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Abstract

Background Patients� as well as doctors� expectations might be key

elements for improving the quality of health care; however, previous

conceptual and theoretical frameworks related to expectations often

overlook such complex and complementary relationship between

patients� and doctors� expectations. The concept of �matched

patient–doctor expectations� is not properly investigated, and there

is lack of literature exploring such aspect of the consultation.

Aim The paper presents a preliminary conceptual model for the

relationship between patients� and doctors� expectations with specific

reference to back pain management in primary care.

Methods The methods employed in this study are integrative

literature review, examination of previous theoretical frameworks,

identification of conceptual issues in existing literature, and synthesis

and development of a preliminary pragmatic conceptual framework.

Outcome A simple preliminary model explaining the formation of

expectations in relation to specific antecedents and consequences

was developed; the model incorporates several stages and filters

(influencing factors, underlying reactions, judgement, formed reac-

tions, outcome and significance) to explain the development and

anticipated influence of expectations on the consultation outcome.

Conclusion The newly developed model takes into account several

important dynamics that might be key elements for more successful

back pain consultation in primary care, mainly the importance of

matching patients� and doctors� expectations as well as the impor-

tance of addressing unmet expectations.

Introduction

The recent National Health Service (NHS)

report �High Quality Care For All� highlighted
key messages for improving the quality of

health-care services, mainly the importance of

considering patients� opinions when developing

care strategies.1 In the health-care context,

patients� expectations for care are common 2 and

may play a vital role in their concordance with
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the treatment or advice given,3,4 as well as the

overall level of satisfaction with the manage-

ment.5–7 Among patients presenting with back

pain, condition-specific expectations for care

may include accurate diagnosis, prognostic

information, diagnostic testing, prescription of

medication or referral,2,8–10 as well as other

aspects related to GPs� understanding, listening
and showing interest.8,11 Fulfilment of these

expectations has been seen as one important

measure of the quality of health-care systems.12

There has been an increasing amount of

research in this area with an emphasis on the

importance of expectations and the potentially

important clinical consequences of fulfilling

these for a successful consultation in primary

care. Patients� expectations have served as an

important predictor of the efficacy of health-care

systems in terms of costs, quality, service utili-

zation and satisfaction.12 However, research has

tended to ignore or undervalue the importance

of GPs� expectations. GPs seem to have their

own views and expectations about their role in

general practice, as well as patients� reason for

visiting the GP,13 which might have an impor-

tant effect on the consultation outcome,14 as well

as GPs� job satisfaction.13 Studies investigating

the matching of patients� and GPs� expectations
are lacking.15,16 The effect of patient–GP

agreement has been controversial and has not

been well established in the literature,5 mainly

because the majority of previous research has

looked at the impact of agreement in terms of

patient outcomes, for instance, satisfaction and

compliance,3,5–7,17,18 rather than the more

important clinical outcomes such as pain sever-

ity, disability and functional capacity; never-

theless, most previous research reported that

higher discrepancy between patients and health-

care professionals is detrimental to patient care

and outcomes.7,19 GPs perceived patients as less

co-operative as a result of low agreement,20

which would affect the overall consultation, in

terms of communication and concordance.

Recent evidence reported a significant discor-

dance and mismatch of patients� and GPs�
shared experience of the back pain consultation

in relation to the management approach, treat-

ment expectations and the importance of diag-

nosis,21 which highlights the need to address this

significant issue.

Back pain care will benefit from research that

critically looks at patients� and GPs� expecta-

tions.22 From a policy perspective, it is impor-

tant that patients� and GPs� expectations are

recognized, understood and optimized in a way

to enhance mutual benefit. Fulfilling patients�
appropriate expectations may be a key element

for improving the quality of health care; it is

suggested, however, that a more potent aspect,

which is often overlooked, would be a state of

patient–GP matched expectations rather than

just a state of met expectations. This might be a

powerful influential factor for a more successful

back pain consultation in primary care.

In this paper, we propose a preliminary con-

ceptual model, which was developed to address

the issues and gaps previously identified in the

literature,15 namely the definitional confusion

with regard to expectations, the lack of con-

ceptual framework that can address the inter-

changeable use of several related terms (e.g.

expectations, desires and requests) and the lim-

ited attention and interest of the relevant liter-

ature in the subject of matched patient–GP

expectations. Based on critical analysis of the

literature pertaining to expectations, the model

was developed to structure the premise of �met

vs. matched expectations� and relate it to previ-

ous concepts and theories explaining the devel-

opment and formation of expectations, with the

aim of drawing the attention of future research

to the important topic of �matched expectations�.

