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Effective communication between healthcare professionals and their patients is crucial for successful
consultations, and can profoundly affect patients’ adherence to treatment. Despite this evidence,
communication within the physiotherapy profession is still underexplored, in particular, how ‘best’ to
open clinical encounters. This study explores the issue by seeking the preferences of physiotherapists for
opening encounters in the adult musculoskeletal outpatient setting. Initially, 42 consultations and 17 ﬁrst
follow-up encounters were observed between qualiﬁed physiotherapists and patients with back pain.
These encounters were audio-recorded, analysed and used to develop a questionnaire to determine
clinicians’ preferences for opening encounters. From these ﬁndings, a synopsis of the questionnaire was
posted on the four most-relevant professional networks of the national, interactive Chartered Society of
Physiotherapy (iCSP) website, to canvass opinion more widely. Among the 43 physiotherapists who
responded, the preferred ‘key clinical question’ for an initial encounter was: “Do you want to just tell me a
little bit about [your ‘problem presentation’] ﬁrst of all?”; and for follow-up encounters: ‘How have you been
since I last saw you?’ These results provide an important and novel contribution to the profession, as
debate on this issue has not previously been published. Although the sample size in this study is small,
the aim of this paper is to generate reﬂection and debate among clinicians on their preferences for
opening patient encounters and optimising the non-speciﬁc treatment effects.
Ó 2014 The Authors. Published by Elsevier Ltd. This is an open access article under the CC BY license
(http://creativecommons.org/licenses/by/3.0/).
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1. Introduction
Effective communication between healthcare professionals and
patients is crucial for a successful clinical encounter (Gask and
Usherwood, 2002) and impacts upon every patient contact. A
proﬁcient ‘medical interview’ is fundamental to creating a good
interpersonal relationship, as well as information exchange and
optimal professional decision-making (Ong et al., 1995; Stewart,
1995). Furthermore, in developing patient-centred care, clinicians are advised to attend not only to the disease, but to the
patient’s experience of symptoms, the impact of the condition and
what really matters for the patient (Pollock, 2001; Walseth et al.,
2011).
It is imperative that healthcare professionals consider their
communication skills right from the outset, as it is reported to take
only 39 ms for a ﬁrst impression to be made (Bar et al., 2006) and
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‘many encounters’ to change (Tongue, 2007). The early stages of the
clinical encounter are also when patients present their problems to
the clinician. Heritage and Robinson (2006) introduced the term
‘problem presentation’ to describe the stage at which patients
disclose information about their symptoms to the clinician. This
important component is reported to be the only time in a medical
encounter that patients are given the opportunity to describe their
condition in their own words and address their own personal
agenda (Heritage and Robinson, 2006).
When patients are given the opportunity to participate, they are
more likely to work alongside the healthcare professional and have
increased satisfaction with the outcome (Glueckauf, 1993; Payton
et al., 1998), with both parties sharing knowledge and power
(Edwards et al., 2004). However, research has also highlighted that
clinicians’ communication, and in particular, how they phrase their
questions about the ‘problem presentation’, can affect patient
‘satisfaction’ (Heritage and Robinson, 2006; Robinson and Heritage,
2006) as well as adherence to treatment (Zolnierek and Dimatteo,
2009). Therefore, the clinician’s communication skills are vital in
establishing a good interpersonal relationship with patients,
creating a welcoming environment, and enabling patients to freely
express their issues.
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To date, research into how clinicians “should” open their clinical
encounters is at an early stage of development and predominantly
focuses on physicians working in primary care settings (Heritage
and Robinson, 2006; Robinson and Heritage, 2006). These studies
explored opening encounters using video-recorded data; however
it has been reported that a camera can alter the natural ﬂow of
communication between clinicians and patients (Roberts and
Bucksey, 2007). Furthermore, it is unknown how well the ﬁndings from medical encounters translate to clinical encounters
involving other healthcare professions.
Within physiotherapy, communication studies have tended to
focus on, interactions and relationships, the content of encounters
