

urticaria off’ (line 4-5). The consultation fits GP decision-making: 

• no mention is made of options: only the option of naproxen being prescribed is 

discussed and recommended, although the GP does advise the patient ‘can 

combine these with paracetamol or co-codamol quite safely’ (line 10and11), just 

before printing off the prescription	   

• little information is exchanged about the analgesia: some information is discussed 

about the analgesia, which the patient has taken before. The dose is mentioned 

and the GP justifies reducing the dose, summarising the concerns he had raised 

previously about a potential reaction (urticaria). No further information is given 

about paracetamol or co-codamol 

• patient preferences are not elicited or integrated into the plan: the patient’s 

preferences had not been elicited before the decision point, and when the patient 

resists the decision, the prescription is not adjusted.  	  



  
Chapter 5: Discussion and Reflections   132 

 

Several features are seen commonly in GP decision-making across all three phases of the 

decision-making process: 

1. In preparing for the decision: 

• the GP may gather information about the patient’s analgesia, but it is not clear 

from discussion with the patient how this is impacting on the GP’s decision. 

Information about analgesia may impact on the GP’s decision, for example if the 

patient describes their pain as severe, the GP may give stronger analgesics than 

the patient is already taking, and not explain the rationale behind the analgesic 

decision 

2. At the decision point: 

• Patient preferences are not overtly integrated into the decision (and may not have 

been overtly shared or elicited at this stage) 

• the language used is ‘I’ or ‘you’, rather than ‘we’, and the mood is imperative, ‘you 

will’ rather than ‘you can’ 

3. In response to decision point: 

• patient’s views about the plan are not elicited or encouraged after the decision has 

been made  

• if the patient shows direct or indirect resistance, or their response is ambiguous, 

the GP responds by reiterating or reinforcing the plan.  

Taking Extract 2 as an example of these features: 

1. In preparing for the decision: 

• the patient explains how she is struggling with her pain, and this is impacting on 

her mobility, they establish she is taking naproxen at a dose of 500 milligrams 

regularly, and she has not had a reaction to it, but the GP prescribes a reduced 

dose of naproxen.  

2. At the decision point: 
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• Patient preferences are not overtly integrated into the decision (and may not have 

not been overtly shared or elicited at this stage) 

• the language of the decision point is I and the mood is imperative, ‘So I’ll give you 

those tablets’ (line 4). This contrasts to the language seen in consultations fitting 

Elwyn’s SDM where the GP says ‘I’m happy, if you’re happy to give it a go’ 

(Extract 3 lines 18and19) 

3. In response to decision point: 

• patient’s views about the plan are not elicited or encouraged after the decision has 

been made.  The GP does not ask the patient if the plan is ok, and the plan is 

phrased as a statement rather than a question.  

• When the patient shows direct resistance to the decision point the GP responds by 

reiterating his plan (line 8-13) 

In summary, consultations in the GP decision-making style show specific features 

throughout the decision phases. GP decision-making is discussed further below with a 

specific case of a GP declining an analgesic request. This case is of interest as the 

systematic review results indicate that although patients are more likely to be prescribed 

analgesia if they request it, it will not always be prescribed, therefore sometimes the GP 

declines the request.  

 

4.5.3.1 GP declining requests  

In the consultation below, Extract 9, although the patient requests further analgesia, his 

prescribed analgesia remains unchanged. The patient begins the discussion with a 

request: ‘Yeah. I did ask you about those arthritic pills, but you said that you didn't 

recommend them anymore (looking at GP, then back at ground) 'cause I've got heart 

trouble’ (line 13-15). The GP responds with a decision point ‘Yes (nodding, looking at 

computer) you've got to avoid them really’. This decision fits with GP decision-making: the 

plan is a statement and the patient’s preference and opinions are not explored or 

integrated further. After the decision point, there is some initial discussion, in which the 
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patient offers information that he is taking paracetamol and an additional analgesia- which 

he then appears to try and find (lines 17 to 14) and the GP offers to look these up on the 

computer. The GP implicitly declines the request by moving on the consultation from 

further discussion by saying ‘And do you need any of your other tablets?’ discussion (line 

26). This follows the GP directly asking about how many beers the patient drinks and the 

patient describing excessive alcohol intake. 

  

 

Narrative description of the consultation, Extract 9 (Consultation code 020107) 

GP: male, middle age, White British 

Patient: male, 72, White British, retired 

Duration of consultation: 5 min 

Duration of MSK discussion 1 min 

4 issues discussed: urine, arthritis, alcohol, medication 

Pre-consultation reason for attending: waterworks 

MSK diagnosis or symptoms discussed in the consultation: arthritis  

Relationship with GP: the patient refers to a previous discussion with this GP about 

avoiding the analgesic they discuss 

Reason for attending: patient appears to be requesting additional analgesia for knee pain 

Analgesic outcome: GP advises cannot have a particular analgesic (likely 

NSAID/diclofenac) 

Extract 9 

{GP greets patient at door off camera, discuss new tablets started for urinary incontinence 

symptoms} 

1 GP:        (typing at computer, brief eye contact when patient starts this sequence,  

2 

 

body always facing towards computer) 

3 Patient:  I've got arthritis bad. But I've always had that, so it’s not going 
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4 GP:         (looks back to computer, breaking eye contact)  

5 Patient:  (laughs, brief glance at GP) ◦ to make any difference does it (shifts    

6 

 

awkwardly in chair). 

7 GP:        

 (looking at blood test results on the computer, not typing) Dr x did some 

blood  

8  tests back in Jan, February (.) And they were all ok. 

9 Patient:  Yeah. (Looking down) 

10 GP:        Great. Yep, we can put that onto repeat for you.  

11 Patient: Mu hum (still looking down) 

12 GP:         And that was the main thing for today? 

13 Patient:  Yeah. I did ask you about those arthritic pills, but you said that you didn't  

14 

 

recommend them anymore (looking at GP, then back at ground) 'cause   

15 

 

I've got heart trouble. 

16 GP:        Yes (nodding, looking at computer) you've got to avoid them really.  

17 Patient:  Yeah (sighs). (Down gaze) Well he's give me some um (waves hand) (.)  

18 

 

oh, I've paracetamol and he's given me some of the other stuff, what  

19 

 

are they? 

20 GP:        ◦ I'll have a look for you (tapping on computer) 

21 Patient:  Uhm. (.) (Patient puts hand in pocket) 

22 GP:        So how many beers do you have a day? (looking at computer) 

23 Patient:  Oh (gets something out, what looks like a packet of tablets fumbles with  

24 

 

packet and glances down at these) I have about 3, 4 and 6 (laughs, then  

25 

 

looks at GP)  ◦ ◦ which I quite enjoy. (laughs and puts tablets away) 

26 GP:        And do you need any of your other tablets? (looking at computer) 

 

{4 min onward: discuss friend is having a good impact on how he's feeling, GP prints a 

repeat prescription including new incontinence tablet, GP offers hand and they shake, then 

patient gets up with grimaces and groans 5 min 15 s} 
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27 Patient:  Oh, it’s this knee (hand rubbing knee, whilst he struggles to get up), ah  

28  that’s better. 

{GP hands patient his shopping bag} 

 

The patient has already shown understanding that safety issues may be involved in taking 

analgesia (line 14and15). It may be that the GP feels that different analgesics are risky 

because the patient’s alcohol intake is excessive, for example NSAIDs may increase the 

risk of bleeding from the stomach and opioid analgesics may risk sedating the patient. 

Therefore the GP making the decision not to add in further analgesia is appropriate to 

reduce the risk of harm to the patient. However, the safety issues around different 

analgesics are not addressed with the patient: the rationale behind the decision not to 

prescribe is not shared with the patient.   

 

4.5.3.2 Factors affecting SDM: relationship between the patient and GP 

The consultations are a snapshot of a relationship and from observation of the interaction 

it is sometimes clear that the consultation is one in a series, and the patient and GP have 

an established relationship. Evidence from the consultations of an established relationship 

include GP and patients using each other's first names, the GP mentioning other 

members of a patient’s family and GPs and patients referencing past consultations, 

discussions and decisions they have had.  

 

An established relationship seems to have substantial impact on the GP decision-making 

consultation both in terms of knowledge and communication practices. An established 

GP-patient relationship means that both parties are aware if information had been 

previously discussed, such as safety issues around analgesia (Extract 9, line 13-15). 

Secondly, when GPs and patients are aware of the other’s preferred forms and styles of 

communication and practice, they can adapt their own communication practices. For 
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example, in Extract 6, the patient and GP are on first name terms and refer to symptom 

management in previous consultations: the patient phrases his request for analgesia 

implicitly, anticipating the GP’s reluctance to give advice on analgesia. In the three 

consultations fitting Elwyn’s SDM model, there is no evidence of an established 

relationship between the GP and patient.  

 

4.5.3.3 Factors affecting SDM: GP listening and understanding 

In most consultations, GPs showed behaviours identified by the RUG members as 

evidence of listening and understanding. It is hard to differentiate the consultations on 

non-verbal behaviours of listening and understanding such as eye contact and open body 

language, as these behaviours are observed in almost all GP consultations for most of the 

time in consultation. These behaviours are, however, least likely to be demonstrated in the 

GP decision-making style as discussed above in describing features of these 

consultations. For example, in these consultations the GPs may: 

• start the consultation facing the computer 

• face the computer and type during discussions 

• interrupt patients  

• ignore patient cues 

• speaking for longer, often without pauses 

• The language used by the GP is ‘I’ or ‘you’, rather than ‘we’ and the mood is 

imperative, ‘you will’ rather than ‘you can’. 

 

These features of consultation talk were initially identified by the RUG members as 

affecting SDM (See Appendix 3.11). Patients are also more likely to with make minimal, 

monosyllabic responses and sit in silence whilst the GP is typing on the computer in these 

consultations, for more than 1 minute (as in Extract 1). Patients are also less likely to 

display behaviours suggesting that they are at ease: they are more likely to look down 
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rather than at the GP, or show closed body language, such as holding a handbag in front 

of them on their lap. In summary, although GPs frequently demonstrate listening and 

understanding behaviours these are less likely in GP decision-making consultations, and 

in this style of decision-making patients are less likely to appear at ease and more likely to 

sit in silence.  

 

4.5.4 Stepwise decision-making 

The majority of consultations analysed most closely fit a stepwise decision-making style. 

The key feature of this style is that the decision about analgesia is made in steps. The first 

decision step is the GP asking or establishing whether the patient wants analgesia. If the 

patient does want analgesia, the subsequent step is the GP suggesting an initial option of 

analgesia. Two consultations have been chosen in which the decision steps are clearly 

seen. Three different decision steps are seen over these two consultations. 

1) Does the patient want or need analgesia or changes to analgesia?  

2) What analgesia is appropriate? 

3) How might the patient take the analgesia?  

In both consultations the GP decides what analgesia is appropriate, rather than the patient 

requesting analgesia or the GP mentioning choice or options.  

 

Steps 2 and 3 are seen in the consultation below, Extract 10. The GP marks a transition to 

decision-making around analgesia by saying ‘So, in terms of your pain relief’ (line 1). The 

patient has described how the pain in her hips, neck and shoulders has become 

significantly worse over the past few weeks and that she is struggling with the impact of 

pain on her life, implying a need for stronger analgesia. The GP confirms information 

offered by the patient earlier in the consultation that she is ‘just buying paracetamol and 

ibuprofen over the counter at the moment’ (line 2and3). 

2) Decision phases for the decision about what analgesia is appropriate are: 
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i. In preparing for the decision: the GP gathers information about patient’s 

experiences or understanding about a particular analgesic.  The GP asks ‘Do you 

want to try some co-codamol ‘(line 5) but does not wait for a response and asks 

‘Have you had co-codamol before?’ (line 5). The patient responds saying ‘Oh 

gosh, years ago’, this does not provide any information as to the effect of the co-

codamol or her opinion or experience. The GP then elicits further information 

asking ‘Were you alright with it?’ (line 7). 

ii. At the decision point: the GP finalises the decision saying ‘Well we can certainly 

give it a go, can’t we'  (line 12). Here the language is inclusive with the pronoun 

‘we’ and also subtly encourages a response from the patient with the final clause 

’can’t we’.  

iii. In response to the decision: the patient shows agreement by saying ‘yeah’ slightly 

before the GP has finished her sentence. The GP gives further advice about the 

co-codamol (lines 14-19) with continuers such as ‘Mm’ (line 17and19) from the 

patient.  

 

2.5.1.1 Narrative description of Consultation, Extract 10 

(Consultation code 070102) 

GP: female middle age, White British 

Patient: female 67 years, retired dishwasher, White British 

Duration of consultation: 14.23 

Patient’s stated reason for attending on pre-consultation form: pains in hip and 

shoulders and neck  

Diagnosis or symptoms discussed in the consultation:  arthritis and possible polymyalgia 

rheumatic, past few weeks 

Relationship with GP: patient describes seeing this GP before, when the X-ray was 

requested 
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Reason for attending  consultation: wanting additional analgesia, struggling with pain 

and using OTC paracetamol and ibuprofen 

Analgesic outcome: co-codamol prescribed in addition to ibuprofen continuing OTC 

{GP printing out blood form and patient interrupts with inaudible, they discuss the impact of 

weather on her symptoms}  

2.5.1.2 Extract 10 

                Extract starts at 12 min 45s 

1 GP:        So:: in terms of your pain relief,  (GP looking and pointing at computer  

2  screen, then turns head to look at patient) you’re just buying paracetamol  

3   and ibuprofen over the counter at the moment. 

4 Patient:  Mmh. Yeah (looking at GP, nodding) 

5 GP:        Do you want to try some co-codamol. Have you had co-codamol before? 

6 Patient:  Oh gosh, years ago. 

7 GP:        Were you Ý alright with it? 

8 Patient:  It just made me constipated. But with the Fybogels I’ll probably be  

9  alright with it.  

10 GP:        Probably (nods, looks back to the computer, typing, entering analgesia). 

11 Patient:  Mmm.   

12 GP:        Yeah. Well we can certainly give it a go, can’t w[e. 

13 Patient:                                                                           [Yeah 

14 GP:        This would be instead of your paracetamol, ‘cause it’s a bit stronger. 

15 Patient:  °Yeah. 

16 GP:        But if you find that you don’t tolerate it, if you get side effects like nausea 

17 Patient:  Mm. 

18 GP:        or get lightheaded then just take the paracetamol ag[ain. 

19 Patient:                                                                                [mm (inaudible) 
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20 GP:        You can take two, four times a day and you can take them with those  

21  ibuprofen. 

22 Patient:  Yeah. 

23 GP:        Ok. Mm. (.)(typing on computer, then hands blood test form to patient.   

24  So that’ll keep you going until Wednesday (turned to computer, typing,  

25  printing off prescription) and I’ll just make you an appointment as well. 

Extract ends 13 min 45s	  

{agree appointment, GP signs prescription and writes appointment date on blank side of 

prescription and hands this to patient} 

 

3)   Decision phases for the decision about how the patient might take the analgesia: 

i. In preparation for the decision: there is no preparation for the decision about 

dosing. 

ii. At the decision point: the GP makes the decision about the dose and timing of the 

analgesia (line 20-21) ‘You can take two, four times a day and you can take them 

with those ibuprofen.’ 

iii. In response to decision: the patient shows agreement by saying ‘yeah’. The GP 

also implies that the analgesia can be taken until they next meet ‘So that’ll keep 

you going until Wednesday’ (line 24).  

 

In the second consultation showing a stepwise decision-making style, Extract 11 below, 

two analgesics are discussed separately and both prescribed. The first discussion fits 

closely with stepwise decision-making, the second moves towards GP decision-making. 

For the first analgesic, tramadol, stepwise decision-making style is seen in three decisions 

described below. 

 

1) Does the patient want or need analgesia or changes to analgesia? 

2) What analgesia is appropriate? 
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3) How might the patient take the analgesia? 

I describe each decision in turn. 

 

1)  Decision phases for the decision of whether the patient wants or needs analgesia 

or changes to analgesia:  

i. In preparation for the decision point: the GP signals the transition to the decision 

phases by saying ‘So, in terms of your pain relief, what about taking pain relief 

rather than taking the sleeping tablets?' (lines 1-2). The patient describes his pain 

and how bad it is: he says ‘there are days where you do want to… kill yourself’ 

(line 13). The GP and patient discuss what analgesia he is currently using and how 

he is using it (line 9-14). The patient is clear that he ‘would like to try something 

else’ (line 17) 

ii. At the decision point: the GP clarifies the plan saying: ‘So we'll try something 

different then, for your back, yeah, for the pain’ (line 24) 

iii. In response to decision: the patient agrees, saying ’yeah’ (line 25) and the GP 

moves directly on to the next decision point of what analgesia to use, discussed 

next. 

2) Decision phases for the decision about what analgesia is appropriate are: 

i. Preparation for the decision point: the GP explores the patient’s previous 

experience of the analgesia she has in mind, saying ‘Have you ever had tramadol’ 

(line 16). She gives some information, and the patient emphasises what he wants 

from analgesia ’its strength here’ (line 20) 

ii. At the decision point: when the GP makes the decision ‘Some tramadol,’ (line 26) 

iii. Response to decision:  The patient agrees ‘Yeah’ (line 29) and the GP gives more 

information that the tramadol can be taken with paracetamol.  

 

3)   Decision phases for the decision about how the patient can take the analgesia are: 

i. Preparation for the decision point: the GP mentions the dose (line 18and19), 

emphasising ‘flexibility’ 
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ii. At the decision point: when the GP makes the decision ‘which you can take 2, 4 

times a day, so you can take up to 8 of those’ (line 37and38)  

iii. In response to decision: The patient says ‘Right, so that’s tramadol now is it’ (line 

40) clarifying he has understood the change. The GP has also repeated 

information that paracetamol can be taken at the same time. 

 

In summary, these two consultations demonstrate stepwise decision-making occurring in 

three logical steps with specific features in both the decisions and the talk. The decision of 

whether the patient wants or needs analgesia is established either overtly, as in Extract 11 

when the patient says ‘I’d like to try something different’ or implicitly through when the 

patient describes severe pain not managed by their current analgesia, in both Extracts 10 

and 11. In both consultations, the decision of what analgesia is appropriate begins with 

the GP making a suggestion of an analgesic: ‘Have you had co-codamol before?’ (Extract 

10, line 5) and ‘Have you ever had tramadol? (Extract 11, line 15).	  The GP then elicits the 

patient’s experiences of the analgesia and preferences about this. 

 

In both consultations, the GP makes the decision about how to take the analgesia, for 

example one GP says ‘which you can take 2, 4 times a day, so you can take up to 8 of 

those’ (Extract 11, line 37). The decision point is phrased as advice, ‘you can take’ 

implying flexibility around the dose according to the patient’s needs. There are other 

similarities in the talk in the stepwise decision-making style: the language is inclusive 

around the decision points, using the pronoun ‘we’, for example GPs saying ‘Well, we can 

give it a go, can’t we ’(Extract 10, line 12) and ‘So, we’ll try something different then’ 

(Extract 11, line 24). These decision points also subtly encourage a response from the 

patient, for example the final clause ’can’t we’  (Extract 10, line 12) encourages the 

patient’s agreement.  
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Patients’ contributions are also encouraged overtly in stepwise decision-making with direct 

questions ‘Were you alright with it?’ (Extract 10, line 7). The GP’s language in stepwise 

decision-making also shapes the patient’s response in the consultations; in Extract 10, in 

response to the GP’s question ‘Were you alright with it?’ the patient then echoes the GP’s 

language: ‘I’ll probably be alright with it’. The GP echoes back ‘Probably’ (Extract 10, lines 

7-10).  

 

 

Narrative description of Consultation, Extract 11 (Consultation code 040109) 

GP: female, middle age, White British 

Patient: male, 69 years, White British, retired 

Duration of consultation: 21 mins 

Duration of MSK: 7 mins 20s 

7 issues discussed from patient’s list, results, medication review, heart disease risk 

and blood pressure, sciatica, arthritis, jumping legs, urine flow 

Patient’s stated reason for attending on pre-consultation form: blood results -  

sciatica 

Diagnosis or symptoms discussed in the consultation:  sciatica 

Relationship with GP: patient feels he has not seen GP before, GP checks and they 

met several years ago, not discussed back pain before 

Reason for attending in consultation: brought a list, change in pain relief from 

ibuprofen and combination of dihydrocodeine and co-codamol  

Analgesic outcome: changed prescription to tramadol and naproxen 
 
 
Extract 11 

  

{Discussing him taking sleeping tablets} 

Extract starts at 15 min 

1 GP:        So:: in terms of your pain relief, what about taking pain relief rather than 

2 
 

 taking the sleeping tablets? Do you know what I mean? (GP looking and 
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3 
 

 pointing at computer screen) 

4 Patient:  (.)For the pain I’ve been taking DHC, (looking down making note on  

5 
 

paper) now what I really want to discuss with you, it’s not working good 

6 
 

enough. This hurts, it’s like hot barbed wire in your leg. It stings. It’s not  

7 
 

like a pain, if I squeeze your leg (squeezing action towards GP). 

8 
 

 It stings. 

9 GP:        And how many of the DHC do you take in a day? 

10 Patient:  Right[ 

11 GP:                 [And you’re taking the modified release one. 

12 Patient:  If I can manage, I take one.  There are days:: where you do want to sit  

13 
 

down, lie down (.) kill yourself. So I take one in the morning, one in the  

14 
 

 evening trying to get help with the sleep. 

  
{he describes using co-codamol with DHC (dihydrocodeine} 

15 GP:        Have you ever had tramadol? (GP glances at medication list computer) I  

16 
 

can’t see that you’ve had it on here. 

17 Patient:  No, but I'd like to try something else. 

18 GP:        It's an alternative to the DHC. You can split the dose, so you can have up  

19 
 

to 8 a day, so it’s giving you a bit more flexibility I suppose. 

20 Patient:  Its strength here, 'cause when, I tell you (reaching round and holding hip/ 

21 
 

buttock) when I say it hurts I’m not exaggerating, it’s here you know [in  

22 GP:        [And what about physio 

 	  
{16	  min	  50s	  patient	  describes	  experience	  of	  physio	  to	  17	  min	  50	  s}	  
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23 Patient:  He’s very good (patient sits back) 

24 GP:        So we'll try something different then, for your back, yeah, for the pain. 

25 Patient:  Yeah. 

26 GP:        Some tramadol. So this is pretty much instead of the co-codamol, and  

27 Patient:  Yeah. 

28 GP: the DHC 

29 Patient:  Yeah. 

30 GP:        And you can do paracetamol with these as well (inaudible) (typing) 

 	  

{18 min 10s patient describes stomach pains, which GP relates to anti-

inflammatories as patient is taking ibuprofen, patient describes taking different, 

better anti-inflammatory in the past. GP enters analgesia on the computer, patient 

describes taking supplements} 

 	  
19 min 15s 

31 GP:        You’re doing something right, anyway, whatever you’re doing, ok. So.   

32 
 

 (GP takes prescription from the printer, signs it and moves to sit with  

33 
 

 patient both looking at prescription sheet, patient has notepaper his left  

34 
 

too)I’ve done you the tramadol, which is, is the[ 

35 Patient:                                                 (lifts up pen )       [ is equivalent to:::  

36 GP:        is codeine based so its instead of DHC and codamol (patient makes notes  

37 
 

 
on his own paper) which you can take 2, 4 times a day, so you can take up  

38 
 

to 8 of those. And we often co-prescribe paracetamol to add in that ’cause  

39 
 

you’re getting paracetamol in your co-codamol. 

40 Patient:  Right so that’s tramadol now is it. 
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41 GP:        So tramadol (.)Instead of ibuprofen I’ve given you one called naproxen. 

