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Abstract

Purpose: Health care practice guidelines require physiotherapists to include patients in
goal-setting. However, not much is known about how this process is accomplished in practice.
The purpose of this study is to analyse patient–physiotherapist consultations and to identify
how physiotherapists enquire about goals and how patients respond to these enquiries.
Method: 37 consenting patients and their physiotherapist from outpatient physiotherapy
practice settings were videotaped. Conversation analysis was used to transcribe and analyse
the data. Results: In 11 cases, physiotherapists enquire explicitly about goals. Patients’ responses
indicate that problems can arise when therapists’ questions treat it as expected that the patient
has a goal already in mind, and has sufficient understanding about ‘‘physiotherapy-relevant’’
goals. Patients’ difficulties with stating a goal are related to patients’ knowledge to propose a
goal and whether they treat consultations as one in which it is appropriate to claim knowledge
about goals. Conclusions: Goal-setting is not a straightforward process. Practices that entail
asking patients to state their goals neither take into consideration the fact that patients may
not know what an achievable goal is nor do they consider so-called social reasons for patients
not to make claims to their physiotherapist about what the goals should be.

� Implications for Rehabilitation

� Patients respond to explicit goal enquiries using an open question with delayed responses
indicating some communication problem.

� Goal-setting should not be treated as a predetermined process, but as negotiated in
consultations.

� Goal-setting is a complex interaction in which participants manage knowledge about goals.
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Introduction

Goal setting theories, developed in industrial North America
during the 1950s and 1960s, posit that setting a goal influences
human behaviour in such a way that it increases performance and
motivation [1]. Theories along this line, e.g. Social Cognitive
Theory, Goal Setting Theory and Health Action Process, are
adopted by health professions in recent years and are suggested to
be incorporated in clinical practice [2]. Goal setting is included as
a recommended practice in contemporary clinical guidelines and
professional standards of practice [3,4]. One approach regularly
advocated is the SMART (Specific, Measurable, Achievable,
Realistic and Timed) approach to formulating goals [5]. This
approach is intended to enable quantification of patients’

performance and of the time in which the desired goal is
achieved. Yet, this process has some limitations as patients may
not feel competent enough to actively engage in the process, and
clinicians may be reluctant to actively engage patients in setting
goals if they perceive patients might have limitations in commu-
nication and expertise [6].

Evidence is mixed with regard to application of goal setting
theories [7,8]. A recent review of qualitative and quantitative
studies investigating the effects and experiences of goal setting in
stroke rehabilitation identified a number of barriers to goal setting
[8]. The authors conclude that participants are often unclear about
their role and that there is a lack of understanding of the
rehabilitation process. In addition, a discrepancy seems to exist
between perception and actual practice with regard to patient
participation [8]. It is further suggested that clinician should
examine the value attributed to certain types of goals, as well as
taking into consideration the organisational drivers influencing
the goal selection [7].

In sum, the process of goal setting seems to have limitations.
Only a few studies observed in detail the actual practice of goal
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setting and give insight into the complexity of this process [9,10].
These latter studies show that – as in any communicative activity
– goal setting does not just involve the provision of information
(i.e. exchange of goal information). Rather, as we all intuitively
recognise, when we communicate about goals we also show to
one another: (a) what we assume the other person understands or
does not understand, and (b) what we assume we can and cannot
appropriately say to one another. In this sense, goal setting needs
to be understood as a social action in which goals are shaped
through the conversation between a physiotherapist and a patient.
Our study, therefore, illuminates differences between the theories
of goal setting [1,2], the patients’ or professionals’ perceptions
about this process [7,8] and the actual practice by providing
insights into how goals are topicalised in health care interactions.