and the impact upon outcome (Roberts et al., 2013), with none
speciﬁcally addressing the issue of opening clinical encounters.
Therefore, this study aims to address the gap using a series of
audio-recorded consultations from an outpatient setting, to identify the phrasing preferred by physiotherapists when opening
clinical encounters in an adult musculoskeletal outpatient setting.
2. Method
2.1. Stage 1: observational study
2.1.1. Study design
The ﬁrst stage was a cross-sectional, observational study of interactions between musculoskeletal physiotherapists and patients
with low back pain.
2.1.2. Setting
This study took place in a primary care service in Southern
England. Patients were referred to the service by their General
Practitioner (GP), and were allocated an initial 45-min appointment
with a physiotherapist, and further 30-min treatment sessions, as
necessary.
2.1.3. Participants
Patients: The patient sample (n ¼ 42) comprised adults aged 18
years, referred with a diagnosis of low back pain (of unspeciﬁed
duration), deﬁned as pain in an area bounded by the 12th thoracic
vertebra and ribs superiorly, gluteal folds inferiorly and contours of
the trunk laterally. Patients with a history of recurrent back pain
were included, provided they had received no physiotherapy/
acupuncture within the preceding three months, in order to identify this episode of back pain as distinct.
The exclusion criteria were: signs and symptoms suggesting
possible serious spinal pathology (red ﬂags); spinal surgery for this
episode; another musculoskeletal disorder more troublesome than
the back pain; consultations (for this episode) with other health
care professionals (excluding the GP); a known severe psychiatric
or psychological disorder; and people who were unable to
communicate in English without assistance.
Clinicians: All physiotherapists working in the study setting
(n ¼ 15), registered with the Health and Care Professions Council
and currently managing patients with back pain, were invited to
take part.
2.1.4. Data collection
A small, digital Edirol audio-recorder (model R-09HR, Roland
Corporation, Japan) was placed in the treatment cubicle. The senior
researcher (LR) discreetly sat out of the direct ﬁeld of vision of
either participant and took no active part in the consultation,
recording ﬁeld notes to contextualise the events that took place
during the encounter. The audio-recordings were transcribed
verbatim and thematically analysed using a Framework approach
(Ritchie et al., 2003).
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2.1.5. Findings from stage 1
From the 42 initial physiotherapy consultations, 11 key clinical
questions were identiﬁed, which are summarised in Table 1 (column 3). From the 17 ﬁrst follow-up encounters, 7 key clinical
questions were identiﬁed, summarised in Table 2 (column 3). The
wording of these questions was then used as the base for a national
survey to determine clinicians’ preferences.
2.2. Stage 2: survey
2.2.1. Study design
A cross-sectional survey was carried out within the United
Kingdom to identify how physiotherapists prefer to open their
clinical encounters.
2.2.2. Questionnaire
At the inception of the study, no appropriate measuring tool
existed for determining preferences for opening clinical encounters. Therefore, a bespoke questionnaire was designed based on
audio-recorded clinical encounters from stage one. The 42 initial
consultations were thematically coded and the exact wording of
the ‘key clinical question’ (KCQ) was identiﬁed, i.e. the ﬁrst question
where the physiotherapist asks the patient about their presenting
problem, in this case, back pain. Topics discussed prior to this point
(in the opening phase of the consultation) were also identiﬁed and
collated. The exact phrasings of the KCQ were used in the questionnaire to optimise face and content validity.
The questionnaire was established electronically using QuestionMark Perception software and consisted of ten demographic
and eight core questions, charting the initial consultation (four
questions) and follow-up clinical encounter (four questions).
For the initial consultation, participants were asked to identify
and rank their top ﬁve preferred phrasings for the KCQ out of the
eleven options from stage one. They were also given an opportunity
to identify any alternative phrasing of the KCQ they believed to be
more effective or preferred from their own clinical practice. A
similar format of questions was used for follow-up clinical
encounters.
Prior to the main study, pilot work was conducted using a
convenient sample of seven MSc physiotherapy students and ﬁve
senior physiotherapists, to evaluate the questionnaire’s acceptability and give participants the opportunity to comment on the
layout, design and content of the questionnaire. Minor formatting
changes were made to the questionnaire following this feedback.