Development of the Met-Matched
conceptual model

Procedure

Given the novelty of the topic of �matched

patient–GP expectations�, and the scarcity of

previous research on this aspect, an integrative

literature review approach (ILR) was felt to be

the method of choice over a systematic review

for reviewing the pertinent literature.23,24 The

integrative literature review is a structured form
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of research that involves identification and

reviewing of all relevant literature related to a

topic of interest (a mature topic or new emerging

topic), followed by critical analysis and synthesis

of the literature in an integrated way such that

new knowledge on the topic is generated.23 The

aim of conducting an ILR was to exhaustively

review, examine and critically analyse the exist-

ing theoretical literature underlying the forma-

tion and development of expectations, as well as

models explaining the relationship between

patient–GP expectations and its influence on

interaction, communication and concordance.

This analysis and critical review was then used to

develop and synthesize the new conceptual

model that integrated the findings of previous

literature, while generating new perspectives on

the topic.23

Distinctive steps were followed to provide a

coherent structure for the ILR. The process

started by conceptual structuring of the review,

in terms of identifying the topic, defining the

purpose and developing distinctive conceptual

and operational definitions of expectations,

which would distinguish it from other terms that

might have been used interchangeably.23,25 The

second step was data collection. To fully explore

the construct of expectations in a comprehensive

way, a broad range of study designs, including

qualitative and quantitative empirical research,

as well as theoretical papers were included in the

review. A search of all relevant literature related

to the range and matching of patients� and GPs�
expectations was carried out using a number of

keywords, including: physician, GP, doctor,

patient, expectation, desire, preference, request,

agreement, concordance, primary care, general

practice and back pain. These keywords were

used in different combinations to search MED-

LINE, PSYCHINFO, AMED, Science Citation

Index, CINAHL and COCHRANE databases

for papers published in English from the start of

each database until January 2010. All related

theories, frameworks and models explaining the

development or influence of expectations on

various aspects of the health care were also

included in the collected data. Detailed results of

the ILR can be found elsewhere.15 The collected

data were then reviewed, summarized, evalu-

ated, analysed and criticized in a way to identify

strengths and gaps in the current literature.25

With the literature strengths and deficiencies

exposed, the review and critique of existing lit-

erature culminated in the new Met-Matched

conceptual model (Fig. 1) that because it posits

new relationships and perspectives on the topic

yields new knowledge and an agenda for further

research.23

The model is mainly derived from previous

empirical and conceptual work related to expec-

tations and represents a synthesis and integration

of the existing theoretical literature plus the new

perspective of �met vs. matched expectations�.
The Met-Matched model is an alternative

framework that provides a new way of thinking

about the topic of health care expectations and its

influence on the consultation and care provi-

sion.23 Clear logic and conceptual reasoning were

the cornerstones and the main basis for expla-

nation and justification of the new model.23 The

model is presented with respect to the context of

back pain management in primary care. At the

heart of this conceptual model lies an apprecia-

tion of the potential importance of a state of

matched patient–GP expectations rather than a

state of met expectations only.

Outcome

Patients� and GPs� expectations could be key

elements for improving the quality of health

care; yet, several barriers interfere with under-

standing and optimizing these expectations in

back pain primary care.15 Among these are the

nature and ways of communicating expectations

and the disagreement in the literature about

methods to elicit and monitor them.11 Measures

of the quality of health care have recently shifted

from satisfaction as a measure of service quality

and efficacy to a more robust assessment of the

patients� overall journey and experience within

the health-care system.

One of the early theories that tried to explain

expectations is the expectancy-value theory,

which suggested a relationship between beliefs

and attitudes. According to this theory, people

Met or matched: what accounts for a successful consultation? E E Georgy, E C J Carr and A C Breen

