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Abstract

Attempts to model individual beliefs as a meanpreflicting how people follow clinical
advice have dominated adherence research, butimited success. In this article, we
challenge assumptions underlying this individuadiphilosophy and propose an alternative
formulation of context and its relationship witldimidual actions related to illness.
Borrowing from Scollon and Scollon’s three elemeasftsocial action — “historical body,”
“interaction order,” and “discourses in place” — eanstruct an alternative set of research
methods and demonstrate their application withxamgle of a person talking about asthma
management. We argue that talk- or illness-relatgaavior, both viewed as forms of social
action, manifest themselves as an intersectiorydés of discourse, shifting as individuals
move through these cycles across time and spacénte by discussing how these
dynamics of social action can be studied and hawcéhns might use this understanding

when negotiating treatment with patients.
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Understanding what influences people’s ability diimgness to comply or adhere to medical
advice has preoccupied researchers for decadesaBloerence, particularly to medications,
remains an important issue for the effective mamaege of chronic illness; the costs of
nonadherence often described as a significant huadbkealth care systems (Barnes, Jonsson,
& Klim, 1996). Despite the investigation of nea®0 potential barriers to adherence
(Vermeire, 2001) and numerous models having beed tespredict adherence behavior
(Christensen, 2004), challenges to understandihgradce issues remain.

The role of individual beliefs in predicting adhece has received much attention
since the 1970s and we have already discussedagical research that has raised questions
for social cognitive theories that have linked indual attitudes to adherence behavior
(Murdoch et al., 2013b). We discussed how previessarch has already shown how people
with a range of chronic illnesses can be seendotiete medicine-taking in competing social
spaces (McCoy, 2009; Peyrot et al., 1987) anddbaple’s decisions about taking medicine
are not necessarily based on their attitudes egfbelbout medication or illness, but instead
as a means of managing their illness within théf$erent spaces. Individual decisions to not
take medicines have been identified as a way teriassntrol over a condition (Conrad,
1985); because medications are disruptive to lifest(Hunt et al., 1989); or as a means of
asserting control over patient-provider relatiopshiHayes-Bautista, 1979).

We built on this work by arguing that talk abolhéss management is therefore
likely to be a negotiation of these social relasioips. We proposed that a key reason why
research focusing on individual characteristicsheaslimited success in predicting
adherence might be its conceptualization of talgrasiding an accurate representation of
individuals’ attitudes or beliefs and the formubattiof context within social cognition
models. Using Goffman’s concept of performance §)@s a starting point to examine talk

about taking asthma medications, we proposed titd ®lk, when provided as a narrative



within interview settings, can be better concepheal as a performance shaped by the
transfer of moral discourses of illness manageraerdss contexts.

In this article, we extend both this discussion anduse of Goffman’s (1959) work
to propose an alternative ontology, epistemology, @nsequent methodology pertaining to
individuals and their health management. We alsavdm the model of social action
proposed by Scollon and Scollon (2004) to concepiow people perform a variety of
actions, taking into account the mediational md&rsgguage, technologies, and so on) by
which they act. We apply the Scollon and Scolldd0@) model to make sense of one
moment of social action, a sequence of talk akekinhg asthma medicine, taken from an
interview conducted by the first author, with someavho, from a medical perspective, was
considered to be nonadherent to asthma medications.

Reconstructing Assumptions about Individual Talk and Actions Related to lliness
Management

Instead of treating talk and behavior about illnessiagement as an accurate articulation of
individual attitudes, distinct from context, allkand behavior can be viewed as being
shaped by and inseparable from the social hisiacaaext of its production. However,
definitions of context for studying human actiomywanormously. For example, researchers
analyzing talk within interactions from a convergatanalytical perspective (Atkinson &
Heritage, 1984) typically (although not exclusivedge Silverman, 1997) adopt the
viewpoint that the only context pertinent to thalgsis is that in which participants orient
their talk within interactions.

Conversely, analysts of structural discourse, &ritical Discourse Analysis
(Fairclough, 1995), typically construct contextiaguistic, macro discourses that regulate
the meanings made available within any particuisewtsive framework, including

interactional talk. Although very different in agital foci and assumptions, both



perspectives treat context as largely restrictaddatifiable textual forms, offering distinct
contrasts to ethnographic analyses of nontextualrali objects (Hymes, 1996).

Proponents of Linguistic Ethnography in the Unikgdgdom (Rampton, 2004) have
attempted to draw on the respective strengthsesfelperspectives by arguing context needs
to be investigated and not just assumed. Blomn{2@@5) sees history as important in such
investigations, using terms from linguistics suslfiatertextuality,” “interdiscursivity,” and
“entextualization” to emphasize how shifting discsmiacross time and space helps explain
power inequalities in the production of meaning artknds analyses far beyond the text of
an interactional transcript. However, Blommaert &ludng argue (2009) that sociolinguists
have often isolated these terms from the socialra@nd material objects in the social world
where such texts play out.