Table 1
Results from the national survey showing the preferred phrasing of the key clinical
question in initial consultations between physiotherapists and patients with low
back pain.
Preferences

Score

Phrase

1st

83

2nd
3rd

77
71

4th
5th

65
57

6th

45

7th
8th
9th

35
30
29

10th
11th

28
17

Do you want to just tell me a little bit about [problem
presentation] ﬁrst of all?
I’ve had this referral through. Tell me what’s happened.
The referral says you’ve got [problem presentation] is
this correct?
How can I help you today?
What we’ll do today is just have a bit of a chat about
[problem presentation], I believe it is. All right?
It’s your [problem presentation e.g. knee, back etc.] that
you’re here for is it?
What problem are you having at the moment?
Do you want to tell me your story?
Do you want to start off by telling me whereabouts
you’re getting your pain at the moment?
I know a little bit from the GP, when did this start?
How long have you had [problem presentation] for?
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Table 2
Results from the national survey showing the preferred phrasing of the key clinical
question in a follow-up clinical encounter between physiotherapists and patients
with low back pain.
Preferences

Score

Phrase

1st
2nd

158
131

3rd

82

4th
5th
6th

71
54
18

7th

12

How have you been since I last saw you?
How did you get on with the [treatment e.g. exercises,
hydro, injection, massage]?
How have you been feeling from a [problem
presentation e.g. knee, back etc.] point of view?
How are you getting on?
How have you been?
Are the [problem presentation e.g. knee, back etc.]
symptoms on-going?
What was the take home message that you got from me
last time?

2.2.3. Data collection
Participants were recruited using the national, interactive
Chartered Society of Physiotherapy website (iCSP). A synopsis of the
study was included in the networks’ fortnightly email bulletins of
the four most relevant professional networks: i) Sports Medicine;
ii) Orthopaedics; iii) Massage and Soft Tissue Therapy and; iv) Pain
Management. At the time of recruitment, membership of the four
networks totalled 34,922 (including possible duplicates). Members
who were interested in the study were asked to contact the authors
via email and were then sent a link to the electronic questionnaire
and a participant information sheet. The sample included all
available members of the four networks. In addition, the senior
researcher (LR) publicised the study to delegates in a keynote
address at the Physiotherapy Research Society (Shefﬁeld, 2012).
Data were collected between August and October 2012, and were
coded for anonymity. One follow-up reminder was sent.
2.2.4. Data analysis
Descriptive statistics were used to determine physiotherapists’
preferred phrasing when opening clinical encounters.
Frequencies were reported for the topics clinicians discussed
before or after their KCQ in both initial and follow-up clinical encounters, and a scoring system was used to determine the preferred
phrasing. Each ﬁrst choice phrase received a score of ﬁve; second
choice received a score of four etc.; down to the ﬁfth choice, which
received a score of one. These scores were then summed for each
phrase, to identify the most popular.
Data were managed using SPSS for Microsoft Windows, Release
20.0 (IBM: SPSS Inc) and Microsoft Excel 2010.
Ethical approval was granted from the Faculty of Health Sciences, University of Southampton.
3. Results of national survey
3.1. Demographics
A total of forty-three participants responded, however three
questionnaires were incomplete. The sample included qualiﬁed
physiotherapists (n ¼ 31) and students (n ¼ 12), of whom 18 (42%)
were male and 25 (58%) female. The number of years experience in
musculoskeletal physiotherapy ranged from 2 months to 29 years
(mean: 10 years 10 months, median: 10 years 2 months) and the
number of years qualiﬁed ranged from 1 year 3 monthse37 years
(mean: 13 years 10 months, median: 12 years 2 months).
3.1.1. Initial clinical encounter
3.1.1.1. Pre-key clinical question topics. The majority of respondents
reported including the following topics in their clinical encounter