This article will build on existing observational studies by
analysing how physiotherapists initiate goal setting and how
patients respond to this enquiry. Findings from medical consult-
ations show that questions are not neutral, and that they do more
than seeking information [11]. In fact, questions can also be
designed to communicate information to patients and can convey
information about setting agendas and epistemic stance (related to
knowledge claims); they can also embody presuppositions and
incorporate preferences [12]. Health professionals formulate
questions in such a way that assumptions about patients’
knowledge are recognisable within them. The current article
sheds light on problems that occur in some goal setting
conversations by unpicking the assumptions embedded in the
goal enquiry by physiotherapists, and showing how these
assumptions can then be seen to be at the heart of difficulties
that patients sometimes exhibit in stating a therapy-relevant goal.

The aim of this observational study is to present different
practices of goal enquiry during initial encounters in musculo-
skeletal physiotherapy in a French speaking context. The purpose
is to shed light on how physiotherapists topicalise treatment goals
using explicit questions, how patients respond to these enquiries,
and why – not infrequently – these goal setting sequences do not
go smoothly.

Methods

Conversation Analysis is an inductive and data-driven approach
which seeks ‘‘to capture the understandings and orientations
displayed by the participants themselves’’, while enforcing
‘‘rigorous standards of evidence made possible by the use of
recorded data’’ (p. 590) [13]. The focus of the investigation is on
sequences of communication rather than on individuals’ talk and
emphasises the co-constructed aspect of communication [14].
Conversation Analysis has become the pre-eminent means of
analysing medical communication [15] as well as those amongst
other professions, e.g. pharmacy [16], physiotherapy [9] and
nursing [17]. One study recently published in this journal and
using the same methodology analysed the social interactions
between a person with a traumatic brain injury (TBI) and his carer
shedding light on instances of touching behaviours commonly
occurring in people with TBI [18]. The detailed analysis of
healthcare consultations is an especially suitable method for
identifying patterns of behaviour as well as communication
strategies [19], and the findings it produces can be applied to
provide practice recommendations, propose policies or adapt
work environments in health care [14]. This systematic approach,
however, has been rarely applied to physiotherapy with a few
exceptions [9,20,21].

Setting, participants and data collection

Thirty-seven patients with musculoskeletal problems (e.g. low
back pain, knee problems, shoulder pain) referred to an

outpatient physiotherapy department of a university hospital or
to two private practices – all in French-speaking Switzerland –
and 12 physiotherapists participated in the study. Conversation
Analysis considers any interaction as ‘‘worthy of an intense
and detailed examination’’ (p. 51), and no specific sampling
techniques are used to select a set of representative cases
[22]. However, a description of participants is provided in
Tables 1 and 2 for readers to assess the transferability of claims
to their own context. For each patient, the first five con-
sultations were video-taped. Physiotherapists used a wireless
microphone to give both parties freedom of movement without
compromising the sound quality. The video operators were
located at the corner of the treatment room and behaved in
ways intended to minimise their influence during the session.
Ethics committee approval was granted by the local commission
and was consistent with the Declaration of Helsinki [23].
Participants signed an informed consent form and confidentiality
was guaranteed.

Data analysis

A detailed systematic analysis of each video-recorded consult-
ation was performed by the first author using the methods of
Conversation Analysis [24,25]. The focus was on aspects such as
how turns are organised and structured (e.g. the wording and
intonation of questions and answers), how sequences were
organised (e.g. how goal setting activity starts, continues and
closes down), what vocabulary was chosen and whether

Table 1. Background information of patients.

Patients’ reasons to
seek physiotherapy Total

Private
practice

Hospital-based
outpatient

clinic

Patients with low back pain 13 4 9
Patients with knee problems 11 3 8
Patients with shoulder pain 4 2 2
Patients with ankle problems 4 1 3
Patients with hip pain 2 1 1
Patient with cervical

radiculopathy
1 1 0

Patient with Parkinson’s
disease and hip arthroplasty

1 1 0

Patient with multiple fractures
after motorcycle accident

1 1 0

37 patients,
aged 18–82;
15 male,
22 female

14 patients 23 patients

Table 2. Background information of physiotherapist.