Scollon and Scollon (2004), using their theoryatial action, offered a conceptual
toolkit to overcome such isolating effects, propgsihat all human action be analyzed as an
intersection of three “cycles of discourse”: thdivmdual’s “historical body” (their own
goals, skills, and life experience in managingeifls, together with their physical health and
stamina); the “interaction order” established bytipgpants (other people around the
individual and how they mediate action); and this¢durses in place” (such as discourses of
appropriate illness management in workplaces, podédor workplace behavior, and
discourses of good parenting). This toolkit setauaalytic task of mapping those cycles of
discourses with a bearing on the current situatiomyelevant moment of social action.

In research interviews about asthma, we therefeeg o investigate this type of
interaction as a particular communicative genreraag potentially relevant discourses that
circulate through research interviews about astimaaagement. We can then examine how
these elements intersect with the respective estidoodies of the interviewer and

interviewee and which version of asthma managemenbduced as a result.



Studying Cycles of Discourse: Data Requirements

Instead of a snapshot set of responses from ap@rtimoment in time, capturing the
circulation of discourse across social space reguarrange of data that enable the analyst to
identify discourse as historical, moving acrosstiamd space. In this article, we draw on data
from a study in which the first author attempteahbdain such a history within the constraints
of a qualitative sub-study to a clinical trial. Thiens of the trial were to investigate the
effectiveness and cost effectiveness of two diffepgophylactic asthma medications (Price
et al., 2011) whereas the aim of the qualitative study (Murdoch, 2010) was to understand
how people with asthma discursively construct meditaking. In particular, the focus was
the moral construction of asthma management inaggpions of nonadherence to
medications and we collected data to analyze fateexe of moral discourses of iliness
management and the consequential discursive pasigj@f clinicians and patients within
these discourses.

After completing analyses for discourses of illnesmagement, we then analyzed the
interviews for evidence that similar moral discassvere also activated in discussions about
asthma management. Sub-study participants hadeshiolthe main quantitative trial and
the trial team assessed participants as havingémaate asthma control” and “impaired
asthma-related quality of life” through their reapes to asthma quality of life and control
guestionnaires (Juniper et al., 1999a; Junipek,e1209b). Based on this sample of patients,
the first author invited a subsample of individualgarticipate in interviews about their
asthma if they also demonstrated a history of alkahty prophylactic medications as
prescribed and therefore were, from a medical getsge, considered to be nonadherent. The
Eastern Multi Centre Research ethics committed@rad ethics and research governance

committees approved the study.



The data that were analyzed derived from face-te-faterviews with 26 participants
who had provided written consent, historical taelating to asthma and illness management,
clinical asthma guidelines, documents relatingadipipant recruitment, and a focus group in
which anonymized data from the face-to-face inefa were shared with focus group
participants in the form of vignettes. The firstlaar selected historical texts from texts
typically cited in reviews of the history of asthif@osman, 1983; Diamant, Boot, &
Virchow, 2007; Muntner, 1968; Opolski & Wilson, ZB(Rosner, 1981) and analyzed these
texts for how the authors constructed and positidyegh practitioner and patient within
discourses of asthma causation and illness manageme

The analyzed texts included Maimonides’ “TreatiséAsthma” (1135-1204),
reviews of Renaissance-era asthma discourses @is@005; Ellul-Micalle, 1976), accounts
of asthma causation at the advent of modern mes{€sler, 1892; H. H. Salter, 1860),
psychoanalytical texts on asthma causation devdlapthe Chicago Institute of
Psychoanalysis in the 1930-50s (Alexander, 1952p@Ay 1947), and texts marking the shift
of the role of individual (unconscious) psycholagyasthma causation to texts forming a
relationship between conscious psychology and asthanmagement (Becker & Maiman,
1975) that formed the basis for much of the adlmreasearch since the 1970s. In addition,
we examined literature that had also traced mgraht discourse in other chronic ilinesses
to compare findings from the analysis of asthmé#st@dorton-Salway, 2001; Sontag, 1991).

We selected the Global Initiative for Asthma (GIN2009) and British Thoracic
Society (BTS, 2009) asthma guidelines because teesenmendations derive from the two
most influential governing bodies shaping asthmaagament in clinical settings globally
and in the United Kingdom, respectively. In additizve examined questionnaires used to
recruit participants to the main trial, and therefthe sub-study, to determine how the main

trial team discursively constructed the researchigypants with particular categorizations of



asthma. Finally, the first author conducted a fognasip to provide a different set of
interactional conditions within which to examine ttirculation of a moral discourse of
asthma management, which has been discussed ihalstavhere (Murdoch, Poland &
Salter, 2010).