before raising the KCQ: i) a general greeting (n ¼ 39); ii) an introduction of their name (n ¼ 38) and role (n ¼ 31); iii) an explanation
of what would be involved in the consultation (n ¼ 31);
iv) conﬁrmation of referrer details (n ¼ 28); and v) a check of the
patient’s personal details (n ¼ 32), and preferred name (n ¼ 33).
Additionally, 16% (n ¼ 7) reported mentioning parking and directions, and 30% (n ¼ 13) the weather.
3.1.1.2. Key clinical question. The preferred phrasing of the KCQ in
an initial clinical encounter was “Do you want to just tell me a little
bit about (your ‘problem presentation’) ﬁrst of all?” (score: 83).
Preferences for the KCQs are summarised in Table 1.
When clinicians were asked for their own preference for
opening a clinical encounter (i.e. not from the audio-recordings), a
shared theme that arose was to explicitly ask about the patients’
presenting problems and why they had come to physiotherapy in
their own words.
The themes participants identiﬁed as ‘missing’ from the questionnaire included: a check to see if patients had seen a physiotherapist before; establishing whether patients understood why
they had been referred; and their understanding of the role of
physiotherapy.
3.1.2. Follow-up clinical encounter
3.1.2.1. Pre-key clinical question topics. In the follow-up consultations, clinicians reported greeting the patient (n ¼ 38), giving a
summary of the previous clinical encounters ﬁndings (n ¼ 20), and
explaining what would be involved in the follow-up consultation
(n ¼ 20) prior to asking them about their problem presentation.
Additionally, 14% (n ¼ 6) of respondents reported mentioning
parking, 5% (n ¼ 2) directions and 37% (n ¼ 16) weather, before the
KCQ. An additional topic respondents deemed important to bring
up was to check how the patient felt after their initial physiotherapy session.
3.1.2.2. Key clinical question. The preferred phrasing of the KCQ by
physiotherapists in a follow-up clinical encounter was “How have
you been since I last saw you?” (score: 158). Preferences of KCQs in
the follow-up encounters are summarised in Table 2. When asked if
they had any other preferred ways of opening the encounters, a
theme emerged of asking directly about the patient’s symptoms.
3.1.3. Audio-recorded consultation/clinical encounters
From the 42 audio-recorded initial consultations, 19% (n ¼ 8) of
the KCQs were open, 17% (n ¼ 7) were open-focused and 64%
(n ¼ 27) were closed. Open questions elicited on average a 22.6 s (s)
(range 1e49 s) response from the patient about their presenting
problem, whilst open-focused and closed questions elicited on
average 47.1 s (range 8e69 s) and 15.4 s (range 1e90 s) responses,
respectively. When answering the KCQ, patients were interrupted
by the physiotherapist in 25 out of 42 consultations (60%), whereas
in the other 17 consultations (40%), patients’ answers came to a
natural stop before the physiotherapist spoke. Out of these 25
interrupted consultations, responses to closed questions (n ¼ 16)
were interrupted sooner (mean ¼ 19.9 s) than open (n ¼ 4)
(mean ¼ 24.8 s) and open-focused questions (n ¼ 5)
(mean ¼ 45.2 s).
4. Discussion
This exploratory study aimed to identify the preferred phrasing
of physiotherapists when opening clinical encounters in musculoskeletal outpatient settings. The results indicate that clinicians are
in favour of using open questions when asking patients about their
‘problem presentation’ in both initial and follow-up clinical
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encounters. Open questions give patients the opportunity to express their own ideas and experiences freely, whereas closed
questions only look for a ‘yes’, ‘no’ or simple fact response (Evans
et al., 2008). These results relate to previous research, which has
highlighted that when practitioners use open questions at the start
of their consultations, patients report greater satisfaction and
adherence to treatment, as they feel the practitioner has listened to
them, which facilitates the therapeutic relationship (Robinson and
Heritage, 2006; Zolnierek and Dimatteo, 2009).
In the present study, physiotherapists favoured the question:
“Do you just want to tell me a little bit about [your problem presentation] ﬁrst of all?” which is a problem-focused symptom query, and
is both a question and an invitation. In lay terms, this could be
described as an open-focused question, as it allows the patient to
direct the problem aspect. The ‘just . tell me’ component is eliciting a narrative and the clinician is not presupposing a speciﬁc
angle or problem, or displaying prior knowledge of the patient’s
problem, thereby occupying a less knowledgeable (Ke) epistemic
status (Heritage, 2012). It is evident that the question is phrased as
a yes/no interrogative and displays an entitlement contingency,
however it still gives the patient an entitlement to decline. Finally,
the temporal component ‘ﬁrst of all’ sets up that there is more to
