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Abstract: Stimulating patients to approach their pain from 
a biopsychosocial perspective is central to chronic pain 
rehabilitation. However, conversations between patients 
and their healthcare professionals about the social and 
psychological factors that may contribute to the continu-
ation of pain and disability can be challenging. The cur-
rent scientific literature does not sufficiently pinpoint the 
difficulties in patient–practitioner interaction on chronic 
pain, and it falls short of answering the question of how 
a joint exploration of the social and psychological factors 
that might be involved in the patient’s pain and evolving 
disability can be enhanced. In this theoretical article, we 
introduce discursive psychology as a potentially valu-
able research perspective to gain a better understanding 
of the difficulties in patient–practitioner interaction in 
the context of chronic pain rehabilitation. Discursive psy-
chology focuses on features of people’s talk (e.g. that of 
patients and practitioners) and is concerned with the social 

practices that people perform as part of a specific interac-
tional context. In this paper, we provide an introduction to 
the main theoretical notions of discursive psychology. We 
illustrate how discursive psychological analyses can inform 
our understanding of the specific sensitivities in conversa-
tions between patients with chronic pain and their prac-
titioners. Finally, we address how a better understanding 
of these sensitivities offers a gateway towards improving 
these conversations.

Keywords: chronic pain; patient–practitioner interaction; 
discursive psychology.

1  �Introduction

1.1  �Chronic pain and rehabilitation

Social factors and psychological factors play an important 
role in the development of chronic pain [1–3]. They may 
contribute to the continuation of the pain and the evolving 
limitations that patients experience in their daily lives [1, 
2]. As no medical cure exists for chronic pain, interdisci-
plinary chronic pain rehabilitation programmes are aimed 
at stimulating and enabling patients to think about and 
deal with their pain differently, and to increase their func-
tioning and quality of life [4–6]. Various healthcare pro-
fessionals (i.e. a rehabilitation physician, physiotherapist, 
occupational therapist, psychologist, and social worker) 
work together in a team around the patient. They aim to 
help patients to reconceptualise their pain, shifting from 
a traditional understanding of pain as a measure of tissue 
injury, towards a biopsychosocial understanding of their 
pain [4, 7, 8]. To achieve optimal treatment outcomes, it 
is important that patients and their practitioners develop 
a shared understanding of the causal and maintaining 
factors that have contributed and still contribute to their 
pain and perceived disability [6, 9, 10].
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1.2  �Impediments to a shared understanding 
of a patient’s pain

In practice however, a shared understanding of a 
patient’s pain is often difficult to achieve, as talking to 
patients about the social and psychological aspects of 
their pain can be challenging. A study by May et al. has 
reported that patients who were interviewed prior to 
their first appointment at a rehabilitation unit expressed 
their frustration with healthcare professionals’ inability 
to come up with a physical explanation for their pain and 
resisted the suggestion that psychological factors could 
contribute to their health situation [11]. A strong focus by 
a patient on the physical aspects of his/her pain is prob-
lematic, because it may hinder a comprehensive explora-
tion of the causal and maintaining factors of that pain 
and disability, including social and psychological ones. 
Therefore, it can be a barrier in the patient’s process of 
becoming aware of how he/she can take part in solving 
his/her disabilities. Therefore, when practitioners expe-
rience a strong focus on biomedical explanations and 
resistance to exploring potential social and psychologi-
cal explanations during their first encounters with the 
patient, they may deem the patient unsuited to take part 
in a rehabilitation programme [12], and the patient runs 
the risk of being excluded from treatment at an early 
stage. Improving the communication between patients 
and their healthcare professionals in a way that facili-
tates an open conversation about the social and psycho-
logical aspects of pain thus seems to be a prerequisite for 
success in chronic pain rehabilitation.

1.3  �It remains unclear how patient–practitioner 
interaction can be enhanced

The literature confirms that the way patients and practi-
tioners communicate and manage to collaborate is essen-
tial to reach a shared understanding of the factors that 
cause and maintain pain and disability [6, 13, 14]. Oost-
erhof et  al. [6], for instance, interviewed both patients 
and practitioners about their interactions and identified 
several factors that play an important role in reaching a 
shared understanding of a patient’s pain. These include a 
clear explanation of the pain and the patient’s experience 
of being taken seriously. Also, the practitioner’s involve-
ment with the patient and the experience of open commu-
nication were found to be important [6].