42 Patient:  How do you spell that? 

43 GP:        It's on there. (GP points to prescription, patient writes down on his note 

44 
 
 paper)(.) So it’s a slightly stronger anti-inflammatory. 

45 Patient:  Yep. 

46 GP:         But because they irritate your stomach, you really should be taking a  

47 
 
stomach protector, so just one a day. 

48 Patient:  Right 

49 GP:        Just[to stop the inflammation 

50 Patient:         [As per instructions. 

51 GP:        Is that ok? 

52 Patient:  Sure. (nods) 

53 GP:        Lovely, ok. 

  

{patient initiates new issue about urine flow, GP limits consultation at this point, 

describes follow up and briefly talk about his journey home} 

 

It is important to note that the style of the consultation in Extract 11 changes when the 

second analgesic naproxen is prescribed. This is an example of GP decision-making: the 

GP discusses it first when she has printed off the prescription and is going through the 

prescription with the patient (line 41). At the end of explaining both analgesics, the GP 

does directly ask ‘Is that ok?’ (line 51) checking the patient’s response to the decisions. 

The patient gives verbal and non-verbal agreement, emphasising the word ‘Sure’ and 

nodding. It may be that the style changes because of time pressures: the final section of 

the consultation starts at 19 minutes 15 seconds, and when the patient tries to discuss an 



  
Chapter 5: Discussion and Reflections   148 

 

additional issue at the end of the extract, the GP explains only 10 minutes is allowed per 

appointment. The impact of time on SDM is discussed below.  

 

4.5.4.1 Consultation factors affecting SDM: time spent discussing MSK 

condition 

In the consultation above, Extract 11, the GP shifts SDM style from stepwise decision-

making to GP decision-making when discussing a second analgesic. The shift in style 

may be related to the long duration of the consultation, as the consultation is 21 minutes 

long. The duration is longer than the mean duration of the 48 consultations in which 

analgesia is discussed, 12 minutes 47 seconds. The shortest discussions of MSK 

problems occur in the GP decision-making consultations. For example in Extract 8, the 

discussion only takes 1 min 50s, including an examination. In consultations fitting Elwyn’s 

model of SDM discussion of MSK conditions takes longer than the mean of 9 minutes 12 

seconds. For consultations in the extracts presented above, discussion of the MSK 

condition takes respectively: 14 minutes and 40 seconds in Extract 3, 12 minutes and 12 

seconds in Extract 4 and 18 minutes in Extract 5. GP consultations are time limited, and 

the GP in Extract 11 does explain to the patient that only 10 minutes are allowed for a 

consultation. Limited time of consultations does appear to be a factor affecting SDM, 

within the consultations.  

 

The duration of discussion of an MSK condition is also affected by the number of other 

issues discussed in the consultation, and when these issues are raised. Number of 

‘issues’ are ‘health issues’ raised by either GPs or patients where a decision about what to 

do next is reached. The median number of issues discussed is 3, with a wide range 

between 1 and 9.  There are consultations in each style of SDM in which one issue is 

discussed, and in which multiple issues are discussed. The relationship between style of 

SDM for analgesia for MSK pain and the number of issues discussed is not a simple one 

and is also affected by when issues are raised in the consultation. In the consultation in 
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Extract 8, the GP and patient have discussed 3 issues, and at 8 minutes when the GP 

asks if the patient is worried about anything else, the patient mentions the hip pain for the 

second time and the GP and patient discuss it further in a GP decision-making style. 

When the SDM style shifts from stepwise to GP decision-making in Extract 11, 5 other 

health issues have been addressed, and the patient is raising these issues sequentially 

from a list. In Extract 7, two issues have been discussed in the consultation when the 

patient raises the issue of his knee pain at 10 minutes and 10 seconds. The discussion in 

Extract 7 lasts 2 minutes and 15 seconds, including a knee examination. The decision is 

made in a stepwise style, but includes only the first step of decision-making: whether the 

patient wants or needs analgesia. 

 

 RUG members commented they were surprised that more than one issue is being 

discussed in the consultations, as their experience is they feel they can only bring up one 

issue. They found that if they bring up a further issue, unless this is medically ‘serious’, 

such as bleeding from the back passage, then they would either be asked to come back at 

another time, or the issue would be briefly addressed.  

 

In summary, the time available for the consultation, together with the number of issues 

discussed and how and when these issued are raised affects the shared-decision-making 

style. The discussion around MSK is longer than average in consultations fitting SDM, 

shorter than average in GP decision-making and an example is given of a consultation 

shifting style from stepwise decision-making to GP decision-making in a lengthy 

consultation, in which multiple other issues are addressed. On average, 3 health issues 

are addressed in the consultation, and two consultations are presented in which several 

issues are discussed and the MSK issue is the final issue raised by the patient. In these 

two consultations, discussion including examination takes around 2 minutes, much less 

than the minimum of 12 minutes seen in discussions fitting Elwyn’s model of SDM.  

Elwyn’s model of SDM may be challenging in the context of time limited consultations, 
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when multiple issues are addressed and when it is unclear until sometime into the 

consultation that the MSK condition might be discussed. The time available to discuss the 

management of MSK pain also depends on how much is known about the patient’s 

condition, for example, whether there is a diagnosis and this factor is discussed further 

below.  

 

4.5.4.2 Condition factors affecting SDM: where the patient is in the 

‘diagnostic journey’ 

The ‘diagnostic journey’ is a phrase used by the RUG members to describe the process 

they went through in finding out a diagnosis, learning about the diagnosed condition and 

how to manage the pain from this condition. This journey includes the duration of the pain, 

whether results of investigations are known, whether there is a diagnosis and how certain 

this diagnosis is, both from the GP’s and patient’s perspective. In consultations in which 

the diagnosis is established and is agreed by the patient and GP as certain, the whole of 

the discussion can focus on the management, with more time to share decisions.  For 

example, in Extract 1, there is an established diagnosis of arthritis, the patient has 

discussed his back and hip pain with other GPs, has had an X-ray of the hip done to 

confirm arthritis in that joint, has had the opposite hip replacement for pain and immobility 

because of arthritis and has tried other ways of managing pain. Although the consultation 

is only 6 minutes long, most of the time is discussion of management, including analgesia. 

In contrast, the consultation of Extract 3 is longer at 14 minutes 40 seconds but the 

discussion of management lasts 2 minutes and 50 seconds. The first 11 minutes and 50 

seconds of the consultation relates to the history of the pain and examination so that the 

GP can make his diagnosis of sciatica causing back and leg pain. It is logical that, if the 

diagnosis is known and both the patient and GP are certain of the diagnosis, there is less 

work to do in the consultation and the time available can be used to discuss management, 

including SDM of analgesia.  
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In addition, a diagnosis that is shared and agreed upon may move the decision-making 

around analgesia in the consultation towards SDM. For example, knowing the diagnosis 

may enable the patient to manage analgesia for the pain based on previous experience of 

similar pains. The consultation of Extract 12 below shows how a decision point around 

analgesia for shoulder pain is made in a very brief period (line 10and11). The GP 

addresses the patient’s concerns about the pain being from the heart or a blockage, and 

describes a diagnosis of muscular pain. The patient seems to accept this (line 3and4) ‘It 

could be muscular like you say. Perhaps the angle I'm doing things at.’ She then verbally 

relates this pain to her previous experience of muscular pains and analgesia for this, so 

when the GP asks if she has used Nurofen, the patients herself suggests ‘Perhaps when it 

starts, I ought to, Ibuprofen perhaps?’ 

 

Narrative description of the consultation, Extract 12 (consultation code 02 04 01) 

GP: female, young, White British 

Patient: female, 45, White British, employed  

Duration of consultation:  11 mins  30s 

Duration of MSK discussion: 4 mins 40s 

3 issues discussed: dizziness, blood pressure, shoulder pain  

Reason for attending patient stated in the pre-consultation questionnaire:  dizziness, 
‘floaty feeling’ and pain in arm 
 
MSK diagnosis or symptoms discussed in the consultation: possible right shoulder 

tendinitis 

Relationship with GP (evidence from the video):  no evidence they know each other or 

MSK problem has been discussed before 

Reason for patient attending suggested during consultation: patient raises a concern 

about pain being related to the heart, or a blockage 

Analgesic outcome: GP advice try some anti-inflammatories 

Extract 12 
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{GP advises the pain does not sounds like heart pain and fits with more muscular pain, 

then examines blood supply and asks for more information about when the pain happens} 

Extract starts at 6 min 15s 

1 Patient:   I haven't got the pain now. 

2 GP:        and[ 

3 Patient:        [It could be muscular like you say. Perhaps the angle I'm doing 

4 

 

 things at.  

5 GP:        What swimming stroke are you doing? Breas[tstroke 

6 Patient:                                                                          [Breaststroke. 

  

{patient discusses previous pain which resolved} 

7 Patient:  And that seems to have gone away now. 

8 GP:         Have you tried any anti-inflammatories? Neu[rofen 

9 Patient:                                                                          [No. Perhaps when it starts,  

10 

 

I ought to, ibuprofen perhaps? 

11 GP:         ◦try some of that. Shall I just have a quick look at your upper arm (turning  

  

chair towards examining couch, rubbing upper arm.) 

 	  

{ 7 min GP examines shoulder off camera and discusses caused by possible 

inflammation of muscle or tendon} 

12 GP:        Try some anti-inflammatories maybe  

13 Patient:   I will do, yeah. (GP and patient come back on camera) 

 	  

{patient	  putting	  coat	  on,	  confirms	  plan	  for	  dizziness}	  

 

In this consultation, the GP agreeing a diagnosis then allows the patient to share in the 

decision-making around analgesia based on her previous experience of muscular pain 

and analgesia for this pain. In addition, in this consultation the GP addresses the patient’s 

concerns about other possible causes for the pain, either a heart problem or a blockage. 
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Concern about the possible diagnosis seems to be a reason the patient has come to the 

GP, and addressing the concerns affects the SDM, as discussed below.  

 

4.5.4.3 Patient factors affecting SDM: reasons for consulting with the GP  

Before the consultation, patients stated in their questionnaire what they wished to discuss 

with the GP in the form of one of more health issues. For example in the consultation 

above, the patient states “dizziness, ‘floaty feeling’ and pain in arm” as health issues to 

discuss.  For the MSK issue, in approximately half of the consultations, it is possible to 

gain an idea of at least one reason the patient seeks a consultation. Examples of these 

reasons include a patient wanting and asking for a specific analgesic, or in the 

consultation of Extract 7 when the patient interrupts the GP to say he’s been wondering if 

there was cartilage damage to his knee. However, the patients’ agendas, ‘ideas, concerns 

and expectations’ are rarely overtly explored. When patients did share concerns, GPs did 

sometimes respond to these, for example in the consultation of Extract 7, the GP clarifies 

that the problem is not cartilage and in the consultation of Extract 13 above the GP 

addresses the patient's concerns about the pain being related to her heart or a blockage 

in the blood flow.  In commenting on this, RUG members described having specific 

reasons for going to the GP in each consultation, giving examples of managing side-

effects from their analgesia, asking for specific analgesia, getting advice on which 

analgesia would be best for a worsening of their pain and updating the GP. If the patient’s 

reasons for consulting with the GP include discussing analgesia, whether this specific 

analgesic factor is addressed will affect SDM in the consultation.   

4.5.4.4 Analgesic factors affecting SDM: type of analgesia and analgesic 

task 

The analgesic task in the consultation describes whether GP and patient review analgesia 

that is already on repeat prescription, whether they discuss a new analgesic, or review 

analgesia after the first period of time the patient has taken it. The specific task does 
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seem to affect SDM. When discussion is around analgesia on a repeat prescription, the 

consultation moved towards Elywn’s model of SDM. This is in part due to patients being 

more assertive compared with consultations where new analgesia is discussed. Examples 

of patients taking analgesia on a repeat prescription being assertive include: asking to 

increase the analgesia (Extract 1) or remaining on the same analgesic despite concerns 

raised by the GP (Extract 5), or raising concerns about increasing the analgesic (Extract 

10). In 9 of the 48 consultations, the outcome is a decision for the patient to take OTC 

analgesia, and this appeared to have little impact on SDM. These consultations show GP 

or stepwise decision-making, and the decision may be made by the patient (Extract 13).   

 

The type of analgesic does not seem to affect how the decision is shared in the cases of 

morphine, morphine derivatives such as tramadol and co-codamol or NSAIDs such as 

ibuprofen. When the analgesics amitriptyline and paracetamol are discussed, this does 

appear to affect SDM. Two of 48 consultations involve discussion of amitriptyline and both 

fit Elwyn’s SDM model. In contrast, when paracetamol is discussed, little information is 

shared about it and it is often mentioned in response to the decision about another 

analgesic as advice.  For example, in Extract 2 line 11, Extract 10 line 18 and Extract 11 

(line 30) advice is given that paracetamol can be used. In the GP decision-making about 

paracetamol in Extract 6 line 12, the only discussion about analgesia that occurs is advice 

to take paracetamol, rather than anti-inflammatory analgesia. Decisions around 

paracetamol are less likely to be shared and little time is spent on discussion about the 

patient’s preference or experience of this analgesia. Discussing patients' experiences of 

analgesics and preference for a specific analgesic leads to a more shared decision in all 

styles of SDM. In GP decision-making, information around analgesia may be implicitly 

integrated into the decision point, and in Elwyn’s SDM, patients’ preferences about 

specific analgesics are overtly elicited and integrated into the decision point. In stepwise 

decision-making, patients share information spontaneously, GPs elicit information and the 

information may be integrated into the decision implicitly or overtly.  
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In summary, I have described seven factors that appear to affect SDM within these 

consultations, and are presented in the categories of factor identified by the RUG 

members. The factors are interlinked and affect SDM during consultations in complex and 

variable ways. These factors are: the patient’s health literacy; an established relationship 

between GP and patient; the GP demonstrating listening and understanding behaviours; 

how far along the ‘diagnostic journey’ the patient is; the type of analgesia and whether it is 

a new analgesic; time available to discuss the MSK condition; where the patient is in the 

‘diagnostic journey’ and the patient’s reasons for consulting with the GP. Some factors are 

more noticeable in or have more of an effect on particular style of SDM. For example in all 

three consultations fitting Elwyn’s style of SDM, patients demonstrate health literacy. 

Factors affect each other, having a diagnosis may allow more time to discuss analgesia 

and also enable the patient to draw on their previous experience to share in decision-

making. Evidence about how factors affect SDM in primary care consultations, addressing 

the third research objective (Section 3.1.1) is summarised in Figure 4.2. 
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Figure 4.2 How factors affect SDM 

 

 

There is one further factor which affects SDM and I draw together the results presented 

above and discuss this factor and the spectrum of SDM that these factors affect further 

below.  

 

4.5.5 The spectrum of shared decision-making 

 Factors affecting SDM are discussed above in relation to three specific styles of SDM 

seen in the consultations: Elwyn’s model of SDM, stepwise decision-making and GP 

decision-making.  Differences between the three styles of SDM are summarised in Figure 

4.3. 

Factor Elwyn's SDM Stepwise SDM GP SDM

Health literacy
Patients demonstrate 
assertiveness and 
knowledge of analgesia 

Patient-GP 
relationship

No evidence of established 
patient-GP relationship

GP and patient appear to have 
established relationship and 
previous conversations or 
experiences are referenced

GP listening and 
understanding

GP behaviours showing 
listening and understanding are 
less frequent

Time spent 
discussing the MSK 
condition

Longer consultations Lack of time may shift the 
consultation towards GP SDM Shorter consultations

Where the patient is 
in the diagnostic 
journey

Patient being aware of 
diagnosis may shift  
consultation towards 
Elwyn's SDM

Patient's reasons for 
consulting with the 
GP

Analgesic factors Type of analgesia: 
amitriptyline

Analgesic task: discussing 
analgesia on repeat prescription 
may shift consultation towards 
Elwyn's SDM 

Type of analgesia: 
recommendations of 
paracetamol

Having a diagnosis may allow time for more discussion and SDM, 
this is linked with health literacy

Addressing reasons for consulting overtly, shifts the consultation 
towards Elwyn's SDM
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Figure 4.3 Differences between the three styles of SDM, characterised using Elwyn’s 

model of SDM. 

 

 

In fact there is a spectrum of SDM between these three styles of SDM, with many 

consultations having features of two different styles. In addition, different styles of SDM 

are seen within the same consultation, as illustrated by Extract 11 in which one decision 

fits stepwise decision-making and the second fits GP decision-making. Characterisation of 

the spectrum of SDM responds to the second research objective ‘how is the decision-

making process shared?’ (Section 3.1.1). 

 

Elwyn’s model of SDM is more easily recognised by an observer as SDM as it is an overt 

form of communication: the process of decision-making is clear and unambiguous. In the 

other styles of SDM, communication can shift between being overt and implicit, with 

meanings implied and inferred, so the process of decision-making is more subtle. Figure 

4.4 summarises how the decisions are negotiated in stepwise and GP SDM, responding 

to the first research objective (Section 3.1.1). 

 

Steps of Elwyn's 
model of SDM 

(Box 3.3)
Elwyn's SDM Stepwise SDM GP SDM

Step 1: Decision 
talk Talk that a choice, 

decision or options exist

May involve several different 
decisions made in a stepwise 
manner e.g.
Whether the patient wants or 
needs analgesia?

What analgesia is appropriate?

Once a need for analgesia is 
established, one analgesic is 
suggested

One analgesic is 
recommended

Step 3: Provision 
of information

Information sharing 
about at least one of the 
options

One analgesic is discussed 
initially

Advice is given by GP about 
the recommended analgesic

Steps 4 & 5: 
Elicitation and 
integration of 
patient 
preferences

Overt elicitation and 
integration of the 
patient's preference into 
the decision

Patient preferences may be both 
overtly and implicitly elicited and 
integrated into a decision

Patient preferences not 
elicited overtly but may be 
implicitly integrated

No mention of options or 
different analgesics 
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Figure 4.4 How decisions are negotiated across three decision phases for stepwise 

and GP SDM 

Decision phase Stepwise SDM GP SDM 

1: In preparation for 

the decision 

• Patient shares or GP gathers 
general information and 
information about need for 
analgesia, then a specific 
analgesia 

• Patient shares or GP gathers 
general information about 
analgesia 

2: At the decision 

point 

• Information gathered may be 
implicitly or overtly integrated 
into the decision 

• Information gathered may be 
implicitly integrated into the 
decision 

• GP uses of inclusive 'we' 
language or 'you can' 

• Patient may make the 
decision 

• GP uses 'I' or 'you' language 
rather than 'will’ rather than 
‘can’  

• GP makes the decision 
3: In response to the 

decision point 

• Patient or GP agrees 
verbally, and sometimes non-
verbally 

• Patient may clarify 
information 

• GP overtly encourages 
patient views after decision 
point 

• The patient’s views about the 
plan are not elicited or 
encouraged after the decision 
point 

•  If patient responds with 
resistance or ambiguous 
response GP reiterates or 
reinforces the decision 

Form of 

communication  
Implicit and overt communication 

 

A consultation I previously use in this chapter to describe the different decision phases 

Extract 1, also illustrates how consultations fit along the spectrum of SDM. In this 

consultation, when the patient requests an increase of a specific analgesic for hip pain the 

decision point is in GP decision-making style. The discussion also has some features of 

talk commonly seen in the GP decision-making style: the GP interrupts the patient several 

times, often turns to the computer during the discussion and the patient sits in silence for 

1 minute whilst the GP uses the computer.  However, there are features of stepwise 

decision-making in preparation for the decision: the patient’s request to increase 

analgesia establishes his overt desire for stronger analgesia and his previous use of 

analgesia and preference for analgesia is discussed. In the consultation talk, there are 

also features of stepwise decision-making: the GP asks direct questions to encourage the 
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patient’s contributions and uses the pronoun ‘we’ ‘Have we tried anti-inflammatory 

tablets?’ (Extract 1, line 8and9). Also the patient contributions are more significant than 

monosyllables ‘I’ve tried anti-inflammatories, I’ve tried the cream, I’ve tried actually doing 

physio on it’ (Extract 1, line 10and11). In fact, the patient’s response is evidence of his 

expertise in this style of communication. This expertise in managing communication is 

discussed further below.  

4.5.5.1 GP and patient expertise in forms of communication and styles of 

SDM 

Both the patient and GP can have expertise in both implicit and overt communication 

within the consultation, and in different styles of SDM. In Extract 1 the patient moves 

between implicit and overt forms of communication conversation. In addition to being 

overtly assertive in requesting an increase in analgesia in line 3, he softens the request by 

asking ‘I wondered’ and the conditional tense ‘if I could’. He is also insistent: when the GP 

is facing the computer, he repeats the same request (line 21). The extract starts with the 

patient responding to a slightly different question than is asked, and through his response 

he can implicitly emphasise how bad his pain is. He emphasises his pain both non-

verbally, rubbing his hip and verbally, clearly stating it's ‘a lot of pain’ and emphasising 

through repetition and word stress ‘Me back and this hip’ (line 2and3). The patient also 

attempts to overtly resolve a misunderstanding in talk (line 26-28) around whether the 

GP’s concern is that 3 tablets is a strong dose. In addition, he explicitly clarifies the plan 

around the form ‘’Have I got to fill it in now or (.)’ and when the GP’s response lacks detail 

‘No, no’ the patient asks for clarification ‘At home?’ (lines 45-47). In summary, the patient 

demonstrates expertise in this style of consultation through techniques of emphasising 

pain verbally and non-verbally, responding to direct questions with additional information, 

repeating his request gently and repairing misunderstandings. This differs from the patient 

in Extract 2, whose more overt form of communication in the context of GP decision-

making results in conflict, and no change in the prescribed analgesic. However, the 
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patient in Extract 2 does manage this conflict, in that she accepts the prescription and 

says thank you (line 15) and re-engages the GP in a simple problem through which he 

can demonstrate expertise unchallenged. This seems to function as repair of their roles in 

the sense that a role of ‘doctor as expert’ is re-established. This is one of several 

instances where patients diffuse or mange potential conflict in the consultation: with the 

use of humour, apologising, repairing misunderstandings in conversation and implicitly or 

overtly drawing the conversation back to the health issue being discussed.  

 

I have already discussed how the factors affecting SDM are interlinked. Patient expertise 

in different forms and styles of communication is linked with the patient’s health literacy. 

However, we see in Extract 4 that in a consultation fitting Elwyn’s model of SDM, a patient 

demonstrates health literacy and uses only overt communication. Expertise in different 

forms of communication may be considered an additional factor.  

 

 Some GPs demonstrated expertise in shifting decision-making styles (Extract 11) and 

using different styles in different consultations: the GP in Extract 4 shows expertise in an 

overt consultation fitting Elwyn’s model of SDM, and the same GP in Extract 12 has 

expertise in stepwise decision-making. GPs also show expertise in implicit forms of 

communication such as in Extract 7 in which the patient’s prolonged response to an 

inquiry about current use of analgesia is an implicit declining of analgesia, and the GP 

moves discussion onto diagnosis.  

