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A B S T R A C T   

The C-reactive protein point-of-care test (CRP-POCT) can help distinguish between viral and bacterial infection 
and has been promoted as a strategy to improve antimicrobial stewardship. The test is widely used in Sweden. 
National guidelines advocate conservative use in primary care consultations with patients presenting with 
symptoms of respiratory tract infection (RTI). Previous research suggests low adherence to guidelines. We 
provide new insights into the communication surrounding the CRP-POCT by documenting how the decision to 
administer the test is interactionally motivated and organized in Swedish primary care. The data consists of 
video-recordings of RTI-consultations. A CRP-POCT was performed in nearly two thirds of the consultations and 
our study is focused on a subset where the test is ordered by a medical doctor. We find that doctors order the test 
during the transition from or after physical examination, a practice that aligns with national guidelines. 
Guidelines indicate that pathological findings from physical examination are warrants for ordering the test but 
we only found one example where this was communicated to the patient. A more prevalent pattern was that 
doctors ordered the CRP-POCT even though the outcome of the physical examination was assessed as normal. 
Our analyses of these show that doctors can provide the rationale for ordering the test in subtle ways and that 
failure to provide a rationale is treated as a noticeable absence. We also find that the CRP-POCT can be used to 
reconcile the contrast between the normal physical examination and the patient’s problem presentation. Doctors 
can also order the test in ways that position the CRP-POCT as criterial for antibiotic prescription. Consultations 
where the patients described the symptoms as particularly severe and/or persistent were more likely to engender 
elaborate accounts than consultations where patients presented their symptoms as less problematic.   

1. Background 

Antimicrobial resistance is a widely recognized global health chal-
lenge (Klein et al., 2018). This paper focuses on a capillary blood test, 
the C-reactive protein point-of-care test (CRP-POCT). The test was 
introduced as a tool to help distinguish between viral and bacterial 
infection (Hjortdahl et al., 1991) and has been promoted as a strategy to 
improve antimicrobial stewardship (Tonkin-Crine et al., 2017). 
Research on the clinical value of using the CRP-POCT to differentiate 
bacterial from non-bacterial infections (e.g. viral infections or 
non-infectious diseases) among patients with respiratory tract infection 
(RTI) symptoms reveals a complex picture. Early randomized studies 
found no benefit (Melby et al., 1995) while a recent systematic review 
showed that the test significantly reduced immediate antibiotic pre-
scription (Martínez-González et al., 2020). Meta-analyses showed 

significantly higher rates of re-consultation within 30 days. Martí-
nez-González et al. (2020) concluded that the overall benefits of 
CRP-POCT on reducing antibiotic prescribing outweigh the potential 
harm of increased re-consultations but called for further evaluation of 
the longer-term effects of the test. Jochen W. L. Cals et al. (2013) 
investigated whether physician training in enhanced communication 
skills impacted antibiotic prescriptions in primary care RTI-visits where 
the CRP-POCT was administered. They found that patients who saw a 
family physician trained in enhanced communication skills were less 
likely to be prescribed antibiotics during episodes of RTI in the subse-
quent 3.5 years compared to patients attending physicians who 
administered the CRP-POCT but had not undergone such training. The 
enhanced communication skills training entailed teaching physicians to 
adopt a more patient-centered consulting style (J. W. L. Cals et al., 2007; 
Rollnick et al., 2002) and was not focused on communication practices 
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surrounding the test. The present study provides new insights into the 
communication surrounding the CRP-POCT by documenting how the 
decision to administer the test is interactionally motivated and orga-
nized during Swedish primary care consultations with adult patients 
presenting with symptoms of RTI. We provide meticulous analysis of the 
ways in which physicians make the deontic decision of testing 
accountable and discuss the implications for antimicrobial stewardship. 
In this study we use deontics to describe spates of talk in which a first 
speaker proposes a future course of action and the second speaker ac-
quiesces to or resists the proposed plan (Arminen and Kallio, 2022; 
Stevanovic and Peräkylä, 2012; Lindström and Weatherall, 2015). 