Although the importance of good communication 
is being increasingly recognised, there is a dearth of 
research on how the joint exploration of social and psy-
chological factors by patients and their practitioners 

may be enhanced [15]. Several studies have taken a cog-
nitivist psychological perspective. That is, the resistance 
that practitioners perceive is attributed to the patient’s 
mental state, for example in terms of a lack of motiva-
tion or readiness to approach his/her pain from a biopsy-
chosocial perspective. It has for example been argued 
that patients may be insufficiently motivated as a con-
sequence of their erroneous expectations with regard 
to the rehabilitation programme [16–18]. Patients may 
for example hope and expect that the treatment will 
provide a biomedical solution to decrease their pain. Its 
basic principle, however, is to reduce pain-related dis-
ability by teaching patients to think about and deal with 
their pain and its associated problems differently. In a 
similar vein, King et al. [7] have suggested that patients 
may be unready to reconceptualise their pain because of 
their strong beliefs about their pain. Nonetheless, pre-
treatment communication aiming to manage patients’ 
expectations and strengthen their motivation does not 
necessarily lead to better results [17, 19].

Another strand of research has approached the ques-
tion from a different angle, by addressing the complex role 
of validation (i.e. the acknowledgement of a patient’s feel-
ings and experiences) in patient-practitioner interactions 
[15, 20]. That is, health care professionals may be hesitant to 
provide validation because of a legitimate worry that it may 
increase pain behaviours, while at the same time, acknowl-
edging patients’ feelings and experiences increases the 
likelihood that they engage in disclosure [15, 20].

In short, there is growing recognition that good com-
munication between patients and their practitioners is 
important to yield positive effects, but the current scien-
tific literature does not sufficiently pinpoint the problem. 
The question of how a joint exploration of the social and 
psychological factors involved in the patient’s pain can be 
enhanced, cannot yet be answered.

1.4  �Talking about chronic pain may be a 
delicate practice

We suggest that answers may be found by taking a much 
closer look at what happens during the conversations 
between patients and their healthcare providers. After 
all, not only the literature on validation, but also the lit-
erature on stigmatisation shows that talking about chronic 
pain may be a rather delicate practice. This literature 
for example suggests that the lack of a clear biomedical 
explanation of the pain and the absence of visible signs of 
illness pose a threat to the patient’s identity in interactions 
with others, including healthcare providers. Patients, for 
example, report having feared or experienced accusations 
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of malingering, hypochondria, and mental illness [21–23], 
accusations that can all be associated with character blem-
ishes [24]. Various studies suggest that these (potential) 
accusations affect how patients present themselves and 
their complaints to others [25–28]. Werner et  al. [28] for 
example concluded that, in their interviews, women with 
chronic pain negotiated a picture of themselves that fitted 
with normative, biomedical expectations with respect to 
illness.

Phenomena as described above have not yet been studied 
in real-life conversations about chronic pain. Therefore, it 
remains unclear how potentially delicate issues, such as the 
legitimacy of chronic pain, are treated in real-life conversa-
tions between patients and practitioners. However, patients’ 
resistance as reported by practitioners may signal the poten-
tial delicacy of social and psychological explanations.

1.5  �A discursive psychological perspective 
on conversations about chronic pain

In order to understand why patients with chronic pain do 
not always seem open to talking about the psychological 
and social aspects of their pain, we might need to shed a 
different light on the way such aspects are discussed. In 
this paper, we suggest not treating the way patients talk 
about their health situation as merely a representation 
of some underlying mental state (e.g. in terms of willing-
ness or readiness to accept psychosocial explanations). 
Instead, we need to be aware that the things people say are 
just as much socially produced [29]. When talking about 
their health situation to others, patients face particular 
dilemmas that influence the way they describe their situ-
ation [30–32]. Horton-Salway [32] illustrates how patients 
with chronic fatigue syndrome (CFS) may for example 
anticipate potential accusations of malingering and psy-
chological vulnerability – for instance, by constructing 
CFS as a disease with a biomedical origin and by present-
ing themselves as people who always enjoyed being physi-
cally active (and thus not the type of person who wishes 
for a sedentary lifestyle). In other words, by emphasising 
certain aspects of their situation, patients may manage 
delicate matters.