Code Site Sex Specialisation Experience

PTo Private practice Male Manual therapist 32 years
PTp Male Manual therapist 25 years
PTq Hospital Female All rounder 5 years
PTr Female Paediatric specialist 10 years
PTs Female Generalist/

clinical educator
3 years

PTt Female Generalist 7 years
PTu Female Novice First year

of practice
PTv Female Generalist 21 years
PTw Female Manual therapist 6 years
PTx Male Student/final year
Pty Female Student/final year
PTz Female Student/final year

2 V. Schoeb et al. Disabil Rehabil, Early Online: 1–8
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asymmetries were observable [24,25]. Sequences related to
goal setting were selected (when goals were explicitly discussed or
referred to), viewed and transcribed using Jefferson’s transcription
conventions [26] (see Appendix 1). The analysis focused on how
physiotherapists topicalise goals in initial assessment consult-
ations as it is the place where assumptions embedded in questions
are the most visible.

The videos once collected were transferred to ELAN�

(Version 4.4.0), a software programme available for the analysis
of videos (see Figure 1) and offered for free by the Max-
Plank-Institute (http://tla.mpi.nl/tools/tla-tools/elan).

In accordance with conventions for Conversation Analysis,
detailed information is transcribed (e.g. who talks, how long,
overlap, pause, etc.) in order to describe how participants make
sense of each other’s talk.

The presentation of the findings includes simplified transcripts
of the actual spoken interaction. For the purpose of this article,
transcripts are presented using a two-line translation with the first
line written in spoken French and the second line in an idiomatic
representation of the language [22].

Findings

Thirty-seven consenting patients and their physiotherapists were
videotaped during their five initial consultations, between March
2009 and March 2011. A total of 161 consultations were recorded
(93 consultations in the hospital-based outpatient clinic;
68 consultations in private practices) amounting to approximately
90 hours of video recordings; however, only the initial goal setting
enquiry was analysed for the purpose of this paper (37 inter-
actions). Table 1 describes the patient population under study and
Table 2 the physiotherapist’s background.

In 21 of 37 first encounters no explicit goal-setting process was
observable. For the remaining 16 cases, there were two different
ways of making goals and expectations explicit:
(1) Physiotherapists enquire about patients’ goals explicitly

using questions like ‘‘what do you expect from physiother-
apy?’’ (11 cases), or

(2) Patients present their goals without being asked (5/37).
For this paper, we focus on all cases in which physio-

therapists use questions to enquire explicitly about the expect-
ations/goals with regard to physiotherapy (Table 3). It is
important to understand explicit goal setting practices and to
describe how and why communication patterns emerge. Those
findings may explain why in 56% of the consultations, goal setting
is not initiated explicitly.

Figure 1. Software programme ELAN� for transcription (Max-Planck-Institute, Nijmergen, NL).

Table 3. Overview of included cases (N¼ 37).

Explicit goal enquiry (N¼ 11)

Straightforward
responses

Not easily
produced responses

Patient-initiated
goals (N¼ 5)

No explicit goal
enquiry (N¼ 21)

HO 02 HO 03 HO 01 HO 08
HO 11 HO 04 HO 06 HO 09
HO 13 HO 05 HO 14 HO 10

HO 07 HO 15 HO 17
HO 12 HO 21 HO 19
HO 15 HO 20
HO 18 HO 22
HO 23 L 01

L 02
L 03
L 04
L 05
R 01
R 02
R 03
R 04
R 05
R 06
R 07
R 08
R 09

3 cases 8 cases 5 cases 21 cases
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Explicit enquiry about expectations for physiotherapy
treatment

Our data show that the process of goal setting when enquiring
explicitly about goals is not always straightforward. Problems
arise as a result of the tension between the assumptions that is
embedded in the question – that patients have both a goal in mind
and are able to formulate it – and patients’ orientation to their
knowledge about goals. Patients often moderate their knowledge
claim thereby showing their uncertainty with regard to goals.

