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Abstract 
 
Objective and methods 

prosthesis construction and application. Using a conversation analysis approach, the paper describes 
a multimodal device, which includes gaze, gestures, body movements and verbal production, which 
patients systematically use to introduce their conversational initiatives.  
Results 
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The analysis shows that the device accomplishes different and concurrent interactional functions: it 
-taking and its topic, it locally constructs the object of 

the device l
experience that the patient has of his body. In addition to these functions, the strength of the 
multimodal device is also demonstrated by its adaptability to local interactional constraints. 
Conclusion and practice implications 

availability of their injured limbs, into interactional resources for introducing unaddressed concerns. 
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application.  

 
 

1. Introduction 

 

-care processes has become increasingly evident 

and is a central factor for the development of a patient-centered medicine[1]. Since the late 70s, 

studies of doctor- involvement is positively 

associated with health outcomes, as it promotes patients  , 

consequently, patients  adherence to therapy [2, 3, 4]. In the last two decades,  interactional studies 

of doctor-

participation and showing that, despite the asymmetry in favour of doctors, patients can succeed in 

locally influencing the manner in which interactions unfold [5]. As the stages of the medical 

encounter [6]  (for example, the diagnosis stage is 

considered more authoritative than the prescription stage [7]), 

vary accordingly.  P -taking were mainly described in terms of 

8] and of bodily conduct to display symptoms and 

suffering  [9

described in terms of candidate explanations of their symptomatology [10] and in terms of extended 

ents [11]. Finally, during the p

expressions of agency were mostly described in terms of resistance to prescription [12, 13].  

This paper builds on these prior studies by providing 

initiatives during admission encounters at a centre for prosthesis construction and application. In 

comparison to primary care visits, these encounters are more specialised and less familiar to the 

patients. We present an analysis of the multimodal resources that patients use to make 
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conversational initiatives, focusing on a specific multimodal pattern that includes gaze, gestures, 

movements of the injured limb and verbal production.  

Patients use this pattern to introduce their conversational initiatives across all stages of the visit, 

sequential location, the type of action and the degree of response they obtain [14].  

The analysis shows that the multimodal device allows the patients to accomplish concurrent and 

varied interactional tasks, such as announcing turn-taking and its topic, constructing locally shared 

attention [15] and providing evidence and authority for the patients  assertions.  

 

2. Data and methods  

 

Data were collected in an Italian centre specialising in prosthesis construction and application.  

This paper reports on a pilot study, based on an analysis of 10 visits, which has provided the basis 

for a larger study based on a sample of 40 additional visits. During these encounters, patients meet a 

multidisciplinary team composed of a chief orthopaedic technician, an orthopaedic surgeon, a 

physiatrist, an orthopaedic engineer 

can also be present.  

Patients enter the centre after loss of a limb, primarily due to work accidents or surgery. Of the total 

50 encounters, 30 were with patients with injured upper limbs and 20 were with patients with 

injured lower limbs. Video recordings were made with two cameras during the pilot study (10 

encounters) and three cameras during the collection of the other 40 cases.  

The aim of the admission visit is to determine the appropriate procedure for the patient: this 

approach might involve prescribing a prosthesis or a surgery, deciding the treatment and preparing 

the limb.  The admission visit has four main phases [16]: 1) opening, 2) history-taking and physical 

examination, 3) prescription, and 4) closing. Because of the specialisation, the reason for 

the visit is implied and, consequently, there is no complaint presentation. Our analysis includes only 

patients with upper limb amputation. 
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All data were transcribed using the conversation analytic transcription convention developed by 

Jefferson [17] to which we added special symbols for the multimodal phenomena (see Appendix).   

For data analysis, we adopted conversation analysis (CA) methodology. CA provides analytical 

tools for the systematic study of actions and activities in ordinary and institutional settings and has 

already led to relevant applied results in doctor-patient interaction and in other professional settings  

[18]. The analysis of the interactional sequences that we propose includes multimodal phenomena 

[19].  

Subject consent was obtained from all participants according to the Italian law n. 196/2003 "Codice 

in materia di protezione dei dati personali", which establishes the norms guaranteeing safeguarding 

of persons and other subjects with regard to the treatment of personal and sensitive data. 

removed or changed to make them unidentifiable.  