National guidelines developed by the Swedish Medical Products 
Agency and the Swedish Strategic Programme against Antibiotic Resis-
tance (Strama) advocate conservative use of the CRP-POCT in primary 
care RTI-consultations (Agency, 2021). The test is primarily relevant for 
lower respiratory tract infection (LRTI) and should only be used when 
other aspects of the clinical consultation indicate a possible bacterial 
infection. The guidelines highlight that the test should mainly be used to 
rule out rather than rule in bacterial infection. Register-based studies 
have indicated low adherence to guidelines and some have character-
ized CRP-POCT use as excessive (André et al., 2004). The test has 
become more prevalent over time. A study of electronic health records 
for patients with pneumonia showed an increase from 61.3 to 77.5% 
between 2006 and 2014 (Moberg et al., 2020). Tyrstrup et al. (2020) 
interviewed primary care physicians about how they manage patients in 
relation to guidelines and found that physicians view the CRP-POCT as 
an important tool for differentiating between viral and bacterial infec-
tion in patients presenting with LRTI and tonsillitis. Physicians also re-
ported ordering the test for safety’s sake to determine whether 
antibiotics are needed, i.e. to rule in disease. How the CRP-POCT is used 
to support decisions on antibiotic prescription for RTI was explored in a 
prospective observational study by Lindström et al. (2015). 
Non-specialized physicians deemed the CRP-POCT as a significantly 
more important tool than experienced specialists in family medicine. 
The test was primarily used to rule in disease. The authors argued that 
future studies should explore other motives for measuring the CRP such 
as accommodating requests from patients to “do something.” In sum-
mary, earlier research indicates that the CRP-POCT is overly used in 
Swedish primary care and that the test is used to rule in bacterial 
infection, a practice that deviates from national guidelines. However, as 
this research has been based on register data or interviews it can only 
provide limited insight into real-life practice. Our study by contrast, uses 
conversation analysis (CA) to document how communication unfolds 
during video-recordings of authentic medical consultations for RTI. This 
method is ideally placed for capturing how test-ordering is interac-
tionally motivated and organized. Our analysis is focused on spates of 
talk where physicians order the CRP-POCT. 

2. Conversation analytic research on clinical testing 

Our study contributes to CA-research on clinical testing. This 
research has primarily focused on how health care professionals (HCPs) 
provide information about tests or deliver test results. Early work 
centered on tests that could lead to diagnosis of life changing illness 
(Pilnick, 2004; Silverman, 1997). One challenge that faces HCPs in these 
contexts is to provide patients with adequate information about the 
consequences of test outcomes without applying undue pressure that 
compromises patients’ rights to refuse testing. Another strand of 
research has examined how test results are delivered and integrated in 
diagnosis (Kurhila and Lehtimaja, 2019; Peräkylä, 1998; Pomerantz and 
Rintel, 2004). This work has advanced our knowledge of medical 
practice by providing new insights into how HCPs breach delicate topics, 

negotiate medical authority and invite or discourage shared decision 
making. 