 

In summary, some GPs and patients demonstrate expertise in implicit and overt 

communication and the different styles of SDM, and in shifting between the styles. This 

expertise can be considered an additional factor affecting SDM.  
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4.6 Summary 

This chapter described the results of my secondary analysis of digitally-recorded 

consultations between general practitioners and patients. The analysis addressed the aim 

of exploring the process of SDM around analgesia for MSK pain in primary care 

consultations. 48 consultations were analysed using framework analysis and principles of 

discourse analysis. Decisions were negotiated in three phases preparation for a decision, 

the decision point and responses to the decision point. Decisions were negotiated through 

both implicit and overt forms of communication. A spectrum of SDM was described with 

three styles of SDM characterised as Elwyn’s SDM, Stepwise and GP SDM. Eight factors 

affecting SDM were outlined and their effect on SDM described. In the next chapter, I 

discuss and reflect on these results alongside the findings of my systematic review in the 

context of existing literature.  
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5. Discussion and Reflections   
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5.1 Introduction  

This final chapter draws together key findings of the two phases of my thesis: the 

systematic review described in Chapter 2, and the secondary analysis of recorded primary 

care consultations described in Chapter 4 (Section 5.2).  The findings are discussed in the 

context of existing literature (Section 5.3). Methods used in the consultation analysis are 

discussed considering strengths and weaknesses (Section 5.4) and implications of the 

findings are outlined (Section 5.5). 

 

5.2 Summary of main findings  

This thesis explores the process of shared decision-making around analgesia for 

musculoskeletal pain in primary care consultations in two stages. The first stage was a 

systematic review and narrative synthesis (Chapter 2) which aimed: 

 

1. to synthesise available evidence about which factors affect the process of shared 

decision-making in prescribing analgesia for musculoskeletal pain in primary care 

consultations, from the perspectives of patients and general practitioners (GPs). 

 

The key finding of the review was that there were no studies of real clinical consultations. 

The studies identified were either of hypothetical situations or of views expressed by 

clinicians or patients. For 15 factors investigated, there was some evidence that they may 

affect SDM but the strength of the evidence meant that the effect was uncertain. 

 

Two of the 15 factors provided conflicting evidence which suggests complexity in SDM 

around prescribing analgesia for MSK pain. Although patient requests for analgesia may 

increase the likelihood of that analgesic being prescribed, evidence suggested that GPs 

may not allow or encourage patient autonomy in the context of prescribing opioid 

analgesia. In addition 30 factors identified by patient research user group (RUG) members 

as important to patients (Appendix 2.2) were not investigated in the literature.  
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The findings of the systematic review informed the second phase of the thesis: a 

secondary analysis of recorded primary care consultations. This consultation analysis 

responded to the research questions below.  

 

1) How are decisions around analgesia for musculoskeletal pain negotiated between 

patients and general practitioners within consultations in primary care?  

2) How is the decision-making process shared? 

3) How do different factors affect the process of shared decision-making in primary care 

consultations? 

 

Findings below are discussed in relation to each of the objectives above.  

1) The analysis suggested the decision-making process around analgesia for 

musculoskeletal (MSK) pain in primary care consultations was negotiated in three phases: 

preparation for the decision, the decision point and responses to the decision. Different 

decisions points around analgesia were apparent in the consultations, including 

discussion of the type of analgesia, and the dose and how often it might be taken (Section 

4.2). The decision-making process was negotiated through two forms of communication: 

implicit and overt communication (Section 4.5.2).   

 

2) Consultations fitting Elwyn’s model of shared decision-making (SDM) were rarely seen 

in decision-making around analgesia for MSK pain. A spectrum of SDM was seen which 

were characterised into three different styles of SDM (Figure 4.3): Elwyn’s model of SDM, 

GP decision-making, and stepwise decision-making, with the majority of consultations 

most closely fitting stepwise SDM. 

 

3) Eight factors were identified as affecting SDM. Six factors had also been identified by 

RUG members as affecting SDM: the GP demonstrating listening and understanding 

behaviours; an established relationship between GP and patient; time spent discussing 

the MSK condition; how far along the ‘diagnostic journey’ the patient is; the patent’s 

reasons for consulting with the GP; the type of analgesia and whether it is a new 
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analgesic. Two new factors were identified: the patient’s health literacy, and GP and 

patient expertise in different forms and styles of communication. Health literacy includes 

patient assertiveness, which RUG members had identified as affecting SDM and is 

discussed further below. The factors identified in the consultation analysis, systematic 

review and by RUG members are summarised in Appendix 5.1. The factors identified 

influence each other and how they affected SDM during consultations is complex (Figure 

4.2). 

5.3  Comparison with existing literature 

I discuss below how the findings fit with what is known in the existing literature, and what 

the findings add to understanding of: the process of negotiation, sharing of decisions and 

how factors affect SDM. In addition, placing the findings of the review and consultation 

analysis in the context of the wider literature highlights two key topics for discussion: 

‘assertive’, ‘demanding’ and ‘challenging’ patients and equipoise. 

 

5.3.1 Understanding the process of negotiation  

Negotiation of decision-making is described as a process in studies of UK medical 

consultations (Parry et al. 2015; Saba et al. 2006). My study drew on Parry et al.’s on-

going systematic review of studies using conversation analysis (CA), which examines the 

process of decision-making in healthcare consultations (2015). Although none of the 

studies included in Parry et al.’s review focus on MSK pain, 3 of 26 included studies 

involve consultations with GPs (Gafaranga and Britten 2007; Collins et al. 2005; Collins 

2005). Parry et al.’s preliminary results identify a process of decision-making or advice 

giving by healthcare professionals (HCP) of ‘preparation for plans and decisions’, a 

‘commitment point’, with subsequent talk being a response by the patient, followed by a 

response by the HCP and finally ‘revisiting’ the decision which consists of confirming and 

or summarising decisions (2015). A full list of the process of decision-making phase 

identified in Parry et al.’s review (2015) is found in Appendix 5.2. This process is similar to 
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the three phases seen in my study: preparation for the decision, the decision point and 

responses to the decision (Section 4.4). Key differences in findings between Parry et al.’s 

review of HCP communication are that in my study, preferences, beliefs and experiences 

are offered by patients, as well as elicited by the GP (2015). The two-way communication 

seen in my study is more similar to that described by Saba et al. in their study exploring 

SDM and the experience of partnership, between GPs and patients in the USA (2006). 

The authors categorise GP and patient SDM communication, four of these categories 

occur prior to a decision: (1) offering beliefs, (2) eliciting beliefs, (3) offering information, 

(4) eliciting information (Saba et al. 2006, p.56). In my study, information is also shared in 

response to a decision point too, a more flexible approach than that described by Elwyn et 

al. (2012) or Saba et al. (2006) and Parry et al. (2015). The response to the decision point 

is discussed in more detail below.  

 

5.3.1.1 Response to a decision point 

The decision point was defined as ‘a choice of action for the present or future’ (Saba et al. 

2006, p.56). I identified that responses to the decision point could be grouped into 

agreement, ambiguous and resistance – both direct and indirect. This grouping drew on 

Parry et al.’s categorisation of patient responses to the decision: commitment to a course 

of action; withholding commitment to a course of action which they call ‘passive 

resistance’ and explicitly convey a stance that questions or challenges one or more 

potential courses of action known as ‘active resistance’ (2015). In my study, patients 

demonstrate agreement with treatment decisions using similar verbal and non-verbal 

behaviours as in other studies, including repetition of key advice elements (Heritage and 

Sefi 1992), utterances of  ‘Okay’ and ‘Right’ and continuers ‘Mmh’, alongside nodding 

(Stivers 2008). The RUG members did note that these patient behaviours of agreement 

should be regarded as potentially ambiguous, as patients do find it difficult to disagree 

with doctors.  
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Ambiguous responses are not noted in the studies Parry et al synthesised, but have been 

described in CA by Heritage and Sefi of patients responses to recommendations by 

healthcare professionals (1992). Heritage and Sefi described how unmarked 

acknowledgements including continuers such as ‘mmh’ and ‘yeah’ are ambiguous, but as 

with my data, the meaning of these ambiguous responses can become clear as the 

conversation progresses. Heritage and Sefi show that the responses can be understood 

as indirect resistance: when patients’ indirect resistance to recommendations is not 

addressed, the patients move to directly challenging the relevance of recommendations 

(1992). Ambiguity may be because patients do not always recognise decisions (Entwistle 

et al. 2004) and patients may perceive that they are agreeing to a treatment plan rather 

than participating in a decision in which they have choice (Pentz et al. 2012; Jansen et al. 

2004). In addition, ambiguous response may be an expression of other needs, for 

example for reassurance or information, which is communicated implicitly and 

misinterpreted (Britten et al. 2000). Indirect resistance is an example of an implicit form of 

communication within consultations, and I explore the literature around implicit 

communication and misinterpretation below. 

 

5.3.1.2  Assumptions and ‘mind-reading’: Implicit and overt forms of 

communication 

The finding of implicit and overt communication is novel within SDM around analgesia for 

MSK pain in primary care consultations, but these two forms of communication are 

described in CA literature and in early SDM literature. Indirect resistance is an example of 

implicit communication, in that the meaning is suggested by the speaker and inferred by 

the recipient (Pomerantz 1984).  RUG members noted that in their experience of 

consultations with GPs, the GPs were often ‘mind-reading’ patients. RUG members 

described ‘mind-reading’ as the GP making assumptions about what and whether patients 

wanted analgesia and how much the patient knew and understood, and making 

inferences about these issues from the patient’s communication. GPs make assumptions 
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and guesses about patients’ intentions, and make inferences from patients’ implicit 

communication (Stivers et al. 2003). Implicit communication between patients and GPs 

can lead to misunderstandings around medications (Britten et al. 2000). For example, 

when a parent attends a doctor with an unwell child, parents' expressions of concern or 

requests for additional information may be perceived as a challenge to the clinicians' 

diagnosis or treatment decision and lead to unwanted prescribed treatment (Britten et al. 

2000; Cabral et al. 2014; Stivers et al. 2003).  The potential for misunderstandings in 

assumptions is particularly seen when the doctor and patient have different cultural 

backgrounds (Roberts et al. 2005), and intercultural differences in linguistic skills have 

been highlighted as a barrier to SDM (Suurmond and Seeleman 2006). On the other 

hand, a GP’s and patient’s assumptions about each other’s understanding of the situation 

and why the other acted in a certain way can engender a feeling of being “on the same 

wavelength” with both parties feeling satisfied (Saba et al. 2006, p.58). Therefore implicit 

communication may feel comfortable, and may be quicker, but may result in 

misunderstandings and miscommunication that have a negative impact on SDM.  

 

In summary, my study is the first to have described three different phases of decision-

making, including preparation for decision, the decision point and the response to 

decisions, and indirect and direct resistance in decisions around analgesia for MSK pain 

in primary care consultations.  Parallels are seen in research from different healthcare 

contexts in the USA and UK describing the process of decision-making, and implicit and 

overt communication.  My study adds to the literature around negotiation of decisions in 

SDM by highlighting the ambiguity of responses to decision points: the RUG members 

advised caution in interpreting patient’s agreement as real agreement and I described 

challenges of inferring whether patients’ implicit communication can be understood as 

indirect resistance or expression of unmet needs. My research also adds to the literature 

by describing a spectrum of SDM, as discussed below. 
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5.3.2 The spectrum of shared decision-making 

My research has shown that there is a spectrum of decision-making within discussions 

around MSK pain, and characterised three styles of SDM within this spectrum. Close 

analysis of consultations in different contexts has previously identified a spectrum of SDM, 

with characterisation of consultations at different points on this continuum. Collins et al. 

used consultation analysis to compare decisions made in primary care consultations with 

those made in consultations with ear, nose and throat surgeons (2005). The authors 

described a spectrum of communication of decision-making between two styles of 

decision-making: ‘unilateral’ and ‘bilateral’.  Collins et al. characterise ‘unilateral’ decision-

making in which ‘the practitioner more or less autonomously conducted the decision-

making process, structuring it somewhat independently of his or her conversation with the 

patient’ (Collins et al. 2005, p.2613). The authors contrast this to ‘bilateral’ in which 

decision-making is ‘an integral part of communication in consultations, negotiated 

between the practitioner and the patient, and dependent in part on the patient’s 

contributions’ (Collins et al. 2005, p.2613).  Unilateral decision-making shares features 

with the GP decision-making seen within my study. The difference seen in my study is that 

the GP may implicitly integrate patient preferences into the decision-making rather than 

the decision being made ‘independently of the patient’s contributions’ (Collins et al. 2005, 

p.2625). Collins et al. described communication techniques in ‘bilateral decision-making’ 

which are similar to those seen in step-wise decision-making encouraging patient 

contributions such as ‘providing places for the patient to join in, and building on any 

contributions the patient makes...eliciting displays of understanding and statements of 

preference from the patient’ (2005, p.2625). In summary the ‘unilateral’ and ‘bilateral 

decision-making’ described as a spectrum by Collins et al. have similarities with GP and 

stepwise SDM seen in my study (2005).  
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The third style of SDM seen in three consultations in my study was Elwyn’s model of 

SDM. In these three consultations, talk that there was a choice was raised either by the 

GP using the word ‘option’, or the GP listing several options. This listing of options as a 

way of offering choice is similar to that seen in CA of consultations in neurology clinics in 

the UK (Toerien et al. 2013). The authors show that ‘option listing’ distinguished 

consultations where both patients and doctors thought that choice was present, from 

those where one party thought choice was absent (Toerien et al. 2013). Reuber et al. 

discussed the data from this publication in further detail, within a report (2015). The 

authors note the precise form of the option listing affects the patient’s perception of 

whether the doctor is offering a recommendation or an open choice (Reuber et al. 2015). 

Although the feature of option listing is one aspect of offering patients choice and SDM in 

practice, the exact features and the context of the consultation are important.  

 

In summary, parallels exist in the literature around the spectrum or continuum of SDM, 

with characterisation of specific styles of consultation. GP decision-making and stepwise 

decision-making seen in my study share features of ‘unilateral’ and ‘bilateral’ decision-

making previously described (Collins et al). Option listing, identified as a key feature of 

consultations fitting Elwyn’s SDM in my study are also seen in UK medical consultations in 

which both patients and doctors experience choice. In addition to existing literature, my 

study showed SDM can be subtle and patients can be involved implicitly in all styles of 

SDM, including GP decision-making. This involvement of patients can be influenced by a 

number of factors, described further below.  

5.3.3 Factors affecting SDM 

Factors affecting SDM around analgesia for MSK pain were described in the systematic 

review (Chapter 2). The consultation analysis drew on these factors, along with Elwyn’s 

theory of SDM, and PPIE, to better understand how factors affect SDM around analgesia 

for MSK pain in primary care consultations. The factors are discussed in the results 
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(Chapter 4) and in this discussion, using the categories identified by the RUG members 

(Appendix 2.2). 

 

5.3.3.1 GP listening and understanding  

RUG members highlighted GP listening and understanding as a key factor affecting SDM, 

and described examples of how GPs demonstrate these listening and understanding 

behaviours in practice (Appendix 3.11). These behaviours are least likely to be 

demonstrated in the consultations fitting GP SDM. Research shows that GP behaviours 

which RUG members identified as demonstrating the GPs were not listening and 

understanding, are perceived by patients and impact on how patients interact in the 

consultation. These behaviours are described in Table 5.1 

 

Table 5.1 Example of GP behaviours which are perceived by patients and influence 

their interaction in the consultation include the GP 

GP behaviour identified by 
RUG members as 
demonstrating the GP is not 
listening and understanding  

Studies showing that patients 
perceive these behaviours which 
influence the consultation 

Facing the computer or records 

and interacting with them 

during discussions 

Byrne and Heath 1980; Ruusuvuori 2001 

Interrupting patients 
Bugge, Entwistle, and Watt 2006; 

Heritage and Maynard 2006b 

 Ignoring patient cues  Kennedy et al. 2010 

 

In GP decision-making consultations, in addition to GPs demonstrating the above 

behaviours, patients are also more likely to sit in silence whilst the GP is typing on the 

computer for more than 1 minute (as in Extract 1, Section 4.4 p.9). Lengthy silences have 
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been noted before in interviews, and contrasted to interviews enhanced by integration of 

the use of the computer (Toerien 2013; Drew et al. 2010).  

 

Patients report that ‘being listened to and understood’ by a GP is important in primary care 

consultations: this has been found in both specific groups such as older patients with 

chronic pain (Clarke et al. 2014, p.5) and patients with chronic non-cancer pain who take 

opioid analgesia (Esquibel and Borkan 2014), and across contexts for SDM (Elwyn et al. 

2013). This fits with my study showing that ‘being listened to and understood’ is important 

for patients, specifically in the context of SDM around analgesia for MSK pain in primary 

care. The communications skills of listening and understanding seen in consultations in 

my study help build a trusting patient-GP relationship (Wiles 2014). The effect of the 

relationship between the GP and patient on SDM is discussed further below.  

 

5.3.3.2 Relationship between patient and GP 

In my study, in many stepwise and GP decision-making consultations, patients and GPs 

demonstrate an established relationship through referencing previous conversations and 

engaging in social talk, such as calling each other by first names or mentioning names of 

family members. RUG members described that participation in SDM was facilitated by 

having one GP whom they felt knew their MSK condition and history. This fits with 

research showing patient-provider relationship affects patient preference for and 

involvement in SDM in mental healthcare (Eliacin et al. 2015), and in decision-making in 

different contexts such as a requests for medical investigations (Davey et al. 2004).  

 

When GPs and patients have an established relationship, they have an established form 

for communicating (Goffman 1959). The GP and patient may feel more able to make 

assumptions and manage communication and experience a positive partnering in 

decisions, feeling like they are on the ‘same wavelength’ (Saba et al. 2006, p.56). Despite 

this perception of understanding, trust and positive feeling may mask some 
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misunderstandings (Saba et al. 2006). An established relationship seems particularly 

important in GP decision-making, when the GP may be implicitly drawing on information 

and preferences, and preferences for decision-making roles the patient has expressed in 

previous consultations. The relationship may allow GPs and patients to reach a decision 

that is safe and acceptable to both parties in GP and stepwise SDM, although all possible 

options are not explored as would be expected in Elwyn’s model SDM.  

 

In an established relationship, the GP and patient may expect that the decision could be 

reviewed in a future consultation, when the patient has considered the decision, and 

potentially tried the analgesia. This fits with a consultation in Saba et al.’s study, where 

model SDM was not seen but the patient and GP reported an experience of partnership, 

and the patient reports: “If I don’t understand or didn’t want to do it, I could call her; I can 

talk to her about anything” (Saba et al. 2006, p.60).  

 

In my study, in consultations fitting Elwyn’s model of SDM, there was no evidence of an 

established patient-GP relationship. This suggests Elwyn’s model of consulting may be 

particularly helpful when the GP and patient do not have an established relationship, and 

need to discuss more information and all phases of a decision. Discussing more 

information around a decision may lead to a longer consultation, and the effect of time 

spent discussing the MSK condition on SDM is discussed further below.  

 

5.3.3.3 Time spent discussing the MSK condition  

Lack of time is frequently stated by both patients and GPs as a barrier to SDM (Joseph-

Williams, et al. 2014; Légaré et al. 2008). Edwards et al. found GPs trained in Elwyn’s 

model of SDM raised concerns about the time impact of sharing more information, and 

used SDM strategically due to time constrains (2005). This fits with findings of my study 

that the three consultations fitting Elwyn’s model of SDM are longer than average.  
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Time spent discussing the MSK condition was affected by the complexity of the 

consultation, specifically the number of health issues discussed, and the duration of the 

consultation. Consultations in my study involving discussion of MSK conditions are 

complex, with a mean of 3, and up to 9 health issues discussed within the consultations. 

This finding is similar to that of a recent cross-sectional study of routine consultations with 

30 GPs in 22 UK practices, in which a mean of 2.6 health issues are discussed and over 

40% of consultations involve discussion of 3 or more health issues. RUG members were 

surprised that more than one health issue was discussed in consultations in my study. 

They felt that if they raised MSK pain as a second issue, less attention was paid by the 

GP or they were asked to rebook a consultation.  

 

Primary care consultations are time restricted: consultations in my study have a mean 

duration of 12 min 45s, similar to the Salisbury et al. study average duration of 11.9 

minutes (2013). Average consultation duration in both studies is within the range of 

primary care consultation times seen in literature discussing SDM (from 8 min 30 seconds 

(Weiss and Peters 2008) to 16 minutes in the USA (Braddock et al. 1999) and slightly 

longer than that found in the latest available government commissioned survey of GP 

workload of 11.7 minutes (Health and social care information centre 2007). Within 

discussion of an MSK condition, the time spent discussing analgesia depends on what 

else needs to be discussed. This partly depends where the patient is in the diagnostic 

journey, as discussed below.  

 

5.3.3.4 Where the patient is in the ‘diagnostic journey’ 

The effect on SDM of where the patient is in the ‘diagnostic journey’ seems to be 

influenced by both GPs and patients. GPs have limited time in which to manage the tasks 

of the consultation and there is often uncertainty around the diagnosis in MSK conditions 

(Lillrank 2003). From a practical perspective, if a diagnosis has already been established 

in previous consultations then other consultation activities such as examination are less 
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likely to be required and most of the discussion time can be spent on management, 

including discussion of analgesia. GPs have reported discussing analgesia being key to 

the consultations about acute pain (Corbett et al. 2009) but that they are less likely to 

engage in model SDM (Edwards et al. 2005).  This fits with my study, in which none of the 

three consultations fitting Elwyn’s model of SDM are initial presentations of an MSK 

condition. In my study, in GP and stepwise decision-making, a diagnosis moved the 

consultation towards Elwyn’s model of SDM. This fits with findings of Reuber et al., who 

noted when doctors rated their certainty of the diagnosis as lower in neurology clinics, the 

doctor was less likely to offer the patient choice and share the decision in the consultation 

(2015). Patients may also prefer a more directed approach in acute illnesses (Mckinstry 

2000), and patients’ preferences and participation may vary during the course of an illness 

(Eliacin et al. 2015).  

 

During their ‘diagnostic journey’ the patient’s involvement in SDM may also differ as a 

relationship is established with a GP, and because the patient has different priorities, 

including different reasons for consulting with the GP as discussed below.  

 

5.3.3.5 Patient’s reasons for consulting with the GP 

Patients come to the GP for specific reasons, including expressing ideas, concerns and 

expectations and preferences (Williams et al. 1995; Towle et al. 2006; Matthys et al. 2009; 

Ong et al. 1995). These underlying reasons may be articulated directly, including 

expression of concern4, or implicitly through cues in consultation or may not be expressed 

(Barry et al. 2000).  

 

In the pre-consultation information, patients stated a reason or reasons for the encounter, 

usually either diagnostic labels e.g. ‘arthritis’, or symptoms such as ‘pain in arm’. During 

                                                
4 a concern is an overt expression of a current or recent unpleasant emotion and a cue is 
a verbal or non-verbal hint (Zimmermann et al. 2011). 
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the consultation, a more specific reason was often raised by the patient, for example in 

one consultation a patient’s concern about ‘pain in arm’ being ‘a blockage’ or ‘coming from 

the heart’. In that consultation, once the concern is identified and addressed by the GP, 

and a diagnosis of MSK pain is made the patient is able to draw on previous experience 

for how they had successfully managed MSK pain and analgesia that had helped (Section 

4.5.4.2, Extract 12). If patient’s expectations are not shared or elicited and responded to in 

a consultation this may lead to miscommunication, such as misinterpretation of implicit 

communication and assumptions by both parties. This miscommunication has been 

shown to impact on prescribing decisions in UK general practice (Britten et al. 2000; Little 

et al. 2004). Regardless of the style of SDM, and whether the communication is implicit or 

overt, if a patient’s reasons for consulting the doctor are around analgesia and are not 

addressed, the decision cannot be shared successfully.  