In this article, we introduce discursive psychology 
[33] as a potentially valuable research perspective to gain 
a better understanding of delicate actions in conversations 
between patients with chronic pain and their practitioners. 
This perspective allows for such conversations to be studied 
on a micro level. The focus is not on identifying the cognitive 
states or processes that may underlie how people express 
themselves, but on how such psychological categories are 
build up and used by people as they interact [29]. Discursive 

psychology is, in other words, concerned with the social 
practices that people perform as part of a specific interac-
tional context [29, 34]. How, for example, are attitudes and 
identities constructed in institutional interactions, such as 
medical consultations? And, most importantly, what inter-
actional effects are achieved by these constructions?

In this article, we aim to show the merits of analysing 
patient–practitioner interactions on chronic pain from a 
discursive psychological research perspective. To do so, we 
first further explain the discursive psychological perspec-
tive, starting with an introduction to the three core prin-
ciples of discursive psychology. Next, we illustrate how a 
discursive psychological research perspective may help 
to identify the specific sensitivities of a particular interac-
tional context. As we shall show, discursive psychological 
analyses contribute to our understanding of the difficulties 
in conversations between patients with chronic pain and 
their practitioners. Moreover, such an understanding offers 
a gateway towards improving these conversations.

2  �The core principles of discursive 
psychology

Discursive psychology (DP) is guided by three core prin-
ciples that form the basis for its analytical rules and prac-
tices [29, 33]. In this section, we address them one by one. 
However, as will become clear, in DP these principles are 
strongly intertwined.

In the following sections, we explain the core prin-
ciples of DP by using a small fragment of patient–practi-
tioner interaction, see Extract 1. The lines in bold reflect 
the original production of talk in Dutch. The English 
translation is provided in the lines below. We opted for a 
translation that is as literal as possible. However, in some 
cases, practical compromises had to be made, for example 
in order to convey the meaning of the original content or 
to secure the readability of the translation. A glossary of 
transcript symbols can be found in the Appendix.

Extract 1 is part of the patient’s first consultation at 
the rehabilitation centre. The patient (Pa), a rehabilitation 
physician (RP), and a rehabilitation physician trainee (not 
part of the fragment) are present. The transcript starts after 
a brief exchange between the rehabilitation physician and 
the rehabilitation physician trainee, about who is going 
to sit where. In this extract, we see how the rehabilita-
tion physician invites the patient to sit down (line 1), after 
which the patient indicates having deliberately remained 
standing (line 4); this then leads to a sequence of ques-
tions and answers concerning the patient’s reasons for 
remaining standing (lines 5–12).
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2.1  �Discourse is constructed and constructive

The first core principle of DP is that people’s talk is both con-
structed and constructive [29, 33]. It is constructed from lin-
guistic building blocks, such as words, metaphors, idioms, 
rhetorical devices, intonation, silences, and so on. From 
Extract 1, we can for example observe that this piece of dis-
course is constructed of, amongst other things, particular 
words, several silences (lines 3, 6, 8, and 10), and shifts in 
intonation (e.g. lines 1 and 11). People’s talk is also construc-
tive of different versions of the world, in the sense that through 
the way we talk – for example about ourselves and our health 
situation – particular versions of reality take shape. Whereas 
specifically sitting down (line 1) and standing (line 4) are 
referred to in Extract 1, a version of events is constructed in 
which both of these poses may be options during a consul-
tation (although lying down, for example, may not be an 
option). Also, we can observe that a version of reality is con-
structed in which sitting down is the normative option. After 
all, the 0.8 silence (line 3) and the patient’s “yes but I have 
deliberately remained standing for a bit” (in line 4) following 
the physician’s invitation (lines 1 and 2) show that not sitting 
down is treated as something that needs to be accounted for.