� 2011 John Wiley & Sons Ltd Health Expectations, 16, pp.143–154

145



seem to learn expectations. In other words, each

individual forms a set of beliefs that a given

response will be followed by some event. These

events might have a positive or negative valence

that will affect the nature of the formed beliefs or

expectations in either ways.26 They suggested that

the formation of beliefs relies on a set of persons�
subjective probability judgements that occur by

means of direct observation, inference or from

some other external source such as media.26

Equally, the expectancy disconfirmation the-

ory, another theory that built its foundation on

the cognitive attribute of expectations, suggested

that the degree of satisfaction is based on a

comparison between a set of pre-formed expec-

tations about the anticipated service quality and

the actual service provided.27 A third model was

proposed by Parasuraman, Berry and Zei-

thaml,28 which stated that expectations are dual

levelled and dynamic. They define two levels of

expectations: desired level, which is the service

the individual hopes to receive, and the adequate

level, which is the level that the individual con-

siders acceptable. In between these two levels lies

the zone of tolerance, which can expand and

contract according to the context and from one

individual to another.28

Kravitz et al. 12 suggested that each patient

comes to the doctors� clinic with a unique set of

perceived vulnerabilities to illness, past experi-

ences and stores of acquired knowledge; such

antecedents influence the interpretation of

symptoms and lead to the formulation of a set of

expectations as well as establish an implicit

standard of care.9,12 Patients� expectations are

viewed as beliefs that interact with perceived

occurrences to critically appraise the service

provided.29 Patients perceive various events to

occur during the consultation; such perceptions

are based on actual occurrences that are filtered

through the patients� neurosensory and psycho-

logical apparatuses and are compared to expec-

tancies in a way to reach a final evaluation of the

service.29 An important feature of their model is

a two-way interaction between expectations and

actual occurrences, where patients� expectations
may modify actual occurrences during the visit

via direct requests leading to a different final

evaluation of service; similarly, actual occur-

rences (e.g. doctor explanation or negotiation)

can influence expectations.29

On the other hand, Conway and Willcocks

explained how expectations are formed in respect

to four key elements30: expectations, experience,

AppropriatenessValuation

Underlying
reactions

Influencing
factors

Outcome Significance

Positive Experience
Healthy future
expectations

Negative Experience
Negative influence on
future expectations

Positive yet not ideal
Optimisation needed
for healthy future
expectations

Positive Experience
Healthy future
expectations

Met-Matched:
+ Satisfaction
+ Communication
+ Concordance
+ Adherence

Unmet-Addressed:
+ Satisfaction
+ Communication
± Concordance
± Adherence

Met-Unmatched:
+ Satisfaction
± Communication
-- Concordance
-- Adherence

Unmet-Not addressed:
-- Satisfaction
-- Communication
-- Concordance
-- Adherence

Whether or not expectations are met and/or matched,
consequences will be in an unfavourable or improper
direction affecting the outcome and quality of service

1. Personal:
Background/beliefs
Education/knowledge
Experience
Vulnerability to illness

2. Social:
Socio-economic class
Information from other
sources (media, friends)

3. Disease characteristics:
Severity
Chronicity
Perceived improvement

4. Impact of disease on:
ADLa

Occupation
QoLb

Social Life
Psychological well-being

Articulation

Formed
reactions

Not communicated:
Expectations

Communicated (rare):
Expressed
Expectations

Spontaneously
expressed
Triggered by GP c

Hope
Wish

Preference

Anticipation
Prediction

Formation of inappropriate, unrealistic or
unjustified desires or expectations based on
inappropriate and incorrect beliefs

Judgement

Appropriate

Inappropriate

Not communicated:
Desires

Communicated:
Requests

•
•
•

•
•

•
•

•
•

•
•
•

•
•

•
•
•

•
•
•
•
•

Figure 1 The �Met-Matched� conceptual model. aADL: activities of daily living, bQoL: quality of life, cGP: general practitioner,

+ Positive effect, – Negative effect, ± Effect in either direction.
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expectation confirmation and degree of patient

satisfaction. A set of factors including personal

characteristics, socioeconomic status, previous

knowledge and experience, level of perceived

pain ⁄ risk and information are suggested to

influence the formation and shaping of the range

of expectations in respect to a specific service and

consequently the level of satisfaction.

Based on the ILR of these different conceptual

frameworks and models developed to explicate

the construct of expectations, the new �Met-

Matched� conceptual model was designed to

structure the relationship between different

patients� and GPs� attitudes occurring during a

consultation, the effects on the ensuing experi-

ence as a result of responding to these attitudes,

and the anticipated influence on future beliefs,

attitudes and expectations. The model proposes

various levels of analysis of this relationship.