Research that has documented how ordering a test (test-taking 
advice) is accomplished is especially relevant to the study at hand. Zhao 
and Ma (2020) examined test-taking advice and patient resistance in 
Chinese outpatient clinics. They found that clinicians typically initiated 
advice in the diagnostic slot and that the design of the advice reflected a 
unilateral approach to decision-making (Collins et al., 2005). Advice 
that was grounded in the patient’s symptom description was less 
frequent. Whether or not diagnostic information was integrated with the 
advice shaped patient resistance. When advice was launched without 
diagnostic information, patients were prone to resist by questioning the 
physician’s decision or proposing an alternative plan. Advice that 
included diagnostic information by contrast led to patients resisting by 
raising new concerns. Toerien et al. (2020) examined test-taking advice 
in a British neurology outpatient clinic and showed that test ordering is 
oriented to as a normative part of the medical visit. They proposed that 
test ordering “is consequential for progressivity, serving as both bridge 
and barrier to accomplishing the overarching medical project." (Toerien 
et al., 2020: 1). The authors noted that their findings may be specific to 
neurology in a secondary care setting, characterized by a generic 
expectation that sophisticated diagnostic tools are required. Lindell 
(2017) examined CRP-POCT in Danish primary care. Although her study 
was primarily focused on how CRP-POCT results were reported and used 
as grounds for treatment decisions she also gave insight into test-taking 
advice. The most prevalent pattern (18/21) was that physicians gave an 
account for ordering the CRP-POCT. Lindell singled out accounts that 
were focused on clarifying diagnostic uncertainty as especially relevant 
for antibiotic stewardship and argued that while these may diffuse po-
tential patient pressure for antibiotics they can also undermine the 
clinical examination performed by the doctor. Lindell concluded that the 
way the test is introduced and discussed can lead to the test eventually 
being seen as “the only non-negotiable fact, without which the doctor’s 
observations and diagnostic claims remain uncertain” (Lindell, 2017: 
237). The generalizability of Lindell’s findings is diminished by the fact 
that the corpus included patients where the main presenting concern 
was not RTI. One example that was extensively analyzed involved a 
pregnant patient presenting with symptoms of gastroenteritis, a condi-
tion where antibiotics are normally not used except for the severely ill. It 
was not clear whether the patterns identified in the five examples 
showcased in the analysis were representative of the larger corpus and 
scheduled follow-up visits were not distinguished from first visits even 
though the patient’s prior experience of previous CRP-POCT was high-
lighted as a factor that could shape patients’ expectation of an antibiotic 
remedy. 

In summary, research on test-taking advice across medical and na-
tional health care contexts show that such advice is typically initiated in 
the diagnostic slot and may be delivered in ways that reflect a unilateral 
approach to decision-making. The inclusion or exclusion of diagnostic 
information can shape the ways patients resist the advice. In neurology, 
tests are treated as a normative part of the visit. Lindell’s (2017) study 
showed that physicians often account for the decision to administer the 
CRP-POCT and the author argued that such accounts may undermine the 
medical authority of the doctor. The present study takes up a call by 
Toerien et al. (2020) to explore the organization of test ordering in 
primary care. Unlike earlier work, we focus on test-taking advice for a 
specific test (the CRP-POCT) for symptoms indicative of a particular 
illness (RTI) where a limited set of diagnoses and treatment options 
including antibiotics is relevant. 
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3. Method and data 

Our method is CA. Conversation analysts examine recordings of 
naturally occurring interactions in mundane and institutional settings to 
describe the social underpinnings and structural regularities of talk 
(Maynard and Heritage, 2005). The method is well-established in 
research on medical communication including antibiotic prescription 
and medical testing (Martin et al., 2020; Stivers, 2007). 
Video-recordings were transcribed according to CA-convention and are 
presented in original language with English word-by-word and idio-
matic translations (Hepburn and Bolden, 2017). The abbreviation PRT is 
used for Swedish discourse particles that do not have a straightforward 
English equivalent. Aspects of visible conduct such as eye gaze, gestures, 
and physical movement are glossed in gray font. The study has been 
approved by the Regional Ethical Review Board in Uppsala. 

The data consists of 107 video-recordings of acute primary care visits 
with adult patients presenting with symptoms of RTI. The Swedish 
health care system is primarily funded through taxes and care is guided 
by cost-effectiveness. This means that there should be a reasonable 
relationship between the costs and the effects of a medical procedure 
(Anell et al., 2012). Primary care centers have a limited budget 
(Strandberg et al., 2016) and there is no financial incentive for doctors to 
order point-of-care tests. Three primary care clinics participated in our 
data collection during 2018–19. PCC I is a rural clinic where patients 
typically had to pass assessment by a telephone nurse to get an 
appointment. PCC II is a small-town practice where medical appoint-
ments were made following telephone nurse triage. PCC III is an urban 
clinic that was open after hours, accepted drop-in appointments and 
prioritized patients with acute concerns. Patients were typically 
encouraged to book an appointment with their family doctor if the 
consultation at PCC III indicated a condition that required further 
investigation. All patients who participated in data collection at PCC III 
were first assessed by a registered nurse who decided whether to book 
the patient to a same-day doctor’s consultation. Our data set includes 
first consultations as well as return consultations, i.e. consultations 
where the patient have visited a clinic weeks or months earlier for RTI 
symptoms and booked a return visit (following telephone nurse triage) 
because of persistent symptoms. We do not include scheduled follow-up 
visits. Data collection also included short pre- and post-visit patient 
surveys and post-visit HCP surveys. We relied on inspection of the video 
recordings and survey responses to determine whether a CRP-POCT was 
used. 