In the first section, we present some examples to show the way
physiotherapists enquire about goals using open questions to
initiate the process. In conversation analytic literature, this type of
questions is described as wh-question (what, when, how, where,
etc.) but for the purpose of this paper, we will call them ‘‘open
questions’’. Those questions are introduced after bringing the
prior topic to an end and indicate thereby that goal-setting is to be
treated as a new topic. We will present evidence showing that
those questions embed assumptions about what the patient already
knows. In the second section, we examine patients’ responses to
goal enquiries, and present how patients minimise their claim to
know and show that they do not consider themselves as entitled to
state a goal. The final section includes examples of how
participants collaboratively manage goal-setting.

1. Open questions to initiate goal-setting – The questions
formulated by physiotherapists to topicalise goal-setting are all
similar in the format. All of them use the term ‘‘expectations’’ as
a way to enquire about goals. The extract below is an example of
this. Please refer to Appendix 1 for transcription convention.

In this extract, the physiotherapist treats goal-setting as a new
topic unrelated to prior talk. This is evident in the way she closes
the discussion with ‘‘Okay’’ and a 1.5 second pause before she
enquires about the goal. This goal enquiry embeds the assump-
tions that the patient has knowledge about goals.

Extract 2 illustrates how goal-setting gets introduced (after
discussion about medication) and how the previous topic is
brought to an end before goal setting starts. This case is a patient
who has recurrent knee pain but would like to be able to play
badminton again.

In this example, the physiotherapist specifies ‘‘expectation’’
(line 7) by adding ‘‘with regard to your knees’’ (line 8). As the
response is not forthcoming (pause of 1.1 second – line 9), the
physiotherapist starts to speak again by joking about the question
(‘‘it is quite a question isn’t it?’’ – line 10). Laughter following a
non-response is one way to indicate troubled communication [27].
Through this move the physiotherapist relieves the pressure for
the patient to respond to the question.

The examples shown here demonstrate that goal-setting is
treated as a topic in its own right and that the question assumes
the patient possesses knowledge about goals/expectations for
physiotherapy. Physiotherapists orient to the difficulty of the
question but nevertheless pursue a response to the question.

As a general rule we find that:
(1) Goal setting is initiated after the prior topic has been brought

to an end.
(2) In most cases, physiotherapists use possessives (e.g. ‘‘your

goals’’) indicating that goals are ‘‘intrinsic’’ features of
patients.

(3) As ‘‘expectations’’ can mean different things to patients,
physiotherapists specify that these expectations are sought
with regard to therapy (Extract 1) or the physical problem
for which the patient has been referred to their services
(Extract 2).

(4) Physiotherapists pursue a response to the goal enquiry.
Having given examples of the way in which questions about

goals are formulated, the next section shows how patients respond
to these explicit goal enquiries. As Extract 2 above has already

begun to show, responding is difficult for some patients.
2. Patients’ responses to physiotherapists’ goal enquiry:

downgrading the response – In only three cases, straightforward
responses are produced, whereas in the majority of cases (8/11
cases), there are interactional features which indicate patients’
difficulty with the response. Due to the high number of troubled
communication, we present initially various features of this
difficulty. The patient in Extract 3 is referred to physiotherapy for
her back and neck problems and does not have previous
experience with physiotherapy.

Extract 1: HO 03 PTu Rx1_8.07
15 Physio .hh D’accord. alors (1.5) eh- quelles sont vo:s- vos attentes par rapport à la physio

.hh Okay. well (1.5) uh- what are yo:ur- your expectations with regard to physio

Extract 2: HO 05 PTq Rx1_7.13
1 Patient Et puis (.) c’est [à longterme] j’ai arrêté le CalcoSufer

And then (.) it is [in the long run] that I stopped the CalcoSufer (name of a drug)
2 Physio [D’accord]

[Alright]
3 (0.3)
4 Physio Okay donc là c’est e:::n diminution en fai[t.]