 

5.3.3.6 Analgesic factors affecting SDM  

My systematic review (Chapter 2) found that GPs seemed to have a ‘controlling’ attitude 

towards opioid analgesics, defined as when GPs do ‘not allow or encourage patient 

autonomy in decisions‘ (Rogers 2002, p.142). In the consultation analysis, there appeared 

no difference in style of SDM in consultations involving opioids or codeine derivative 

medications compared with other medications. This is in contrast to interview studies 

about opioid medications for non-cancer pain, in which doctors express concerns around 

harm, medico-legal issues and stigma (Spitz et al. 2011) and tolerance and addiction 

(Seamark et al. 2013). Patients in an interview study also expressed concerns around 

opioid medications for non-cancer pain, including addiction, being seen as an addict and 

wondering if they have a more serious underlying diagnosis (Blake et al. 2007). It may be 

that GPs and patients had concerns, but these are not articulated therefore are not seen 

in my observational study. For example in Extract 1 (Chapter 4, p.11), as a clinician I can 

infer that the GP has concerns about duration of use of morphine and tolerance to this, 

but this is implicit rather than explicit (see Section 1.1.1 and Section 5.5.5 for reflections 
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as a clinician). RUG members felt in their experience that little information is shared about 

analgesia within consultations, and this is particularly true for opiate analgesia. For 

example although several RUG members have taken tramadol or codeine, they were not 

aware these are of the opiate family or there may be potential concerns around addiction. 

RUG members felt that if a patient requests opiate analgesia and the GP had concerns 

about the analgesia, the GP should share their concerns. Two analgesics in my study 

seemed to influence SDM: two of the three studies fitting Elwyn’s model of SDM involve 

discussion of amitriptyline, and little information is shared about paracetamol (Section 

4.5.4.4). RUG members discussed that more explanation may be needed about 

amitriptyline being used as analgesia for MSK pain related to ‘nerves’, to allay a patient’s 

fear about being prescribed a drug also used for depression. RUG members discussed 

that decisions around paracetamol may not be being shared in the consultations analysed 

in this study because it is prescribed alongside other medications. Other suggestions for 

the decision about paracetamol not being shared were: that other analgesics have more 

serious or common side effects, because GPs may assume paracetamol was purchased 

over the counter (OTC) the pharmacist would give advice, or GPs may assume patients 

know how to take paracetamol.  Concerns have been raised in the past that paracetamol 

is not being prescribed for MSK pain (Boger and Jones 2005; Barozzi and Tett 2009). My 

study does suggest that paracetamol in addition to being prescribed in some cases, may 

also be recommended in primary care.  

 

RUG members reported they had not been recommended OTC medication. In the group’s 

experience, when the GP had suggested analgesia such as paracetamol which could be 

prescribed OTC, the analgesia was prescribed and added to their repeat prescription. 

RUG member described their experience that the decision to prescribe repeat analgesia 

was discussed in the case of paracetamol but not in the case of ibuprofen.  
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In my study, patients who had been prescribed analgesia on repeat prescriptions in a 

previous consultation appeared in the recorded consultation more assertive in requesting 

or declining changes to their analgesia. This finding fits with a study using GP data from 

the West Midlands that found patients who had been prescribed a specific analgesic were 

more likely to receive a prescription for that specific analgesic in a future consultation, 

regardless of their level of pain (Muller et al. 2012). Muller et al. did not investigate dose 

changes within this study, but do note that GPs are individualising treatment for patients 

(2012). My study showed that patients are active participants in this individualisation 

through SDM. Patients who are have analgesia as a repeat prescription may have greater 

health literacy in relation to analgesia for MSK pain. The impact of the patient’s health 

literacy on SDM is discussed further below.  

 

5.3.3.7 Health literacy 

‘Health literacy’ can be seen as a person’s capacity to meet the complex demands of 

health in a modern society (Kickbusch and Maag 2008; Sørensen et al. 2012). Health 

literacy can be seen as a mediator of SDM in healthcare consultations (Edwards et al. 

2009), potentially facilitating patients’ engagement with healthcare information and how 

patients use and understand information in consultations. In my study, ‘health literacy’ 

describes both the patient’s use of medical terms, and their skills in managing the 

consultations through all three phases of the decision.  

 

In consultations fitting Elwyn’s model of SDM, patients seemed to demonstrate their 

health literacy through requesting analgesia and in their familiarity with names of 

analgesia (Section 4.5.1.1). The three patients in those consultations have chronic pain 

and may have increased their health literacy through their experiences with healthcare. 

Patients’ development of health literacy, including increasing participation in SDM, has 

been described during the course of chronic illness (Edwards et al. 2012). RUG members 

highlighted the most challenging aspects of health literacy in relation to SDM around 
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analgesia for MSK pain as navigating the healthcare system, such as accessing an 

appointment, working with different healthcare professionals and critically assessing 

information, described as ‘critical literacy’ (Nutbeam 2000). The RUG members discussed 

actively looking for a GP with whom they felt able to ask questions, ask for medication and 

discuss their analgesia by consulting with several different GPs. In my study, it may be 

that the patients in consultations fitting Elwyn’s model of SDM may also have chosen to 

consult with GPs with whom they did not have an established relationship, who might 

engage with them in SDM. This may be one way that patients demonstrate health literacy 

in navigating the complex healthcare system.   

 

To summarise, the findings of my study fit with literature showing that health literacy is a 

mediator of SDM, high health literacy enables patients to participate in SDM in 

consultations and potentially to seek GPs with whom they can participate in SDM. 

Experiences of having MSK pain, using analgesia and contact with healthcare 

professionals may facilitate patients in developing health literacy, including how to 

participate in SDM.  

 

In conclusion, in Section 5.3.3 I discussed the seven factors in my study which affect SDM 

are novel in the context of analgesia in MSK pain and have been shown to affect SDM in 

other conditions and medical contexts. The factors are interlinked and interact in a 

complex and flexible ways to affect SDM during consultations, as can be seen in the 

consultations Extracts within my results section. The final factor affecting SDM is that 

patients and GPs within the study show expertise in different forms of communication and 

styles of SDM. This factor is discussed further below.  

5.3.4 GP and patient expertise in forms of communication and SDM 

In my study, patients and GPs demonstrated expertise in different forms of communication 

and styles of SDM (Section 4.5.5.1). Expertise in implicit communication found in my 
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study fits with observational and interview studies about communication between GPs and 

patients. In previously reported research around SDM, experienced GPs with educational 

roles described using implicit forms of communication in SDM with patients (Elwyn et al. 

2000). In Elwyn et al.’s study, GP educators described an awareness of patient’s non-

verbal communication and monitoring the patient’s reaction to what they are saying 

(2000).  

 

GP and patient expertise in my study is observed through close analysis of the 

conversation and behaviours. As my study is an observational study it is not possible to 

be sure that patient and GPs are using their expertise intentionally. Several interview 

studies have described that both GPs and patients are aware of and use their expertise 

intentionally. For example, GPs in video elicitation interviews, described using patients’ 

body language, vocal cues and gaze to inform their decisions and their understanding of 

communication with the patient (Henry et al. 2011). The GPs in Henry et al.’s study also 

talk about actively using non-verbal behaviour to implicitly communicate with patients 

(2011). My finding of GPs shifting communication styles (Section 4.5.4.1) within a 

consultation fits with findings of simulated recall interviews with Dutch GPs showing that 

GPs adapt communication strategies to fit with their assumptions about the beliefs and 

preferences of patients (Veldhuijzen et al. 2013). GPs in Veldhuijzen et al.’s study 

described that their assumptions are informed by their existing relationship with the patient 

and knowledge of the patient’s family. These Dutch GPs also describe how they adjust 

their communication practices depending on the time available in the consultation. These 

findings are similar to those of my study that an existing patient-GP relationship may have 

facilitated a shared understanding of communication, particularly when communication is 

implicit. GPs’ ability to shift style of SDM depending on the available time in the 

consultation is one aspect of their expertise in managing different forms and styles of 

communication.  

 



  
Chapter 5: Discussion and Reflections   181 

 

Patient expertise in communication seen in my study, and discussed with RUG members 

in my study (Section 4.5.5.1) has parallels with existing research. Patient expertise is 

observed through how patients share information in the preparation for decision phase of 

SDM. In a USA study of recorded primary care consultations, patients use interactional 

techniques to suggest and pre-empt a specific diagnosis and share information about 

treatment they have tried (Gill et al. 2010). In my study, patient expertise in information 

sharing in this preparation for decision phase is seen when one patient gives more 

information than would be expected in a response to a GP’s question, and this technique 

has been observed using conversational analysis of a primary care consultation in the 

USA (Stivers and Heritage 2001). Patients in other studies were described as using 

different communication strategies with different doctors: one older adult with chronic pain 

described her strategy in sharing information “You’ve to have your story very short and 

succinct, present it well. You’ve to get through to him [GP]. If he short circuits you, 

because he’s a habit of putting his hand out to try and stop you speaking, you’ve got to 

shut up [laughs]! He does it all the time! You can never get your story out.” (Clarke et al. 

2014, p.4). These findings suggest that patients may use different forms and styles 

intentionally and expertly to shape SDM. Gill et al. summarise patients’ expertise in forms 

and styles of communication; patients draw ‘their doctors’ attention to particular candidate 

explanations, cast themselves and their illnesses in a particular light, push for and resist 

particular interpretations, and in various ways suggest how doctors should view and 

handle the problems at hand’ ( 2010, p.3).  

 

In addition, patients in my study show expertise in managing the consultation. Similar 

expertise has been seen previously when patients use techniques such as drawing 

doctors attention away from the computer with pauses and eye contact (Ruusuvuori 

2001). My study adds to the literature with novel findings of patients repairing 

misunderstandings and implicitly or overtly drawing consultation back to the health issue.  
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The literature highlights two challenges around GPs’ and patients’ communication 

expertise seen in my study, firstly that misunderstandings can occur in implicit 

communication and secondly that there is variation in individual expertise. Discussing the 

first challenge, despite the expertise patients and GPs demonstrate, misunderstandings 

occur in that impact on SDM around medications. Misunderstandings include 

misinterpretation of patients’ concerns and preferences for SDM. For example, patients 

expressing concern or requesting more information could be misinterpreted as resistance 

to a treatment decision in the context of medication decisions (Cabral et al. 2014). Hudak 

et al. found that assessments of patients’ preference for SDM are not reliable when made 

based on the patients’ behaviours, such as question asking or statements of preference, 

(2008). In the context of decisions about medication in primary care, Cox et al. showed 

GPs’ assessment of patient preference for style of decision-making was accurate in 32% 

of consultations (2007). A more accurate assessment was associated with a previous 

consultation about medication for that condition (Cox et al. 2007), supporting the finding of 

my research that an established patient-GP relationship may be particularly important in 

implicit forms of communication in SDM. 

 

The second challenge raised by my findings around GP and patient expertise in different 

forms of communication and styles of SDM is variation in practice by individuals. Patients’ 

health literacy contributes significantly to patients’ expertise in using different forms and 

styles of communication in SDM, and this factor and variation are discussed in Section 

5.3.3.7.  In my study, within the data extracts, one GP shifts SDM style, and one GP 

demonstrating two different styles. In other studies, CA has shown that despite some 

variations in doctors approach according to individual patients, most doctors have a 

preference for a particular SDM approach (Collins et al. 2005; Murray et al. 2007). The 

finding that individual GPs lack flexibility in different styles of SDM mirrors discussion by 

RUG members in my study, who describe looking for a GP with whom they are able to 

share decision-making in a style and way that suits them.  
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In summary, findings from my research that GPs and patients demonstrate expertise in 

different forms and styles of SDM have parallels with the findings of observational and 

interview studies about communication between GPs and patients. The existing literature 

base also highlights two key challenges to GP and patient expertise, that 

misunderstandings still occur despite expertise, and there are variations in individual’s 

expertise and flexibility in using different forms and styles of SDM. My research adds to 

the literature as these findings have not been demonstrated in SDM around analgesia for 

MSK pain, and there is no description in the literature of patients repairing 

misunderstandings and draw GPs attention verbally back to the health issue under 

discussion. Two further topics in which my study adds to the wider literature are the 

importance of equipoise in my research and ‘demanding’ patients as discussed further 

below. 

 

5.3.5 Equipoise 

Portrayal of equipoise and options is “the pivotal stage of shared decision-making” in 

Elwyn’s model of SDM (Elwyn et al. 2000, p.895). Equipoise occurs when ‘the doctor can 

have no clear preference about the treatment choice to make” (Elwyn et al. 2000, p.895). 

Elwyn et el. define equipoise in a focus group study of GP educators aiming to describe 

competences of SDM in primary care (2000). Portrayal of options is described in this 

study as ‘listing of options that are reasonably available, including, where relevant, the 

option of taking no action’. In my study, in consultations fitting Elwyn’s model of SDM, GPs 

share options of continuing current analgesia, a specific analgesic, multiple different 

analgesics and the analgesia requested by the patient (Section 4.5.1). In my study one 

option was either initially requested by the patient or recommended by the GP, in GP and 

stepwise SDM. This may be because the GPs have clear preferences for specific 

analgesics in specific contexts. For example, GPs may not see a legitimate choice in 
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analgesia because of either perceived risks to the patient, such as those in the extracts 

when GPs decline patient’s requests or because of the underlying MSK condition for 

example when GPs recommend anti-inflammatory analgesia if they suspect a cause 

linked with inflammation such as tendonitis. Recent research has highlighted challenges in 

implementing SDM if clinicians have a strong treatment preference (Ziebland et al. 2014). 

In MSK consultations, there may also be uncertainty around the MSK diagnosis in 

conditions (Slade et al. 2012). As responses to and side-effects from analgesia are 

difficult to predict, there is also uncertainty around which analgesia is most suitable for 

specific patients and specific conditions such as OA (Wegman et al. 2004). In the relative 

complexity of decisions around analgesics is there is likely to be a continuum of more or 

less suitable types and preparations of analgesia for each patient in each consultation. 

Challenges of SDM in situations in which there is uncertainty around treatment, include 

how much information and uncertainty doctors should share and whether time in the 

consultation may be better spent addressing the patients’ concerns and questions (Politi 

et al. 2013).  

 

Elwyn’s model of SDM may be rarely seen in decisions around analgesia for MSK pain as 

it is less suitable, and step-wise and GP SDM may present a pragmatic way of sharing 

decisions about options logically and efficiently in the face of diagnostic and treatment 

uncertainty. In MSK pain, in contrast to some SDM situations in which there is only one 

time point at which patient can choose treatments, such as treatment for cancer, patients 

may make decisions about and try different analgesia sequentially. SDM may occur over 

different consultations with GP and patient increasing in experience and information of 

both the MSK condition and different analgesia in that context. In addition, it is possible 

that Elwyn’s model is rarely seen in these consultations, as clinicians do not formally 

propose choice or options because they feel that the patient is already aware of choices to 

some extent. 
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In summary, decisions around analgesia for MSK pain may involve uncertainty about 

diagnosis and analgesic response which evolves over time, and clinicians may have 

reasons for preferring a specific analgesic. In addition, clinicians may feel that the patient 

is already aware of choices to some extent.  Elwyn’s model of SDM may be less suitable 

in these situations and stepwise and GP SDM may be pragmatic options for SDM. 

Equipoise refers to the GP’s perspective on legitimate choice in SDM, the patient’s 

perspective is explored further below.   

 

5.3.6 ‘Assertive’, ‘demanding’ and ‘challenging’ patients  

In my systematic review, findings around patient requests for analgesia present a complex 

picture. Patient requests for analgesia may increase the likelihood of that analgesic being 

prescribed. However, GPs may not allow or encourage patient autonomy in the context of 

prescribing opioid analgesia. In addition, two studies described patients requesting 

analgesia, even non-opioid analgesia, as ‘demanding’ patients. RUG members in my 

study, when reflecting on this finding, shared their experiences of being perceived as 

‘challenging’ or ‘demanding’ when they asked questions and made requests (Section 

2.4.5). I discuss below how findings relating to potential challenges for patients and GPs 

in patient requests for analgesia, ‘control’ of prescribing and perceptions of a ‘demanding’ 

or ‘reasonable’ patient fit with the broader literature relating to GP and patient knowledge, 

power and identity within consultations.  

 

The RUG members in my study referred to patient requests for analgesia as ‘assertive’ 

behaviour. In making a request, a patient must identify a problem and a possible solution 

(Kendrick and Drew 2014). Whether it is socially correct to make a request, depends on 

the contexts, such as whether a duty is normally expected and whether or not compliance 

is likely, as requesting has been described as a form of control (Ervin-Tripp 1976). This 

fits with comments by RUG members in my study that requesting analgesia can be 

challenging, and they were concerned that this may result in conflict with the GP. RUG 
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members in my study also commented that it would be ideal that the GP offers analgesia 

and explores any preferences the patient may have. This fits with research that suggests 

allowing the person listening to a problem to determine their solution allows the listener to 

have agency or power in the situation (Kendrick and Drew 2014). In the primary care 

consultation, where there is a social duty for the GP to help the patient, a patient implicitly 

presenting a problem and allowing the GP agency to offer help may be more socially 

acceptable. In my study, patients sharing in the decision through requesting medication 

was rarely seen, with to patients overtly requesting specific changes to analgesia, and one 

implicitly requesting analgesic. However, most patients share in the decision through the 

information they share about analgesia prior to, and in response to decisions. Parallel 

findings were seen in a USA study using techniques of CA to investigate how patients with 

back pain attending Accident and Emergency express a desire for analgesia from doctors 

or nurse practitioners (Buchbinder et al. 2015). Buchbinder et al. note that although most 

patients left Accident and Emergency with analgesia or a prescription for analgesia, only 

20% requested analgesia, and the majority of these patients formed a request indirectly 

(2015). The authors note that patients making indirect requests ‘presented themselves as 

deserving patients while upholding the doctor’s autonomy’ (Buchbinder et al. 2015, p.142).  

 

A reason that Elwyn’s model of SDM was rarely seen in my study, may be that as patients 

and GPs may recognise that an overt form of communication, like direct requests, can be 

perceived as a challenge to the GP’s autonomy and to the patient appearing as 

‘deserving’ (2001). The patient’s struggle to be perceived as legitimate and ‘reasonable’ in 

consultations has been described using CA (Heritage 2009) and legitimacy is particularly 

challenging for patients with pain whose condition is invisible (Richardson 2005). Patients 

with MSK conditions, chronic pain and those who ‘demand’ their own care are referred to 

in the wider literature as difficult patients, heart sink patients or difficult encounters (Elder 

et al. 2006; Brennan et al. 2013; Lorenzetti et al. 2013; Kristiansson et al. 2011; Steinmetz 

and Tabenkin 2001). This fits with the literature in my systematic review, describing 
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patients who make requests as ‘demanding’. Patients also report fearing negative 

consequences if they are labelled as troublesome such as a lower quality of care (Frosch 

et al. 2012). Patients’ fear of being perceived as ‘demanding’ may explain why implicit 

requests and forms of communication are seen in consultations in my study. 

 

There is a ‘delicate balance of power and authority in consultations’, which has been 

highlighted as a reason why interventions to encourage patients to ask questions in 

consultations have had little impact (Kinnersley et al. 2008, p.8). Literature exploring these 

concepts of power and authority describes how healthcare professionals’ (HCP) sense of 

identity can depend on exacting a traditional medical approach and their authority partly 

rests on their ability to legitimatise the ‘sick role’ for patients (Pilnick and Dingwall 2011; 

O’Flynn and Britten 2006).  O’Flynn and Britten’s exploratory interviews with GPs and 

nurses suggests that HCP can view the ‘patient-as-person’ but struggle in ‘sharing power 

and responsibility’ as professionals ‘currently require the exercise of the biomedical 

approach to achieve their professional identity’ (2006, p.55). Pilnick and Dingwall use CA 

to re-interpret transcripts of healthcare consultations, focusing on the asymmetry of 

interaction in consultations between patients and HCP (2011). The authors describe that 

asymmetry in authority is partly due to the function of the consultation as legitimising the 

patient’s ‘sick role’ and the doctor’s authority to legitimise that role (Pilnick and Dingwall 

2011). This understanding of how social roles and medical identity are enacted through 

interaction in consultations may explain findings of my systematic review that GPs have a 

controlling attitude in prescribing opiate analgesia.  

 

GPs may have concerns about the safety and potential harm of opioids (Gooberman-Hill 

et al. 2011) and opioids do have risks including overdose and addiction (Dunn et al. 2010; 

Smith et al. 2009). The finding that there is no difference in SDM style between opioids 

and analgesia such as anti-inflammatories may suggest that GPs find encouraging patient 

autonomy in decisions around analgesia a potential challenge to their authority and 
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identity with all types of analgesia. The potential threat to GPs’ identity of sharing power 

and responsibility may explain conflict in a consultation when a patient shows direct 

resistance in GP decision-making around analgesia (Extract 2) and why Elwyn’s overt 

model of SDM is rarely seen in my study. This fits with the finding that power imbalance in 

the patient-doctor relationship has been found to be a significant barrier to SDM in a 

systematic review of patient reported barriers and facilitators to SDM in healthcare 

consultations (Joseph-Williams et al. 2014). Therefore, how SDM occurs in consultations 

in my study can be seen in the context of the patient being a legitimate and reasonable 

patient, and in requesting analgesia, the patient risks being perceived as ‘demanding’ and 

as challenging the GP’s authority. Stepwise and GP SDM seen in my study may be less 

challenging to GPs’ identity and autonomy, and seemed less risky to patients as GPs can 

still use their experience, and communication, including requests, can be implicit. 

 

In my study, when patients declined analgesia, this decision by the patient is not explored 

or challenged by the GP. This unchallenged decision suggests complexities in how power 

and authority are negotiated in discussions around analgesia for MSK pain. The literature 

around why and how patients decline analgesia and medication is sparse. In a systematic 

search and meta-ethnography of patients’ experiences of medicine taking, none of the 

studies explored MSK pain and few studies considered those who ‘reject’ medicines 

(Pound et al. 2005, p.137).  However, in their analysis of patient requests for analgesia in 

Accident and Emergency, Buchbinder et al. found that several patients show resistance to 

HCP recommendations of analgesia, as patients did in my study (2015). RUG members in 

my study felt that it might be useful for GPs to explore why patients declined analgesia, 

rather than unquestioningly accepting when patients decline analgesia. The RUG 

members were concerned that patients may decline analgesia despite being in lots of 

pain, and they stated patients often had concerns around analgesia ‘masking’ pain and 

leading to worsening of their condition which prevented analgesia use. The findings of my 
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study suggest that GPs allow patients to have autonomy in the decision not to take 

analgesia from MSK pain. 

 

In summary, although my review found that a patient requesting a specific analgesic is 

more likely to received that analgesic, the request maybe perceived as a challenge to a 

the GP’s authority or professional identity. Requesting analgesia may undermine a patient 

being ‘legitimate’ or ‘reasonable’, and there is a risk of being seen as ‘demanding’, which 

is associated with fears of negative consequences. In contrast, when patients decline 

analgesia this decision was not explored or challenged by the GP. GP and stepwise SDM, 

and implicit forms of communication which are seen in my study consultations may be 

less challenging and risky for patients and GPs.  

 

5.4 Strengths and limitations 

Strengths and limitations of patient and public involvement and engagement (PPIE) in the 

research, and of the consultation are discussed below.  

5.4.1 Strengths and limitations of patient and public involvement 

This discussion of the strengths and limitations of PPIE in my research informed the 

description of strengths and limitations of PPIE in the systematic review illustrated in the 

peer-reviewed manuscript (Appendix 2.1). The strengths and limitations of PPIE in the 

study are discussed around three key issues: ‘representativeness’ of PPIE, the extent of 

PPIE integration into my research, and clear recording and reporting of the process and 

impact of PPIE.  There are no agreed methods for evaluating PPIE, and these issues 

were identified from key articles describing good practice for developing and reporting 

PPIE (Telford et al. 2004; Boote et al. 2011; Boote et al. 2006; Popay and Collins 2014; 

INVOLVE 2012; Staniszewska et al. 2011; Boote et al. 2002). How well those involved in 

PPIE ‘represent’ the wider community is a recognised tension (E. Smith et al. 2009; Boote 

et al. 2011; Boote et al. 2002).  Lay experience is ‘located within personal history and 
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narrative logic” and contains a “diversity of world views”(Ong 1996, p.513). In order to 

capture this diversity, both who is involved and how they are involved influences this 

representativeness. Strengths of the PPIE representativeness in my research were that 

RUG members with different research and condition experiences were involved, and 

supported by a PPIE team. RUG members could therefore voice a wider range of 

experiences than individuals who were very well integrated into the research community. 