come and the patient will therefore have further opportunities to
tell their story. This style of question was favoured over:
 narrative open questions (“Do you want to tell me your story”);
 questions that focus on a single, speciﬁc issue (“Do you want to
start off by telling me whereabouts you’re getting your pain at the
moment?”);
 closed questions (“The referral says you’ve got [‘problem presentation’] is this correct?”)
The ﬁndings of the current study are comparable to that of
Marvel et al. (1999), who observed that in 34 out of 264 interviews
between physicians and patients, physicians followed open questions with open-focused questions when addressing patients’
agendas. They commented that this is a ‘useful’ style to adopt as it
avoids gathering an extensive list of patient concerns rigidly at the
opening of the interview (Marvel et al., 1999). Therefore, asking a
question that allows the patient to express their problem in their
own words, but gives them a focus, may deter the patient from
deviating from the topic and also help to achieve two of the most
important communication skills in a therapeutic setting: the ability
to truly hear what the patient is trying to say; and the ability to
allow the patient to speak without interruption (Jackson, 2006).
Interestingly, in the current study, subsequent analysis of the 42
audio-recorded initial consultations demonstrated that physiotherapists were inclined to interrupt the patient when answering
the KCQ in 60% of cases. Marvel et al. (1999) also found that 45.5% of
patients were interrupted while giving their ‘statement of concerns’ and this was associated with fewer concerns mentioned by
patients, late-arising concerns, and missed opportunities to gather
important patient data. On average, patients were given 23.1 s to
itemise their concerns before interruption from the physician
(Marvel et al., 1999), although the study did not address the type of
questions that were used prior to the patients’ response and
whether these questions may have inﬂuenced the response time.
Analysis of the audio-recorded encounters in the current study
revealed that physiotherapists allowed patients to speak for the
longest without interruption following open-focused questions.
This could be because physiotherapists were gleaning useful information, and patients felt comfortable to express their concerns
in their own words.
Clinicians are encouraged not to interrupt patients’ opening
statements because determining reasons for the patient pursuing
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professional help is important to a successful clinical encounter
(Beckman and Frankel, 1984) and it is reported there is an increased
‘fondness’ towards the clinician as the patient discloses this health
information (Collins and Miller, 1994). Patients will typically take
92 s to explain their ‘problem presentation’ in an outpatient setting
if not interrupted (Langewitz et al., 2002) and will present with an
all-round summary of their problems (Walter et al., 2005). Yet,
none of the patients in the 42 initial encounters in the current study
spoke for 92 s, whether given this opportunity or not.
In addition to the phrasing of the key clinical question, establishing a relationship with the patient at the outset of the consultation, has been considered to be an essential element of physicianpatient communication (Makoul, 2001). This ‘opening phase’,
where the healthcare professional has greeted the patient and
familiarised themselves with the patient’s records is important, as
it has the potential to inﬂuence the length of the patient’s response
about their ‘problem presentation’, depending on how comfortable
they are made to feel by the clinician (Coupland et al., 1994;
Robinson, 1998). The physiotherapists in the present study built
rapport in the ‘opening phase’ by reportedly greeting their patients,
introducing themselves and their role, explaining the physiotherapy consultation, asking patients about personal details, and
conﬁrming the referral details.
It is interesting to note however, that the initial topics raised
mainly related to the physiotherapist gathering and giving information, and did not allow the patient to engage in ‘small talk’. For
example, only a minority of physiotherapists brought up topics
such as the weather, parking and directions. This correlates with
the ﬁnding of Roberts and Bucksey (2007) that physiotherapists
make approximately twice as many statements as patients, and the
verbal communication used by physiotherapists comprises mostly
‘content behaviors’, such as taking history and giving advice.
Although ‘small talk’ has previously been described as a means of
patients and physicians exhibiting ‘disattentiveness’ in medical
interactions (Maynard and Hudak, 2008), in contrast, it has been
attested that ‘small talk’ can help establish relationships because of
its ability to ‘oil the social wheels’ of discourse (Holmes, 2000, p57),