Okay so then it is reducing actua[lly.]
5 Patient [O]ui

[Y]es
6 (0.7)
7 Physio .hh D’accord. (.) et pu::::is en fait quelles sont vos attentes par rapport à la physio¼

.hh Alright (.) and the:::n actually what are your expectations with regard to physio¼
8 ¼par rapport à vos genoux

¼with regard to your knees
9 (1.1)
10 Physio Elle est chouette cette question hein? hehehe

It is quite a question isn’t it? hehehe
11 (1.4)

4 V. Schoeb et al. Disabil Rehabil, Early Online: 1–8
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In Extract 3, the difficulty to respond is illustrated by the use
of ‘‘well’’ (‘‘bein’’ – line 3) and the prolonged pause (line 2 – 1.8
seconds) indicating hesitation [28]. The physiotherapist acknow-
ledges this difficulty by referring to the question as not an easy
one. The patient then provides a reason for her lack of knowledge
(line 5 – ‘‘I have never done so u:h- I don’t know what it looks
like’’). She makes a ‘‘good guess’’ about what she thinks
physiotherapy could be like (exercises – line 7; positions – line
10). Well-prefaced responses to wh-questions have been described
to indicate communication problem [29]. In the majority of the
cases in our data, a delayed response is associated with the well-
preface which is in line with prior research [30] and which is
described as breaking the flow of communication [29]. This
interruption of the flow is, as our example shows, due to the
physiotherapist’s assumption that the patient should know about
goals, yet the patient shows lack of this knowledge. This tension is
played out in the patient’s response by using hesitation markers
(well, prolonged pause) and the use of ‘‘I think’’ which indicates
that the patient does not treat herself as entitled to know.

Patients’ responses to goal enquiries shed light on how
knowledge is treated in physiotherapy consultations. In general,
speakers are careful about making claims when they suspect that
co-participants have better knowledge of some state of affairs

[31]. In order to moderating their knowledge claim speakers
may use specific communication ‘‘tools’’ (e.g. well-prefacing).
When speakers with more in-depth knowledge talk, they usu-
ally have primary rights to knowledge in this specific domain
[32]. In addition to this, using expressions such as ‘‘I think’’
indicate uncertainty or limited entitlement about what has just
been said.

We were able to show how participants in physiotherapy
manage the knowledge with regard to goals during the consult-
ation. The communication may become problematic, when
physiotherapists’ questions assume that patients know something
(i.e. their goal), and the patient either does not have this
knowledge, or they do not treat the conversation as one in
which it is appropriate for them to report their knowledge.

3. Collaborative goal-setting – Using delayed onset (‘‘well’’)
and ‘‘I think’’ are ways in which patients indicate uncertainty
about the claim they make about their goal. The next example
shows that in instances where the patient has difficulty stating a
goal, the physiotherapist manages this by proposing a goal which
can then be accepted by the patient.

The patient in Extract 4 is consulting the physiotherapist for
her chronic back pain. She has previously had physiotherapy and
has been specifically referred to pool therapy.

Extract 3: HO 07 PTu Rx1_12.05

1 Physio 4Qu’es¼ce vous5 attendez de la physio?
4What is it you5 expect from physio?

2 (1.8)
3 Patient Be:::[in]

We:::[ll]
4 Physio [Bonn]e questi[on.]