Our analysis approach is one we have discussetpsty (Murdoch, Poland &
Salter, 2010; Murdoch et al., 2013b) and which Useguage as the level of analysis rather
than individuals. Individual talk, instead of beivigwed as solely a product of that
individual’s attitude or a window to their experoan can be viewed as a product of
discourses that are commonly shared but maniféstedvel ways to meet particular
interactional demands. When seen within this viesgjigning individuals to different
categories is a choice of our level of analysis amartifact of traditional social scientific
practice. The process of analysis is to trace &tisé of discourse manifested between
different texts or talk as a means of identifyirmphindividuals (clinicians and patients) are
positioned within that discourse. We can then exarhiow the same discourse is reproduced
in a range of contextual conditions and how thsedurse may then affect the structure of
social action (talk and behavior).

Analyzing the threads of discourse called for guistic ethnographic methodology
(Rampton, 2004), which enabled us to understandahcamge of contextual features both
within and beyond these interactions shaped tleofgbarticipants. We could accordingly
offer a means of engaging with the individual imxt and identifying a mechanism
(discourse as structuring social action) that mighfundamental to how people manage
illness on an everyday basis and which could lmttacross contexts. In this article, we
present extracts from these data to describe thifeeent contextual features, tracing a
thread between the different data sources to detnad@she circulation of discourse to

different social spaces.



In presenting just one interview extract, we arearguing that this interview was
representative of our dataset but instead areionffen example of how to link a discourse
manifest within a single interview to discoursentieed in texts external to the interview
interaction. To examine these features in suffictapth, we have selected only some types
of data; in tracing these threads, we acknowleldgewe cannot know or speak of all
discourses pertinent to interactions about asthiar@agement nor identify how the speaker
manages illness on a daily basis. In tracing thesads, we can feasibly propose a set of
concepts and tools that build on a sociologicdiqre of attitudinal adherence research and
which might help both researchers and cliniciamarooinicate with and treat patients with
long-term conditions.

Data Analysis — Discourses in Place, Interaction Order, and Historical Bodies
Discourses in Place in Asthma Research Interviews

We aim here to identify which discourses might bplay in our moment of social action
before examining how these discourses map to thketa research participant when
discussing asthma management and medicine takindo Bo, we analyzed how the authors
of the historical texts, published research, antldnaa guidelines constructed and positioned
doctors, nurses, and patients as actors in managingdividual patient’'s asthma.

Our analysis of historical accounts of asthma damsand management revealed
how medical conceptualizations of asthma, in mowog psychosomatic to organic origins,
shifted the patient’s accountability from causesaitracting asthma to personal
accountability for the control of asthma symptomdsi{doch, 2010). Health outcomes were
increasingly seen to result from conscious decisiaking and researchers in the 1970s
began to focus more directly on the individual kitenige that would ensure those decisions
were the “correct” ones (Becker, Radius, & Roserlsth978). Subsequently, researchers

produced a proliferation of evidence that evaludted far such cognitive approaches could



enhance a patient’s compliance or adherence tocasehs and so inform clinical
consultations. Such evidence is manifest withinicéil asthma guidelines, the most
significant influence on the practice of clinicatlama management today.

A network of asthma care experts, organizationd,mblic health officials develop
the GINA and BTS asthma guidelines and collaba@atiisseminate a global strategy for
asthma management and prevention, based on aeadlaligraded evidence. In reviewing
these documents, it is proposed that medical diseswf health behavior are communicated
through institutions at least partly through thecdrsive power of bureaucracy and
governance. This proposal does not exclude othesilple ways for discourse within
medicine to emerge and be disseminated but araéesne important means is the
institutional power of formal documentation.

The authors of the GINA and BTS guidelines placedtelements as central to the
effective management of patients’ asthma: thersalfiagement plan (SMP), the doctor-
patient relationship, and education. SMPs are decusithat incorporate advice about
prophylactic medicine taking; adherence to bothplla@ and medication are key
requirements for the plan to be effective. SMPstbanefore be seen as “fixed texts”
(Blommaert, 2005), functioning as powerful instibmial tools to be transferred across
contexts. Asthma guidelines’ recommendations gthdeSMP text within a clinical context
that is then translated to people’s everyday li@fgarticular interest to our analysis was
how the authors of the guidelines discursively tiaged the SMP within the doctor-patient
relationship:

The partnership is formed and strengthened asmai@ad their health care

professionals discuss and agree on the goalsaifrient, develop a personalized,

written self-management action plan including setfnitoring, and periodically
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review the patient’s treatment and level of astlwowtrol. Education remains a key

element of all doctor-patient interactions. (GINX09 p. xii)