The CRP-POCT was used in nearly two thirds of the visits (67/107). 
The test could be ordered before the patient was consulted by a doctor or 
registered nurse (23/107). We have not recorded these orders but our 
ethnographic observations suggest that they were either issued by the 
telephone nurse or by the HCP who registered the patient upon arrival at 
the clinic. The test was ordered during the pre-assessment nurse 
consultation in 19 cases and during the doctor–patient consultation in 
25 cases. We focus on test-taking advice in the latter data set. This subset 
is interesting for three reasons. First, it is conducive to comparison with 
previous research. Second, as the nurses in our study do not have anti-
biotic prescription rights, it is the only context where the full gamut of 
treatment options including antibiotics is at stake. Third, it represents 

best practice as it aligns with the recommendation that the decision to 
administer a CRP-POCT should follow clinical assessment by a doctor. 

4. Results 

We set the scene by describing where the CRP-POCT order is 
launched within the overall phase structure of the consultation (Rob-
inson, 2003) and explain the practical arrangements for administering 
the test and reporting test results. The ensuing analysis focuses on how 
doctors formulate and account for the CRP-order after a physical ex-
amination that has been assessed as normal. 

Doctors always order the test during the transition from or at some 
point after physical examination. The most prevalent pattern (17/25) is 
that the order is juxtaposed with information gathering activities (i.e. 
physical examination, brief return to history taking or measurement of 
blood pressure). The order can also be launched after tentative diagnosis 
(3/25) or tentative treatment recommendations for over-the-counter 
remedies or prescription medicine (5/25). Our analysis shows that the 
transition from the physical examination is a moment in flux. Patients 
are often preoccupied with getting dressed while doctors are putting 
away medical instruments, disinfecting hands or retrieving medical re-
cords. What will happen next, i.e. whether diagnosis, treatment 
recommendation or testing is due is not transparent to patients. The 
CRP-POCT is performed by another HCP either in the consultation room 
(PCC I) or at the on-site laboratory (PCC II and III). The doctor typically 
sees another patient while the test is performed and results are processed 
and then resumes the consultation to report test results and recommend 
treatment. 

Guidelines advocate that the CRP-POCT should be applied when other 
aspects of the consultation (i.e. findings from history taking or physical 
examination) indicate a possible bacterial infection. We only find one 
example where pathological findings from the physical examination are 
used to account for the CRP-POCT. The more prevalent pattern is that 
doctors order the test even though the physical examination has been 
assessed as normal (n = 16). In the following we analyze physician ac-
counts for test-taking and patient responses in excerpts where the 
outcome of the physical examination is conveyed as normal. The cases 
are presented on a continuum moving from examples without explicit 
accounts to ones with accounts that formulate the test as criterial for 
antibiotic prescription. 

Test-taking advice without explicit accounts Excerpts 1–2 involves 
doctors ordering the CRP-POCT without giving explicit accounts. In 
excerpt 1 the doctor gives subtle cues that imply diagnostic uncertainty 
as the rationale for testing and the patient collaborates with the test- 
taking advice. In excerpt 2 by contrast, the doctor does not provide 
any such information and the patient’s subsequent inquiry suggests that 
this may be a noticeable absence. 