2.2  �Discourse is situated

It is important to note that the way people present particular 
realities always relates to the context in which they do so. 

According to DP, it is therefore important to study people’s 
productions of reality in the very specific, natural setting in 
which the interaction occurs [34]. This relates to the second 
core principle of DP, that people’s talk is situated [29, 33].

First, it is situated within a specific interactional setting, 
such as chatting with friends at the pub, being interviewed 
by a researcher, or in this particular case: talking to a rehabil-
itation physician at the rehabilitation centre. It is particularly 
interesting, then, to see how the participants themselves 
orient to the context of the interaction [29, 33]. In Extract 1, 
for example, we see how the rehabilitation physician orients 
to his professional identity. He invites the patient to sit down 
and asks the patient specific questions, thereby acting as a 
host and taking the lead in this conversation, in which it is his 
job to collect information relating to the patient’s health con-
dition. Likewise, the patient orients to his role as a patient, 
who has the task of providing the rehabilitation physician 
with accurate and potentially relevant information about 
his health situation. Also, it becomes clear that, within this 
particular interactional context, the reasons for choosing a 
particular pose over another are oriented to as potentially 
relevant by both the patient and the rehabilitation physician.

Second, discourse is situated rhetorically [29, 33]. 
That is, because discourse will always be constructive of 
a particular version of events, it will at the same time – 
either explicitly or indirectly – be countering alternative 
versions. To clarify this further, let us take a closer look 
at both the rehabilitation physician’s question “Do you 
rather do that” (line 7) and the patient’s answer “that’s 

Extract 1
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sometimes easier” (line 9). We can see that, in the physi-
cian’s question, standing is constructed as a potentially 
favourable pose for the patient. Such a construction 
leaves open a range of possible underlying motivations. 
However, by describing standing as “sometimes easier”, 
the favourability of sitting down is reworked into a more 
specific matter of ability, thereby countering a whole 
range of other possible versions (such as that standing is 
more favourable, as the patient is a very active person who 
finds standing pleasanter, or because standing is consid-
ered to be healthier, and so on).

Third, people’s utterances are situated within the 
sequence of the particular interaction and thus should 
be interpreted in relation to the surrounding talk [29, 33]. 
As we have just seen while trying to make sense of the 
patient’s “that’s sometimes easier” (line 9), it was helpful to 
analyse it in relation to the rehabilitation physician’s ques-
tion preceding this utterance. In order to understand what 
an utterance is doing, it is also important to look at what 
comes after. This will become clear in the following section, 
which deals with the action orientation of discourse.

2.3  �Discourse is action oriented

In the preceding two sections, we illustrated how discourse 
is both constructive and situated. Now, if we bring those 
together, it logically follows that people may consciously 
or unconsciously choose “versions” or ways of describing 
things that supposedly work out best for the particular occa-
sion [29]. This idea that talk may “work out” in certain ways 
brings us to the third core principle of DP, that people’s talk 
is action oriented [29, 33]. People do and accomplish things 
with talk. They perform all kinds of social actions, such 
as inviting someone to sit down (the physician in line 1) or 
refusing an invitation and accounting for their behaviour 
(the patient in line 4). In contrast to cognitivist psychology 
however, DP does not aim to draw any conclusions regard-
ing whether and how discourse might relate to participants’ 
thought processes, such as participants’ intentions. Instead, 
it looks at what their talk actually does [29].

By choosing one version over another to describe 
something, either consciously or unconsciously,  partici-
pants perform particular actions. One important way to 
identify these actions is by looking at how participants 
in a conversation themselves display their understanding 
of an utterance [34]. For example, note how the patient’s 
contribution “yes but I have deliberately remained stand-
ing for a bit” in line four functions for more than just 
accounting for the refusal to sit down. If we look at what 
comes after, it becomes clear that it also subtly opens up 
the floor for the practitioner to ask potentially medically 

relevant questions about the patient’s reasons to remain 
standing (see lines 7 and 11). Interestingly, we can identify 
this subtle action only by studying how the rehabilitation 
physician orients to the patient’s contribution.