and thus facilitate instrumental behaviours within the consultation, such as willingness to disclose relevant health-related information (Hudak and Maynard, 2011).
4.1. Clinical implications
Professional and regulatory bodies pertinent to physiotherapy,
recognise the importance of developing effective communication
(HCPC, 2012; CSP, 2012). Therefore, knowing how clinicians and
patients communicate, and speciﬁcally, how clinical encounters are
“best” opened, is important for teaching and feedback to assist
clinicians in optimising their non-speciﬁc treatment effects.
Parry and Brown (2009) recommend that teaching on communication at pre-qualiﬁcation level should be based on existing
empirical knowledge, but there are signiﬁcant gaps in the evidence,
which pose challenges for educators, students and researchers in
this ﬁeld. The contribution of the current study is that: i) educators
in the ﬁeld should consider the use of open-focused questions
when advising about opening clinical encounters and; ii) clinicians
could use these types of questions to facilitate patient engagement.
4.2. Limitations
Although this study is novel in researching physiotherapists’
preferences on how to open clinical encounters, some limitations
exist, in particular, the low response rate due to an ineffective
recruitment strategy. This was hindered by being unable to put a
direct link to the questionnaire on the iCSP website (due to ethical
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constraints). Therefore, participants had to email the researchers to
request a link to the questionnaire, which subsequently may have
deterred iCSP members from participating in the study.
Furthermore, this study only considered verbal communication
between the physiotherapist and their patient, despite the recognition that communication relies on non-verbal as well as verbal
communication (Hall and Lloyd, 1990; Oliver and Redfern, 1991;
Caris-Verhallen et al., 1999; Waddell, 2004, p. 243; HCPC, 2012).
Further research is required to investigate the impact of non-verbal
and verbal communication skills and further work is currently in
progress to address this from the patients’ perspective.
5. Conclusions and recommendations
Effective communication is essential in healthcare and it has
been reported previously that a clinician’s choice of questioning
can inﬂuence patients’ responses and the subsequent outcome of
the encounter. This study demonstrates that physiotherapists prefer open-focused questions when addressing the topic of patients’
presenting problems in initial clinical encounters, providing patients with a focus, whilst still allowing them to express themselves
in their own words. Furthermore, the study has highlighted that
physiotherapists are inclined to interrupt patients as they respond
to the key clinical question in 60% of encounters, which may negate
this opportunity for patients to express what really matters to
them. Further research is currently underway to explore this.
These ﬁndings should be interpreted with caution, due to the
small sample size of the study. Nonetheless, they are a snapshot of
physiotherapists’ opinions and a foundation for future research.
Considering the integral role that communication plays in every
clinical encounter, it is suggested that more robust empirical evidence on opening encounters needs to be provided for the physiotherapy profession, including patients’ preferences and the
impact on outcome. In the current healthcare systems, it is vital
that clinicians make every effort to maximise their non-speciﬁc
treatment effects and enhance outcomes.
Acknowledgements
Sources of funding: Arthritis Research UK is 17830 funded the
academic post of the senior researcher (LR). This work was conducted within the Southampton Musculoskeletal Research Unit.
The authors wish to acknowledge: Laura Jenkins for her linguistic advice, the patients and staff in Southampton City Primary
Care Trust; members of the steering committee (Professor Paul
Little, Professor Maria Stokes, Professor Cyrus Cooper, Professor
Jennifer Cleland, Dr Rose Wiles and Mr Mark Mullee); Dr Bill
Warburton at iSolutions, University of Southampton; and Jackson
Dempsey from the CSP.
References
Bar M, Neta M, Linz H. Very ﬁrst impressions. Emotion 2006;6(2):269e78.
Beckman HB, Frankel RM. The effect of physician behavior on the collection of data.
Ann Intern Med 1984;101(5):692e6.
Caris-Verhallen W, Kerkstra A, Bensing JM. Non-verbal behavior in nurse-elderly
patient communication. J Adv Nurs 1999;29(4):808e18.
Collins NL, Miller LC. Self-disclosure and liking: a meta-analytic review. Psychol Bull
1994;116(3):457e75.
Chartered Society of Physiotherapy (CSP). Learning and development principles.
London: Chartered Society of Physiotherapy; 2012 [Available at], http://www.
csp.org.uk/professional-union/careers-development/career-physiotherapy/
learning-principles [accessed 11.12.12].