Influencing factors

The Met-Matched conceptual model is consis-

tent with most previous research that suggests a

set of influencing factors play an essential role in

the early stages of expectations� formula-

tion,9,12,30,31 which is guided by complex and

overlapping cognitive and effective processes.27

This set of influencing factors is believed to be

the main underlying foundation upon which all

attitudes and reactions are constructed. These

antecedents establish the basis of the presenting

behaviour based on a range of personal and

socioeconomic factors (such as cultural back-

ground, beliefs, education, knowledge, experi-

ence with health-care system, vulnerability to

illness, socioeconomic class and information

from other sources), as well as disease-related

factors (severity, chronicity, impact on social

life, psychological well-being, quality of life and

activities of daily living). The range of formed

reactions is then judged in the subsequent levels

of analysis against three discriminatory refiners:

valuation, articulation and appropriateness.

The model integrates new perspectives on

expectations with previous theoretical frame-

works and models, for example, the value and

probability concepts,29 value and communica-

tion model,32 the expectancy-value theory26 and

other conceptual frameworks and mod-

els,27,28,30,31 to synthesize the suggested Met-

Matched conceptual model. The model agrees

with the distinction, suggested in the literature,

between desires and expectations in terms of

value and communication,29,32 as well as the

previously proposed standardized definitions of

desires, expectations and requests.15 The model

suggests the following two stages to influence the

development of expectations and desires, in

terms of value and articulation.

Underlying reactions (valuation)

Hopes, preferences or wishes reflect an element

of valuation, therefore will lead to the formation

of requests or desires, which are defined as per-

ceptions of wanting a given element of care.15,33

On the other hand, anticipation and prediction

lack this feature of valuation and mainly reflect

a plain outlook of what is likely to happen

during a consultation, without adding positive

or negative appraisal to such expectancy.

Formed reactions (articulation)

The model subsequently differentiates between

the formed reactions in terms of articulation;

hopes, wishes and preferences that are verbally

communicated to the GP are referred to as

�requests�, while desires are those non-expressed

ones. Similarly, expectations refer to the non-

communicated form of anticipations or predic-

tions, while the term �expressed expectations�
denotes those anticipations or predictions that

are explicitly articulated to the GP.

Judgement

All formed behaviour is then judged against the

critical screen of �appropriateness� in terms of

whether its underlying dynamics are based on

healthy sound beliefs, assumptions and con-

cepts, as well as its adherence and relevance to

available guidelines, standards and clinical evi-

dence. Appropriate reactions will result in

healthy justified forms of wants or expectancies,

while inappropriate and incorrect beliefs will

most probably lead to the formation of inap-

propriate, unrealistic or unjustified desires or

expectations.
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Outcome

Moving to a different level of analysis, the model

investigates the outcome of the encounter in

terms of the response to the formed behaviour.

The model defines various forms of the

encounter outcome based on the met and

matched axes: a met-matched status refers to the

condition when the patient and the GP are

thinking alike and the needs of both are met; a

met-unmatched status denotes that the needs of

one of the partners are met but there is mis-

matching of their wants or anticipations; unmet-

addressed reflects the ability of the partners to

recognize, acknowledge and respond to unmet

wants or anticipations in a proper manner; while

unmet-unaddressed refers to the failure of the

partners to respond and react to unmet ones.

The model suggests that higher satisfaction

and better communication would be yielded in

the met-matched and unmet-addressed status,

which in most cases would also be associated

with a higher degree of concordance and

adherence to the treatment or advice given. A

met-unmatched status might result in high sat-

isfaction of one of the partners and possibly a

fair degree of communication but it would most

probably affect the degree of concordance and

adherence to the treatment. On the other hand,

satisfaction, communication, concordance and

adherence are expected to be at their minimal

levels in the unmet-unaddressed status, where

partners fail to communicate effectively, think

alike and establish an agreed plan of care.

Significance

The model then interprets these analytical levels

to suggest significance of each status in terms of

satisfaction,5,6,34 adherence to treatment,3,4

communication and concordance,35 as well as

symptom resolution.7,17,18 It suggests a positive

experience to accompany the met-matched and

unmet-addressed status; a positive yet imperfect

experience is suggested to be associated with the

met-unmatched status with a suggestion of the

need for optimization to achieve an ideal rela-

tionship between partners, and finally, negative

experiences are more likely to be expected in the

case of unmet-unaddressed status.