 

3. Results 

The analysis focuses on a specific multimodal pattern that patients use to introduce their 

-answer vocal and verbal acknowledgments 

(sequence-closing thirds) [20] or other embodied closure signals (reading and writing records) [21]. 

These conversational initiatives are post-sequence expansions [22] and constitute forms of 

resistance to the sequence closure.  

The components of the pattern, which can occur in partial or total overlap, are the following:  

1. looking at the limb 

2. looking alternately at the interlocutor and at the limb 

3. moving the limb  

4. producing comment, assessment or description of the limb 

We now propose the analysis of some extracts in which the multimodal pattern occurs, focusing on 

its structure and its sequential position in the conversation.  
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Extract 1 - 2 (0.05.53) 
P: Patient 
MA: Chief technician 
MB: Orthopaedic Surgeon 

 
This extract occurs toward the end of the visit, in the prescription phase. The physician (MB) and 

(henceforth P) the type of prosthesis they will apply. In line 1, MB suggests physiotherapy to P

 POST-R
EFEREE C

OPY



 7

Figure 1         Figure 2 

in , 

grab hold on s 19-20) when the prescription activity is largely initiated and 

introduces his initiative at the end of a sequence during which he has been involved, with the doctor 

(MB), in locating a suitable physiotherapy centre (lines 11-

  then takes his turn to introduce his concern about his 

difficulty grasping objects with his injured hand (lines 19-20). P takes his turn while looking at the 

limb, the first component of the multimodal pattern that accomplishes both functions of announcing 

content; second, by quickly shifting his gaze toward MA and then to his 

shared attention to the limb [23]; and third, by rotating his hand in a grasping position (third 

component of the pattern), he shows the difficulty he is verbally describing [24] (fourth component 

of the pattern).  

on about whether he had gone 

back to work (lines 7-

of the grasping difficulty in lines 21-

23, while MB goes on writing), withholding indication about the doctor's use of the provided 

information [25]. 

In the following extract, we show a more successful patient initiative, using the same multimodal 

pattern.  

 
Extract 2 - 5  (3:56) 
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P: Patient 
MB: Orthopaedic Surgeon 
MC: Physiatrist 

 

recently amputated. The doctor sitting in the middle (MC) asks the question in line 1.  MB is the 

first doctor on the left [see figure3]. 

Figure 3    Figure 4     

 

In the example, P makes a conversational initiative producing an assessment about his limb: 
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closure of the previous sequence, in this case a question-answer sequence (lines 1-4). Indeed, the 

assessment i

question (line 4). Filling out forms marks the end of the previous question-answer sequence and 

-sequence expansion.  

During a pause of 0.6 seconds, while MC fills out the forms, P looks at his amputated limb, raises it 

toward his head and rotates it several times while carefully examining it. Looking at the limb and 

moving it, P constructs the limb as the object of a new local shared attentiveness (the fact that P is 

attempting 

then back to the limb again, in line 6) and creates the conditions for the doctors to participate in the 

new assessment activit

assessment in lines 8 and 10, respectively. 

The construction of the shared attention to the limb is also obtained verbally. Indeed, by referring to 

the limb without using its name bu  ; in the Italian 

version, 

immediate environment.  

pattern to introduce his initiative. 

Even in this case, P produces an unrequested assessment about his limb during his turn.  

 

Extract 3 - 5 (03.16)  
 
P: Patient 
MA: chief technician 
MD: Orthopaedic Engineer 

 
-taking phase. The doctors 

MA.  
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Figure 5   Figure 6  Figure 7   Figure 8 

In 

MA's behaviour allows P to leave the position he was requested to take for inspection of the limb 
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5). As in the previous examples, P introduces his initiative at the closing of a sequence, producing 

 assessing activity 

was performed only by the doctors and P was not involved at all, not even to answer questions.  

in this case, P locally and contingently adjusts it. In fact, when P takes his turn, he is already 

looking at the limb (line 2), and he consequently shifts from drawing attention to the limb (as found 

is obtained by contrasting gaze fixation with the body movement of leaning back in the chair. The 

movement of the whole body makes the gaze fixation newly relevant at that moment.  

