
“Is there any way I can get something for my pain?” Patient 
strategies for requesting analgesics

Mara Buchbinder, PhD,
Department of Social Medicine, University of North Carolina at Chapel Hill, 333 S. Columbia St., 
341A MacNider Hall CB 7240, Chapel Hill, NC 27599, USA, phone: 919-843-6811, fax: 
919-966-1786

Rachel Wilbur, BA,
Department of Health Behavior and Health Education, University of North Carolina at Chapel Hill, 
Chapel Hill, NC, USA

Samuel McLean, MD, and
Departments of Anesthesiology and Emergency Medicine, University of North Carolina at Chapel 
Hill, Chapel Hill, NC, USA

Betsy Sleath, PhD
Division of Pharmaceutical Outcomes and Policy, University of North Carolina at Chapel Hill, 
Chapel Hill, NC, USA

Mara Buchbinder: mara.buchbinder@gmail.com

Abstract

Objective—We examined the direct and indirect means by which patients express a desire for 

analgesic medication.

Methods—Back pain patients presenting to an academic ED were invited to participate in a 

study of patient-provider communication. Audio-recorded encounters were transcribed verbatim 

and transcripts analyzed using a qualitative approach based on conversation analysis.

Results—Requests for analgesics were documented in 15 out of 74 interactions (20%). We 

identified three basic patterns: direct requests, in which the patient explicitly asked for 

medication; indirect requests, in which the patient hinted at a desire for medication but did not ask 

for it outright; and no request, in which the provider discussed a prescription without the patient 

requesting it.
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Conclusion—Most patients did not request analgesics. When they did so, they utilized strategies 

of mitigation, indirection, and deference that presented themselves as deserving patients while 

upholding the physician's autonomy.

Practice Implications—Patients come to the clinical encounter with a variety of expectations, 

of which a desire for an analgesic may be only part of the picture. Rather than focusing on 

strategies for inuring providers to inappropriate patient requests, it may be useful to devote clinical 

resources to examining patients' priorities and expectations for treatment.
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1. Introduction

Pain is a pressing public health problem, affecting approximately 100 million US adults, at 

an estimated cost of $560-635 billion per year.1 Although under-treatment of pain is still a 

problem in some clinical settings,2 policy attention has increasingly focused on the role of 

opioid prescriptions in the growing epidemic of opioid abuse and accidental death.3–5 This 

quandary generates numerous clinical challenges: providers report growing pressures to 

prescribe opioids despite concerns about misuse and diversion,6–8 while patients face the 

stigma of being disbelieved and possibly labeled as “drug-seekers.”9–12

One critical, understudied area is the role of patient-provider communication in pain 

treatment decisions. Recent experimental evidence suggests that physicians are more likely 

to prescribe analgesics when patient-actors request them by name.13 While this finding is 

intriguing, whether this experimental setup serves as an accurate proxy for actual patient 

behavior is unknown. In this paper, we examine patient requests for analgesics in a real-

world clinical context. The data are drawn from audio-recordings of patient-provider 

communication about back pain in a hospital emergency department (ED). Building on 

insights from Brown and Levinson's politeness theory,14 we develop a typology of patient 

requests for analgesics.

1.1. Patient-provider communication about pain

Pain treatment is beset by numerous interactional challenges: the culture of biomedicine 

privileges the treatment of objective, verifiable symptoms,15–17 patients and providers come 

to the clinical encounter with different goals and expectations,18,19 and background concerns 

about deception and addiction can undermine the establishment of rapport.20,21 At the 

micro-interactional level, the language of pain medicine relies on morally loaded terms that 

evoke judgmental meanings, such as “narcotic”22 and “drug-seeking,”23 while pain itself 

can be difficult to express verbally.24–26 Consequently, providers describe communication 

about pain as time-consuming, uncomfortable, and frustrating.15

Despite widespread acknowledgment of communication difficulties, we know very little 

about patient-provider communication about pain. Pain researchers have called for the 

analysis of communication data,1,27 yet only a few studies have examined audio-recordings 

of clinical interactions.19,28–31 Eggly and Tzelepsis describe communication about pain 
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treatment as a competition for control. Notably, while physicians possess a range of 

strategies for gaining interactional control, patients have more limited means, focusing 

primarily on expressing disagreement with physicians' proposals.28 Kenny found that both 

patients and physicians face obstacles to developing trust and credibility, and observed that 

patient-provider communication is marred by fundamentally different views about the 

causes and meanings of pain.19

Communication about pain treatment is not always tension laden, however. In their study of 

pain treatment in VA primary care, Matthias and colleagues illustrate that both patients and 

physicians express fears about opioid use and engage in supportive reassurance.29 

Identifying a need to characterize productive aspects of patient-provider communication 

alongside the negative, they note that many patients appreciate their physician's cautionary 

stance toward opioids and interpret such actions benevolently.31

1.2 Theoretical framework: politeness theory

Brown and Levinson's sociolinguistic theory of politeness14 offers a useful framework for 

understanding interpersonal communication in healthcare.32 Politeness theory suggests that 

people enter interactions with a desire to preserve “face,” a concept drawn from the work of 

sociologist Erving Goffman referring to the public manifestations of self and identity.33 

Brown and Levinson argue that face is structured by two universal desires: the desire to be 

liked (positive face) and the desire for autonomy (negative face). Speech acts that risk social 

disapproval or impede one's interpersonal agenda are termed “face-threatening acts.”