The model also adopts the idea that the

relationship between its different levels is

dynamic and closed ended, which means it

involves a feedback mechanism; the various

resulting forms of expectancies and experiences

will eventually shape the initial set of principal

influencing factors,30 with the met-matched

and unmet-addressed status resulting in

healthy future expectations and the unmet-un-

addressed one triggering negative influence on

future expectations. This supports the

assumption of the dynamic character of

expectations, which is well acknowledged in

the literature, where the initial expectations of

a service might be substantially different from

the range of expectations if measured after a

service experience.36

Conversely, the model suggests that all inap-

propriate desires and expectations that are based

on inappropriate or mistaken beliefs would lead

to unfavourable or improper consequences in

terms of efficacy, quality and overall outcome of

the service, whether or not they were met and ⁄or
matched. This is in agreement with previous

research stating that, whatever the type of

treatment, unrealistic expectations may nega-

tively influence patient outcome, may have

adverse consequences on both the patient and

clinician and may also affect their relationship.14

The Met-Matched conceptual model is par-

ticularly consistent with that proposed by Jan-

zen et al.31 which identified several longitudinal

phases explaining the development of a health

expectation. The proposed Met-Matched model

differs substantially, however, in that it inte-

grates several distinctive aspects that, from a

pragmatic viewpoint, would allow the model to

be used in empirical research and would allow

better understanding of the influence of expec-

tations on attitudes and behaviours presenting

in the real world of the medical encounter.

These aspects include the appropriateness of

the formed reactions (desires or expectations),

expression of the formed reactions as well

as this unique relationship between the

patients� and GPs� expectations, in terms of

matching of expectations and addressing of

unmet ones.
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Discussion

The essence of back pain care in general practice

is the consultation, which is viewed as a process

of patient and GP negotiation, geared towards

information, advice or specific care.15 Patients

and GPs appear to have a specific agenda during

the consultation, and there seems to be a mis-

match between patients� and GPs� beliefs with

regard to different aspects of the consulta-

tion.13,15 Patients� expectations are mainly

related to aspects of information, education,

physical examination, GPs� understanding, lis-

tening, showing interest and discussing problems

or doubts.8,11,37–39

On the other hand, diagnosis seems to come

on the top of GPs� expectations list,40 along with

educating patients and providing information,41

prescribing effective treatment and avoiding

unnecessary tests or referrals. The reviewed lit-

erature showed that studies investigating the

matching of patients� and GPs� expectations are
scarce; only two studies were interested in

exploring patient–GP agreement or concor-

dance, while others focused on satisfaction or

expectations of specific interventions.15 Unmat-

ched expectations might be attributed to

patients� perception that the GP did not listen to

them or did not spend enough time with them,39

pressures imposed by patients for unjustified or

unnecessary services 12 or patients� doubts about
the diagnosis they have been told.42 GPs� feel-
ings of frustration were attributed to unmatched

GP–patient perceptions, which dramatically

affected their ability to apply evidence-based

management of back pain.43

Examination of the existing literature and

critical review of previous theoretical frame-

works revealed that aspects of patient–GP

agreement or matching are often overlooked or

undervalued. In fact, to date, no study has

explored the matching of patients� and GPs�
expectations related to back pain consulta-

tion,12,15,16 which would hinder full under-

standing of the dynamics underlying the medical

encounter and could deter efforts directed

towards improving back pain management in

primary care by reinforcing evidence-based

practice. These aspects were sensibly and prac-

tically integrated in the proposed pragmatic

model, which distinguishes between two differ-

ent phenomena: met and matched status. While

the majority of the previous research empha-

sized the importance of meeting patients�
expectations for higher satisfaction, better

quality of care and more favourable outcome, it

failed to capture the wider picture of the patient–

GP relationship. The medical encounter struc-

ture involves the patient and GP as partners

rather than patients as sole recipients of the

service; the consultation is actually viewed as a

negotiation, two-way interaction, between the

two partners, and it would be improper to look

at one aspect and not the other when trying to

understand the dynamics occurring during the

encounter. Patients� and GPs� expectations

should equally and concurrently be considered

when investigating the quality and outcome of

the consultation.

The current model challenges the dominant

common assumption that a state of patients� met

expectations would be sufficient for an efficient

and successful consultation in favour of looking

at the wider perspective of the patient–GP met-

matched framework. Just a state of met expec-

tations simply means looking after the needs of

one partner but not the other in a two-sided

relationship, which would influence the under-

lying dynamics of this relationship. Unlike met

expectations, the matching and mutuality of

back pain patients� and GPs� expectations might

be the way forward to improving the quality of

back pain consultations in general practice and

might provide for the lack of definitive man-

agement strategies and could enable GPs to

conquer their feelings of frustration when deal-

ing with back pain in general practice.