[Good] questi[on.]
5 Patient [Je] n’ai jamais fait alors e:h- [j¼sais] pas à quoi ça s¼ressem[ble]

[I] have never done so u:h- [I don’t know] what it looks li[ke]
6 Physio [Oui] ["M]hmhm

[Yes] ["M]hmhm
7 Patient J¼pense que c’est des exerci:ces e::::[h-]

I think that there are exerci:ses u::::[h-]
8 Physio [Mhm]
9 (0.7)
10 Patient Comment (.) ehh (.) porter un truc e:hh les positions qu’il faut faire mais-

Like (.) uhh (.) carrying a thing u:hh the positions that one should do but-
11 (0.5) ((physiotherapist starts writing in her chart))
12 Physio Mhm

Extract 4: HO 03 PTu Rx1_8.07
1 Physio .hh D’accord. alors (1.5) eh- quelles sont vo:s- vos attentes par rapport à la physio

.hh Alright. well (1.5) uh- what are yo:ur- your expectations with regard to physio
2 (1.2)
3 Patient Bon je [pense que ça peut m:e- comment ( ) eh:: (.) comment on dit ça¼

Well I [think that it can m:e- how ( ) uh:: (.) how do you say it¼
4 Physio [( )]
5 Patient ¼pas me détendre mais m’assouplir un peu ma::is- (.) je pense que c’est tout eh::-

¼not relax me but make me flexible a bit bu::t- (.) I think that it is all uh:::–
6 (0.9)
7 Patient Je pense que c’e[st tout-]

I think that it [is all-]
8 Physio [Tout-] tout coincé

[All-] all stuck
9 Patient Ah oui voilà ça doit être to:ut tout coincé et tout eh:: (.) tout raide quoi

Oh yes that’s it it has to be a:ll all stuck and all uh:: (.) all stiff huh
10 Physio D’accord okay

Alright okay

DOI: 10.3109/09638288.2013.867369 Goal setting in physiotherapy 5
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After the goal enquiry there is a longer pause (line 2) followed
by a hedged response (‘‘well’’ – line 3) and an explicit search to
find the right words (‘‘how do you say’’ – line 3). The patient gets
help from the physiotherapist who finishes the patient’s descrip-
tion of what the problem is (‘‘all stuck’’ – line 8). This problem
proposal is accepted by the patient (line 9) and the physiotherapist
brings this topic to an end (line 10). This example shows that
participants manage goal-setting in an interactive, collaborative
way. However, in this case that the patient does not treat herself as
entitled to state a goal, an asymmetry of knowledge between
participants comes to surface.

In the next example, the patient responds in quite a straight-
forward manner. Even though it is a case with a less problematic
communication, the patient still uses a well-prefaced response to
state her goal. The patient has been referred to physiotherapy after
a skiing accident that left her with a sprained ankle.

The physiotherapist initiates the enquiry about goals by asking
the patient about her expectations (line 1 – ‘‘what would be your
expectations with regard to those physio sessions’’). It is
interesting to note that the physiotherapist emphasises the
collaborative aspect by bringing both participants into the
equation, emphasising ‘‘together’’ (‘‘that we will do together’’
– line 2). The patient formulates her goal in a straightforward
manner ‘‘to be able to recuperate the mobility of the foot’’ (line
4), but she adds a justification that challenges the physiotherap-
ist’s previous assessment. The patient insists on the restricted
movement (‘‘it blocks’’ – line 5) even though the physiotherapist
assessed the mobility as good. The patient’s emphasis on her own
perception (‘‘I feel’’ – line 5) gives her the necessary entitlement
of her claim which is subsequently accepted by the physiother-
apist (line 7 – ‘‘Yes yes absolutely’’).

Our analysis has shown that goal setting is not always as
straightforward as policy guidelines seem to assume. In 11/37
cases in our corpus, an explicit enquiry about goals is initiated by
the physiotherapists using a format such as ‘‘what do you expect
from physiotherapy?’’ The responses are often delayed and well-
prefaced. Patients indicate with their ways of responding that they
do not treat themselves as entitled to know, and provide accounts
to explain their ‘‘no-knowledge’’ response. We were able to
show how patients manage in a subtle way the tug-of-war
between co-operating by responding to a question while, at the
same time, conveying some asymmetry in knowledge with
regards to goals (Extract 4). In addition, participants need
to find a balance between the different types of knowledge:
(a) knowledge of their own body possessed by the patient
versus physiotherapy knowledge owned by the physiotherapist;

and (b) knowledge about the possibilities of physiotherapy and
what it can achieve.