People manage face threats through five interactional strategies that are transmitted through 

implicit sociocultural learning. (See Table 1.) The selection of strategy is influenced by the 

degree of social distance between conversational actors and relevant power asymmetries. 

For example, in a Taiwanese pediatric setting, parents adopted more off-record strategies 

and commonly demonstrated support for physicians' statements before raising a concern of 

their own.34

Politeness theory is particularly pertinent to understanding patient requests for analgesics for 

two specific reasons. First, politeness strategies are especially salient in highly sensitive 

interactional arenas due to the close relationship between stigma and face. Goffman 

famously defined stigma as a threatened social identity on the basis of one's departure from 

established social norms.35 Face-threatening acts are thus both precipitated by, and 

constitutive of, stigma. Consequently, politeness strategies abound in conversations about 

stigmatizing issues in medicine.36

Second, because the act of requesting and its logical response creates vulnerabilities for both 

speakers and hearers, requests are prototypical face-threatening acts.37,38 Patients have 

expressed reluctance to request specific analgesics due to concerns that their requests will be 

dismissed or their motives distrusted.31 As we will demonstrate, patients mobilize politeness 

strategies to assert their agendas in such a way that they will not be perceived as threatening 

or usurping the provider's authority.
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2. Data and methods

This paper reports findings from an audio-recorded study of patient-provider communication 

in an academic ED that sought to characterize communication about pain and analgesics. 

EDs are important sites for pain treatment because they are open 24 hours per day and 

provide a critical safety net for access to care.39,40 Due to the exploratory nature of this 

study, we wanted to focus on a single type of pain. We chose to focus on back pain because 

it is one of the most common pain complaint of ED patients40 and a leading cause of 

functional disability.41 The study received approval from the Institutional Review Board at 

UNC – Chapel Hill.

2.1 Participants

Prescribing providers (attending physicians, medical residents, and nurse practitioners 

(NPs)) were recruited via a combination of methods, including a presentation at a staff 

meeting, an informational email explaining the study's goals, and an in-person review of 

study protocol. The study was described to providers as an investigation of patient-provider 

communication in the ED. Providers received a $5 Starbucks gift card each time an 

encounter was recorded. At the end of the study, providers received a debriefing form that 

explained that the study sought to characterize communication about analgesics.

Potential participants were identified using the electronic medical record and screened prior 

to enrollment for the following eligibility criteria: 1) age 18 or older; 2) English speaking 

and literate; 3) indicate back pain as a primary complaint. Patients were excluded from the 

study if they were: 1) unconscious or disoriented; 2) immobilized using a backboard; 3) 

febrile; or 4) receiving dialysis. Only patients of providers who had agreed to be in the study 

were approached. ED clinical staff approached patients who met initial criteria and asked if 

they would be willing to hear about a research study while they waited to see a provider. 

The Principal Investigator (PI) or a research assistant (RA) then approached patients to 

explain study procedures and obtain informed consent, including a HIPAA authorization. 

Patients were invited to participate in an audio-recorded study of patient-provider 

communication but were not informed that communication about analgesics was a specific 

focus. Patients received a $25 gift card for participating.

2.2 Data collection

The PI and five RAs collected data over an eight-month period (September 2012 – April 

2013). Five-hour research shifts were scheduled to synchronize with participating providers' 

shifts, with the goal of balancing daytime, nighttime, weekday, and weekend shifts. Hand-

held digital audio-recorders were used to record all communication between patients and 

their prescribing provider. The PI or RA was present in the exam room during the patient-

provider encounter to take notes, which provide an important context for recordings in the 

ED due to frequent interruptions.42 Information about visit characteristics and prescriptions 

was abstracted from the electronic medical record.
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2.3 Data analysis

Audio-recordings were transcribed verbatim and de-identified by a trained transcriptionist. 

Two coders reviewed the transcripts to identify any instance during the visit in which a 

patient or provider mentioned pain medication. After an initial trial period, in which both 

coders and the PI (MB) reviewed each transcript and any discrepancies were discussed and 

resolved, the remaining transcripts were divided in half and reviewed by one coder. Coding 

was performed using Dedoose software.43

Discussions of analgesics were then reviewed by MB and RW to further characterize patient 

request behavior. Categories were refined iteratively to accommodate and resolve 

discrepancies. We identified three basic patterns: direct requests, in which the patient 

explicitly asked the provider for medication; indirect requests, in which the patient hinted at 

a desire for medication but did not ask for it outright; and no request, in which the provider 

discussed a prescription without the patient requesting it. Although much of the clinical 

policy literature focuses on opioid analgesics,3,44 we did not differentiate between different 

types of analgesics in our analysis because patients rarely made such distinctions 

themselves; thus, it is not clear that patients differentiate between requests for different 

kinds of analgesics to the extent that providers do.

We subsequently analyzed this corpus of request interactions to identify patterns and themes 

in patient request behavior (or avoidance thereof) using a fine-grained, inductive approach 

based on conversation analysis (CA).45 CA is a micro-analytic approach to understanding 

social interaction that recognizes conversation as a form of social action. An important tenet 

of CA is that one participant's conversational utterances have logical consequences for 

conversational partners. Attention to the sequential organization of conversational turns is 

thus an important facet of the CA approach. In CA, transcripts are read line-by-line to 

examine how talk is structured by the prior conversational turn, with a particular focus on 

the social action accomplished by specific interactional framing.