One of the main pragmatic issues addressed in

this model is the appropriateness of the expec-

tations, i.e. how appropriate, justified, necessary

or sound a specific intervention is. Several

national and international guidelines, systematic

reviews and clinical evidence-based recommen-

dations have been developed to help clinicians

establish the most appropriate intervention

plans and management strategies based on the
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best available evidence, while keeping individual

patients� needs in mind. However, adherence to

these guidelines and recommendations is still

problematic, and barriers to applying such evi-

dence interfere with full implementation of these

measures. For example, GPs might still respond

to patients� unjustified expectations to maintain

the clinical relationship with the patient40 or in

response to perceived pressure from patients for

specific interventions,44 even if they conflicted

with evidence, which would clearly create an

unfavourable state of matched patient–GP

expectations.

Misunderstanding the ideology, concept and

scope of the proposed conceptual model would

represent a crucial risk for its failure and would

limit its potential implementation. Obviously, it

is implied that a state of matched expectations

would not always be the optimum outcome

unless it is judged against a filter of �appropri-
ateness�, i.e. patient–GP agreement about

expectations that are justified and based on

sound clinical evidence and guidelines. Other-

wise, a patient–GP agreement, about having

�clinically� unjustified X-ray investigation (for

example), would be as bad as or maybe even

worse than having their expectations unmet.

Based on this simple conceptual model, it

would be feasible to analyse different presenting

behaviour and attitudes observed in primary

care consultations. The model is particularly

important in addressing a major limitation in

previous research in that the expectations� liter-
ature does not distinguish between appropriate

and inappropriate expectations. Guidelines and

research have shown various expectations as

inappropriate or negative; therefore, responding

to these negative expectations would be

improper. For instance, unmet patients� expec-
tations of X-ray investigations would not nec-

essarily mean that the GP has not been

successful in responding to patients� needs. It

might simply mean GP�s adherence to evidence

and guidelines. Research should be consistent

and clear when assessing the range of patients�
unmet expectations, with distinctive discrimina-

tion of different types of expectations in terms of

their appropriateness. The proposed �Met-

Matched� conceptual model provides a prag-

matic structure to differentiate between appro-

priate justified expectations and unrealistic

unjustified ones through the filter of �appropri-
ateness�, which would enable better under-

standing of the range and reasons for patients�
unmet expectations.

The process of developing the model was

mainly dominated by a subjective assumption

that a state of patient–GP expectations would be

in favour of better consultation outcomes.

However, this hypothesis is not supported by

strong empirical evidence and thus requires

further elaboration and exploration to establish

the potential importance of matched expecta-

tions on the consultation outcome. This preli-

minary model is intended to set the stage for

future research exploring this premise of

�matched vs. met expectations�. Further studies

are required to test this model and its implica-

tions on important clinical outcome measures,

i.e. pain severity and functional capacity.

Potential applications of the conceptual model

Examples of the potential implementation and

practical use of the �Met-Matched� conceptual
model could be inferred from analysing some

consultation scenarios drawn from the context

of back pain primary care. The therapeutic and

clinical contribution of imaging for the diagnosis

and evaluation of back pain is known to be

minimal, especially if not supported by clinical

findings45,46; however, based on inappropriate

beliefs (owing to any of the principal influencing

factors, for example, information from family,

knowledge, disease severity), patients might

have inappropriate expectations of wanting

X-ray investigation, even though they rarely

detect serious pathology and expose the indi-

vidual to radiation47 and increased psychologi-

cal morbidity.48

Managing these unjustified and improper

desires and expectations is another challenge for

GPs.15 Owing to pressure exerted by patients,

GPs might make a referral just for the sake of

reassurance rather than for justified clinical

indication.49–51 GPs might order some unneces-
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sary or unbeneficial investigations in response to

this pressure from patients,44,52 to keep the

clinical relationship with patients40,51 or to pro-

vide reassurance,53 even if it conflicted with

recommendations, guidelines and standards of

care. In fact, there is evidence to suggest that

treatment received by back pain patients was

often not in line with back pain guidelines,

particularly with respect to opioid prescription

and X-ray investigation,54 thus promoting

inappropriate expectations, as GPs themselves

will act as a powerful source of patients�
improper anticipations or wants.12 Conversely,

GPs might help shape the range of patients�
expectations and desires, prevent the develop-

ment of inappropriate ones and refine future

ones by: first, avoiding unnecessary and unjus-

tified practice variation and adhering to guide-

lines and secondly, by attempting to elicit and

address patients� inappropriate expectations,

whether by negotiation, explanation or educa-

tion, which will prevent feelings of dissatisfac-

tion and result in well-formulated future

expectations.