Discussion

Goal-setting is not simply a matter of physiotherapists enquiring
about goals and patients responding to the question. Participants
relate to each other in terms of what type of knowledge they are
entitled to have, and with what degree of certainty they treat their
knowledge claim. We have presented cases in which physiother-
apists initiate goal-setting using an open question like ‘‘what do
you expect from physiotherapy?’’, and show that those exchanges
are frequently less than straightforward. Physiotherapists in our
sample use questions implying that goals are an independent
entity and assumptions are embedded in the goal enquiry with
regard to access to knowledge. Physiotherapists assume that

patients have goals and that they are able to articulate them.
Patients respond to the enquiry by using well-prefacing and ‘‘I
think’’ to moderate their claim about knowledge. A delicate
attention to what patients and physiotherapists know or are
expected to know shows that participants manage during this
process the patients’ knowledge related to their body and the
professionals’ knowledge about bodies in general [33].

When assumptions between physiotherapists and patients are
compatible, the communication can be considered smooth
(‘‘epistemically congruent’’) [34,35], and patients present goals
without hesitations which does only rarely occur in our data.
When those assumptions are not shared between participants,
resources such as well-prefaces and ‘‘I think’’ are used to
modulate their claim of knowledge and indicate that attention is
paid to the physiotherapists’ professional knowledge. Patients
treat the goals as though it were not part of their domain, even
though they have knowledge about their body and their physical
abilities.

There is a growing body of evidence from analysis of
healthcare communications confirming that asymmetry persists
in physician’s practice [36], as well as in other health care
contexts such as genetic counselling [37], health visiting [38],
pharmacy [16], speech and language therapy [18], and physio-
therapy [9]. Asymmetries between patients and health care
providers, however, are usually seen as problematic. In order to
promote a partnership, patient-centred approaches are endorsed
both in research and in clinical guidelines. ‘‘Shared decision
making’’ [39] and ‘‘patient-centred medicine’’ [40] are omni-
present in today’s health care communication. Yet, our results
indicate that this partnership is not a discrete activity but

Extract 5: HO 13 PTt Rx1_24.11

The physiotherapist just finished the muscle testing and continues to palpate the structures around the ankle. There
is a long silence with the physiotherapist concentrating on her activity and the patient observing the physiotherapist.
1 Physio .hh Alors vous- que- quelles seraient vos attentes par rapport à ces- ces¼

.hh Well you- wha- what would be your expectations with regard to those- those¼
2 ¼séances de physio eh- (.) qu’on va faire ensemble

¼ physio sessions uh- (.) that we will do together
3 (0.8)
4 Patient e:h Bein pouvoir récupérer la- la mobilité du pied parc¼que ça me gène

u:h Well to be able to recuperate the- the mobility of the foot because it bothers me
5 vous dites que je ne bouge pas mal mais par rapport à l’autre je [sens que] ça bloque

you say that I do not move badly but in comparison to the other I [feel that] it blocks
6 Physio [Mhm]
7 Physio Oui oui tout à fait

Yes yes absolutely

6 V. Schoeb et al. Disabil Rehabil, Early Online: 1–8
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something that has to be managed on an on-going basis involving
claims of entitlement and knowledge about goals. Those social
reasons might explain the limitation of patient involvement in
goal setting detected in several studies [8,41].

We should also be aware that this orientation to not being
entitled to claim knowledge does not necessarily mean that
patients do not possess the required knowledge. Ariss [42] points
out that at times knowledge can be discussed in medical
consultations with authority by patients with little actual know-
ledge while at other times a patient might possess knowledge
without claiming authority with respect to that knowledge.
Therefore, claiming knowledge is different from ‘‘knowing’’.
Claiming less knowledge provides a way for patients to manage
the delicacy of the interaction. Paying attention to the distribution
of knowledge can yield to an increased understanding of
lay-professional communication.