3  �DP reveals interactional 
sensitivities

In the preceding section, we highlighted DP’s inter-
est in the action orientation of talk. DP focuses on how 
psychological categories – like attitudes, intentions, 
or perceptions – are “constructed, understood and dis-
played as people interact” (32 p93). For example, rather 
than approaching attitudes or evaluations (such as the 
patient’s “that’s sometimes easier” in Extract 1, line 9) 
as reflecting a person’s inner world, they are treated as 
evaluations that are socially constructed and that are 
part of discourse practices [35]. The focus of DP, then, is 
on what people are doing with evaluations within par-
ticular contexts. What is being examined is: how are 
such psychological categories built up and how are they 
being used in interaction? In this section, we show how 
this type of examination of talk provides insight into the 
specific sensitivities in a particular interactional context. 
This time, we use a somewhat larger fragment of patient–
practitioner interaction, which is presented in two pieces: 
Extract 2A and Extract 2B.

3.1  �Talk may make available potentially 
unfavourable inferences

We use Extract 2 to show that talk can become delicate 
when it makes available certain potentially unfavourable 
inferences, for example about the speaker him/herself or 
about his/her conversation partner. For instance, as there 
is a moral imperative for people to maintain their health 
wherever possible, patients run the risk of being treated 
as morally culpable when their health problems are con-
structed in terms of consequences of their own actions 
[36]. According to DP, participants in interaction tend to 
manage the potential interactional consequences of such 
unfavourable inferences.

Let us look at an example. Extract 2A and Extract 2B 
are part of a patient’s visit to the psychologist at a reha-
bilitation centre, taking place after the rehabilitation 
team’s examination of the patient’s situation. Within this 
particular consultation, the psychologist (Ps) informs the 
patient (Pa) about the rehabilitation team’s observations 
and discusses treatment possibilities.
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Extract 2A
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In Extract 2A, we see that the psychologist carefully 
introduces a potential explanation for the patient’s 
pain complaints. In doing so, she refers to the patient as 
the type of person who perseveres (line 11). The Dutch 
expression doorzetter is idiomatic and does not trans-
late into English. It is derived from the verb doorzetten, 
which means “to persevere”. Although not common in 
English, its literal translation would be “perseverer”. 
In Dutch, doorzetter generally has a positive connota-
tion, as it is often used to characterise people who do 
not “just give up”. However, in this case, the character 
trait is being introduced as explanatory of the patient’s 
pain complaints (lines 1–5), which the psychologist 
further explains as a matter that has consequences for  
the body, which has a hard time keeping up (lines 
14–16).

The explanation of the patient’s complaints as intro-
duced by the psychologist is delicate, as it implicitly 
carries the accusation that the patient can be held per-
sonally accountable for her own complaints. After all, the 
explanation suggests that the patient’s complaints are a 
consequence of her own persevering behaviour.

If we take a closer look, we can see that both the 
psychologist and the patient orient to this tension. The 
psychologist does not “just” introduce the patient’s per-
severing character as an explanation, she does so in a 
rather cautious way, which involves interactional effort. 

First of all, she does not introduce this account as her 
personal opinion, but as based on clues, which the team 
(“we”, line 1) did see (line 1). She thus presents the expla-
nation as one that is shared and observable, thereby 
establishing the factuality of the claim [37]. So-called 
active voicings [38] of the team’s thoughts and statements 
(lines 1–4: “thought like well. hhh that is maybe anyhow 
explanatory for the pain complaints which you’ve had a 
couple of months” and lines 18–19: “that is something 
of which we said like yes you know that does need atten-
tion”) further work up the authenticity of the team’s con-
sensus and suggest that the account has come about in a 
considered way.

Secondly, at lines 7, 8, and 11, she presents the behav-
ioural explanation, as if she is citing the rehabilitation 
physician, thereby distancing herself from this particular 
formulation [39]. Presenting a description as a report by 
someone else, also called distanced footing, decreases 
the speaker’s accountability for the utterance [37]. And 
finally, the laughter in lines 11 and 14 also displays the 
psychologist’s orientation to the sensitivity of the expla-
nation. Several studies have shown that, in medical inter-
action, laughter may be used to alleviate delicate activities 
[40–42], such as the delivery of a confrontation by the 
practitioner [42].