The PPIE support team had experience in involving patients in research so that in addition 

to their lay perspectives, the team were able to comfortably contribute in terms of 

developing aims for PPIE and reviewing abstracts and presenting. Also, I used strategies 

to encourage all RUG members to share their experiences and narratives. These 

strategies included using small group techniques in the workshops to create a relaxed 

atmosphere (Walton 1997) and giving RUG members different ways of expressing their 

opinion, both within the workshops and via written comments on notes of workshops 

afterwards. 

 

Limitations in representativeness were that the RUG members had similar white British 

ethnicity and were all over the age of 45 years. Different groups such as carers or 

stakeholder organisations were not involved as has been the case for PPIE in another 

systematic review (Entwistle et al. 1998). Including individuals from different populations 

and with other roles may have yielded differing factors and priorities. However, the factors 

RUG members identified were similar in number and scope to those identified in a 

systematic review of patient reported barriers and facilitators to SDM in healthcare 

consultations (Joseph-Williams et al. 2014). Also RUG members’ comments fitted well 

with the broader literature on patient perspectives in SDM as discussed in the chapter 

above. This suggests that the RUG members identified factors that were broadly relevant 

to patients.   
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The extent of PPIE integration into the systematic review and consultation analysis 

process also raises strengths and limitations. It is a strength that PPIE occurred at the 

early stage of question development, and continued throughout the research. I drew on 

guidance to develop a working relationship with the PPIE team and RUG members. 

Tokenistic PPIE in healthcare research is a concern (Domecq et al. 2014) and in this 

study we aimed to truly value PPIE and took practical steps to manage challenges of 

PPIE and facilitate involvement throughout (see Table 2, Appendix 2.1). However, a lack 

of understanding of how RUG members themselves felt about the extent of their 

integration into the study is a limitation. There is evidence in this research that members 

felt comfortable discussing their experiences and views: they felt comfortable sharing 

differing opinions, critiquing the behaviour of GPs and the findings of the systematic 

review and consultation analysis.  Boote et al. discuss concerns about PPIE introducing 

bias into research, and this could be seen as a potential limitation of my research (2002). 

Clear reporting of the process and impact of PPIE in my research ensures that the 

influence of PPIE on the research was transparent, rather than being a hidden bias.  

 

5.4.2 Strengths and limitations of the consultation analysis 

The strengths and limitations of the consultation analysis are linked to two key issues: 

how representative the recorded consultations are of primary care consultations and the 

consultation analysis. The ‘rigor’ or trustworthiness of the research, is considered in terms 

of the reliability (consistency), validity (internal validity or accuracy) and generalisability 

(external validity) (Silverman 2001; Morse 2015). Whether it is possible to generalise from 

the findings of qualitative research is widely debated and linked to the epistemological 

framework in which the research is conducted (Ritchie and Lewis 2003). Ritchie and 

Lewis state that generalisability can be seen as three conceptions: representational, 

whether findings can be generalised to the parent population; inferential whether the 

findings can be generalised to other contests and theoretical, drawing theoretical 
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principles from the findings (italics added for emphasis) (2003, p.264). The 

representativeness of consultations has implications for the validity and generalisability of 

the research which are discussed below. 

 

5.4.2.1 How representative are the consultations of UK primary care?  

In discussing how representative the recorded consultations are of those in UK primary 

care, I consider the source data and dataset, the participants and the perspectives of 

RUG members. It is a strength of the study that the source data includes a large number 

of consultations and with a high proportion (76%) of patients consenting to their 

consultations being recorded. The consultations were not selected: any consultation for 

which the patient consented was recorded, therefore the consultations involved a wide 

variety of disease, conditions and problems. A further strength is that consultations were 

recorded between 2011 and 2012 and therefore capture recent practice. The dataset 

analysed was also large, with over 80 consultations reviewed, 64 consultations identified 

as involving discussion of MSK pain and 48 consultations characterised as including 

discussion of analgesia for MSK pain (Figure 4.1).  

 

The diversity of participants is another strength of the research. The 15 GPs who 

participated worked from seven different practices and were of different ethnicities, ages 

and genders. A potential weakness is that all GP participants currently practice in the 

West Midlands, and there may be local training or practice effects on consultation 

behaviour. A reasonable number of different patients (48) participated in the analysed 

consultations. They included patients of both genders, with a range of ages between 45 

and 84 (Table 4.4) and with different MSK conditions, of varying duration and with 

different experiences of analgesia (Section 4.2.1). It is a weakness that only one patient in 

the dataset described themselves as being from a BME group. It was not possible to 
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explore the effects of patient race, ethnicity or culture, a potential factor affecting SDM, 

with this dataset.  

 

Two further limitations of representativeness were that the GPs volunteered to have their 

consultations recorded and GPs and patients were aware of the recording and archiving 

of data. Participants’ consulting behaviours may have changed because they were aware 

of the recording. Although this is a secondary analysis, so participants had no knowledge 

of the research aims, the GPs involved may have been aware that the Research Institute 

specialises in research on MSK conditions and this may have altered their behaviour. The 

limitation of GPs being volunteers is that likely participating GPs were more confident of 

their consulting skills. It might be expected that the model SDM practice is more prevalent 

in these consultations than in general primary care. The fact that the SDM model was rare 

in these consultations supports my conclusion that Elwyn’s model of SDM is rarely used in 

primary care consultations. 

 

The systematic review and the discussion draw on research findings from the USA, 

Europe, Canada and Australia. There is evidence that patient perspectives and 

communication across these countries is more similar that different. For example, patient 

reported barriers to SDM in healthcare contexts were similar across 15 countries (Joseph-

Williams, et al. 2014). Across European countries including the UK there is evidence that 

management of MSK pain has similarities, that there is a mismatch between doctor and 

patient perspectives of care and there are similarities in patients’ misperceptions about the 

benefits and risks of treatment that limit their ability to actively participate in decisions 

about their care (Woolf et al. 2004).  

 

Patients in the UK and across Europe also rate similar aspects of primary care as 

important including: getting enough time during the consultation; GPs telling patients all 

they want to know about their illness and helping patients to talk about their problems 
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freely (Grol et al. 1999). Worldwide, there is evidence that some conversational practices 

and structures are common across cultures such as how ‘repair’ of misunderstandings 

occurs (Dingemanse et al. 2015). Even in countries which the authors themselves 

described as patriarchal, patients wished to be understood and be given the autonomy to 

choose treatment approaches (Siu 2015). However, the usefulness of findings to primary 

care in other counties could be limited by several differences between countries. These 

differences include: variation in healthcare structure as discussed in Section 1.2; 

prevalence of MSK pain; expectations and preferences around SDM and in expectations 

of GP and patient roles. Further research is needed to understand how far findings are 

transferrable to other countries.  

 

In summary, there are limitations in applying findings to young and ethnically diverse 

patient populations, and to GPs who may be less confident in their consulting skills. The 

unselected nature of the consultations, high consent rate, and number of different GPs 

and patients involved strengthen the generalisability of findings to different geographical 

locations of primary care in the UK.  

5.4.2.2 Consultation analysis  

When discussing strengths and limitations of the consultation analysis I consider that the 

analysis was a secondary analysis, the observational nature of the data and the two 

methods used for analysis: framework analysis and detailed analysis drawing on 

principles of DA.  

 

I performed a secondary analysis of recorded consultations so I was not involved in data 

collection. This can be seen as a limitation as I did not observe consultations directly and 

recorded consultations may give less access to subtle interactions within the 

consultations. For example, in several of the recorded consultations it was not possible to 

see one of the participants’ faces clearly. However, using recorded consultations may be 
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less disruptive than directly observing consultations, as consultations are time-limited and 

prolonged interaction to reduce the observe effect is not possible (Morse 2015). Having 

recorded consultations allowed repeated viewing and very close analysis of data, which 

was important, strengthening the reliability of my analysis (Hutchby and Wooffitt 2008). 

 

As the data collection occurred several years before my study, there is a limitation of 

using  archived data, in that I was unable to ask participants for respondent validation, or 

triangulate the consultation data with other methods which may have strengthened the 

validity of my findings (Ritchie and Lewis 2003; Morse 2015). Other limitations of using 

observational data are that it was not possible to access the participants’ perceptions, 

their decision-making processes or outcomes of the consultations.  However, using 

naturally occurring data such as consultations can aid understanding of ‘real world’ 

behaviours and interactions, and be useful for when behaviour may be subconscious and 

tacit, complex and subtle as is the case with patient-GP interactions (Heath and 

Hindmarsh 2002; Henry et al. 2011; Ritchie and Lewis 2003).  

 

Using a combination of deductive framework analysis and inductive detailed analysis and 

drawing on principles of DA is a strength of the analysis. Deductive analysis allowed 

factors already identified from existing literature in the systematic review, PPIE and theory 

to influence the analysis. Inductive analysis allowed new concepts and factors to emerge, 

drawing on research as this became relevant and a greater richness in understanding of 

how factors influenced SDM. Much research around communication in the consultation 

has only investigated the doctors talk (Roter 2003). It is a strength of my analysis that it 

examines both GP and patient talk.  

 

Discussion of analysis with my supervisory team and critique by RUG members are also 

strengths of the analysis. The supervisory team reviewed critically reviewed themes and 

concepts alongside recorded consultations of findings. CCG provided a GP perspective 
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and ZP a rheumatologist perspective, along with close understanding of the data. 

Separate meetings with KD provided a research perspective. All the supervisory team 

challenged ideas and encouraged rigor in application of methods including constant 

comparison, alternative explanations and negative case finding. Review from the PPIE 

group was limited as they were only able to review transcripts, and the challenges of 

abstraction of transcription have been discussed (Section 3.2.3.) and were raised by RUG 

members. However, PPIE was a strength of this research as the critique of analysis by 

RUG members drew attention to additional issues and allowed patient experiences and 

perspectives to influence the research.  

 

A final strength of the consultation analysis was that I aimed for reflexivity throughout the 

study, see Section 1.1.1 and 5.5.6, and this is a recognised approach to improving the 

rigour in the practice and reporting of qualitative researchers (Ritchie and Lewis 2003; 

Critical Appraisal Skills Programme 2013b; Tong et al. 2007). 

 

5.5 Implications of findings  

5.5.1 Clinical practice 

The findings of my study in the context of existing literature have implications for SDM in 

clinical practice for both GPs and patients. Both GPs and patients may not be explicitly 

aware of the multiple decisions around analgesia and patients may wish to share in 

decisions flexibly.  

 

Elwyn’s model of SDM may underestimate patient’s experience and expertise. Stepwise 

SDM is occurring in practice and can be a practical way for GPs to discuss patients’ 

experiences and preferences. As yet, benefits of Elwyn’s model of SDM on patient 

outcomes have not been well established. The rarity of Elwyn’s model of SDM, the 

complexity of SDM and the potential conflict caused by overt forms of communication in 
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real-life consultations bring into question whether policy directives promoting this 

particular model of SDM are desirable. However, discussion in this thesis highlights the 

challenge of misunderstandings in implicit communication. GPs and patients may find 

decision-making easier to negotiate if communication is more overt at particular points 

within the consultations or specific contexts.  Elwyn’s model and GP SDM may be useful 

in specific contexts according to patient preferences. Situations in which Elwyn’s model 

may be more useful as suggested by the factors affecting SDM include consultations in 

which there is no established patient-GP relationship, situations when there is more time 

to discuss one health issue and when the patient is further along the diagnostic journey.  

Conversely, GP SDM may be more useful when there is a well-established patient-GP 

relationship, when there is time pressure and when the patient is early on in the diagnostic 

journey.  

 

For GPs, Elwyn’s model and consultation measures of SDM currently available do not 

take account of implicit communication or the fact that decisions may be made over 

several consultations and in the context of a patient-GP relationship with established 

patterns of communication (Elwyn et al. 2013; Elwyn et al. 2012). If SDM is to be 

promoted by policy, current models and measures may benefit from tailoring to facilitate 

integration into clinical practice. 

 

5.5.2 Education 

Education for GPs and GP trainees could explicitly highlight the complexity of decisions 

around analgesia in practice: the different styles of SDM, forms of communication, 

multiple decisions that may be shared, factors which may affect SDM and that decisions 

occur across the whole consultation in three phases. Teaching around decisions should 

discuss that a decision is not the end-point of a consultation, but that responses to the 

decision are expected both within the consultation and potentially in the next consultation. 
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In addition, if GPs and trainees introduce the word option or mention more than one 

analgesic, so introducing the concept of choice into decisions around analgesia this may 

be a simple way to shift SDM towards Elwyn’s model.  

 

Teaching and training should emphasise that patients feeling listened to and understood 

this is of key importance in encouraging them to participate in SDM. The GP behaviours 

listening and understanding behaviours described by the RUG members may be 

complementary to existing literature and tools for teaching (Appendix 3.11 and Table 5.1).  

 

For patient education, the research suggests that interventions with patients promoting 

SDM behaviours may need to be sensitive to both implicit and explicit communication and 

be based on a more complex concept of health literacy. Patients’ health literacy may 

include finding a GP they ‘match with’, and being able to share decisions in different styles 

depending on the context, the condition and where the patient is in their ‘diagnostic 

journey’.  

 

5.5.3 Research  

This research has implications for future studies arising from the methods, findings and as 

recommendations for future research from gaps identified in the literature.  

 

5.5.3.1 Implications of research methods 

Using framework analysis provided a useful way of integrating findings of a systematic 

review into the analysis, and may prove a useful method in further research utilising 

review findings.   

 

Close examination of talk and non-verbal communication drawing on principles of DA in 

digital video-recordings of consultations was feasible and yielded valuable insights about 
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how patients and GP talk about analgesia in a real-world clinical context. Future research 

around discussion of pain, SDM and patient-GP communication risks missing subtle and 

important information without close analysis of talk and non-verbal information.  

 

Discussions involving an MSK condition were more frequent in the consultation data than 

in research using databases of GP records. The consultations also involved discussions 

and decisions about OTC analgesia which are not captured in research using databases 

of GP records. This highlights limitations when using databases for research in MSK 

conditions and analgesia, as the incidence and prevalence MSK conditions, frequency of 

consultations about MSK conditions and pain, and use of analgesics may be 

underestimated.  

 

Finally, PPIE had a significant impact throughout the research, in the systematic review 

and in the consultation analysis. This research provides a model for and evidence of PPIE 

representing patient experiences, perspectives and priorities in future reviews, 

consultation analysis and research around SDM.  

 

5.5.3.2 Further research questions 

My research identified gaps in the literature and further questions. In addition, my findings 

may be useful as a starting point for understanding SDM in primary care around different 

conditions. 

 

My research identified gaps in published literature towards which future research could be 

targeted: 

• The systematic review identified gaps in the published literature around factors 

affecting SDM which the RUG members felt were important to patients, such as 

emotional factors.  
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• In 16 of 64 consultations in which MSK pain was discussed but analgesia was not 

(Figure 4.1). Questions exist why the first step of stepwise SDM, deciding whether 

the patient wants or needs analgesia was not raised in these consultations. 

• In the consultations, each GP commonly prescribed a specific analgesia. If in 

stepwise SDM GPs are discussing their perception of the best analgesia for the 

patient, how GPs arrive at this decision and the rationale they share with the 

patient has implications for understanding SDM. 

• Whether GPs do not formally propose choice or options because they feel that the 

patient is already aware of choices. And whether this may explain why Elwyn’s 

model may not be taken up in primary care consultations. 

• Patients declining analgesia was an area in which there was sparse literature, 

which would benefit from further investigation.   

• The effects in practice of GPs introducing the concept of choice in discussions by 

using the word option or mentioning more than one could be investigated.  

Next steps in understanding the implications of key findings of the consultation analysis 

could include understanding how different styles of SDM and implicit and explicit 

communication occur in different conditions and contexts, and how styles affect outcomes 

such as satisfaction, concordance and patients achieving an adequate level of analgesia. 

  

5.5.4 Policy  

Healthcare organisation influences SDM around analgesia for MSK pain through factors 

which affect SDM, such as the time available for discussion. If more overt SDM is a policy 

priority, then this requires increasing the time available for sharing decisions in primary 

care consultations. 

 

PPIE had a significant impact throughout the research, but required additional resources 

including funding, researcher and RUG member time and institutional support including a 
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PPIE support team. Research bodies and institutions need to fund and support PPIE to 

ensure good practice and that PPIE impacts on research.  

 

Negotiation of SDM around analgesia for MSK pain in primary care consultations is a 

complex and implicit process, with different styles of SDM occurring along a spectrum. If 

policy directives are to promote SDM, current models and measures need to be tailored to 

facilitate integration of SDM into clinical practice. 

 

5.5.5 Reflections as a GP 

It was a novel and fascinating experience to be able to observe so many consultations 

between experienced GPs, as I generally observe student consultations, often with 

simulated patients. Things that surprised me when observing the consultations were: 

• Emotions were not discussed in the videos. There were several videos that when 

watching them I felt sad for the patient, or was aware of their anger, but these 

emotions were not discussed openly. In only one recording did a patient begin to 

become upset to the point of crying. This again contrasts with my experience of 

consulting, knowing that chronic pain for example is often associated with strong 

emotions and that people may find relief from expressing these emotions. 

• Patients’ descriptions of pain in preparation for decisions around analgesia were 

variable, sometimes vivid, sometimes avoiding the word pain completely. I found 

this variation interesting and wondered how patient’s descriptions influence GPs’ 

perceptions of severity of pain and the need for analgesia.  

 

I have learnt phrases, concepts and communication techniques from observing the 

consultations and reading the literature. From GP SDM consultations, I have been able to 

apply features of the style when patients are struggling to be involved in the decision-

making and when I am time-pressured. This has given me more flexibility in my consulting 

style. I have also, where possible, increased the duration of my consultations from 10 to 
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15 minute appointments to allow a little more discussion of plans with patients. However, I 

think the key change I have made is I now aim for consultations to have the feel of a two-

way conversation as closely as possible. I do feel that I understand more how about 

decisions around analgesia for MSK pain are made and shared. 

 

From a research perspective, I found closely transcribing what was said in the 

consultations was really challenging. It is easy to listen only to the ‘general thrust’ of what 

is said. By going over and over consultations I realised that in the detail of what is said, 

not only the tone and pace of how it is spoken, but in the detail of the language, it is 

possible to gain more information about what the patient is trying to communicate.   

 

I did recognise the tension of being a GP throughout the research. There is an advantage 

in not having to become familiar with the setting through participant and non-participant 

observation (Heath and Hindmarsh 2002). I was able to have insight into and infer the 

rationale behind a GP’s questions. One example referenced in the discussion was in 

Extract 1, when the GP asks what the long-term plan is for a patient’s hip pain before 

increasing his morphine dose. I understood from this that the GP had concerns about 

tolerance and addition from the morphine, but that these concerns reduced when the GP 

knew that the morphine was a short-term treatment to give relief until the patient would 

have a hip replacement. The challenge was balance this a priori knowledge with being 

observant, to look with fresh eyes and to have an ‘open mind’ (Ritchie and Lewis p.49). 

One helpful strategy for managing this tension was keeping records of my conversations 

with colleagues, my supervisors and RUG members. I also recorded my emotional 

responses to the recorded consultations and explored these responses further in 

conversations. These strategies helped me to be self-aware or reflexive as a GP 

researcher and I will use them in the future.  
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5.5.6 Reflection on PPIE 

 

In this thesis, I adopted a constructionist stance, which takes the perspective that meaning 

is co-constructed: ‘that meanings are created, learned, used, and revised in social 

interaction” (Bulmer 1969 p.2-6). I acknowledge that there is a tension between 

constructionism and the collaboration with the RUG throughout the study. Working with 

the RUG members meant that they drew attention to particular interpretations of the data. 

For example one group member noted that a patient request for analgesia in a transcribed 

extract was made at the end of the consultation, and thought that this was because the 

patient needed to be able to trust the GP to make the request. This observation and 

interpretation informed the analysis, as when reviewing the other consultations involving 

requests for new analgesia, the timing of request was also considered. Therefore 

interaction with the RUG members influenced my own interpretation of the data.  

 

However, although my analysis was influenced by the RUG members, I did not always 

agree with their perspective. For example, several group members felt that in a 

transcribed extract presented from a consultation in which a patient overtly declined 

analgesia, the patient was being aggressive. I described to them that in the recorded 

consultation I felt that the tone of the patient was not aggressive, and the response of the 

GP did not fit with a reaction to aggressive talk. Therefore the analysis was mine, although 

took account of perspectives of RUG members. I aimed to make their influence explicit 

through detailed notes of discussions with the RUG members (see Appendix 5.3 for 

example of notes and impact of PPIE in the systematic review is described further in 

Appendix 2.1). The balance between the researcher’s ‘control’ and the influence of patient 

involvement is a recognised tension of patient involvement in research (Boote et al. 2002). 

However the benefits of patient involvement are such that some flexibility in how patient 

perspectives are integrated into research is required, as I have aimed to demonstrate in 

this research.   



  
Chapter 5: Discussion and Reflections   204 

 

 

5.6 Summary 

This final chapter has drawn together key findings of the two phases of my thesis: a 

systematic review of factors affecting SDM in prescribing analgesia from MSK pain in 

primary care consultations and the secondary analysis of recorded primary care 

consultations. The research aimed to explore the process of shared decision-making 

around analgesia for MSK pain in primary care consultations. Negotiation of SDM around 

analgesia for MSK pain in primary care consultations is a complex process. Elwyn’s model 

of SDM was rarely seen in practice and SDM occurred across a spectrum of styles: 

Elywn’s model, stepwise and GP SDM. SDM occurs across the whole consultation in 

three phases: preparation for the decision, the decision point and responses to the 

decision.  SDM was nuanced, taking place through both implicit and overt forms of 

communication and affected by interlinked factors such as the patient –GP relationship, 

time spent discussing the MSK condition, the patient’s health literacy and where the 

patient was in the diagnostic journey.  Recognition and explanation of this complexity is 

useful in GP education.  If policy directives are to promote SDM, current models and 

measures need to be tailored to this complexity to facilitate integration of SDM into clinical 

practice.
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Appendix 2.1 Peer-reviewed manuscript  

Process and impact of patient involvement in a systematic review of shared 

decision-making in primary care consultations (Hyde et al. 2016). 

Available under Creative Commons Attribution license for information about reuse or distribution of 

this article please refer too https://creativecommons.org/licenses/by/3.0/  

Abstract  

Background 

Patient and public involvement and engagement (PPIE) in systematic reviews remains 

uncommon, despite the policy imperative for patient involvement in research. The aim of 

this study is to investigate the process and impact of collaborating with members of a 

patient Research User Group (RUG) on a systematic review about shared decision-

making around prescribing analgesia in primary care consultations.   

Methods 

Five members of an established patient RUG collaborated with researchers undertaking a 

systematic review with narrative synthesis, through workshops held at three time-points. 

These addressed: designing the protocol, interpreting the results and planning 

dissemination. Support from a RUG Coordinator and User Support Worker facilitated 

collaboration throughout the review process. Researchers reflected on how PPIE modified 

the review at each time-point. 