3. Results

3.1 Overview and description of sample

Of the 40 providers approached, 32 (80%) agreed to participate in the study. The most 

common reason cited for declining was that the provider did not want to be recorded. Two 

providers were not assigned an eligible patient; the final sample thus included 30 providers 

(12 attending physicians, 7 medical residents, and 11 NPs).

Eighty of the 104 patients approached agreed to participate in the study. The most common 

reasons patients cited for declining were being in too much pain and not wanting to be 

recorded. Six patients dropped out or were excluded before the study procedures could be 

completed, for a final sample of 74. The patient sample was 50% female, 60% white, and 

35% black. A quarter of all patients did not have the equivalent of a high school degree, 

49% were currently unemployed, and 53% had no medical insurance.

Nearly everyone in the study left the ED with an analgesic prescription, regardless of 

whether they requested it. Rates of medication receipt during ED stay were somewhat lower 
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because hospital policy stipulated that patients who had driven themselves to the ED could 

not receive opioids within six hours of discharge. While this policy did not preclude patients 

who had driven themselves from receiving non-opioid analgesics in the ED, in many cases, 

providers opted to offer an opioid analgesic prescription to go rather than offering a non-

opioid treatment in the ED. Of the six patients who were not given a prescription, only one 

case entailed the rejection of a patient's request. This request was refused because the patient 

had an opioid treatment agreement, which stipulate requirements for opioid treatment and 

often limit opioid prescriptions to being filled by a single primary care provider, on file in 

the electronic medical record. Requests for analgesics were documented in 15 of the 74 

interactions (20.3%). Below, we describe our typology of patient request behavior, which 

includes direct requests, indirect requests, and no requests.

3.2 Direct requests

Eight patients expressed a direct request for an analgesic. Two patients had misplaced a 

prescription received during a recent ED visit. Only two patients specifically requested 

drugs by name. One requested ibuprofen, an over-the-counter (OTC) medication; the other 

was a patient with chronic pain who had recently relocated from another state and requested 

refills of several opioid medications. In the latter case, the patient indicated medication as 

the primary reason for her visit and said that she was running out and had not yet identified a 

pain manager. The NP gave her a prescription for a one-time, two-week supply of Soma, 

Dilaudid, Klonopin, and Percocet and a referral to a primary care provider. The NP also told 

the patient, “I won't be doing it again.”

The following example constitutes a prototypical direct request.

Example 1. P=44-year-old white male

1 D: Ok, um, do you get have you ever had your prostate checked?

2 P: Yeah.

3 D: Ok and that's always been [normal?

4 P: [Last year.

5 P: Yeah. (.) Oh, can you give me anything? Anything to help with this pain?

6 D: Yeah, I can give you- we can get you medicine for pain.

In relation to the rest of our corpus, this bald-on-record request is unusual in several 

respects. First, it identifies the NP (“you”) as the agent of the action implied by the request 

(“give”), creating an unavoidable entailment for the provider (line 5). Second, the question 

structure is optimized for a “yes” response.46 Third, the patient does not employ any 

strategies to mitigate the imposition on the NP.

Most patients in our sample adopted one or more contrasting strategies when making a 

direct request for an analgesic. In the following extract, for example, the patient avoids 

naming the NP as the agent of the requested action:

Example 2. P=26 year-old white male

1 P: That's where I went first. It's right by where I live.

2 NP: Okay.

3 P: Is there a way I could have some ibuprofen or somethin?
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4 NP: Yeah. Okay. I'm gonna take a look at you.

Although the patient is likely aware that the NP would need to authorize the receipt of 

medication, the indirect framing of his request (line 3) does not position her as such. A 

similar strategy can be found below, where the patient maintains agency over the desired 

action:

Example 3. P=39-year-old black male

1 NP: Are you breathing okay? Chest pain? Cough? Shortness of breath?

2 Palpitations? Heart irregular?

3 P: Other than my back I'm in perfect health, I think.

4 NP: Okay.

5 P: Is there any way I can get something for the pain?

6 NP: Yeah, once I examine you, I'll write for um some pain medicine.

Whereas in Example 2, the request for medication is optimized for a “yes” response (“Is 

there a way”), in Example 3, the question is polarized negatively (line 5). Insofar medical 

questions that use “any” are designed for a “no” response,46 the patient's question 

demonstrates deference toward the NP's authority. As a negative politeness strategy (see 

Table 1), this question is particularly significant for the way in which it sublimates the 

patient's autonomous goals (i.e. to receive medication) to a desire for social acceptance (i.e. 

maintaining positive face).

Another way of minimizing the imposition of a direct request entails downplaying the 

hypothetical burden of a requested action. Below, the patient diminishes the significance of 

his request by referring to medication obliquely:

Example 4. P=46-year-old white male

1 D: So, anything else been going on other than what we've talked about?

2 P: No sir.

3 (.)

4 P: Would it be possible to maybe get a little something you know to help with my

5 back pain a little?

6 D: Yeah I mean that's what we're going to do.

By describing the object of his request with a diminutive form instead of naming it directly 

(line 4), the patient depicts his request as unproblematic and non-threatening. Furthermore, 

by qualifying the intended therapeutic action with “a little” (line 5), the patient minimizes 

the extent of the intended therapeutic action, thereby reducing the burden of request.