The personalized nature of asthma managementdsr@vihroughout the GINA
guidelines, emphasized by terms such as “persaubéiztion plans,” “patient-centred style
of consultation,” “ownership,” and “patients maywkalifferent goals,” which reflect an
orientation to the post-1970s United Kingdom idgglof patient-centered medicine and
shared decision making. However, this orientati@ates a discursive tension in the context
of asthma guidelines prioritizing evidence andrible of education in determining the
patient’s asthma management plan:

The purpose of education is to empower patientsoamdrers to undertake self-

management more appropriately and effectivigijormation given should be tailored

to individual patient’s social, emotional and diseatatus, and age. Different

approaches are needed for different ages. (BT R086)

Here, we can see how the provision of informatsaquated with the individual
patient as an empowered decision maker. This pasity of the clinician and patient as
informed decision makers places responsibilitytfeatment decisions with the doctor, nurse,
and patient. However, the graded evidence meahd tmicians do decide to reject
recommended treatment options they counteractdbegdractices set out within the
guidelines. This contradictory position is reinfedcat different points within the document,
clearly advising that patient and clinician choicegd to take place within the structure of
the guidelines:

The ultimate judgement must be made by the ap@tgphiealth care professional(s)

responsible for clinical decisions regarding aipalar clinical procedure or
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treatment plan. This judgement should only be adiat following discussion of the
options with the patient, covering the diagnostid &eatment choices available. It is
advised, however, that significant departures ftbennational guideline or any local
guidelines derived from it should be fully docuneghtn the patient’s case notes.

(BTS, 2009, p. 1)

This discursive framework of the doctor-patienatinship as “concordant,”
“proactive,” “empowered,” and set against the nemedocument “significant departures”
from the guidelines arguably creates a decisionimggkaradox whereby patients, doctors,
and nurses are simultaneously responsible or enmpowet also restricted by the treatments
available and regulated in their decisions. Assalltepoor health outcomes or the burden of
asthma are potentially positioned as a resultegtinent decisions being placed outside of
best practice, lacking concordance with patiengispectives, or clinicians not being
proactive enough.

This positioning of clinicians and patients as batlkountable and empowered
articulates a moral discourse of asthma managetihanpermeates a range of social spaces
in which asthma management is discussed. The festige present analysis is whether such
discourse circulates within the talk of an indivatldiscussing asthma management and how
this discourse intersects with the historical bediethe interviewer and interviewee within
the interaction order created by enacting a rekaaterview.

Interactional Order of Face-to-Face Interviews

Qualitative interviews have already been extengiaeklyzed and critiqued as
communicative events (Briggs, 1986; Mishler, 1984rdoch et al., 2013a), not simply
vehicles for conveying information. This work remus that using the terimterview with

participants to describe the conversations taklaggoimposes a set of conventions on that
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situation about who should ask questions and wiraio$ questions are to be asked, i.e., open
ended and aimed at eliciting narratives. Partidpa&ary in their familiarity with this
particular genre (Duranti, 2001) influencing, imrtuhow they will participate within it.

In this study of how people with asthma discurginanstruct medicine taking, the
researcher’s preoccupation was with participamasons for not taking their medications.
The related choice of questions in the intervieteskle therefore controlled what and how
topics were discussed, later analyzed, and seihe idata. Setting up a one-to-one interaction
about “your asthma” with an interview format ofelit questions might reproduce the
individualizing discourse being critiqued in thisdy, demanding that participants justified
their medicine taking behavior. The analytical esbeing scrutinized here is how this
particular interactional dynamic and discourseglate intersected with the historical bodies
of the interviewer and interviewee in one particutgerview about asthma medicine taking.
Historical Bodies of Interviewer and Interviewee
To participate in the main trial and then be iniiamed, participants needed to be categorized
in all of the following ways, determined by comimgiobjective breathing tests and
guestionnaires:

« A person with asthma
« A person with an impaired asthma-related qualitiifef
« A person with inadequate control of asthma

« A person who is nonadherent to medications

These “pretextual” identities were not explicitferred to within interviews or at
any point in the participant’s involvement with tmain trial, but were implicit in the process
of recruitment and determining eligibility. Thessarsive identities therefore could be

transferred or “resemiotized” (Scollon & Scollo®(2, pp. 101-103) to the context of the
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research interview, activated through question-ans&quences. However, because the trial
team did not make these identities explicit, pgréints’ awareness of the identities was likely
to vary, potentially generating misunderstandingsiw the interview, as discussed
elsewhere (Murdoch et al., 2013a). How participamiacted their awareness of these
identities within the social action of the intenvi¢herefore also varied.