Results  

RUG members identified factors important in shared decision-making around analgesic 

prescribing additional to those initially proposed by the research team. Search terms and 

specific outcomes of interest were amended to reflect these additional factors. 30 of the 

39 patient identified factors were absent in the published literature. The categories of 

factors identified were used as a framework for the narrative synthesis and for reporting 

results. RUG members prioritised options of disseminating the results.  

Conclusion 
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PPIE collaboration throughout the systematic review impacted on the scope of the review, 

highlighting gaps in the literature that were important to patients. Impact on interpretation 

and dissemination of findings ensured the review directly reflected patient priorities. 

Challenges and strategies to facilitate PPIE involvement in systematic reviews, and 

suggestions for future researchers are highlighted. 

 

Background  

The importance of patient and public involvement and engagement (PPIE) in health-care 

research is recognized internationally.[1-5] Patient and public involvement has been 

defined as ‘doing research ‘with’ or ‘by’ the public, rather than ‘to’, ‘about’ or ‘for’ the 

public’,[6] and patient engagement as ‘where information and knowledge about research 

is provided and disseminated’.[7] In addition to ethical and political arguments for the 

public having a voice in health-care research, there is evidence that PPIE can impact on 

research questions, methods, dissemination of findings and engagement with local 

communities.[4, 8-11] Suggested positive effects of PPIE include prioritizing research 

topics, clarifying language in invitation letters, providing a wider perspective in data 

analysis and designing outcomes more relevant to patients.[8, 11, 12] In the UK, PPIE is 

now integral to government-funded health research, and a national advisory group, 

INVOLVE,[7] provides guidance and examples of best practice for involving patients in 

health-care research and for reporting patient involvement.[11] Methods of implementing 

PPIE range from consultation, when researches seek the views of the public on key 

aspects of the research, to collaboration, an on-going partnership throughout the research 

process, to publicly led research, in which lay people design and undertake the 

research.[9] Current policy encourages PPIE using these different methods and within all 

research study designs.[7, 13, 14] 
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Systematic reviews ‘aim to identify, evaluate and summarize the findings of all relevant 

individual studies, thereby making the available evidence more accessible to decision 

makers' (Ref. 15, p5). Systematic reviews are the highest level of secondary research 

(which re-examines the previously collected data[15]) investigating the effectiveness of 

health-care interventions.[16] As systematic reviews inform healthcare policy and 

guidance, PPIE in reviews is likely to have an important influence on healthcare delivery. 

Despite this, examples of patient involvement in systematic reviews remain rare and of 

varying detail and quality.[17] Boote et al. describe a developing consensus of good 

practice for PPIE in health research [17-19] and best practice, and reporting guidelines 

have been developed.[20-22] Our study aimed to integrate PPIE into a systematic review. 

 

The review into which PPIE is integrated explores the factors affecting shared decision 

making around prescribing analgesia for musculoskeletal pain. Shared decision making 

(SDM) is the process whereby a health-care professional and patient share information, 

and the patient is supported to consider management options.[23] Musculoskeletal (MSK) 

pain includes both pain due to chronic conditions that have a specific diagnostic label 

such as osteoarthritis, and pain due to symptom labels such as ‘low back pain’ that may 

be chronic, episodic or acute in nature. MSK conditions remain one of the leading causes 

of disability worldwide,[24] and half of those with an MSK condition feel that pain is the 

worst aspect of their condition.[25] Many people with MSK pain take less than the 

therapeutic or prescribed dose of their analgesic,[26, 27] and some have inadequate 

analgesia.[28] Shared decision making within consultations may enable patients to be 

more active in prescribing decisions around their analgesic medications.[29] This research 

aims to explore a collaborative approach to PPIE, in the context of a systematic review, by 

recognizing the particular expertise that patients have.[30] 

 

Objective 
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To describe the process and impact of involving patients in a systematic review and 

narrative synthesis of shared decision making around prescribing analgesia for 

musculoskeletal pain in primary care consultations. 

 

Method 

To clarify the context of PPIE, the systematic review is briefly described. Methods of the 

systematic review are found in Box 1 and summary results in the results section in Box 2. 

The process of involving RUG members in the systematic review and how the changes 

made to the review were recorded are described below. 

 

Systematic review method 

The systematic review addressed the question ‘What factors affect shared decision 

making around prescribing analgesia for musculoskeletal pain in primary care 

consultations?’ Further details of the methods of the review are below in Box 1, and the 

full protocol is available from the lead author. 

Involving patients in the review process 

Five members of an established patient research user group (RUG) collaborated with the 

researchers in the review process. RUG members of both genders, with a range of ages 

and musculoskeletal conditions, were recruited. Further information on the RUG and 

structure of support at the Research Institute has been reported in a case study.[38] 

A RUG coordinator (RC) and a user support worker (USW) supported RUG members and 

liaised with the research team. The RUG support team were involved prior to preparation 

of the study protocol, giving advice on the suitability of the study for the RUG, agreeing 

aims and design, and providing written training material. The support team suggested 

having one of the support team and one researcher coordinate activities, as informed by 

their experience of different ways of working with researchers. The USW (Author AH) 
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therefore acted as a point of contact for RUG members and facilitated meetings 

throughout the systematic review. 

To inform the systematic review, the researchers and RUG support team planned 

workshops at three key points in the review process: when designing the protocol, 

interpreting the results and planning the dissemination. The workshops were planned by 

the researchers and reviewed by the RUG support team. Each three-hour workshop 

included breaks and used a mixed format of presentation with discussion and small group 

techniques[39] to ensure all RUG members could make a contribution. All authors agreed 

that having all three researchers in meetings with five RUG members would likely have 

been restrictive. Therefore, one researcher (Author CH) worked with the RUG members 

and support team throughout the systematic review process. 

The first workshop explored RUG members' understanding of systematic reviews. RUG 

members were asked to discuss the research question and draw on their own 

experiences, share stories and describe key factors they thought were important to 

patients in sharing the decision of prescribing analgesia for musculoskeletal pain in 

primary care. At the second workshop, CH presented the preliminary results of the search 

and synthesis. RUG members were invited to critically discuss and plan how to share the 

results. At the final workshop, RUG members were asked to discuss and agree the final 

results of the systematic review and plans for further research and dissemination. After 

each workshop, notes were written up, checked by the USW and distributed to the RUG 

members with a comment sheet for them to return. RUG members were updated on the 

impact of their contribution via a newsletter and through discussion at each subsequent 

workshop. For all workshops, the RUG members were offered reimbursement for their 

time and travel as recommended as good practice for sustainable patient and public 

involvement in research.[40, 41] 

Recording the impact of patient involvement 
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To record the impact of PPIE, the researchers documented how the review changed at 

each stage using a before and after technique. Prior to the workshops, researchers 

discussed and documented their viewpoints and preliminary decisions. In the workshops, 

RUG members' perspectives were discussed, and similarities and differences between 

these and researcher perspectives were debated. Following each workshop, CH liaised 

with the research team (Authors CCG and KD) to discuss the results and implications of 

the discussions and how these could affect the review. RUG members were updated 

about changes to the review and given opportunities to respond. 

Results 

Involving patients in the systematic review was feasible, and we successfully conducted 

three workshops with the RUG members. The aim, process and impact of the RUG 

members' involvement are summarized in Table 1. Impacts resulting from each workshop 

are described with specific details in the text below. Results of the systematic review itself 

are described in Box 2. Challenges and strategies for facilitating PPIE in systematic 

reviews are summarized in Table 2. 

Workshop 1: Refining the scope of the review 

The RUG members influenced the scope of the review by identifying factors that may 

affect SDM around prescribing analgesia for MSK pain, additional to those identified by 

the researchers. The researchers had highlighted factors potentially affecting SDM 

through preliminary literature searching and their clinical experience (CH and CCG). The 

researchers categorized these into ‘GP’ factors, ‘Consultation’ factors and ‘Patient’ 

factors. An example of a factor from the ‘GP’ category is that a GP's past experience of 

using a specific analgesic can influence SDM around prescribing that analgesic. 

RUG members identified factors important to patients in sharing decisions about 

prescribing analgesia. They developed categories which were similar to the researchers, 

with additional categories of ‘Medication’ and ‘Emotion’. Rather than a category of ‘GP’ 
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factors, patients discussed factors both of their ‘Impression of the GP’, such as the GP's 

ability to listen and explain, and their ‘Impression of external influences that affect the GP’, 

such as guidelines. The full list of 39 factors in seven categories identified by RUG 

members is available as supplementary information. The additional factors identified by 

the RUG members resulted in two changes to the review search strategy. The first change 

was that search terms for SDM were amended to reflect additional factors such as 

‘Emotion’. The second change was that the researchers specifically looked for additional 

factors identified by RUG members in the full-text studies included in the review. 

Workshop 2: Interpreting the review findings 

RUG members critiqued the provisional results of the review and identified limitations of 

the review literature. An example of RUG members' interpretation of the results is that 

RUG members were surprised at the poor representation of factors that they had 

identified. RUG members and researchers both identified a lack of SDM research in 

patient populations as a limitation in the existing literature. RUG members identified an 

additional limitation in the review literature that patients involved in studies may have felt 

uncomfortable raising concerns about their medical care, particularly if the researcher also 

had a clinical role. 

The categories of factors identified by RUG members were used as a framework for the 

narrative synthesis and for reporting results. The patient perspective was integrated into 

the implications of the review by translating concerns RUG member raised into 

suggestions for further practice. For example, RUG members' surprise at the lack of 

studies of SDM with patient populations emphasized gaps in the literature for further 

study. 

Workshop 3: dissemination of findings and reflections on engagement 

Initial discussion of dissemination strategies focused on reaching patient audiences to 

empower patients when consulting a GP, to suggest medications that the patient had 
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heard about or thought might be useful. RUG members discussed the finding that a 

patient suggesting medication to a GP increased the chance of that medication being 

prescribed, which may empower some patients. However, the RUG members raised 

concerns that patients suggesting medication to a GP may lead to conflict within the 

consultation. Therefore rather than aiming to disseminate findings with patients, we 

prioritized dissemination and engagement with GP audiences. 

RUG members and the support team planned their own roles in engagement including 

reviewing abstracts, presentations and publications, attending and giving presentations 

and contributing the patient's perspective to discussions at conferences. Gaps in the 

literature identified in the review and factors identified by the RUG members informed a 

subsequent phase of research: a secondary analysis of digitally recorded GP 

consultations exploring how decisions are shared in practice. PPIE continued into this 

phase of the research. 

Challenges of, and strategies facilitating, PPIE in systematic reviews 

A number of challenges of involving PPIE in systematic reviews such as time pressures 

and managing power dynamics have been identified in a review of case examples.[17] 

Strategies used by the researchers to manage these commonly identified challenges and 

suggestions from their experience of integrating current recommendations for good 

practice around PPIE in a systematic review are described in Table 2. Key strategies for 

addressing challenges included continuity with a PPIE lead in the PPIE support team and 

researcher team, and applying for specific funding to support PPIE time and resource 

requirements. 

Discussion 

This paper reports PPIE collaboration at three time-points in a systematic review and 

reflects on the impact on the review. Altering the search strategy to reflect additional 

factors identified by PPIE members highlighted gaps in the published literature around 
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issues important to patients which would have otherwise gone unreported. PPIE 

throughout the review ensured that the patient's perspective was integrated into the 

protocol design, interpretation of the results and planning and prioritizing dissemination. 

This study applied previous research on good practices for PPIE in health-care 

research[18-20, 22] and in systematic reviews.[17, 21] We used case examples described 

by Boote et al.[17] to anticipate and report common challenges in PPIE. We found that 

the work by Boote et al.[17] provided a comprehensive framework for the challenges we 

faced. Placing the patients' perspective alongside the scientific paradigm can increase 

‘credibility’ with a multilayered understanding in research.[43] Concerns that PPIE could 

be a source of research bias have been described.[9] This study demonstrates how the 

patients' perspectives both agreed with and differed from the researchers' perspectives. 

Two approaches towards PPIE in this study address concerns of bias. Firstly, clear 

description of the review before and after each time-point at which PPIE occurred so that 

the influence of PPIE was recorded and reported clearly. A second approach is linking 

aims of PPIE with the process and impact of PPIE so that the intention, application and 

influence of PPIE in the research is apparent. These transparent approaches to PPIE may 

prove useful for further enquiry into the impact of PPIE on research. 

PPIE has been performed in several other systematic reviews in a health-care context, but 

details of impact of PPIE on systematic reviews are described in separate reports [8, 44, 

45] rather than in the reviews themselves.[46-48] It has been suggested that the structure 

of reviews change so that the process and impact of PPIE are routinely reported.[8] This 

paper provides an example for reporting PPIE within a systematic review, and the 

PIRICOM report is a further illustration.[8] 

Previous research has reported PPIE in dissemination through patient-focused 

publications and the popular media in addition to traditional conferences.[44, 48] Our 

study is to our knowledge the first to report the PPIE in prioritizing dissemination and 
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engagement activities in a systematic review within health care. Involving patients in 

prioritizing the dissemination and engagement plan resulted in early identification of 

challenges in implementing findings from the review with patient audiences. 

Strengths and limitations 

Strengths and limitations of the study are focused around two issues, the 

‘representativeness’ of PPIE and the extent of PPIE integration within the review. How 

well those involved in PPIE ‘represent’ the wider community is a recognized tension.[9, 

49] Lay experience is ‘located within personal history and narrative logic’ and contains a 

‘diversity of world views’[43 p513]. In order to capture this diversity, both who is involved 

and how they are involved influences the representativeness. Strengths of the PPIE 

representativeness in this study are that RUG members with different research and 

condition experiences were involved, supported by a team and working with one 

researcher. These RUG members could therefore potentially voice a wider range of 

experiences than individuals who are very well integrated into the research community. 

Secondly, the researchers used strategies throughout to facilitate sharing the experiences 

and narratives from all RUG members. Limitations in representativeness are that the RUG 

members had similar white British ethnicity and were all over the age of 45 years. 

Different groups such as carers or stakeholder organizations[10] were not involved and 

including individuals from different populations and roles may have yielded differing 

factors and priorities. However, the factors RUG members identified were similar in 

number and scope to those identified in a systematic review of patient reported barriers 

and facilitators to SDM in health-care consultations.[50] This suggests that the RUG 

members identified factors that were broadly relevant to patients. 

The extent of PPIE integration into the review process also raises strengths and 

limitations of the study. It is a strength of the study that PPIE occurred at the early stage of 

question development, and continued throughout the review process. Having one of the 
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PPIE support team and one researcher acting as points of contact is a strength as it 

facilitated clear communication and clarity of roles. Tokenistic PPIE in health-care 

research is a concern,[12] and in this study, we aimed to truly value PPIE and took 

practical steps to manage challenges of PPIE and facilitate involvement throughout (see 

Table 2). However, lack of understanding of how PPIE members themselves felt about the 

extent of their integration into the study is a limitation. Although members did not drop out 

between workshops, which has been discussed as proxy for PPIE satisfaction,[51] there 

was no evaluation of the experience of the PPIE members themselves and this highlights 

a gap in methods and tools for understanding PPIE member experiences. 

Recommendations 

Future research exploring PPIE should use best practice guidelines and our 

recommendations when planning, implementing, evaluating and reporting PPIE in 

systematic reviews. This approach will enable researchers to build on what is already 

known in this area, anticipate and manage expected challenges, and document the impact 

of PPIE clearly. It will also facilitate comparison and synthesis of PPIE across reviews. 

The impact of PPIE reported in this study is on the systematic review itself. Further work 

remains to be done on evaluating the impact of involvement in reviews on PPIE members 

themselves. 

Conclusions 

PPIE collaboration refined the scope of this systematic review and influenced 

interpretation and dissemination of the findings. Gaps in published literature important to 

patients were highlighted and the systematic review and its dissemination more clearly 

reflected patient priorities. PPIE in this systematic review built on existing good practice 

guidance and examples in design, implementation and reporting. Future researchers may 

draw on strategies discussed to integrate good practice into their work, including 

transparent description of PPIE impact and describing how common PPIE challenges are 
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managed. As researchers respond to policy imperatives to integrate PPIE into their 

research, PPIE in systematic reviews should utilize best practice as described so that 

patient perspectives and priorities are clearly represented. 
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 Box 1. Details of methods of the systematic review of factors affecting shared 

decision-making around prescribing analgesia for musculoskeletal pain in primary 

care consultations 

The search covered four broad topic areas, adapted from existing filters where 

possible for: primary care (Jones et al. 2006), musculoskeletal (J. L. Jordan et al. 

2010),  shared decision-making (Légaré et al. 2010) and prescribing or analgesia.   

Ten electronic databases were searched with follow-up searches. 

 Key inclusion criteria were: (i) primary care physicians and non-pregnant adults 

(over 18 years old) with MSK pain; (ii) primary research studies focusing on 

consultations; (iii) sharing the decision of prescribing analgesia.  

Outcomes of interest were factors that did or did not affect shared decision-making 

around prescribing analgesia for MSK pain.  

Quality of studies was assessed using existing criteria for quantitative and qualitative 

studies (Critical Appraisal Skills Programme 2013b; Critical Appraisal Skills 

Programme 2013a). Studies were not excluded on the basis of quality, but 

methodological limitations informed the narrative synthesis. Results from full 

manuscripts were integrated into a narrative synthesis (Dixon-Woods et al. 2005; 

Popay et al. 2006). 
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Box 2. Results of the systematic review of factors affecting shared decision-making 

around prescribing analgesia for musculoskeletal pain in primary care 

consultations 

8 studies met the inclusion criteria (see Box 1 for details of inclusion criteria). Key 

messages of the review were that (i) Patients’ requests increase the likelihood of that 

analgesia being prescribed, and (ii) GPs attitude to the prescribing of opioid 

analgesics is controlling, due to legal and ethical concerns around prescribing 

opioids such as potential addiction. 

Several other factors were investigated but the quality of the studies and strength of 

evidence was such that it was not possible to conclude whether those factors had an 

effect or not on SDM. For example, the patient relationship with the GP may 

influence SDM.  

30 of the 39 factors identified by RUG members were absent in published studies 

included in the review (see Appendix 2.2). Included studies did not investigate factors 

identified by RUG members in two categories of factors: “Emotion “and “Condition”. 

Four of 8 factors within category: ”Impressions of the GP” were found in the included 

studies: this was the most well investigated category.  
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Table 1 Process and impact of the patient involvement in the systematic review of 

factors affecting shared decision-making  

Aim of patient 
involvement 

Process of patient  
involvement 

Impact of patient involvement  

Preparation for review Exploring relevance and 
importance of question with RUG 
Coordinator and feasibility of 
involving members in research 

Potential importance of review 
question to patients established 

  Meeting with RUG coordinator 
and user support worker to 
establish exact aims and design 
of member involvement 

Clear aims for and design of RUG 
involvement established, this 
facilitated application for funding to 
support review and patient 
involvement 

Refining the scope of 
the review  
  

Workshop 1  
 
 
Importance of review question to 
patients established 

Discussing relevance of the 
research question to patients  

  Identifying factors important to 
patients in sharing decisions 
about prescribing analgesia  

Additional factors of importance 
identified and review protocol and 
data extraction forms amended to 
reflect these 

Interpreting the review 
preliminary findings 
  

Workshop 2 Reassurance that RUG members 
raised ideas around relevance of 
literature that were similar to the 
researchers’  

Critiquing the results of review 

  Feedback on how well patients’ 
views and priorities had been 
integrated 

Reassurance patient priorities had 
been reflected in review process  
Categories identified by RUG 
members were used as a framework 
for the narrative synthesis 

Interpreting the review 
findings 

Workshop 3 
Agreeing of final results  
of review 

 Reassurance patient priorities had 
been reflected in review process. 
RUG members highlighted additional 
factors were poorly represented in 
literature  

  

Disseminating findings 
and engagement 
 

Workshop 2and3 
Planning how to share results 
 

Results were targeted to practitioners, 
as RUG members felt this was most 
important  

 Agreeing dissemination of the 
results and discussing impact of 
group’s involvement 

RUG members and support team 
participated in dissemination of the 
review findings 

  Discussing how factors important 
to patients may be observed in 
consultations 

Next stage of the research informed 
by patient perspective and priorities 
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Table 2 Challenges of involving PPIE in systematic reviews, strategies for 

facilitating involvement and suggestions for researchers. 