3.3 Indirect requests

Eight patients in our sample requested a medication through indirect means.1 The example 

below is typical of this pattern insofar as the patient avoids going “on-record” as asking for 

medication.

1Direct and indirect requests were not mutually exclusive within a particular interaction; this explains why only 15 patients total 
requested medication either directly or indirectly.
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Example 5. 52-year-old white female

1 NP: And what would you like for me to do for you today?

2 P: Get me out of pain.

3 NP: Okay, so the pain medicine?

4 P: Yeah.

Here, the patient expresses a desire to be “out of pain” without specifying the agent of pain 

relief which could be construed as a face-threatening act.

In formulating indirect requests for analgesics, four patients referred to a specific drug by 

name. Patients displayed several strategies for framing indirect requests, including 

establishing the relative efficacy of a medication consumed in the past, inquiring about a 

treatment that a different physician had mentioned previously, or expressing a desire in a 

hypothetical manner. These strategizes were frequently characterized by an ambivalent 

orientation toward analgesics and framing analgesics as a last resort.

Example 6. P=45-year-old white female

1 NP: Have you been taking ibuprofen or anything for your back pain?

2 P: Um, I have not. Dr.___ (name) had gave me some Valium and Percocet and I

3 honestly only took them when I needed them.

4 NP: Mm hm.

5 P: And now the Valium did really help. The Percocet's (.) Oooh. Yeah.

6 NP: Okay.

7 P: Mm, um, I mean, it helped and I kept them for the longest time. Like, I just didn't

8 want to take them, like, just only as I needed them.

Here, the patient attests to the efficacy of the Valium and Percocet prescribed by another 

physician. While she does not request these drugs directly, she provides implicit support for 

the NP to repeat this already proven treatment. Furthermore, the patient exhibits 

judiciousness with respect to medication, chiefly, by asserting that she has withheld 

medication unless absolutely necessary. The NP responded by prescribing Percocet, Valium, 

and Motrin, in the ED and to take home.

The patient below adopts a similar strategy to the patient in Example 6.

Example 7. P=37-year-old white male

1 P: I was in the middle of moving when this happened.

2 NP: Okay.

3 P: Started looking for a new doctor down here some.

4 NP: Gotcha. I'll talk to you about that in a second. And that's what you do the

5 gabapentin for and the Robaxin and the Cymbalta, is that correct?

6 P: Yeah.

7 NP: Okay.

8 P: And I was prescribed fifty milligrams of Oxycodone but I was trying to get off of

9 it but I hadn't had it for a couple of months so I was doing good without it. And I

10 really wished I had some of that. ((Laughs))
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Here, as in the previous example, the patient affirms the efficacy of a prior treatment (line 8) 

and casts himself as a deserving patient by referencing successful attempts “to get off of it” 

(lines 8-9). Moreover, rather than ask for Oxycodone directly, he expresses his request more 

obliquely, as a “wish” (line 10) that he had it. With this hypothetical framing, he minimizes 

the imposition on the NP to respond to his desire, a negative politeness strategy. The NP 

responded by prescribing Oxycodone in the ED and to take home.

In the next case, which involved a patient who had been in the same ED three weeks ago for 

the same problem, rather than uphold the efficacy of a prior prescription medication, the 

patient maintains the inefficacy of OTC treatments.

Example 8. P=33-year-old white male

1 D: How do we want to manage this?

2 P: I mean I'm hurtin really bad.

3 D: Okay.

4 P: It's hard to move. It's hard to do anything.

5 D: Right.

6 P: I mean it's like- it's mainly like right here.

7 D: Okay.

8 P: Uh, I don't know. I mean like I said Ibuprofen or Tylenol you know any of the

9 cheap pain relievers, ain't nothin helping nothin.

10 D: Okay. Well, I'm willing to give you another prescription here. Cuz we've got you

11 know obviously an issue with your pain. I'm gonna make a note that we've talked,

12 had this conversation and this is the last time you're going to get a prescription

13 here.

Here, the physician displays positive politeness by inviting the patient's input into the 

treatment decision (line 1). As in Example 5, the patient avoids going “on-record” as 

wanting medication by offering an ambivalent answer (line 8). At the same time, by 

affirming the severity of his symptoms (lines 2 and 4) and asserting the inadequacy of 

Ibuprofen and Tylenol (line 8), he makes an implicit bid for a stronger medication. 

Particularly noteworthy here is the patient's probable awareness, in light of his recent ED 

visit, that this could be a delicate request. This presupposition is later borne out by the 

physician's determination that this will be “the last time” that the patient receives a 

prescription in this ED (line 12-13).

3.4 No request

In most cases in our study, providers prescribed analgesics or offered to do so without 

receiving a request. Patient responses to such offers are revealing of their orientations 

toward analgesics and deference to physician authority. In the positive politeness example 

presented in Table 1, the patient attempts to cede decisional control to the provider, even 

though he was “hurtin like crazy” and was explicitly invited to weigh in on the decision. In 

several cases, patients do not directly accept the offer of analgesics, as the following 

example demonstrates.

Example 9. 53-year-old black male
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1 NP: Do you have any, um, do you need some pain medicine?

2 P: Well it's hurtin.

3 NP: Okay.

4 P: It's kind of hurtin.

5 NP: Hurting like you want a Tylenol or Motrin or hurtin like you want something a

6 little bit more?