In the following extract from the interview with D@ (pseudonym), we can examine
the intersection of discourses in place, the int@a order, and the historical bodies of Dave
and the interviewer Jamie. Dave was a White Britistn in his 30s who had had asthma all
his life and lived in a detached house in a ruvehtion, where the interview took place. He
stated he was a manager of a real estate agemby, supporter, golfer and a keen gardener;
Dave visited his local pub regularly, where he mih friends and talked about asthma. He
also stated that he was wealthy, went on holidegetiimes a year, and was bequeathing a
large sum of money to asthma research: “I haveahgiter raising his eyebrows when he
saw how much money | left asthma research in my’vidave was prescribed an asthma
prophylactic tablet to be taken once a day to bect¥e. This treatment replaced the brown
inhaler that he was prescribed prior to participgin the main trial. Jamie worked as a
researcher on the main trial and introduced therwigws to participants through their
involvement in that trial.

Participants might therefore have viewed the ingver’s role as medical and,
despite informing them to the contrary, as an expersthma. Jamie was also a White
British man in his 30s, a PhD student with a backgd in psychology. We now examine
how Dave talks about not taking his prophylactiovion inhaler by deploying two discourses:
a scientific, rational discourse, followed by a @sylogical discourse. The analytical issue is
which version of asthma management these discopredsice in this particular interaction

between these particular individuals.
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Extract 1. Dave
Interviewer (J): So what, what are the differendesou think, or the relative
difference between eh, tablets and the brown imRale
Dave (D): | think it's, | think there’s an elemeauitpsychology comes into it. And |
think there’s a degree of psychology comes intagkieng in as much as partly
because | think those tablets are doing some godertainly got to help the job a
lot help the fact that they are.
J: Yeah.
D: Em, the brown one I'm absolutely, I've managedonvince myself beyond a
reasonable doubt, it doesn’t work or its effectsmmimum, minimum effectiveness.
I know, I, I've had asthma all my life. I've you &w, | started with the little pink
tablet but through to the Ventolin, then went oh® big white ones which were
foul, before that we had spin halers and all thks® we used to have to put out
fucking cups in and things and cracking and thifgs.been through the full nine
yards with this. As soon as Ventolin appeared mtStayou have something which is
a cure. You went from having asthma to using li¢mg perfectly normal again, like
that. It was a big, big difference. The brown, lamavith, I've had two or three or
four different doses of brown one and I've playédw with it for a week, for nine
months sort of thing, and I'm adamant that it's matde any difference. It really
hasn’t. Yeah and | did forget to take it and | fichet to, it was just how and the, this
thing about using the two in conjunction. Welljuit, | just never really accepted it.
J: Sois it is it just the eh the drug itself ®itithe device that, that's in it as well is
there anything else about?
D: Oh no, | don't think there’s anything (?). No.

J: It's not like |
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D: I, it's, it's, I, | have experimented with it dpnand you know a week playing with it
and then a week without it and then a week widnd | really can'’t tell you that
there, that there was a great deal of differencengnany.

J: Right

D: There really was none (?). I've been better whikse tablets in as much as | know
for a fact that | have ordered less Ventolin siive been using those than | was
before.

J: Do you think you've eh, taken the tablet mogutarly?

D: I've taken the tablet, yeah.

J: Right.

D: Oh definitely, definitely.

J: Given what you've said about psychology, whaydo think (are) the possible
differences in treatments?

D: Going back to what | said at the beginning hkhihere’s an element of
psychology in as much as because I'm pretty adaihembeen told that this will

help effectively but, I've been taking it, I've begoing along with it, I've certainly

as | said, used less Ventolin at the same timenN@roblem at all. Brown one was
very hit and miss in as much as | would forgetketit didn’t matter where | put the
thing. | had them scattered, | had one in theaae,in the, beside my bed, one in my
office and I'd still forget to take it. | don’t kmowhy but I just did.

J: That's interesting.

D: I think it was, | think it was the fact that it's so similar to the original the blue
one, the Ventolin. That you use when you've gobmast, when you're having an
asthma attack or (?), you use the (?) and it'sslaature, you pick it up, you reach

for it at that point to go to the action of usingetly the same sort of when there’s
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nothing wrong with you, is not a natural, and hththere is an element of that

feeling.

A key way in which Dave explained his use of prdpbiic medications, made
evident in this dialog, is through his use of @nstific discourse. He constructed his
argument using legal and scientific terminologyyted a reasonable doubt” and “minimum
effectiveness,” combined with an empirical approtctest out the brown inhaler “I have
experimented with it and, and you know a week plgyvith it and then a week without it.”
This active construction juxtaposes a sense ofi\pgswith the types of medication
provided, a dependency on what has been availabifferent times, emphasized with a
sense of frustration: “I've been through the fufienyards with this.”