Some limitations of this study must be noted. First of all,
linguistic resources cannot be generalised without reflection.
Most of the studies using Conversation Analysis in medical
and health care settings come from English-speaking countries.
There is limited evidence on French-speaking health care
communication. Prior research has looked at German patient–
physiotherapy interaction of goal setting [43] in which similar
resources (such as well-prefacing and ‘‘I think’’) were used by
patients, indicating that access to and entitlement of knowledge
is relevant for the physiotherapy context. Second, the sample size
was small. Only in 11 consultations, physiotherapists elicited
goals explicitly. Even with a limited size our analysis shows the
delicacy of the communication and provides insight into those
not so straightforward cases.

This study has added to the small body of work using
Conversation Analysis to examine physiotherapy. One advantage
of this method is that by paying close attention to details of
communication between participants, both the patients’ as well as
the professionals’ participation can be analysed [44]. A research
synthesis of qualitative studies about patient participation con-
cludes that goal setting is seen as a key moment to involve
patients during consultations [45]. Professional practice could,
therefore, also benefit from the findings of this paper. It has been
argued that the conversation analytic approach to examining
professional practice can help to adjust or correct existing
professional theories by elucidating the ways in which they do
(or do not) work in practice [46]. Our findings reveal that
examining how participants respond to the question ‘‘what do you
expect from physiotherapy?’’ opens up discussions about the
distribution of knowledge between patients and clinicians that,
to our knowledge, have never been attempted in physiotherapy
before. It seems that blanket goal setting policies which treat goals
as pre-set entities in patients’ mind to be elicited are ill-fitted
to the context of health care practice; they do not take into
consideration concepts, such as if patients have the knowledge to
state a goal and if they treat themselves entitled to do so, which
are inherent to goal discussions. This non-consideration of social
reasons might also be one of the possible reasons that evidence
of the positive impact of goal setting is inconclusive [7].
Our findings suggest that explicit goal enquiry using an open
question might not be the most appropriate communicative
approach to goal setting. Future studies are needed to shed light
on whether and how different approaches can overcome the
difficulties identified here.

Conclusion

This study provides insight into goal-setting in physiotherapy and
shows that assumptions are embedded in the goal enquiry
questions presented about patients having a goal and their ability

to present it. Responses to those enquiries are complex and
patients respond to them by using well-prefacing and ‘‘I think’’,
downgrading their claim of knowledge. The communication
difficulties identified are related to the fact that it is assumed that
the patient actually has the knowledge and understanding to be
able to state an achievable and appropriate goal, and that the
patient treats the physiotherapy consultation as one in which it is
appropriate to claim knowledge of and preference for particular
goals. While the first reason can be related to prior exposure/
experience with physiotherapy, the latter can be considered
social reasons when patients do not make claims to their
physiotherapist about what the goals should be. The findings
show that patients convey their position in the ways that they
respond to physiotherapists’ questions. Results further indicate
that patients sometimes attribute authority in the matter of
goals to the physiotherapist, thereby contributing to persistent
asymmetry during goal setting in physiotherapy.
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Appendix 1: Jefferson’s transcription conventions [26].

Symbols Explanation

[] Indicates the point where overlap begins and ends
(0.0) Indicates elapsed time in silence in tenths of a second either within or between utterances
(.) Indicates a gap of less than 0.1 second
" Arrow up indicates a rising shift in intonation prior to the word
# Arrow down indicates a falling shift in intonation prior to the word
- Horizontal dash indicates that the word sounds abruptly ‘‘cut off’’
� Indicates quieter passage of talk compared to the surrounding talk
: Indicates an extension of the syllable it follows
¼ Indicates that there is no interval between two utterances
() Indicates that the transcriptionist is not able to hear the utterance
(()) Indicates a description of a phenomenon (e.g. laughter, noise. . .)

8 V. Schoeb et al. Disabil Rehabil, Early Online: 1–8
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