Challenges as 
identified by Boote 
et al [17] 

Strategies the researchers 
used to manage challenges 

Researchers’ suggestions 
for managing challenges 

Time pressures 
(developing PPIE 
network, building 
trust, allowing 
timescale for 
involvement at more 
than one time-point) 

Used established PPIE 
network  

Use an established PPIE 
network if this is possible. It 
may be easier to recruit people 
with a different condition using 
an existing support network 

  Contact was made with PPIE 
Coordinator 18 months prior 
to review start date 

Start PPIE as early as possible 
- i.e. at question formation 
stage 

  PPIE took place over 10 
months 

Recognise that PPIE may 
extend the research timeline 

Resource (funding 
and time) 

Funding application for PPIE  Apply for funding for PPIE and 
engagement activities e.g. 
members attending 
conferences 

  Advice from PPIE in funding 
application 

Seek advice for funding 
application (INVOLVE, RDS) 

  Reimbursement available at 
INVOLVE rates for those who 
wished it 

Offer reimbursement for time 
and travel at recommended 
rates   

  Allowed time for PPIE (100 
hours) and admin support (25 
hours) 

Resource time for PPIE and 
admin support  

  Researcher time allowed for 
(50 hours) 

Allow for researcher time for 
developing materials, writing up 
notes, discussing impact of 
PPIE  

Continuity  Having a lead PPIE and 
researcher  

Have both a lead researcher 
and if possible PPIE 
coordinator 

  Recognise members are 
more likely to have health 
issues, and may wish to limit 
involvement or be involved at 
different stages 

Be flexible in how and when 
members are involved in on-
going projects. Make 
expectations and flexibility 
clear at the beginning  

  Rearranged a meeting that 
fewer than 4 members could 
attend 

Decide on a minimum number 
of members needed, recruit 
more than this and allow time 
for possible rearrangement of 
meetings 

  Encouraged members to 
continue involvement, agreed 
realistic outcomes initially 
and gave written and verbal 
updates of progress 

Encourage continued 
participation, agree realistic 
outcomes initially and give 
updates on progress 

Concerns about Selecting a diverse range of Consider using members who 
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group dynamics 
(power balance 
between members 
and researchers or 
within the group) 
  

members who already had 
worked together 

have already successfully 
worked together 

Having a lead PPIE and 
researcher working with each 
other throughout the project 
and co-located 

Recognise power relationships 
can be an issue to manage.  
Clearly recognise and 
appreciate PPIE members 
expertise  

  Used small group techniques 
to create a relaxed 
atmosphere and encourage 
individual contributions 

Consider researcher training in 
small group techniques and 
debrief with any facilitators 
after meetings  

  Allowed time before, during 
and after meetings for 
members and researchers to 
discuss on a social level and 
raise any concerns 

Allow time before, during and 
after meetings for members 
and researchers to discuss on 
a social level and raise any 
concerns 

  Encouraged members to 
return written, anonymous 
comments sheets to raise 
additional information, and 
any concerns  

Give members different ways 
of expressing their opinion and 
any concerns (written, on-line, 
within-group, individually) 

Research Ethics 
Committee 
involvement 

Sought national and expert 
guidance that PPIE does not 
require ethics approval 

Cite national (National 
Research Ethics Service 
(NRES) and INVOLVE 2009) 
and expert guidance that PPIE 
does not require ethics 
approval 

‘Representativeness’ 
of members involved 

Coordinator and User 
Support Worker  with 
expertise including 
engagement, supported RUG 
members 

Consider a model of PPIE with 
specific support, or recruiting 
members in different ways so 
members feel comfortable in 
their role 

  Establishing that having 
members with prior research 
would be useful as the review 
was more complex 

Consider the research and 
condition experience needed 
for different aspects of the 
project, dissemination and 
engagement 

  Training and glossary 
developed locally, and 
discussion with members 
about their learning needs in 
workshops 

Discuss member's training 
needs, recognising individuals 
will have different experiences. 
Consider sharing existing 
training resources  
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Appendix 2.2 Table of factors affecting SDM around prescribing analgesia for 
MSK pain in primary care consultations identified by RUG members 

Patient Condition Emotion Consultation Analgesia Impressions 
of the GP 

Patients 
perception 
of external 
influences 
that affect 
the GP 

Mental state- 
e.g. 
depression 

Diagnosis Desperation 
of pain 

Time  Type of 
analgesia 
e.g. opioid 

Taking time to 
listen and 
understand 

GP needing 
to follow 
guidelines  

Other medical 
problems 
 

Severity of 
pain 

Distress 
caused by 
pain 

Emotional 
state at 
beginning of 
consultation 

How it is 
used - e.g. 
patch, gel 

Taking time to 
explain 

How GPs 
prioritise 
problems  

Feeling like 
can't prioritise 
pain 

Where the 
pain is 

Fear of pain 
coming back 
and 
potential 
different 
causes 

Other issues 
or problems 
to be 
discussed 

Side effects 
potential 
and caused 

Taking the 
problem 
seriously 

GP feeling 
they don't 
have enough 
time 
 

Different 
wants and 
needs for 
information 
 
Employment 

One or 
more sites 
affected  

Frustration 
in not being 
able to 
manage 
pain or 
know 
diagnosis 
 

 Other 
prescribed 
medication 

How GP 
manages 
emotions, how 
the start the 
consultation 

Lack of ability 
to do 
anything e.g. 
only give 
analgesia  

Fear of 
analgesia - 
side effects, 
addiction, 
masking the 
problem 
 
Reason for 
coming to GP 
 

Where 
condition is 
in 
'diagnostic 
timeline' 
e.g. how 
long have 
had it, is 
there a 
diagnosis  

Patient 
expressed 
emotion: 
anger, 
dejection, 
confidence 

 Safe 
potential 
analgesia 
 
Cost 
 

Continuity: 
relationship 
with GP   
 
Attitude 
towards 
patients/shari
ng decisions 
with patients 
 
Gender and 
age (for some 
members) 

GPs’ 
experience 
with 
different 
analgesia 
 
Prescribing 
habit 
 
 
Societal 
effect 

Past 
experience of 
pain and 
analgesia 
 
Assertivenes
s - in asking 
for analgesia 

   Medico-
legal 
issues 

Whether GP 
knows history 
 
Confidence 
and ability to 
communicate 
risk  

 
 

Preference 
for SDM 

    
 

Co 

  
 

Legend Italics: additional factors from the studies included in the review 
Underlined: factors identified both by PPIE and studies included in the review 
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Appendix 2.3 Comments sheet for notes for the second PPIE Workshop 

For each of the key ideas discussed there anything that:- 

− isn’t clear 
− isn’t the way you remember it 
− is missing which you think is important  
− anything you thought at the meeting/afterwards that you think is important 

1. Majority of studies are from USA, others from UK and Australia              p 1 of notes 

People in the USA are consumers of healthcare whereas patients in the UK are not 

Comments: 

2. Few studies from the patient perspective: ‘do patients talk honestly about their GP?’ 

Comments: 

 

3. Studies reporting patient requests as ‘demands’ or ‘challenging behaviour’  p 3 of 

notes 

Comments 

4. Catherine’s perception that the research suggests 2 separate decision-making 

processes    ‘You can ask the GP’     p 2 of notes 

Comments: 

 

5. Patients understanding in the consultation and misinterpretation about patient 

reactions and knowledge  ‘it’s mind-reading’ and ‘a little knowledge is a dangerous thing’    

p 3 of notes 

Comments: 

 

6. Understanding GPs’ concerns about analgesia     p 3 of notes 

Comments: 
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7. The review shows that patient requests are effective- but can all patients make 

requests?    ‘just keep taking the tablets’     p 4 of notes 

Comments: 

 

Sharing the findings of the review – please circle 3 ways of sharing the results of the 

review which you think will be most useful  

Medical students through teaching 

Local GP training 

Leaflets in surgeries  

On electronic screens in surgeries 

Via the internet 

Peer support groups 

Through a video/film 

Other __________________________ 

Any other comments about the notes? 

 

Any comments/Feedback about the session? 
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Appendix 2.4 MEDLINE search filter 

1. Informed Consent/ or Freedom/ or Diagnosis/ or Physician-Patient Relations/ or 
Physicians/ or Personal Autonomy/ or Patient Participation/ or Decision Making/ or 
medical decision making.mp. 
2. exp medical decision making/ 
3. shared decision making.mp. 
4. Health Knowledge, Attitudes, Practice/ or Interpersonal Relations/ or 
Communication/ or interpersonal communication.mp. 
5. patient participation.mp. or Patient Participation/ 
6. patient decision making.mp. 
7. interpersonal relations/ or physician-patient relations/ 
8. patient care planning/ or patient-centered care/ 
9. 1 or 2 or 3 or 4 or 5 or 6 or 7 or 8 
10. exp analgesia/ 
11. pain relief.mp. 
12. analges$.mp. 
13. exp Prescriptions/ 
14. prescri$.mp. 
15. drug therapy.mp. or Drug Therapy/ 
16. 10 or 11 or 12 or 13 or 14 or 15 
17. exp Primary Health Care/ 
18. exp Family Practice/ 
19. exp Physicians, Family/ 
20. exp Community Health Services/ 
21. "general practi$".mp. 
22. (primary adj2 care$).mp. 
23. "family practi$".mp. 
24. "family physician$".mp. 
25. "family doctor$".mp. 
26. "family medic$".mp. 
27. GP.mp. 
28. exp AMBULATORY CARE/ 
29. (ambulatory adj2 care$).mp. 
30. "community health service$".mp. 
31. "community health care".mp. 
32. outpatient$.mp. 
33. (clinic$ adj2 visit$).mp. 
34. 17 or 18 or 19 or 20 or 21 or 22 or 23 or 24 or 25 or 26 or 27 or 28 or 29 or 30 or 31 
or 32 or 33 
35. exp Pain/ 
36. pain.mp. 
37. 35 or 36 
38. exp Back/ or back.mp. 
39. exp Knee/ or knee$.mp. 
40. shoulder.mp. or exp Shoulder$/ 
41. exp Neck/ or neck.mp. 
42. exp Elbow/ or elbow$.mp. 
43. exp Hand/ or hand$.mp. 
44. exp Hip/ or hip$.mp. 
45. exp Foot/ or foot.mp. 
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46. feet$.mp. 
47. exp musculoskeletal disease/ 
48. musculoskeletal.mp. 
49. joint$.mp. [mp=title, abstract, original title, name of substance word, subject 
heading word, keyword heading word, protocol supplementary concept word, rare 
disease supplementary concept word, unique identifier] 
50. 38 or 39 or 40 or 41 or 42 or 43 or 44 or 45 or 46 or 47 or 48 or 49 
51. 37 and 50 
52. 51 and 9 and 16 and 34 
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Appendix 2.5 CASP questions for case control studies 

(Question 3 and 4 combined) 

Each question is answered:  yes, no or cannot tell 

And then the bullet points are addressed to justify the response 

1. Did the study address a clearly focused issue?  
 A question can be focused in terms of  

• The population studied  

• The  outcomes considered 

• Whether the study tried to detect a beneficial or harmful effect?  

 

2. Did the authors use an appropriate method to answer their question?  
• Is this method an appropriate way of answering the question under the circumstances?  

• Did it address the study question?  

 

3 and 4. Were the participants recruited in an acceptable way?  
 We are looking for selection bias which might compromise validity of the findings  

• Are the participants defined precisely?  

• Were the participants representative of a defined population? (geographically and/or 

temporally?)  

• Was there an established reliable system for selecting all the cases 

• Are they incident or prevalent?  

• Is there something special about the participants ?  

• Is the time frame of the study relevant? 

• Was there a sufficient number of participants selected?  

• Was there a power calculation?  

 

5. Was the exposure accurately measured to minimise bias?  
 We are looking for measurement, recall or classification bias  

• Was the exposure clearly defined and accurately measured?  

• Did the authors use subjective or objective measurements?  

• Do the measures truly reflect what they are supposed to measure? (Have they been 

validated?)  

• Were the measurement methods similar between different groups?  

• Did the study incorporate blinding where feasible?  
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6. (a) What confounding factors have the authors accounted for?  
 List the ones you think might be important, that the author missed.  

• Genetic  

• Environmental  

• Socio-economic  

 

(b) Have the authors taken account  
of the potential confounding factors  
in the design and/or in their analysis?  
 Look for  

• Restriction in design, and techniques 

 

 

7. What are the results of this study?  
• What are the bottom line results?  

• Is the analysis appropriate to the design?  

• How strong are any relationships 

• Are the results adjusted for confounding, and might confounding still explain the 

association?  

• Has adjustment made a big difference to the results?  

 

 

8. How precise are the results?  
• Size of the P-value  

• Size of the confidence intervals  

• Have the authors considered all the important variables?  

• How was the effect of subjects refusing to participate evaluated?  

 

9. Do you believe the results? 

• Big effect is hard to ignore!  
• Can it be due to chance, bias or confounding?  

• Are the design and methods of this study sufficiently flawed to make the results unreliable? 
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Appendix 3.1 Reasons patients were excluded from the source data 

 

 

  

Number affected
Reasons patients were excluded from the
study

Requested by GP 2
Lacked capacity due to memory problems 1
Insufficient time to approach 1

     Deemed too unwell by ZP 1
Total 5

Reasons recorded consulations were deleted
or unavailable
Patient withdrew consent at 48 hours 3
Unable to contact patient at 48 hours 3
Patient consulted about 3rd party 1
Video recorder not turned on 3

Total 10
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Appendix 3.2 Reasons consultations were excluded from the secondary analysis 

Consultation	  
code	   Health	  issue	  or	  condition	  discussed	   Reason	  for	  excluding	  if	  possible	  MSK	  

condition	  
10104	   Not	  MSK.	  Shingles	  pain	   	  	  
10125	   MSK.	  Gout	   Starting	  preventative	  treatment.	  Patient	  

not	  in	  pain	  and	  no	  discussion	  of	  pain.	  
10208	   Not	  MSK.	  Pain	  at	  front	  of	  neck/throat	   	  	  

10218	   MSK.	  Hip	  and	  knees	   Joint	  injection	  given	  only.	  No	  discussion	  
of	  pain	  or	  analgesia	  	  

20205	   Left	  groin	  pain	   Pain	  likely	  due	  to	  spread	  of	  cancer	  

20207	   Neck	  pain	   Pain	  likely	  due	  to	  cancer	  
20210	   Not	  MSK.	  X-‐ray	  card	  for	  chest,	  not	  

MSK	  reasons.	  
	  	  

20215	   Not	  MSK.	  Leg	  pain	  from	  nerve	  damage	  
caused	  by	  stroke	  

	  	  

20303	   Aching	  legs	   	  GP	  only	  mentions	  family	  history	  of	  
arthritis,	  no	  further	  discussion	  of	  MSK	  
condition	  or	  pain.	  	  

20307	   Not	  MSK.	  Viral	  infection.	  	   	  	  
20405	   Not	  MSK.	  	  Pain	  due	  to	  nerve	  damage	  

from	  diabetes	  	  
	  	  

20512	   Pains	  back	  and	  neck	   Somatic	  pain	  related	  to	  distress	  

20517	   Not	  MSK.	  Viral	  infection	  causing	  
backache	  and	  headache	  

	  	  

20613	   Not	  MSK.	  Blood	  Pressure	  only	  	   	  	  
40202	   Main	  issue	  discussing	  blood	  tests.	  

Mention	  of	  knee	  replacement	  
No	  further	  discussion	  of	  knee	  or	  MSK	  
pain	  or	  analgesia	  

40101	   Not	  MSK.	  Aches	  related	  to	  medication	   	  	  
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Appendix 3.3 Letter of confirmation of ethical approval for the primary study 
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Appendix 3.4 NHS ethics committee approval for minor amendment 3 
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Appendix 3.5 Request for minor amendment 3 to NHS ethics approval 
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Appendix 3.6 Patient information sheet for primary study  

 

 

 
 

Patient information sheet 1, 7th February 2011 V7 
Page 1 of 2 

 
Appendix 1.2 

Patient information sheet 1 
Observing consultations in primary care using videotape 

 

Patient information sheet 1 
REC Number 11/H1013/3 

 
Longstanding conditions such as arthritis are very common and can have a big effect 
on our day to day life. We are interested to know more about what happens during a 
consultation between a patient and a GP, and so you are being invited to take part in 
a research study.  
 
This leaflet explains what will happen if you agree to take part in this study. Please 
take time to read the following information carefully and discuss it with others 
if you wish.  Please ask us if there is anything that is not clear or if you would like 
more information (contact Dr Zoe Paskins on 01782 734721). Thank you for taking 
the time to read the information below.  
 
What is the purpose of the study? 
The purpose of the study is to find out more about what happens during a 
consultation between a GP and a patient. We are interested in aspects of the 
communication between you and your doctor - for example, how doctors explain 
some common problems. We   are   also   interested   in   patients’   experience   of   the  
consultation. We are not testing you or criticizing your  doctor’s  behaviour.  We hope 
that the results will help us understand how we can improve the management of 
some longstanding conditions. 
 
Do I have to take part? 
No. You are entirely free to decide whether or not to take part. If you do decide to 
take part you will be asked to sign a consent form. If you decide to take part you are 
still free to withdraw at any time, and without giving a reason. Your decision as to 
whether or not to take part in the study, or any decision to withdraw from the study, 
will not affect your medical care in any way.  
 
What will happen to me if I take part? 
The study consists of filling in a questionnaire before your appointment today and 
having your consultation with your doctor video recorded. 
 
1. Questionnaire  

If you agree to take part we will ask you firstly to fill in a confidential short 
questionnaire about you and your reasons for coming to the doctors today.  

 
2. Videotaped consultation 

If you agree, we will video your consultation with your doctor today. The video 
recording will only be of you and your doctor talking together. Physical 
examinations will not be recorded. If you change your mind, you can ask your 
doctor to turn the video off at any point. We will check that you are still happy for 
us to keep the video when you leave the surgery today. If you change your mind 
at any point we will make sure the video recording is deleted as soon as possible.  

 
The video will be viewed by Dr Zoe Paskins and other authorised members of the 
research study team at the Arthritis Research UK Primary Care Centre at Keele 
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Patient information sheet 1, 7th February 2011 V7 
Page 2 of 2 

University. It may also be shown to your doctor to comment on as part of the 
research. We can arrange for you to view the video if you would like. If you would 
like to see the video please call 01782 734721 and it will be arranged. 

 
The video recorded consultation may then be transcribed (a paper copy of what 
has been said). Both the video recording and the paper transcript will be kept in a 
secure location and will only be accessed by researchers directly concerned with 
this study. Neither the video recording nor the paper copy will bear any 
information that would identify you by name. We will store the video recording 
securely for 20 years, and after this time it will be destroyed.  

 
Quotations from the videotape may be used in reports of this study. It will not be 
possible to recognise you or your comments from the report, and you will not be 
identified personally. The fact that you have taken part in the study will not be 
revealed to anyone outside of the research team. If the written transcript contains 
comments that might identify anyone else, or a place (e.g. GP, clinic or hospital), 
we will ensure that the person or place cannot be identified in any account or 
published report of this study. 
 

3. Medical Record Review 
We are interested to find out what has happened in other consultations with your 
doctor and to find out what types of treatments and tests people have had. We 
can do this by reviewing your medical records, and we ask your permission to do 
this on the consent form. All information will be held in the strictest confidence. 

 
4. Giving us permission to contact you again 

If you agree, we will telephone you in two days time to make sure you are still 
happy for us to use the videotape for this research. We will arrange a mutually 
convenient appointment time for this telephone call.  Before the telephone call, 
today’s   video will be viewed once by the researcher (Dr Zoe Paskins) but no 
written transcript made. If you have discussed any of the conditions in which we 
are particularly interested with your doctor today we may ask to meet with you 
again to discuss the consultation further. If this is the case, we will ask if you are 
happy to do this when we telephone you. If you agree to be contacted again, this 
does not mean that you must take part in future; you are only agreeing to be 
contacted again. 
 

What are the possible benefits or risks of taking part? 
There are no risks relating to medical treatment in this study, nor is there intended to 
be any direct medical benefit. There may be an indirect benefit to doctors and 
patients from the insights we gain from this study, but we cannot be sure about this.  
 
Who is organising and funding the research? 
The study is part of a programme of work being conducted by the Arthritis Research 
UK Primary Care Centre at Keele University. It is being funded by the National 
Institute for Health Research (NIHR). 
 
Who has reviewed the study? 
[This study has been reviewed by North West 8 Research Ethics Committee] 

 
If you have any questions or concerns about taking part in this research you can also 
contact the Patient Advice and Liaison Service (PALS). You can ask your GP 
surgery or hospital for details of your nearest PALS. Or you can phone NHS Direct 
on 0845 4647. 
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Appendix 3.7 Internal data request form  
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Appendix 3.8 Patient consent sheet for primary study  

 

 
Appendix 1.3 

Patient Consent Form 1 

 

 

GP Practice Code:             
REC Ref no  11/H1013/3      
Version 7, 7th February 2011 

CONSENT FORM 1 
 
Title of Project: Observation of consultations in primary care using videotape 
     

       Please initial each 
Name of Researcher: Dr Zoe Paskins       box if you agree 
  
1. I confirm that I have read and understood the information sheet dated 7th  

February 2011 (version 7) for the above study and I have had the  
opportunity to ask questions and I have received satisfactory answers….…… 

 
2. I understand that my participation is voluntary and that I am free to withdraw  
 at any time without giving any reason, without my medical care or legal 
 rights being affected .......................................................................................... 
 
3. If I sign below to agree to my consultation being videotaped, I understand that the 

videorecording may be transcribed. Both the video recording and the written 
transcript will be stored in a secure location, but will bear no personal  
identifying information. I also understand that the recordings and transcripts 
will be kept for up to 20 years and after this time they will be destroyed……..... 
 

4. I understand that relevant sections of anonymised research data collected  
about me during the study may be looked at by individuals from regulatory 
authorities or from the NHS Trust, as part of monitoring of this research  
project. I give permission for these individuals to have access to my data…….. 
 

5. I understand that quotations from the video may be included in reports or 
publications from this study, but that these will be anonymous and I will not be 

 identifiable…………………………………………………………………………….. 
 

6. I agree to take part in the following parts of the above study 
 

a) Completing a questionnaire……………………………………………….. 
 

b) Having my consultation with my doctor videotaped today.……………. 
 

c) Having my medical records reviewed by an authorised member from  
the research team at Keele University.................................................... 

 
d) Being contacted again by the researchers to make sure I am still  

happy for the videorecording to be used for this study ………………….  
      

ALL INFORMATION COLLECTED ABOUT YOU AS PART OF THIS STUDY WILL BE HELD IN STRICT CONFIDENCE
 Pre consultation    

______________________ ________________ ____________________ 
Name of Participant Date Signature 
 
______________________ ________________ ____________________ 
Researcher Date Signature 
-------------------------------------------------------------------------------------------------------------------------------------------------------------------------------- 
Post Consultation 

____________________ ______________ _________________________ 
Name of Participant Date Signature 
______________________ ________________ ____________________ 
Researcher Date Signature 

 

 

 

 

 

Participant Study No: 
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Appendix 3.9 Internal data request form – amendment  
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Appendix 3.10 Table of notation conventions used in detailed analysis 

Notation Description of 
notation 

Description of 
speech indicated 

by notation 

Detailed description 
notation 

(.) 
Round brackets 
with full stop in the 
middle 

A pause    
A pause in speech of any 
length, long enough to interrupt 
the flow of speech 

[ ] Square brackets Overlaps between 
utterances 

Two people talking at the same 
time 

[ Square brackets The point of overlap 
onset 

Point at which one party starts 
talking at the same time as the 
other 

= Equals Contiguous utterances Where there is no discernible 
interval between speech 

: Colon Stretching of a sound 
is indicated by colons 

The number of colons 
corresponds to the length of 
the stretching 

.h indicates Full stop followed 
by h Inhalation, The length of the inhalation is 

indicated by the number of hs 

h. h followed by full 
stop Exhalation The length of the exhalation is 

indicated by the number of hs 

(hh) hh in round 
brackets 

Audible aspiration in 
the speech in which 
they occur  

    

° Degree signs Quietly or softly spoken 
words 

The number of Degree signs 
corresponds to the softness of 
the speech 

⇑ Upward arrow Higher pitch  

>< 
Greater than, 
followed by less 
than 

Quickly spoken speech  

<> Less than followed 
by greater than Slowly spoken speech  

Italics Italics Sound stress is shown  

Underlining Underlining 

 
Words or parts of a 
word that are 
emphasised 

 

(inaudible) 

Round 
parentheses 
around the word 
inaudible 

Speech that is too 
muffled or quiet to hear  

CAPITAL 
LETTERS 

CAPITAL 
LETTERS 

Particularly emphatic 
speech, usually with 
raised pitch  

(non-verbal 
communication) 

Round 
parentheses 
around description 
of non-verbal 
communication 

Salient features of non-
verbal communication 

Salient features- body 
position/orientation, gaze, 
smiling, laughter, frowning.  

{discussion which 
was not decision 

talk}  

Braces around 
non-decision talk   

Description of 
discussion occurring 
between transcribed 
decision talk 
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Appendix 3.11 RUG members’ views on how factors affecting SDM are demonstrated 

in a consultation 

 

1. How can the GP tell the patient is at ease? 

At ease Less at ease 
Patients eye contact with the GP  Patient is not able to be concise, not 

rambling on 
Patient can give succinct answers Patient has folded arms, especially at end 

of consultation 

Open posture:  body language   
Opens up to questions   
Not fidgeting   
Patient feeling relaxed   
Patient feeling really welcomed   

Asking; have you said everything you need to 
say 

  

 

2. What makes the patient feel like the GP has time? 

GP has time GP doesn't have time   
Body language GP is rushing: seen through: Pace of 

conversation 
Open body language  Talking quickly 
Attitude - relaxed  Looking at clock 

or watch  
   Jumping from 

question to 
question or topics 
of discussion 

Sitting back listening Attitude-tense   
Asking 'have you said everything 
you had to say' 

No greeting   

Specific, example: are you happy 
with the outcome  

Abrupt   

Unrushed Monosyllabic   
 Patient asking for a GP’s opinion is 
a way of showing that the patient 
has said their piece 

Stands up before patient finishes (e.g halfway 
through consultation) 
  
Not giving patient enough time to speak  
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4. How does the patient know that the GP understands? 

GP understands GP  doesn't understand 
It is a 2 way conversation GP concludes consultation before 

patient has said their piece 

Patient feels at ease GP cuts in on patient speaking 
Consultations flows- has beginning, middle and 
end 

Patient doesn't get the opportunity to 
talk 

Patient feels they have said what they needed to 
say - GP asks this 

  

Asking for triggers of pain, what makes it worse, 
anything that helps 

  

The GP is facing the patient and observing their 
body language 

  

GP knows the patients past history- drops things 
into conversation 

  

GP explains - 'we can do..' feels like they are 
working with the patient 

  

GP asks how they got on from last time   
GP examines body parts when proffered   
There's a direction in GP’s questions   
The GP makes an accurate diagnosis   
GP is sympathetic   

 

 

5. What encourages patients to ask for analgesia? 
Encourages Discourages 
GP asking them, giving patient the opportunity The patient is a 

'delicate' person 
Patients previous experience- e.g. nurse, GP being aware of this Someone who has 

gone to the GP to see 
what is available.  