This mixture of articulating objectivity alongsidebjective, long-term experience —
“I know, I've had asthma all my life” — displayedoawerful rhetorical device for
demonstrating his account of the effectivenesi@birown inhaler medication as
authoritative. The effect was to produce an accotihts asthma management and himself as
well intentioned, rational, and reasonable, butathed by inadequate treatments. In addition,
he was not someone who just accepted the advieasgiven, but someone who made his
own mind up: “I've managed to convince myself beyamy reasonable doubt.” This
statement is a direct rejection of the notion dfgrds as passively compliant with
instructions to take medications as prescribedeatsasserting active monitoring of the
medication’s effects. Dave’s nonadherence withis discourse is credible in the context of
recounting work he had himself done to test theatffeness of brown inhalers.

An important device Dave used was the construaifdhe brown inhaler as
something that was not “natural” to use “when treen@thing wrong with you.” From a

social cognitive perspective, this type of statentnas been repeatedly identified and
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categorized as an individual attitude where theg®does not view his or her asthma as a
long-term condition (e.g., Halm et al., 2006). How®e here Dave clearly demonstrated that
asthma was something he had lived with all his tépeatedly confronted and treated, and
fully understood the function of prophylactic meations in reducing his need for Ventolin.
By viewing Dave’s talk from a discursive perspeetifais statement about the brown inhaler
was contextualized in a version Dave producedasfiormed scientist and not someone
who has incorrect beliefs.

The notion of prophylactic inhalers as not “natusilowed Dave using a
psychological discourse to account for his nonagies. Dave discussed different elements
of psychology including forgetting, visual assomatwith blue inhalers, notions of
psychological acceptance (“I just never really ated it.”), the placebo effect (“partly
because | think those tablets are doing some dtsodertainly got to help the job a lot.”),
and the psychological impact that the introductbiventolin as a new treatment had in the
management of asthma (“instantly you have sometiiagis a cure.”). The detail provided
in his endeavor to overcome his poor memory and tla& brown inhaler regularly (“I had
them scattered.”) suggests Dave was attemptingtoeadlit any notion that he did not try
hard enough with the brown inhaler.

Notions of being in work or a hard worker are oft@ked to undermining potential
accusations of being a malingerer (Cornwell, 1984dley & Billig, 1996). Dave, using a
metaphorical scattering of inhalers in key locagioronstructed a version of himself as
someone who is in many places on a daily basiwhath his office is one. Forgetting to look
after his health is set within this context andgbattering strategy is therefore represented as
a proactive attempt to overcome the limitationsisfown forgetfulness brought about by his

busy lifestyle.
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Dave’s nonadherence was set within a broader alltiscourse of the busy working
individual and not within a context where remembegithings might be seen as not a
problem. This rhetorical work therefore undermipedtential criticism that Dave was lazy in
his attempts to adhere to the medication. As wellsaing the scientific discourse in this
extract, Dave also undermined any suggestion tghail an irrational and incorrect
perception of his medications. This situation wasi@ved by constructing himself as
committed to seeking out the truth through endeasigiective empiricism, and experience,
three attributes that can be widely seen as cduesan a working context.

Moving Through Cycles of Discourse and lliness Management

Dave’s rhetoric did not deploy a traditional medlidea of the ideal patient within a
Parsonian sick role discourse (1951) but is instesstonstruction of more contemporary
notions of the “asthma expert” seen within recattgmt-centered initiatives (Department of
Health, 2001; Taylor & Bury, 2007), but also withinder ideologies of Z1century working
life and of the reflexive consumer. The individaalthe reflexive consumer is armed with
knowledge and has free will to adopt healthy lijesgt or not, as seen in powerful messages
such as “NHS Choices. Your Health. Your Choice®12). By positioning himself on the
positive end of this moral dimension of illness &ebr, Dave provided plausible
explanations for his medicine taking behavior, peots with asthma control, and control of
his asthma management and health more generally.

We can therefore see a range of discourses cimglétrough this moment of social
action. It is tempting, of course, to view thesgcdurses solely in terms of a product of
Dave’s linguistic repertoire. However, Dave’s rh@tas not a standardized account, but is a
response to this interview being set up as a dssocasbout “why Dave is not taking his
medication.” The pretextual identities of “persoithwnadequate control, quality of life, and

nonadherence” were being resisted by Dave throigbdmstruction of himself as the
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rational, empowered decision maker, an alternadigntity circulating within contemporary
clinical discourses of illness management and otewsociety.

Dave, in not taking his brown inhaler, represers@eheone making a “significant
departure” (BTS, 2009, p.1) from medical advice andadherence to this medication. Here,
to justify this position, Dave therefore neededdomore within this interaction than just
reproducing a medical discourse of illness manageémeéich was illustrated with the
mixture of discourses he deployed to justify hisipon. In doing so, Dave demonstrated
that, as well as orienting to a medical discoufsgppropriate asthma management, he was
also managing moral expectations of being an iddii decision maker, a hard worker, a
good manager, and someone who has a health prolns not an illness.