7 P: Uh, I might have to have something a little more.

8 NP: Okay. I'm okay with that. That's why I asked.

By replacing “any” with “need” (line 1), the NP reframes his initial offer of medication to a 

question design that favors a “yes” response. At first, the patient is equivocal, downgrading 

“it's hurtin” (line 2) to “it's kind of hurtin” (line 4). The NP responds by giving the patient 

dichotomous options and presenting the prescription medication option in a non-threatening 

way by mitigating it with the diminutive “little bit more” (line 6). Finally, the patient agrees 

to the stronger of the two medication options, to which the NP responds supportively.

While the patient above ultimately agreed with the NP's treatment recommendations, several 

patients demonstrated resistance to the provider's prescription decision in ways that seemed 

less motivated by politeness than by concerns about side effects or dependence. One patient 

said, “I'm sorry this is going to sound real unorthodox, but I would really much rather smoke 

a joint than take them crazy pills.” Another patient, when offered Percocet, responded, “Hate 

that shit.” These examples serve as important reminders that not all patients with pain seek 

medical attention because they desire medication. Other common patient requests included 

requests for MRI imaging and requests for a sick note for work.

4. Discussion and Conclusion

4.1 Discussion

This qualitative study of patient-provider communication about analgesics in an academic 

ED adds to a small but growing body of literature that provides a different perspective on 

mounting concerns about the opioid epidemic and its effects on the clinical encounter. Lewis 

et al found that many VA patients take opioid medications less than their prescribed dose, to 

minimize intake, reduce the risk of addiction, or decrease financial burden.10 The authors of 

that study theorize that patients may accept opioid prescriptions against their better 

judgment so as not to offend their doctors. Along with this work, our study calls into 

question research and media portrayals that characterize pain patients as “drug-seekers” who 

generally desire opioid analgesics.

Despite the popular conception of pain patients as “drug-seekers,” only 20% of the back 

pain patients in this study requested analgesics. Furthermore, those who did so displayed 

sophisticated strategies of indirection, deference, and mitigation, suggesting that they were 

attuned to the delicacy of this communicative action. The reluctance to request analgesics 

implies that patients perceive asking for analgesics to be a delicate and potentially 

stigmatizing act, revealing a sensitivity to the operation of authority and asymmetry in 

medicine.47,48
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A striking finding of this study is that patients who requested an analgesic by name were 

more likely to do so indirectly. One possible explanation is that patients felt more 

comfortable requesting specific medications indirectly as this impinged less on provider 

autonomy. This finding is particularly important in light of the experimental study by 

McKinlay et al,13 in which the independent variable was the “active request” of a specific 

analgesic. Although the experimental prompts in their study (reference to a spouse's 

medication and reference to a pharmaceutical advertisement) more closely mirror what we 

refer to as indirect requests, we did not find evidence of their request strategies. Our 

participants were more likely to appeal to the efficacy of drug they had previously taken or 

to assert that OTC treatments were insufficient.

This article represents one of only a few studies that examine patient-provider 

communication about pain, and the first to focus specifically on requests for analgesics. 

Although nearly all patients in our study received an analgesic prescription, prescription 

rates vary with institutional culture.49 In one multi-center study of ED pain treatment, based 

on patient recall rather than on recorded interactions, 42% of patients who did not receive an 

analgesic felt they needed one, yet only 31% of this group had actually requested it.50 

Further attention to patient requests may enhance understandings of analgesic treatment 

disparities.

This study has several limitations. First, because participants were recruited from one 

academic ED, our findings may not be generalizable to other clinical settings. Patients in our 

study were typically meeting their providers for the first time, but patients may be more or 

less motivated to employ face-saving politeness strategies with providers with whom they 

have a long-term relationship; plausible arguments can be made in both directions. Although 

politeness theory has been mobilized to analyze a variety of clinical interactions,37,38,51,52 

further work is necessary to elucidate the application of our findings to pain encounters 

outside of the ED. Second, patients who declined to be in the study may have been more 

likely to request analgesics directly than those who agreed to be recorded. Nevertheless, 

because only 23% of patients we approached declined, we can be reasonably sure that direct 

requests were not dominant in this population. Third, patients and providers may have 

altered their behavior due to the presence of an observer in the room. Fourth, we did not ask 

patients directly about their goals or expectations for the visit, which would have provided 

useful contextual information about their requests (or lack thereof). Fifth, although men in 

our study made more requests than women, our sample was not large enough to 

quantitatively investigate gender differences in patient request styles. Despite these 

limitations, this study demonstrates that examining audio-recordings of clinical interactions 

can yield valuable insights about how patients and providers talk about analgesics in a real-

world clinical context.

4.2 Conclusions

This study contributes to work on the interactional challenges of pain medicine by 

examining patient requests for analgesics in an academic ED. Contrary to popular and 

clinical depictions of pain patients as “drug-seekers,” most patients did not request either 

opioid or non-opioid analgesics. When they did so, they utilized strategies of mitigation, 

Buchbinder et al. Page 11

Patient Educ Couns. Author manuscript; available in PMC 2016 February 01.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript



indirection, and deference that presented themselves as deserving patients while upholding 

the physician's autonomy.