Coupland J, Robinson J, Coupland N. Frame negotiation in doctor-elderly patient
consultations. Discourse Soc 1994;5(1):89e124.
Edwards I, Jones M, Higgs J, Trede F, Jensen G. What is collaborative reasoning? Adv
Physiotherapy 2004;6:70e83.
Evans DR, Hearn MT, Uhlemann MR, Ivey AE. Essential interviewing: a programmed
approach to effective communication. 7th ed. Belmont, CA: Thompson Books/
Cole; 2008. p. 42.
Gask L, Usherwood T. ABC of psychosocial medicine. The consultation. BMJ
2002;324(7353):1567e9.
Glueckauf RL. Use and misuse of assessment in rehabilitation: getting back to basics. In: Glueckauf RL, Sechrest RB, Bond GR, McDonel EG, editors. Improving
assessment in rehabilitation and health. California: SAGE; 1993. pp. 135e55.
Hall T, Lloyd C. Non-verbal communication in a health care setting. Br J Occup Ther
1990;53(9):383e7.
Health and Care Profressions Council (HCPC). Standards of Proﬁciency e Physiotherapists. London: HPC; 2012 [Available at], http://www.hpc-uk.org/assets/
documents/10000DBCStandards_of_Proﬁciency_Physiotherapists.pdf [accessed
21.11.12].
Heritage J. Epistemics in action: action formation and territories of knowledge. Res
Lang Soc Interact 2012;45(1):1e29.
Heritage J, Robinson JD. The structure of patients’ presenting concerns: physicians’
opening questions. Health Commun 2006;19(2):89e102.
Holmes J. Doing collegiality and keeping control at work: small talk in government
departments. In: Coupland J, editor. Small talk. Harlow: Pearson Education
Limited; 2000. p. 57.
Hudak PL, Maynard DW. An interactional approach to conceptualising small talk in
medical interactions. Sociol Health Ill 2011;33(4):634e53.
Jackson C. Shut up and listen. A brief guide to clinical communication skills. Dundee: Dundee University Press; 2006. p. 1.
Langewitz W, Denz M, Keller M, Kiss A, Rüttimann S, Wössmer B. Spontaneous
talking time at start of consultation in outpatient clinic: cohort study. BMJ
2002;325(7366):682e3.
Makoul G. Essential elements of communication in medical encounters: the Kalamazoo consensus statement. Acad Med 2001;76(4):390e3.
Marvel M, Epstein RM, Flowers K, Beckman HB. Soliciting the patient’s agenda: have
we improved? JAMA 1999;281(3):283e7.
Maynard D, Hudak PL. Small talk, high stakes: interactional disattentiveness in the
context of prosocial doctor-patient interaction. Lang Soc 2008;37(5):661e88.
Oliver S, Redfern S. Interpersonal communication between nurses and elderly patients: reﬁnement of an observational schedule. J Adv Nurs 1991;16:30e8.
Ong LM, de Haes JC, Hoos AM, Lammes FB. Doctor-patient communication: a review
of the literature. Soc Sci Med 1995;40(7):903e18.
Parry R, Brown K. Teaching and learning communication skills in physiotherapy:
what is done and how should it be done?. F Physiotherapy 2009;95(4):294e
301.
Payton OD, Nelson CE, St Clair Hobbs M. Physical therapy patients’ perceptions of
their relationships with healthcare professionals. Physiother Theory Pract
1998;14:211e21.
Pollock K. ‘I’ve not asked him, you see, and he’s not said’: understanding lay
explanatory models of illness is a prerequisite for concordant consultation. Int J
Pharm Prac 2001;9:105e17.
Ritchie J, Spencer L, O’Connor W. Carrying out qualitative analysis. In: Ritchie J,
Lewis J, editors. Qualitative research practice. A guide for social science students
and researchersLondon, United Kingdom: Sage Publications Ltd; 2003. pp. 219e
62. Chapter 9.
Roberts. Therapeutic relationships and the illusion of communication; 2012. Keynote presentation at the Physiotherapy Research Society conference, Shefﬁeld
30.05.12. http://prs.csp.org.uk/documents/therapeutic-relationships-illusioncommunication.
Roberts L, Bucksey SJ. Communicating with patients: what happens in practice?
Phys Ther 2007;87(7):586e94.
Roberts L, Whittle C, Cleland J, Wald M. Measuring verbal communication in initial
physical therapy encounters. Phys Ther 2013;93(4):479e91.
Robinson JD, Heritage J. Physicians’ opening questions and patients’ satisfaction.
Patient Educ Couns 2006;60(3):279e85.
Robinson JD. Getting down to business: talk, gaze, and body orientation during
openings of doctor-patient consultations. Hum Commun Res 1998;25(1):97e
123.
Stewart MA. Effective physicianepatient communication and health outcomes: a
review. CMAJ 1995;152(9):1423e33.
Tongue S. Every day brings a ﬁrst impression. Nurs Stand 2007;22(4):62.
Waddell G. The Back Pain Revolution. 2nd ed. Edinburgh, United Kingdom:
Churchill Livingstone; 2004. p. 243.
Walseth LT, Abildsnes E, Schei E. Lifestyle, health and the ethics of good living:
health behaviour counselling in general practice. Patient Educ Couns
2011;83(2):180e4.
Walter A, Bundy C, Dornan T. How should trainees be taught to open a clinical
interview? Med Educ 2005;39(5):492e6.
Zolnierek KB, Dimatteo MR. Physician communication and patient adherence to
treatment: a meta-analysis. Med Care 2009;47(8):826e34.