The success of Dave’s rhetoric relied not only ow these discourses worked
together but how they made sense in conjunctioh @#ve’s historical body as a middle
class, White British man living in the United Kingd, as a business manager, and as an
experienced active manager of his asthma. MostatlycDave’s desired discursive position
could only be successfully attained if the intewae interpreted Dave’s talk in the way Dave
had intended. The interviewer, also a White Britisilddle class man in his 30s from the
same region of the United Kingdom, had a closeeapation of the particular historical body
that Dave presented and discursive devices thag Daployed, leading to Dave’s talk being
interpreted in the ways Dave intended.

Discussion

In advancing the analysis here, we have shed dightow speaking about illness
management as an extended narrative involves thahils negotiating complex discursive
spaces where they work to present themselves is wayhich they wish to be understood
and judged. The analysis does not immediately vesssues of how such talk accurately

reflects how people manage their health on a deisjs. However, an analysis of intersecting
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discourse, historical bodies, and interaction oediews us to expose important issues
regarding which types of talk are expected and graduced in discussions about illness
management and thus which types of illness manageipefavior might be expected and
produced.

In his account of how metaphor links domains ofezignce, Radley (1993) discusses
how spaces of action are available to people Witkss, between what is expected of their
behavior and what can be attained, between puldiality and private fate, and how this
space for agency in behavior is manifested in theudsive positions people adopt when
discussing their health. However, how individuadgatiate these moral positions is not
trivial, but relies on them being able to draw up@propriate linguistic resources for
successfully responding to what public moralitpasivated within the interaction taking
place.

Dave’s case illustrates how the interpretatioratk telies on how the listener’'s own
range of particular skills, histories, and agendssracts with the speaker’s talk. We can
therefore argue that if any of the three elemehsooial action shift through time or place
then so too will the meaning of the moment of sloaction. Different intersections of these
elements will facilitate different types of talk iinhibiting others; how speakers respond
in these different contexts will affect how thealit is interpreted. For example,
interpretations of an individual's presentatiortledir medicine taking will be shaped in a
working context differently than a doctor-patienhsultation. Patients reporting that they do
not take prophylactic medication when they do reatensymptoms is commonly classified as
having incorrect beliefs and being nonadherent wdveduced within a clinical consultation.
However, this same perspective might be seen asagte in a working context where it is

important to present oneself as not being unwell.
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Interactional talk about illness can therefore &densas a complex negotiation of a
range of discourses that circulate across soceadespand that intersect with interactants’
historical bodies and the communicative expectatmirthe particular interaction. If we treat
how people follow medical advice and manage illr@sa daily basis as another form of
social action, we can hypothesize that these atilh be structured in a similar way to talk.

The disclosure, display, and management of illhas® already been shown to be
organized by the social spaces and material cirtamss of people’s everyday lives
(Conrad, 1985; Charmaz, 1991). We can build onvloik by suggesting that these moments
of social action are similarly determined by thiedtent discourses circulating these spaces
(what they are, how they are determined and digeih and by whom) and the different
historical bodies and the communicative (or beh@j@xpectations constructed within the
particular interactional space. The first issukas to study such phenomena and the second
issue is to study how clinicians can use this wstdeding when communicating with and
negotiating treatments with patients.

Researchers exploring the daily activity of indivads’ illness management and
adherence typically rely on interviews to accesviduals’ routine worlds (for example,

Hunt et al., 1989; McCoy, 2009). Rosenfeld and Werg (2012) have recently proposed the
use of ethnographic observation and interviewsafduwre how “established meanings and
routinized activities of the home occasionally rfgee with their adherence to medical
regimens whether or not patients are intellectuadiymitted to adhere to them.”

Viewed as moments within cycles of discourse, decssabout medication or other
treatment regimen can only be fully understoodan@ning the moments of social action
themselves, namely how discourse, historical bodied interactional order constrain or
facilitate such behaviors in different social sgackhis situation calls for a linguistic

ethnographic methodology using participant obséatr, perhaps more practically
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possible, personal audio or video diaries to caphath the semiotic and the linguistic
dimensions of everyday illness management. How&xamining cycles of discourse using a
linguistic ethnographic methodology requires ug aésjoin the dots, connecting different
encounters to trace the recontextualization ofadisse within clinical consultations and other
encounters in which decisions about healthcarenaicke.

Rapley (2008), drawing on data from across theeaigatients’ interactional
encounters, demonstrated how decision making caedre as “another-decision-in-a-series,”
where past decisions are reviewed in light of thiggmt’'s new history, examination, and test
results. In this article, we have examined an exarmphow talk within a research interview
can be viewed as discourse traced through a s#rezgcounters, involving both individual
talk and text within institutionalized documents.