4.3 Practice implications

Attending to patient-provider communication in a naturalistic context can inform clinical 

guidelines and policies and illuminate fresh perspectives on challenging issues. Patients 

come to the clinical encounter with a variety of hopes and expectations, of which a desire for 

an analgesic may be only part of the picture. Rather than focusing on strategies for inuring 

providers to inappropriate patient requests, it may be useful to devote clinical resources to 

examining patients' priorities and expectations for treatment.
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Appendix: Transcription Conventions

NP: Nurse practitioner speech

D: Physician speech

P: Patient speech

F: Friend or family member speech

[ Denotes overlapping speech

[…] Transcript excerpted

( ) Uncertain content

(.) Pause

(name) Person or place removed for anonymity

(( )) Nonverbal action

References

1. Institute of Medicine. Relieving pain in America: A blueprint for transforming prevention, care, 
education, and research. Washington D.C.: The National Academies Press; 2011. p. 1-382.

2. Fairchild A. Under-treatment of cancer pain. Curr Opin Support Palliat Care. 2010; 4(1):11–
5.10.1097/SPC.0b013e328336289c [PubMed: 20040878] 

3. Cantrill SV, Brown MD, Carlisle RJ, et al. Clinical policy: critical issues in the prescribing of 
opioids for adult patients in the emergency department. Ann Emerg Med. 2012; 60(4):499–
525.10.1016/j.annemergmed.2012.06.013 [PubMed: 23010181] 

4. Paulozzi, LJ.; Jones, CM.; Mack, KA.; Rudd, RA. Vital signs: overdoses of prescription opioid pain 
relievers - United States, 1999-2008. Atlanta, GA: 2011. p. 1487-1492.

5. Von Korff M, Kolodny A, Deyo RA, Chou R. Long-term opioid therapy reconsidered. Ann Emerg 
Med. 2011; 155(5):325–328.10.1059/0003-4819-155-5-201109060-00011.Long-Term

6. Matthias MS, Parpart AL, Nyland KA, Huffman MA, Stubbs DL, Bair MJ. The patient-provider 
relationship in chronic pain care: provider's perspectives. Pain Med. 2010; 11:1688–1697. 
[PubMed: 21044259] 

Buchbinder et al. Page 12

Patient Educ Couns. Author manuscript; available in PMC 2016 February 01.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript



7. Crowley-Matoka M, True G. No one wants to be the candy man: ambivalent medicalization and 
clinician subjectivity in pain management. Cult Anthropol. 2012; 27(4):689–712.10.1111/j.
1548-1360.2012.01167.x

8. Bendtsen P, Hensing G, Ebeling C, Schedin A. What are the qualities of dilemmas experienced 
when prescribing opioids in general practice? Pain. 1999; 82(1):89–96. [PubMed: 10422664] 

9. Slade SC, Molloy E, Keating JL. Stigma experienced by people with nonspecific chronic low back 
pain: a qualitative study. Pain Med. 2009; 10(1):143–54.10.1111/j.1526-4637.2008.00540.x 
[PubMed: 19222775] 

10. Lewis ET, Combs A, Trafton JA. Reasons for under-use of prescribed opioid medications by 
patients in pain. Pain Med. 2010; 11(6):861–871. [PubMed: 20624241] 

11. Vallerand A, Nowak L. Chronic opioid therapy for nonmalignant pain: the patient's perspective. 
Part II--Barriers to chronic opioid therapy. Pain Manag Nurs. 2010; 11(2):126–31.10.1016/j.pmn.
2009.03.006 [PubMed: 20510843] 

12. Upshur CC, Bacigalupe G, Luckmann R. “They don't want anything to do with you”: patient views 
of primary care management of chronic pain. Pain Med. 2010; 11:1791–1798. [PubMed: 
21029353] 

13. McKinlay JB, Trachtenberg F, Marceau LD, Katz JN, Fischer MA. Effects of patient medication 
requests on physician prescribing behavior: results of a ractorial experiment. Med Care. 2014; 
52(4):294–299. [PubMed: 24848203] 

14. Brown, P.; Levinson, SC. Politeness: Some Universals in Language Usage. Cambridge: Cambridge 
University Press; 1987. p. 1-135.

15. Crowley-Matoka M, Saha S, Dobscha SK, Burgess DJ. Problems of quality and equity in pain 
management: exploring the role of biomedical culture. Pain Med. 2009; 10(7):1312–24.10.1111/j.
1526-4637.2009.00716.x [PubMed: 19818041] 

16. Rhodes L, McPhillips-Tangum C, Markham C, Klenk R. The power of the visible: the meaning of 
diagnostic tests in chronic back pain. Soc Sci Med. 1999; 48(9):1189–203. [PubMed: 10220019] 

17. Glenton C. Chronic back pain sufferers—striving for the sick role. Soc Sci Med. 2003; 57(11):
2243–2252.10.1016/S0277-9536(03)00130-8 [PubMed: 14512253] 

18. Frantsve LME, Kerns RD. Patient–provider interactions in the management of chronic pain. Pain 
Med. 2007; 8(1):25–35. [PubMed: 17244101] 

19. Kenny DT. Constructions of chronic pain in doctor-patient relationships: bridging the 
communication chasm. Patient Educ Couns. 2004; 52(3):297–305.10.1016/
S0738-3991(03)00105-8 [PubMed: 14998600] 

20. Bell K, Salmon A. Pain, physical dependence and pseudoaddiction: redefining addiction for “nice” 
people? Int J Drug Policy. 2009; 20(2):170–8.10.1016/j.drugpo.2008.06.002 [PubMed: 18768306] 