Excerpt 1 is from PC III and the patient has seen a nurse for initial 
assessment. The nurse booked the consultation with the doctor on ac-
count of hearing a râle on the lungs. The doctor has taken patient history 
and performed physical examination without online commentary 
(Heritage and Stivers, 1999). He has just completed the last part of the 
physical examination with a lung auscultation. The CRP-POCT is refer-
enced as a blood test in line 7. 
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The doctor assesses the physical examination in lines 2–3 with a 
diagnostic statement (Peräkylä, 1998) that indicates absence of disease. 
The statement is used as a stepping stone to the CRP-POCT order without 
any kind of disjunctiveness (Jefferson, 1984). The contrastive stress on 
lå:ter [sounds] projects the possibility that the assessment could later be 
disconfirmed and the adverbial faktiskt [actually] marks the no-problem 
outcome as unexpected. These aspects of speech production and lexical 
choice project the relevance of further diagnostic investigation. The 
first-person plural pronoun, the syntactic design and the lack of eye 
contact makes the test-taking advice come across as a done deal that 
does not require patient ratification and places the decision to test 
within the doctor’s deontic domain. The temporal adverb först [first] 
conveys that the test is criterial for the progression of the visit by putting 

subsequent phases (i.e. definitive diagnosis and treatment) on hold. The 
patient starts to sit down at the first possible completion point of the 
CRP-POCT order. He aligns verbally and places his hands on his knees 
(Fig. 1) thus demonstrating readiness for the extension of the consul-
tation that testing entails. However, at this clinic tests are administered 
by another HCP in the laboratory. The doctor points toward the door and 
tells the patient to wait outside the laboratory (lines 09–10) where 
’someone’ will perform the test and closes the first part of the visit by 
stating that they will see each other again. The patient shows that he is 
on board with the plan by standing up at the first possible completion of 
the doctor’s utterance and aligning with the maximally collaborative 
response tokens yes and yep (Heritage, 2010). Our analysis of excerpt 1 
shows that doctors can convey reasons for testing in nuanced and subtle 
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ways. The patient oriented to this as adequate and aligned with the 
test-taking advice. 

The test-taking advice in the next excerpt by contrast does not 
include any cues as to why the CRP-POCT is required. The doctor has 
listened to the lungs, palpated the lymph nodes and completed exami-
nation of the throat. The patient sits on a gurney and the doctor sits on a 
swivel chair facing him.   

Line 10 includes two assessments, the first marks transition from the 
physical examination (Lindström and Heinemann, 2009) and the second 
is a diagnostic statement that assesses the outcome of the lung auscul-
tation as normal (Peräkylä, 1998). As in the previous case the doctor 
uses the verb låter [sound] but here the assessment term bra [good] is 
stressed which makes the statement come off as more conclusive. The 
CRP-POCT order is latched to the assessment. The disjunctive particle 
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registers the contrast between the normal physical examination and 
testing. The auxiliary verb få [get to] constitutes the patient as benefi-
ciary of the proposed action (Clayman and Heritage, 2014). The test is 
referenced in plural even though the CRP-POCT is the only test that is 
subsequently administered. The patient responds with a newsmark (line 
12) a beat after the first transition relevance place of the doctor’s 
compound turn. Earlier research has shown that any form of questioning 

following diagnosis including newsmarks are understood as resistance to 
diagnosis (Stivers, 2007). It is thus relevant for the doctor to unpack the 
diagnostic statement. However, the newsmark is delivered with a soft 
voice in overlap with line 11. It may not be hearable to the doctor who 
has turned away from the patient to return the instrument to its place on 
her desk. The patient’s subsequent acknowledgment in line 14 registers 
the test-taking advice without demonstrating that he is fully on board 
with testing. That he is expecting further talk is also evident in his 
posture, he remains seated still on the gurney. The doctor orients to this 
by explicating aspects of test procedure, i.e. that results will be available 
immediately (line 15). The patient registers the information with an 
acknowledgment (line 16). He fixes his gaze at the doctor which can be 
understood as a pursuit for a response to his question in line 12 (Stivers 
and Rossano, 2010). However, the doctor moves on by telling the patient 
to put on his shirt (lines 17–18). The so-prefacing formulates this 
practical matter as the upshot of the CRP-POCT order and undermines 
the significance of the patient’s intervening actions (Bolden, 2009). The 
patient begins to comply with the directive but continues to pursue 
further information by first asking what kind of test it is and then of-
fering a very tentative candidate answer ’blood test what or.’ Research 
on or-final inquiries in Swedish has shown that they can mark that a 
question runs counter to the preference displayed by the co-participant 
in the prior talk (Lindström, 1997). The doctor confirms the question 
and asks the patient whether he finds his way to the lab. This move 
toward closing discourages further discussions about the test. The pa-
tient’s pursuit in excerpt 2 shows that patients expect doctors to provide 
some kind of rationale for ordering the CRP-POCT. We will now turn to a 
different set of cases where doctors fulfill this expectation by positioning 
the test as a tool for reconciling the contrast between the outcome of the 
physical examination and the patient’s problem presentation. 