Another example would be a case of patients�
unmet desires and expectations; even with the

busy real life of GPs and shorter consultation

time, patients would still expect their GPs to

listen and spend enough time with them rather

than give them a prescription or order some tests

to be carried out. Expectations of education and

receiving relevant information are highly valued

by patients but might not always be met in

general practice owing to time constraints. GPs

may recognize these desires and expectations

and actively respond to address them with

alternatives, for example, educational leaflets,

Expert Patients Programmes or back classes

(unmet-addressed). In fact, a recent study stated

that unmet expectations were satisfactorily

explained by GPs with alternatives that were

acceptable to patients 94.7% of the time.55

Conversely, they may fail to identify such

expectations and desires, which will subse-

quently render them unmet, leading to adverse

effects on the outcome and satisfaction with care 56

(unmet-unaddressed). GPs should endeavour to

explore patients� expectations without fear of

encouraging patients� requests for costly tests or

referrals that are not indicated, as exploring

patient expectations usually led to negotiated

discussions that made encounters more success-

ful.57 In the health-care context, desires and

expectations resemble a Jack-in-the-box, and it

is up to GPs to decide whether to leave it closed

and ignore it, which could affect the efficacy and

outcome of the consultation, or on the other

hand, open the box, i.e. explore, acknowledge

and address patients� expectations, and sub-

sequently challenge and help refine unhealthy

inappropriate ones, which could positively

influence the consultation outcome and help

shape better future expectations. A possible way

of challenging frustration with the current

management strategies and resources available

for back pain care is to address and optimize

rather than ignore patients� and GPs� expecta-
tions.

As can be realized from the model, satisfac-

tion, communication, concordance and adher-

ence are suggested to drastically differ by just

addressing patients� unmet desires and expecta-

tions; GPs do not have to necessarily meet

patients� expectations to promote better com-

munication and satisfaction; just addressing and

negotiating unmet ones can very often promote

positive and more favourable experiences. A

final example would be an ideal and perfect

relationship of met-matched expectations, where

there is a status of patient–GP agreement

regarding diagnosis, diagnostic plan and treat-

ment outline leading to a better outcome and

higher satisfaction and subsequently a more

successful encounter and a high-quality primary

care service for back pain management.

Conclusion

Patients� as well as GPs� expectations could be

key elements for improving the quality of health

care. Previous conceptual and theoretical

frameworks, however, failed to appreciate the

significance of such a complex relationship and

interaction between patients� and GPs� expecta-
tions. The potential implications of matched

expectations are often overlooked and under-
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valued. The proposed Met-Matched model sug-

gests that patients� expectations have to be

revealed during the consultation, so that unjus-

tified inappropriate ones are addressed, negoti-

ated and adjusted. It also suggests that taking

into account GPs� expectations and raising the

awareness about what patients might expect

from the GP and what GPs might anticipate

during a consultation would potentially increase

the mutual understanding between both partners

and could promote more effective communica-

tion. Such an optimized state of matched

patients� and GPs� rational expectations could

eventually lead to an idealistic state of concor-

dance, higher satisfaction and less frustration.

The main focus and underlying logic of the cur-

rent paper could be summarized in a single key

message proposed by the Met-Matched model,

that is, matching of patients� and GPs� expecta-
tions and addressing unmet ones could be more

significant aspects for a successful consultation

than just meeting patients� expectations. Further
research is needed to test the hypothesis of met

vs. matched expectations, as well as the practical

use of the model in different contexts, and in

relation to various outcome measures.

Key message

1. Elicit patients� desires and expectations during

the encounter.

2. Address unmet desires and expectations with

alternatives.

3. Manage and negotiate inappropriate desires

and expectations.

4. Educate patients for well-formulated future

desires and expectations.

5. Match rather than just meet patients� and

doctors� expectations.
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