We can apply the same technique to tracing thedyistf distributed decisions about
illness management themselves across a seriesafigers. For example, we might observe
and record different clinical and social encountersan individual patient, although, as
Rapley pointed out, this methodology poses prdcaicd ethical challenges. Another
possibility could be to follow the flow of informan held about a patient from one encounter
to the next and which individuals became involvethis process. This technique would
provide a basis for us to suggest how to changédteof information across encounters so
that patients’ concerns and objectives for carebsamore appropriately shared and used in
the decision making process.

Embracing the complexities of individuals’ livesng ethnographic methods to
inform treatment choices highlights the tensiomsaeour data between the power of
standardized techniques used to model and treanpatnd the complex worlds in which
patients manage their illnesses. Developing saoghition models and asthma guidelines

can both be viewed as attempts, through conceptuhtlinical policymaking activity, to
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standardize the individual health behavior of ci@ans and patients. This process is what
Bowker and Star (1999) defined as “a process o$tcoating uniformities across time and
space, through the generation of agreed-upon tules.

In the case of asthma guidelines, we saw how sychaess created specific
difficulties for discursively negotiating researefidence with the ideology of patient-
centered medicine. In the case of social cognitiaadels, reducing decisions about illness
management to individual statements about diseasedications limited these models’
power to explain patients’ lifeworld perspectivelsem individual talk is viewed as a
contextually situated social action. Both of th&sens of standardization have an established
professional power base with global appeal offestngightforward, useable tools for
clinicians to manage the task of treating patientsin limited resources. It is therefore
unsurprising that these forms of standardizatiorehzersisted in practice across time and
space while more complex frameworks of individughdvior are not readily found in
clinical practice.

However, discourses such as those held within koagnition models are not seen to
transfer uniformly across historical contextualsghbut will function according to their
intersection with diverse historical bodies an@iattion orders. Timmermans and Epstein
(2010) argued that standards rarely endure in anmgavorld and here we have shown that
social cognition models and clinical guidelinessplge their continuing widespread
application, do not capture the complex worldshalividuals managing their illnesses.

Recognizing clinician-patient talk as a manifestatf intersecting cycles of
discourse further reveals how notions of sharedsaietmaking and concordance, seen by
many as the ultimate aim of clinical consultatiansl decisions about treatment options, fail
to take into account the subtlety of the interawicrder in the doctor (nurse)-patient

consultation. Trostle (1988) reminds us that coarge was “an ideology that transforms
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physicians’ theories about proper behavior of pasiénto a series of [standardized] research
strategies....that reinforce physicians’ authoritgokealth care.”

The same transformative process can be seen toflieated by clinicians enacting a
discourse of concordance using models of patiemteced communication (B. Salter, 2004).
One of the consequences of this process is thgatent’s interests are assumed to be the
same as the doctors. However, we have shown thiahfsoften exhibit diverse historical
bodies that are unlikely to fit neatly into thenotial ideology of concordance. If we accept
the complex worlds in which individuals manageals, then a less linear view of the
challenges to clinician-patient relationship cartddeen and perhaps the place of standardized
behavior modeling and practice can be reasonatdgtopned.

Enabling the history of patient (provider and lifawd) encounters to be traced and to
ask patients to summarize this history within daticonsultations has the potential to
produce discussions and treatment decisions oégturdl relevance to the patient,
recontextualized from the perspective of the patiatiner than the doctor. This methodology
differs from activating a patient-centered discewsach as that proposed within asthma
guidelines, where patients are considered to beoem@d and which also needs to be
discursively negotiated with a responsibility tdldav best practices. Here, we are suggesting
that clinicians could orient to how standardizingdglines and tools for measuring quality of
life have the potential to limit the discourse®lace circulating through the clinical
consultation.

McLeod and Sherwin (2000) referred to this limaatiof the relevant knowledge
base as “oppression on patients’ ability to exeraistonomy” often involving a lack of trust
in the health care professionals’ own knowledgmaheir own judgements and ability to
make correct decisions. McLeod and Sherwin argaedimicians have a responsibility to

acknowledge these knowledge limitations and foiepéd and clinicians to reflect on the
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social and political dimensions of their conditittowever, encouraging patients to describe
the different social encounters, in which decisiaresdiscussed and treatments taken, is not
aimed at facilitating some notion of the patienaasautonomous and empowered decision
maker, but rather to enable alternative discouaseshistorical bodies to be activated within
the decision making process that might then citeula subsequent encounters.

Patients and clinicians might then consider alté&veaesponses to managing illness
that can be compatible with patients’ lives instefid standard response that may well
continue to lead to nonadherence to treatment mggrFinally, authors of guidelines for
clinical practice could support such a processropdening the evidence base beyond the
hierarchy that currently places randomized cordtbtlials as the gold standard. Recognizing
limitations of the discourses of illness manageneplace within consultations, calls for
greater emphasis within guidelines on the socipkernce of illness and the value in
clinicians gaining insight into this experiencetbr basis of individual patients.
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