Thus, the three phases of the gaze component of the pattern are as follows: the maintenance of the 

gaze on the limb (while leaning back), the gaze shifting to the doctor (line 7), and the gaze coming 

back to the limb (line 9), following a pattern similar but not identical to the previous examples. This 

gaze-work precedes the verbal production, announcing P taking his turn and maintaining the current 

topic (the limb). In line 5, while gazing at his limb and delivering the assessment, P visibly moves 

the muscles of his forearm, thus showing what he refers to as the remaining wrist articulation, and 

t of the 

reflects the strong interplay between words and gestures[26]. 

referent [27] has the 

function of encouraging the interlocutors to look at the limb and ensuring shared attention. In this 

case, the 

assessment, a new evaluative sequence (doctors express their disagreement with P in lines 10 and 

12), including a new inspection of the limb (from line 15 on), occurs.  
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The following extract presents another occurrence in which P uses the same pattern to introduce his 

conversational initiative, but to produce a repair rather than an assessment. Even in this extract, the 

initial gaze component is locally adjusted to the immediate interactional context. 

 
Extract 4- 3 (01. 08) 
P: Patient 
MB: Orthopaedic Surgeon  
MC: Physiatrist 
 
The extract captures an interaction in the first part of the history-taking phase, after the patient has 

been requested to describe the work accident that caused his impairment. In line 1, MC (the doctor 

in the middle (picture 9) checks  tive. MB is the first doctor on the left. 

Figure 9     Figure 10    Figure 11 
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In 

return  to 

filling out the documents and by the following silence (line 7). During the silence in line 7, the 

, and it is at that moment that P also looks at his hands 

while taking his 

at the limb and constructs shared attentiveness.  At this point, 

has also been injured.  

is question in line 1. The link between the 

repair (two hands) and its repairable (one hand) is constructed and reinforced through the partial 

repetition, in 

, and its meaning remains 

parasitic to the turn containing the repairable.  As in examples 1 and 2, P links his turn to prior talk 

alian particle to initiate repair), but, in 

previous cases, leads the interlocutor to look for the missing verbal 

referent in the immediate physical environment, thus facilitating the construction of shared 

attentiveness, in this case has an anaphoric function and leads the 

interlocutor to refer back to the previous interaction.   

4. Discussion and Conclusion 

4.1 Discussion 

The analysis identified a multimodal device, including gaze, gestures and verbal behaviour, which 

patients systematically use to introduce and sustain their conversational initiatives during admission 

encounters at a centre for prosthesis application. The first component of the device is visual, and it 

consists of initially looking at the limb and then looking alternately at the interlocutor and back at 
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the limb. The initial gaze at the limb has the function of announcing both the patie

turn and the topic (the injured limb) of the contribution, while the gaze alternation from the limb to 

the interlocutor and back ensures the construction of the injured limb as a local object of shared 

following the gaze have the function of showing the relevant 

nd 

systematically used by patients at the closure of conversational sequences that are signalled by 

-closing thirds, both through verbal acknowledgements and/or gestural closures 

that, in this particular context, assume the function of resistance to the closure of the previous 

sequence. The analysis of four different occurrences showed that patients use the device during 

different stages of the encounter and that participants can adapt the device to local constraints; in 

example 3, P succeeds in using the device even though he is already gazing at the limb. Moreover, 

variations demonstrate the stability and local adaptability of the device.  

 

4.2 Conclusion 

interaction or the unfamiliarity of the encounter. The analysis demonstrates that patients are able to 

transform injured limbs and their immediate visual availability into interactional resources.  

 

4.3 Practice implications 
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 to 

assume an active role beyond merely responding to questions or presenting their bodies for 

inspection. The analysis of the ways and moments in which patients succeed in obtaining 

unexpected conversational spaces can help doctors in planning encounters in order to facilitate 

doctors withdraw their attention from the patient to attend to other tasks are often favourable for 

competence and empowers their agency.  

 

 

We confirm all patient/personal identifiers have been removed or disguised so the patient/person(s) 

described are not identifiable and cannot be identified through the details of the stories and/or of the 

transcripts and images. 
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Table 1 

 

Appendix: Transcription conventions 

In Table 1 below, we describe the symbols we used in the extracts. All of them  except from the 

 

Table
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