Patient asking in less challenging way, e.g. is there an alternative   

Patient feeling like they know what they're talking about.    
Practice-based approach to consulting /analgesia i.e. all GPs in 
the practice asking patients builds in this expectation.   

  

GP asks why they suggested individual drug   
Concerns or experience prompts patients to ask- e.g. side effects   

Taking another person with them- someone else who is happy to 
ask 

  

If they have knowledge of what is available   
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Appendix 3.12 Example of narrative description of consultation  

1. Description of consultation 

GP, male older, Asian 

Patient, male older, no third party present 

Review of knee pain (only one topic discussed) 

2. Content related to analgesia- described at two time-points (aandb) in 

the consultation 

2a First discussion around analgesia at 3 mins 30 seconds 

GP: Okay take your shoes off and come this way. 

Patient: Just the one shoe? 

GP: No both please, [Patient: both] thank you. 

Patient: I've tried, er, … Ibuprofen and Co-codamol, tried rubbing creams 

and nothing seems to relieve it, relieve it at all. 

(GP examines patient) 

GP: Is the pain worse in the day time or at night time? 

 

2b. Second discussion around analgesia at  6 mins  

GP: That's fine, good, very good, thank you.  What I will do for you today is I'll give 

you a form, we'll get an x-ray done [patient: Patient: I see], yeah and I'll also give 

you some medication to alleviate your symptoms. 

Patient: Oh that would be appreciated.  (putting socks on this time-nods) 

GP: You can go to the x-ray department at the hospital today [Patient: mmm] and 

get your knee x-rayed [Patient: mmm] …  we've got your telephone number on the 

record and I will ring you - I will ring you myself when I have the results back. 

Patient: I see, thank you very much. (GP printing out prescription and x-ray form) 

GP: You don't need an appointment they have what's called an open access 
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system, so you go there with the form which I'm going to give you [Patient: yes] 

and they will x-ray your knee for you ……  In the meantime you will also find it 

useful to use what's called as a Tubigrip, it forms, it helps to form an external 

scaffolding around the knee. 

Patient: I - I have got, er … 

GP:… a support [Patient: yeah], that's fine. 

Patient: Yeah I did - whether it's too tight or not I don't know, I find it a bit 

uncomfortable … 

GP: You find that uncomfortable? 

Patient: I did, after a while yeah. 

GP: Okay, okay.  You're probably right it may have been a little bit too tight for you, 

if it is too tight then it does become restrictive yeah.  This is why a Tubigrip is 

actually better [Patient: I see] because it - you know it's quite - it's quite flexible 

[Patient: yeah] so it won't give you that restrictive feeling [Patient: I see] yeah.  

When you go to the pharmacy to purchase the medication, the prescription I'm 

going to give you for, just buy yourself a Tubigrip. That's your x-ray form - that will 

be done at the hospital, that’s that for you (hands paper form to patient, typing on 

computer) pause 

(hands signed prescription) …… there are two different types of medicines, 

they work differently, the first one co-dydramol that's a pain killer [Patient: I see] so 

you take one or two you know three times a day [Patient: yeah] and the Naproxen 

that's an anti-inflammatory [Patient: right]so one or two twice a day after food, don't 

take that on an empty stomach because it can cause indigestion [Patient: okay] 

okay.  Er, there will be additional medical information leaflets in the box, read it, if 

there's anything you're not sure about ask me, okay [yeah].   
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So you've got the medication, you've got the x-ray form, go and get the X-ray 

done, I will ring you when I have the results and then we'll discuss the next steps, 

also use a Tubigrip [right], okay? 

 

Patient:  Yes thank you very much.  

Patient tries to engage doctor in social chat around the fact the GP’s watch 

runs fast. 

Process 

GP seemed to give time for patient to talk 

GP did interrupt patient talking initially to look at notes, then the patient gave 

long history of what has been happening.  

GP quiet during exam, no guidance for patient on what to expect.  

GP did make eye contact and turn when talking to the patient 

Interesting that used the act of handing the prescription to the patient to give 

advice on analgesia (ie pointing to it- showing the patient)- no discussion from 

the patient during this.  

Patient initiated discussion about analgesia, what he has taken, but this is not 

followed up or acknowledged by GP.  

In the second section, the GP mentioned something to relieve symptoms- 

patient seemed engaged. The GP discussed how to take medications he has 

chosen. GP’s plan is suffixed with ‘okay’ as a way of checking with the 

patient.  

Structure 

Standard structure for consultation.  

Outcome 

Prescription for co-dydramol and naproxen given advised to buy OTC. GP 

also advises to use Tubigrip and gives form for x-ray.  
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Observer emotion/ feedback  

Patient concerns that its not arthritis at all but may be due to cartilage as the 

pains started after he spent several hours on knees laying flooring. This 

concern was not addressed during consultation which was frustrating as an 

observer. 

GP could have acknowledged patient’s pain during exam and made structure 

of consultation exam more explicit to the patient.  

Impact of video- GP body language seemed a little nervous initially, camera 

was in line of his sight. 
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Appendix 4.1 Types of analgesia discussed as management options in consultations  

Total	  opiates	   7	  

Morphine	   5	  
Tramadol	   2	  

Total	  codeine	  derivatives	   14	  

Dihydrocodeine	   1	  
Co-‐codamol	   10	  
Codeine	   0	  
Co-‐dydramol	   3	  

Total	  Topical	  analgesia	  	   7	  

Rub	   2	  
Ibuprofen	  gel	   4	  
OTC	   1	  
Total	  NSAIDs	   23	  
Naproxen	   6	  
Ibuprofen	   10	  
NSAID	   1	  

Anti-‐inflammatory	   4	  

Diclofenac	   2	  

Total	  Paracetamol	  	   10	  

Paracetamol	   10	  

‘Painkiller’	   2	  

Total	  nerve	  analgesic	   3	  

Amitriptyline	  	   2	  
Gabapentin	   1	  

Total	  analgesics	   66	  
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Appendix 5.1 Table of factors identified as affecting SDM around prescribing analgesia for 
MSK pain in primary care consultations 

Patient Condition Emotion Consultation Analgesia Impressions 
of the GP 

Patients 
perception 
of external 
influences 
that affect 
the GP 

Mental state- 
e.g. depression 

Diagnosis Desperation 
of pain 

Time  
Spent 
discussing 
MSK 

Type of 
analgesia 
e.g. opioid 

Taking time to 
listen and 
understand 

GP needing 
to follow 
guidelines  

Other medical 
problems 
 

Severity of 
pain 

Distress 
caused by 
pain 

 How it is 
used - e.g. 
patch, gel 

Taking time to 
explain 

How GPs 
prioritise 
problems  

Feeling like 
can't prioritise 
pain 

Where the 
pain is 

Fear of pain 
coming back 
and 
potential 
different 
causes 

Emotional 
state at 
beginning of 
consultation 

Side effects 
potential 
and caused 

Taking the 
problem 
seriously 

GP feeling 
they don't 
have enough 
time 
 

Different wants 
and needs for 
information 
 
Employment 

One or more 
sites 
affected  

Frustration 
in not being 
able to 
manage 
pain or 
know 
diagnosis 
 

Other issues 
or problems 
to be 

Other 
prescribed 
medication 

How GP 
manages 
emotions, how 
the start the 
consultation 

Lack of ability 
to do 
anything e.g. 
only give 
analgesia  

Fear of 
analgesia - side 
effects, 
addiction, 
masking the 
problem 
 
Reason for 
consulting 
with to GP 

Where 
condition is 
in 
'diagnostic 
timeline' 
e.g. how 
long have 
had it, is 
there a 
diagnosis  

Patient 
expressed 
emotion: 
anger, 
dejection, 
confidence 

 Safe 
potential 
analgesia 
 
Cost 
 

Continuity: 
relationship 
with GP   
 
Attitude 
towards 
patients/shari
ng decisions 
with patients 
 
Gender and 
age (for some 
members) 

GPs’ 
experience 
with 
different 
analgesia 
 
Prescribing 
habit 
 
 
Societal 
effect 

Past experience 
of pain and 
analgesia 
 
Health literacy 
including  
Assertiveness 
- in asking for 
analgesia 

   Medico-
legal 
issues 

Whether GP 
knows history 
 
Confidence 
and ability to 
communicate 
risk  

 
 

Preference for 
SDM 

    
 

Co 

  
 

Plain text: factors identified by RUG members only 
Legend Italics: additional factors in the sytematic review 
Underlined: factors identified both by PPIE and studies included in the review 
Blue colour: factors identified in the consultation analysis 
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Appendix 5.2 Parry et al.’s 5 steps of decision-making, or rather: ‘what will be done’ 

conversations in healthcare 

 

1. Preparing for plans and decisions 

• Flagging up …. what it is, and for who 

• Eliciting patient preferences relevant to subsequent proposal 

• Information provision relevant to subsequent proposal…. may work towards 

stepwise agreement 

• Patient advocating for some action 

 

2. Commitment made conditionally relevant (by the practitioner) 

• Affirmatively reference a single healthcare action in such a way as to treat it as a 

possible course for this individual 

Suggest, recommend, announce, assert 

• Rule out a single option, e.g. surgery 

Assert  

With or without offering alternatives 

Preparations first 

• Multiple options  

List and a view elicitor 

4) Response to commitment point 

(by the patient) 

In the next sequential slot: 

• Commitment to a course of action 

• Withhold commitment to a course of action ‘passive resistance’ 

• Doesn’t indicate ‘source’ of withhold 
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• Explicitly convey a stance that questions or challenges one or more potential courses 

of action ‘active resistance’  

 

4. Responding to patient’s commitment or lack thereof 

• If an ‘adequate’ commitment is made, move to next phase (closings/next problem)  

• Pursue alignment with originally proposed or asserted course of action and/or 

• Modify potential course of action and/or 

• Construct the decision as somewhat open and reversible 

 

5. Revisiting 

Happens but not been examined 

Confirming, summarising 
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Appendix 5.3 Detailed notes of 4th PPIE meeting with comments sheet for RUG 

members to respond to notes. 

 

Attending 

Steven, Teresa, Robert, Adele (in second half of meeting). Catherine (researcher), 

Apologies from Sheila. 

 

For information  

Comments from the group are in italics. Actions are in bold.  

In this document the word analgesia is used instead of  ‘pain relief medication’ and the 

word analgesics means to the tablets or medications that relieve the pain. 

The word phrase ‘looking at’ is used to mean analysis of consultations. Analysis in this 

case is the process of looking at the consultations in a particular way to try to break it 

down into simpler aspects in order to answer questions about what is happening.  

 

 

 

What we did in the meeting: 

1. Recap of the systematic review: Reminder of how much the group have done so 
far and update where findings have been shared.  Our 1st meeting: Weds 8th Jan 2014 

You identified factors important to patients in sharing decisions 39 factors important to 

patients in 7 different categories ( a table showing these was given to everyone in the 

meeting) 

 

Then I systematically searched for published studies and looked for these factors you 

identified and relevant findings. I looked through 1912 titles initially and found 8 useful 

studies.  

Findings of systematic review  
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• Patients’ requests increase the likelihood of that medication being prescribed  
• GPs attitude to the prescribing of analgesics in the context of opioids is 

controlling due to legal and ethical worries 
• Factors you identified were rarely researched 6 of 39 factors in research: 

further research needed   
 

Our 2nd and 3rd meetings  

• We discussed findings of the review such as  
How similar is the UK to US?  

How easy is it to ask the doctor for medication: we discussed how 2 articles 

had referred to ‘demanding patients’ and your experiences of ‘locking horns 

with doctor’  

Doctors taking subtle clues: ‘mind-reading’ 

Opioids: doctors may assume patient knowledge about these in particular 

among analgesia.  

• We planned how to share findings: initially the planned was to share  findings with 
patients: for example we discussed leaflets in practice waiting rooms etc. After 
discussion, the group felt that as it was GPs who needed to ask about medication, 
findings should be shared with GPs. 

Sharing of findings 

Findings have been presented at: 

 

• Keele symposium 2014 
• Health literacy conference 
• Society of academic primary care conference 
• Royal College of GP (RCGP) annual conference (poster) 
• RCGP Clinical News article – sent to GPs 
• Poster at Keele symposium 2015 and xxxxxxx’s engagement workshop 
• Carol is presenting your participation in the review at an International Cochrane 

conference in Nov 2015: 
• Submitting article to Health Expectations about the group’s role in the review and 

their significant impact on the findings.  
 

We discussed how your work in the review should be acknowledged. One member 

discussed his experiences of authorship and acknowledgements. Catherine described 

that Adele was an author on the paper, and that authors need to have a made a 

significant contribution to writing the paper as well the research. Because it is not 

possible for everyone in the group to do this, an acknowledgment on the title page 
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could be made, either to the RUG members, a specific group of the RUG or individual 

members. Steven, Teresa, Robert and Adele were happy to be named on the PPI 

paper and a paper from the consultation analysis.  

 

One member also asked how GP responded to the findings of the review. The 

audience at SAPC were surprised at how much difference your involvement had made 

to the review, and were interested in the findings. Catherine feels from talking to 

doctors that a lot of what is happening in the decision-making is subconscious and that 

it is difficult for doctors to begin analysing this. This is useful to think of in future 

implications for the research.   

 

 

Actions: Catherine will send electronic copy of presentation and notes to 

Adele, including information on how the findings have been shared. 

 

Catherine will liaise with Adele about asking members if they wish to have a 

named acknowledgment – if not they will be acknowledged as members of 

shared decision-making group of the RUG. 

 

The second thing Catherine did in looking at the consultations was look at detailed 

language  

2. Discussing findings of consultation analysis: Catherine presented sections of 
the findings which we discussed in turn 

a) Of the 64 consultations analysed, 48 consultations included talk of analgesia 16 
didn’t. Consultations lasted on average 12 minutes. 3 issues were on average 
discussed: ranging from between 1 to 9 issues. Discussion of decisions about 
analgesia took place at several points in the consultation. When there was 

• talk of pain 
• talk about a patient’s existing  analgesia 
• GP prescribing medication on the computer  
• GP giving advice about medication  
• GP handing over prescription 
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The thing that surprised the group here was that their experience was that they felt 

only 1 issue could be discussed in the consultation, and had been asked to rebook 

when asking to discuss further issues. One member described that he may discuss 

a 2nd issue but that unless this was a very worrying medically, he felt less attention 

was paid to this issue. The group felt that this was a reflection of the limited time in 

consultations, and sometimes deference to the doctor  -you don’t ask them to deal 

with other issues.  

  

b) Findings: listening and understanding Most consultations, GP showed good 
eye contact and faced the patient, though several doctors started the consultation 
facing the computer.  
The group reiterated that the welcoming of patients was really important in whether 

they though the GP was interested in listening to them. For example walking a 

patient from the consultation room, opening the door, looking at them when they 

came in.  

It was not always clear (from the conversation why the patient had attended. (eg 

pain relief, concerned it’s not usual OA/what’s causing the pain). Where it was 

clear GP sometimes didn’t address this reason Though the reason for attending 

was sometimes a judgment Catherine made. 

Group members discussed that they did go with clear reasons, often that was for 

reassurance, it may be to update the doctor, for a diagnosis or address a particular 

new issue, and that it was important these were addressed.  

 

c) Is it useful to include medications like amitriptyline in the analysis? 
Several of the group had been prescribed amitriptyline or knew people who had. 

They felt that when these were used as painkillers, this was reasonable to include. 

They felt that more explanation may be needed about this type of medication, so 

that people weren’t worried about being prescribed a drug used for depression.  
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d) Is it useful to include medications that are bought over the counter (OTC) 
from a pharmacy or chemists in the analysis?  
None of the group had been recommended OTC medications. When the GP had 

suggested medications which could be prescribed otc, like Paracetamol or 

Ibuprofen, these had been prescribed and put on repeat (sometimes without 

discussion), sometimes with discussion.  They discussed that this may be because 

their pain was chronic, because there may be safety issues with them taking OTC 

medication due to other medications tor medical issues, or because of practical 

issues such as packet size. One group member raised the potential cost to the 

NHS of prescribing otc medications on prescription as a problem with this practice. 

The members wondered if being advised to take medication OTC could be 

interpreted by patients as the problem not being as serious, and that OTC 

medication could be weaker (for example ibuprofen) and that people may struggle 

to take understand the dose. Catherine reported that as much discussion around 

dose and side effects often occurred in the consultations as when a medication 

was being prescribed, and sometimes more as GPs had to discuss the dosing.  

 

 

e) Shared decision-making 
Catherine presented 3 different types of sharing consultation 

1) ‘Glen Elwyn’s model’ of shared decision-making (SDM), which has 3 stages, 
talk that there is a choice to be made, discussing positives and negatives of 
different options and a decision stage.  

2) GP decision making – where the GP makes the decision 
3) Stepwise decision-making where the first step is the GP checking if the patient 

wishes to discuss trying/changes to pain relief.  
 

GP decision-making 

They felt it was uncertain if ‘got that’ ‘I see’ could be taken as agreement. Also that 

the GP assumes knowledge eg about anti-inflammatories and there isn’t chance 

made for the patient to ask questions.  
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One member described a ‘utopian’ consultation where important information like 

side effects, potential flexibility in taking medication and any initial patient concerns 

were discussed, at the end of the consultation, the patient was given an 

opportunity to raise any questions and if they were satisfied was checked. He also 

raised the issue of negligence- we did not discuss legal duty of information sharing 

further.  

 

 The group attracted Catherine’s attention to the fact that even in the stepwise 

decision-making the GP makes a GP decision to change naproxen to ibuprofen. 

One of the group questioned this, thinking that in the context of chronic pain, 

changing one medication at a time, to judge the effect of this. So that there are 

several different decisions in which the patients could be involved but were not.  

 

Requests for medication 

One member noted that in the SDM consultation, the patient only brought out the 

paper with the medication he wished to request at 12.15 minutes. We discussed 

whether this meant the consultation was inefficient, though at least he felt able to 

ask. One member asked why if the medication discussions always occur late in the 

consultation, and if so, why. Catherine felt that short discussions where the patient 

declines/implicitly declines medication could happen at any time, but otherwise 

medication discussions, including requests always come at the end of the 

consultation.  

The group felt that this was example of SDM where the patient initiates the SDM.  

 

Similarly the group noted in the implicit extract, the patient raised the possibility of 

pain relief when the GP was typing up the consultation ie the consultation was 

finished. They were surprised that as the patient had presented with heel pain, that 
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this had not been expired earlier. Catherine explained that the GP discussed that 

treating the pain is not treating the cause in this case, so feels he was reluctant to 

recommend this.   

 

Overt and implicit styles of consultation  

Catherine presented extracts of consultation talk to show two styles of 

communication – implicit and overt.  

 

In most of the consultations, the group noted situations where the patient may 

have been trying to communicate information, and their speech and actions were 

ambiguous.  

 

The group felt the clearest of these was an overt discussion where the GP is 

offering something stronger than co-codamol. In the text the patient comes across 

as a strong character and possibly aggressive (eg folding arms, interrupting the 

GP). Catherine feels that watching the consultation it doesn’t feel like conflict, that 

this is explained by the fact that the patient is a CEO, ‘manages’ the consultation 

throughout and comes with a request for referral to physio   - which he has already 

had done at this stage. This information all felt important to the group. 

With implicit consultations they felt that it was very possible to read the 

consultations in different ways.  

We discussed if the patient declines medication, should the GP explore this (as 

this only happens once within all the consultations). In the overt discussion, it is 

clear the patient does not want this and comes with a plan how to manage things. 

In the implicit discussion it was unclear if the patient actually wanted this. One 

member reflected on simply ‘living with’ the ache of an old fracture in colder 

weather. One member reported that if the patient was older, they may minimise 
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symptoms and not want to ask for pain relief even if it is very bothersome, 

exploring the pain would be appropriate.  

 

 

 

We discussed about potential side effects of medication, several members of the 

group were concerned about this. One member described a side-effect loop where 

a patient went to a pharmacist to discuss some ankle swelling, who advised that 

the patient should speak to the GP about an alternative blood pressure 

medication, then the patient had to go back to the GP and the medication was 

changed. This ‘information loop’ worked, but knowing what common side effects 

may have been would have enable the patient to go directly to the GP.  The group 

discussed that not everyone wishes to know the same level of information, that 

drug leaflets are challenging as sometimes reading them gives the side effects, 

and many of the medications have the same side effects, and knowing about the 

effects. There is a balance between the patient knowing what to do/what is 

expected and worrying unnecessarily.  

 

f) Thoughts on consultation analysis. 
We discussed the difficulties of trying to interpret the dynamics of the consultation 

from what is written down in consultation analysis. One member noted that reading 

the text several times could give different interpretations. Information on the timing 

of the consultation, how long the pain had been for and source of pain and where 

in the consultation the extract occurred were helpful.  Additional information 

including what happened just before and after the consultation, an overview of 

what had happened in the consultation, what discussion around medication 

occurred (eg side effects), the relationship of the GP were also found to be helpful.  
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g) One member asked what were the implications of the study are.  
The group agreed that consultations which end in good decisions are more 

efficient. One member gave the example of a hospital consultant who had said that 

if he had longer appointment could see more patients.  The group discussed a 

good decision which means a patient is involved to the level they are happy with 

and has all the information that they wish, and is able to share information with and 

ask questions of the GP.  

Catherine felt that to achieve this sharing decisions in a stepped- conversation 

manner where the patient is at ease, so can ask questions is one key step. The 

other key step is GPs feeling able to manage disagreements and conflicts around 

medication. This thought came as in the consultations where conflict occurred, it 

was the patients who managed and ‘repaired’ this, rather than the GPs. The group 

felt these were reasonable messages. She discussed the consultation where the 

patient says ‘well it didn’t help to relieve the pain either. GP Yep. Well that’s why I 

want to get the tests done.’ One member felt that getting appropriate tests done 

were important. Catherine agreed and felt that this didn’t mean that further pain 

relief couldn’t be discussed.  

 

h) Next steps  
Actions:  

Catherine has a presentation at SAPC conference. 

Catherine will aim to write up the findings into a paper.  

The ideal place to try to publish this is British Journal of General Practice- to share 

the findings with the right audience. However this may not be guaranteed.  

Catherine discussed the plan to send out this summary of discussion – with 

comments sheet  below for you to return.  
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Comments on notes of PPI Meeting Weds 26th June Shared decision 
making in prescribing in musculoskeletal pain in primary care 
consultations 

For each of the key ideas we discussed & are documented in the attached notes, 
please write down if there is anything that:- 

− isn’t clear 
− isn’t the way you remember it 
− is missing which you think is important  
− anything you thought at the meeting/afterwards that you think is important 
1. Recap of the systematic review 

 
 

2. Findings of looking at the recorded consultations 
i) Findings: basic description of the consultations 

 
  

j) Findings: listening & understanding  
.  
 

k) Is it useful to include analgesia like amitriptyline in the analysis? 
.  

 
l) Is it useful to include analgesia that is bought over the counter (OTC) from a 

pharmacy or chemists in the analysis?  
 
 

m) Shared decision-making 
GP decision-making 
 
 
Overt and implicit styles of communication about analgesia in consultation  
 
 
Requests for analgesia& Patients declining analgesia 
  

 
Sharing important information in decisions- side effects 
 

 
n) Challenges in looking at consultations 

 
 

 
o) Implications of the study  

Any other comments about the notes? 
 

Any comments/Feedback about the session? 
 

Please complete and return to Adele by post 
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