In Extract 2B, we can see that the explanation is in 
fact also taken up as a sensitive issue by the patient.

Extract 2B
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The patient indicates that for her too it is “still very dif-
ficult to understand” (lines 24) and that she can “in a way 
imagine” (line 26) having caused herself so much pain. She 
therewith counters any inference that she would have know-
ingly persisted in harmful behaviour. After a considerable 
pause (1.6 s), by which the patient displays hesitance, she 
adds “yes cause of how how how I myself behave apparently” 
(lines 30–31); this further contributes to undermining any 
inference that her behaviour would be deliberate. That is, 
the word “apparently” suggests that her behaviour is some-
thing of which she is not in any way aware. It works to under-
line that the causal link with her pain complaints was and, 
as line 33 suggests, still is beyond the powers of her imagina-
tion. The patient thus subtly manages to partially align with 
the psychologist’s account that her persevering character is 
an explanation for her pain complaints, while simultane-
ously presenting her behaviour as not blameworthy.1

3.2  �Using DP to identify interactional 
concerns and discursive strategies

In the previous section, we provided an illustration of 
how participants in a conversation anticipate the poten-
tially unfavourable inferences of their talk. Analysing the 
turns in interaction clarified the elements in the inter-
action to which the participants oriented as sensitive. 
In other words, DP can be used to gain insight into how 
people themselves display certain sensitivities in a par-
ticular interactional context. In this section, we further 
explain some central notions of DP that are related to 
these kinds of sensitivities and the way in which they can 
be identified.

In our example analysis, the sensitivities to which 
the participants oriented in interaction had to do with a 
potentially critical stance by their conversation partner. 
In DP terms, such a potentially critical stance is generally 
referred to as a potential accusation of stake. That is, par-
ticipants run the risk that what they say or do may be dis-
counted as a product of stake or interest [37, 43, 44].

The sensitivities relating to potential accusations 
of stake, such as observed in our example analysis, can 
be described as participants’ interactional concerns [37, 
45]. It is important to note that all of the participants in 

a conversation deal with those. In the previous piece 
of patient–practitioner interaction, it was not only the 
patient who dealt with an interactional concern: to balance 
between showing herself as receptive to a behavioural 
explanation of her pain and managing responsibility for 
her pain. The psychologist too had to deal with a concern: 
how to deliver a behavioural explanation of the patient’s 
pain, without discrediting the patient.

Participants’ interactional concerns are usually 
only implicitly available in interactions [37]. They can 
be revealed by studying the actions that participants 
perform as they interact, that is, by identifying partici-
pants’ discursive strategies to anticipate or solve their 
interactional concerns [37, 45]. In Extract 2B, we saw, 
for example, how the patient depicted her persever-
ing behaviour as undeliberate, thereby heading off the 
potential accusation that she was culpable for her pain. 
Also, we saw how the psychologist presented the expla-
nation as factual and arrived at in a considered way, 
rather than judgemental.

An important way for discursive psychologists to iden-
tify discursive strategies is by utilising discursive devices 
that contribute to these kinds of discursive strategies. 
These are recognisable features of discourse that help par-
ticipants to perform social actions and that are recurrent 
in diverse interactional contexts [29]. In our analysis of the 
psychologist’s way of talking in Extract 2A, we observed, 
for example, active voicing and distanced footing.