21. Merrill JO, Rhodes LA, Deyo RA, Marlatt GA, Bradley KA. Mutual mistrust in the medical care 
of drug users: the keys to the “narc” cabinet. J Gen Intern Med. 2002; 17(5):327–33. [PubMed: 
12047728] 

22. Mangione MP, Crowley-Matoka M. Improving pain management communication: how patients 
understand the terms “opioid” and “narcotic”. J Gen Intern Med. 2008; 23(9):1336–8.10.1007/
s11606-008-0658-1 [PubMed: 18516649] 

23. McCaffery M, Grimm MA, Pasero C, Ferrell B, Uman GC. On the meaning of “drug seeking”. 
Pain Manag Nurs. 2005; 6(4):122–36.10.1016/j.pmn.2005.08.002 [PubMed: 16337561] 

24. Scarry, E. The body in pain: the making and unmaking of the world. Oxford; Oxford University 
Press; 1985. p. 1-385.

25. Waddie NA. Language and pain expression. J Adv Nurs. 1996; 23(5):868–72. [PubMed: 8732511] 

26. Ehlich K. The language of pain. Theor Med. 1985; 6(2):177–187. [PubMed: 4035611] 

27. Burgess D, van Ryn M, Crowley-Matoka M, Malat J. Understanding the provider contribution to 
race/ethnicity disparities in pain treatment: insights from dual process models of stereotyping. Pain 
Med. 2006; 7(2):119–134. [PubMed: 16634725] 

28. Eggly S, Tzelepis A. Relational control in difficult physician-patient encounters: negotiating 
treatment for pain. J Health Commun. 2010; 6(4):323–33.10.1080/108107301317140814 
[PubMed: 11783666] 

Buchbinder et al. Page 13

Patient Educ Couns. Author manuscript; available in PMC 2016 February 01.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript



29. Matthias MS, Krebs EE, Collins LA, Bergman AA, Coffing J, Bair MJ. “I'm not abusing or 
anything”: patient-physician communication about opioid treatment in chronic pain. Patient Educ 
Couns. 2013; 93(2):197–202.10.1016/j.pec.2013.06.021 [PubMed: 23916677] 

30. Clemente I, Lee SH, Heritage J. Children in chronic pain: promoting pediatric patients' symptom 
accounts in tertiary care. Soc Sci Med. 2008; 66(6):1418–28.10.1016/j.socscimed.2007.11.015 
[PubMed: 18272275] 

31. Matthias MS, Krebs EE, Bergman AA, Coffing JM, Bair MJ. Communicating about opioids for 
chronic pain: a qualitative study of patient attributions and the influence of the patient-physician 
relationship. Eur J Pain. 2014; 18(6):835–843.10.1002/j.1532-2149.2013.00426.x [PubMed: 
24921073] 

32. Bylund CL, Peterson EB, Cameron KA. A practitioner's guide to interpersonal communication 
theory: an overview and exploration of selected theories. Patient Educ Couns. 2013; 87(3):261–
267.10.1016/j.pec.2011.10.006.A [PubMed: 22112396] 

33. Goffman, E. The presentation of self in everyday life. Garden City, NY: Doubleday; 1959. 

34. Yin CP, Hsu CW, Kuo FY, Huang YT. A study of politeness strategies adopted in pediatric clinics 
in Taiwan. Health Commun. 2012; 27(6):533–45.10.1080/10410236.2011.617241 [PubMed: 
22044423] 

35. Goffman, E. Stigma: Notes on the Management of Spoiled Identity. New York: Simon & Schuster; 
1963. 

36. Pitts MJ, Fowler C, Fisher CL, Smith SA. Politeness strategies in imagined conversation openers 
about eldercare. J Lang Soc Psychol. 2013; 33(1):29–48.10.1177/0261927X13506708

37. Spiers J. The use of face work and politeness theory. Qual Health Res. 1998; 8(1):25–
47.10.1177/104973239800800103

38. Harris S. Politeness and power: making and responding to “requests” in institutional settings. Text. 
2003; 23(1):27–52.

39. Tanabe P, Buschmann M. A prospective study of ED pain management practices and the patient's 
perspective. J Emerg Nurs. 1999; 25(3):171–177. [PubMed: 10346837] 

40. Cordell WH, Keene KK, Giles BK, Jones JB, Jones JH, Brizendine EJ. The high prevalence of 
pain in emergency medical care. Am J Emerg Med. 2002; 20(3):165–169.10.1053/ajem.
2002.32643 [PubMed: 11992334] 

41. McDonald M, DiBonaventura M daCosta, Ullman S. Musculoskeletal pain in the workforce: the 
effects of back, arthritis, and fibromyalgia pain on quality of life and work productivity. J Occup 
Environ Med. 2011; 53(7):765–70.10.1097/JOM.0b013e318222af81 [PubMed: 21685799] 

42. Wissow L. Assessing provider-patient-parent communication in the pediatric emergency 
department. Ambul Pediatr. 2002; 2:323–9. [PubMed: 12135407] 

43. Dedoose Version 4.5, web application for managing, analyzing, and presenting qualitative and 
mixed method research data. Los Angeles, CA: SocioCultural Research Consultants, LLC; 2013. 