4  �DP as a promising approach to 
enhance patient–practitioner 
interaction

In this paper, we have argued that DP provides a fruitful 
research approach to gain significant insights into the 
specific sensitivities of patient–practitioner interaction in 
chronic pain rehabilitation. We believe that such insights 
could contribute to a better understanding of particular 
interactional difficulties that have been reported, particu-
larly with respect to patients’ resistance to practitioners’ 
social and psychological explanations of their pain [11]. 
Analysing interactions between patients with chronic pain 
and their practitioners from a DP research perspective may 
shed a different light on what is perceived as patients’ 
resistance. That is, maybe the ways in which patients tend 
to respond to certain social and psychological explana-
tions of their pain should not in the first place be treated as 
reflecting resistance to these explanations per se. Instead, 

1 Note that by presenting the issue as something that is beyond her 
comprehension, she also manages to counter a second potential ac-
cusation that is available in the psychologist’s talk, that is, that she 
would have failed to report information regarding her complaints to 
the physiotherapist (see lines 20–22 and 25). After all, she was not 
aware of what was happening.
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they might need to be seen as ways to solve particular 
interactional concerns that may be consequential to the 
potential inferences of these psychosocial explanations. 
Findings by Burbaum et al. [46] support such a hypothesis 
for a different interactional context. These authors studied 
the interactional concerns and discursive strategies of 
patients with medically unexplained symptoms and their 
psychotherapists in consultations during a short-term psy-
chotherapeutic hospital intervention. Their analysis of 
patients’ discursive strategies in response to their thera-
pists’ psychosomatic explanations showed that patients 
treated these explanations as identity threatening.

It is important to emphasise that patients’ interactional 
concerns do not simply follow from the delicate nature of 
social and psychological explanations as such, but rather 
are bound up with how such explanations are delivered 
by the practitioner. DP studies will therefore also provide 
important insights with respect to the communicative strat-
egies of practitioners. DP studies of patient–practitioner 
interactions therefore not only provide practitioners with 
a better understanding of what is going on in their con-
versations with patients, but also can be used to develop 
communication skills training that helps practitioners to 
reflect on their own communication practices [44, 47]. The 

identification of recurrent interactional concerns and dis-
cursive strategies in patient–practitioner interaction that 
hinder patients with chronic pain and their practitioners 
from arriving at a shared understanding of the pain will 
equip practitioners with directions for improving their 
communication practices. What ways of formulating par-
ticular psychosocial explanations, for example, tend to 
enhance an open conversation about the social and psy-
chological factors that might be involved in the patient’s 
pain and pain-related disabilities? Insights from DP 
research could therefore contribute to patient–practitioner 
interactions that are more enabling and stimulating for 
patients to explore these social and psychological factors, 
and to arrive at a biopsychosocial understanding of their 
pain that is shared by them and their practitioners.

Authors’ statements
Research funding: Authors state no funding involved.
Conflict of interest: Authors state no conflict of interest.
Informed consent: Informed consent was obtained from 
all individuals in this study.
Ethical approval: The research has been approved by  
an accredited Research Ethics Committee: METC Z, The 
Netherlands (reference number: 17-N-160).

Appendix: Transcription symbols, based on Jefferson [48] transcription system.

[ ] Square brackets indicate overlapping speech
= Equal signs indicate no break/gap
⁰ ⁰ Degree signs indicate speech that is quieter than the surrounding talk
> < indicates that the bracketed talk is delivered faster than the surrounding talk
< > indicates that the bracketed talk is slowed down, compared to the surrounding talk
(.) A dot in round brackets indicates a micro-pause, hearable but too short to measure
(1.6) Numbers in round brackets measure pauses in (tenths of) seconds
word Underlining indicates emphasis
: Colons signal a prolongation of the preceding sound
↑↓ Arrows indicate a rise or fall in intonation
. A full stop indicates a falling intonation
, A comma marks a slightly rising intonation
? A question mark signals a rising, questioning intonation
((writing)) Double brackets refer to transcriber’s descriptions of features or non-verbal aspects of the interaction
.hh A dot preceding (a row of) “h” indicates an in-breath
hh (A row of) “h” indicates an outbreath
heheh Indicates laughter
w(h)ord Laughter within speech is signalled by “h” in round brackets
(m) A parenthesised italicised letter indicates an incipient sound
– A dash indicates a cut-off
( ) or (word) Empty space between brackets or words between brackets respectively indicate inaudible speech and uncertain hearings
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collected as part of the authors’ current study into patient–practitioner 
interaction in interdisciplinary chronic pain rehabilitation in the 
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