44. Paulozzi, LJ.; Jones, CM.; Mack, KA.; Rudd, RA. Vital signs: overdoses of prescription opioid 
pain relievers - United States, 1999-2008. Atlanta, GA: 2011. p. 1487-1492.

45. Heritage, J. Garfinkel and Ethnomethodology. Cambridge, UK: Polity Press; 1984. 

46. Heritage, J. “Why Do you Ask?” The Function of Questions in Institutional Discourse. New York: 
Oxford University Press; 2010. Questioning in medicine. 

47. Pilnick A, Dingwall R. On the remarkable persistence of asymmetry in doctor/patient interaction: a 
critical review. Soc Sci Med. 2011; 72(8):1374–82.10.1016/j.socscimed.2011.02.033 [PubMed: 
21454003] 

48. Heritage, J. Revisiting authority in physician-patient interaction. In: Duchan, J.; Kovarsky, D., 
editors. Diagnosis as Cultural Practice. New York: Mouton De Gruyter; 2005. p. 83-102.

49. Kilaru AS, Gadsden SM, Perrone J, Paciotti B, Barg FK, Meisel ZF. How do physicians adopt and 
apply opioid prescription guidelines in the emergency department? A qualitative study. Ann 
Emerg Med. 2014 in press. 10.1016/j.annemergmed.2014.03.015

50. Todd KH, Ducharme J, Choiniere M, et al. Pain in the emergency department: results of the pain 
and emergency medicine initiative (PEMI) multicenter study. J Pain. 2007; 8(6):460–6.10.1016/
j.jpain.2006.12.005 [PubMed: 17306626] 

Buchbinder et al. Page 14

Patient Educ Couns. Author manuscript; available in PMC 2016 February 01.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript



51. Yin CP, Hsu CW, Kuo FY, Huang YT. A study of politeness strategies adopted in pediatric clinics 
in Taiwan. Health Commun. 2012; 27(6):533–45.10.1080/10410236.2011.617241 [PubMed: 
22044423] 

52. Pitts MJ, Fowler C, Fisher CL, Smith SA. Politeness strategies in imagined conversation openers 
about eldercare. J Lang Soc Psychol. 2013; 33(1):29–48.10.1177/0261927X13506708

Buchbinder et al. Page 15

Patient Educ Couns. Author manuscript; available in PMC 2016 February 01.

N
IH

-P
A

 A
uthor M

anuscript
N

IH
-P

A
 A

uthor M
anuscript

N
IH

-P
A

 A
uthor M

anuscript



Patient-provider communication about pain is challenging yet understudied.

We examine how patients ask for pain medications in a real-world clinical context.

We audio-recorded clinical conversations in an academic emergency department (ED).

Contrary to ideas about “drug-seekers,” most patients did not request analgesics.

When they did request pain medications, they did so indirectly and deferentially.
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Table 1

Brown and Levinson's politeness strategies*

Politeness Strategy Example

Refraining:

Avoiding particular conversational topics

Off-Record: P= 54-year-old white female

Producing ambiguous statements to avoid taking responsibility 
for one's position

D: Before we begin, is there anything I can do to make you more 
comfortable?

P: I don't know. I'm in a lot of pain.

D: I can help with that.

P: ((Laughs))

D: Ok as soon as I leave I will order some pain medication for 
you.

P: Okay. Okay.

Negative Politeness: P=33-year-old white female

Minimizing the imposition placed on one's interlocutor through 
indirectness, hedging, deference, apologies, or self-effacement

D: Alright, well the latest note from the pain clinic which you 
saw just about a week ago, um, they do not mention that the 
pain contract had been dropped. Okay, so I'm happy to offer 
you pain medications while you're here in the ED, um.

P: Okay, well can you get a hold of Dr.___ (name)?

D: I can try to.

P: Because that's who the pain contract is under and that that was 
revived, revised, whatever- revived, whatever that word is

D: Mm hm.

P: I'm no longer on any pain medication narcotics with him and 
that was the only reason that pain contract um was brought 
up. And I stopped with my narcotics with him.

D: Mm hm.

P: So. Whatever you want. Whatever you want to do, doc.

D: Okay.

P: I am in pain.

D: Okay.

P: And if you could give me, and if you could give me 
something for my pain, then yes, I would appreciate that, but, 
um, if you also can't, maybe get in, uh, contact with Dr.____ 
(name), um, I would appreciate it.

Positive Politeness: P=25-year-old white male

Demonstrating affection, affiliation, or cooperation NP: I can give you more medication if you want.

P: Um, that's your call. Um, I mean I'm hurtin like crazy.

NP: I'm not hurting at all. So you have to let me know.

[…]

NP: I mean we can repeat the medication again. Sometime you 
just need that.

P: We can go with a shot then. One of them shots in my back 
they're always talking about?

NP: No, no. It would just be a pain shot. It's just for pain.
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Politeness Strategy Example

P: Um. Alright, let's try it.

Bald-on-Record P=55-year-old black male

Use of a direct, unambiguous message, conveying less concern 
for politeness

NP: You have any questions about anything? All right.

P: I need- you reckon you can give me somethin for

NP: Yeah, we'll give you somethin for [pain

P: [Pain

NP: Yeah. Yep, we can do that.

*
Adapted from Brown P, Levinson SC. Politeness: Some Universals in Language Usage. Cambridge: Cambridge University Press; 1987:1-135.
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