Reconciling the contrast between normal findings from physical exami-
nation and the problem presentation The patient in excerpt 3 has booked a 
return visit for stubborn cold symptoms. Her presenting complaints are 
bad cough and pain in the rib cage. The problems are so severe that she 
has difficulty sleeping at night and she also reports suffering from fi-
bromyalgia. The doctor has just completed the physical examination.  

Fig. 1. Patient places hands on knees.  

Fig. 2. Doctor open hand gesture.  
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The doctor gives several positive assessments (lines 1–2, 4 and 6). 
The first one is prefaced with the discourse marker Asså which is akin to 
‘well’ in English. Asså marks discontinuity with earlier talk and here the 
most proximate contrast is with the patient’s problem presentation. This 
can be understood as acknowledging that the subsequent positive 
assessment contrasts with the patient’s severe problem presentation. 
The evidential detailing (lines 4 and 6) makes the positive assessment 
come off as definitive. The doctor continues to recognize the patient’s 

experience of illness by formulating the outcome of the examination as 
unexpected. This is marked through sharp rises in pitch (lines 2 and 4), 
repetition of no-problem findings (lines 4 and 6) and an open hand 
gesture (line 4, Fig. 2) conveying resignation to the evidence at hand. 
The subsequent CRP-POCT order is prefaced with the disjunctive par-
ticle ‘but’ (line 8) which highlights that the order is done in spite of the 
positive outcome of the lung auscultation. This is one of few examples in 
the corpus where the doctor asks for permission to perform the test (line 
10). The patient goes along with an affirmative response token and 
nodding. The doctor proceeds by declaring comparison with a CRP value 
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from the preceding visit as the reason for testing (lines 12–14). He 
proves himself to be well informed about the patient’s history by 
recalling (and minimizing) the CRP-result from the previous visit (lines 
14–5). The patient confirms the value and aligns with the assessment 
that the value was insignificant in line 16. Previous research has shown 
that it can be a delicate matter to summarize the outcome of a physical 
examination if that outcome is inconsistent with the patient’s presen-
tation of illness (cf. Heritage and Stivers, 1999). Our analysis shows how 
the doctor is going out of his way to manage this inconsistency by 
treating the normal outcome of the physical examination as unexpected. 

As an additional diagnostic tool, the CRP-POCT provides a resource for 
legitimizing the patient’s decision to seek medical care. 

Excerpt 4 shows another case where the doctor is using the patient’s 
experience as grounds for ordering the CRP-POCT. The doctor has ruled 
out pneumonia on account of auscultation of the lungs and offered a 
tentative diagnosis of inflammation of the airways, a condition that 
typically does not require antibiotics. In contrast to the previous excerpt, 
the doctor also hints that the test is a resource for determining treat-
ment. The transcript begins after the completion of the physical exam-
ination. The patient’s utterance in line 19 is responsive to the doctor’s 

A.K.B. Lindström and T. Tängdén                                                                                                                                                                                                           



Social Science & Medicine 315 (2022) 115493

9

self-care advice for alleviating sinus pressure.    

The doctor responds to the patient’s complaint that he is unable to 
alleviate sinus pressure by referring back to the tentative diagnosis. The 
patient begins to talk (line 23) before the doctor has brought this turn to 

completion. The doctor disattends the patient’s incomplete intervening 
utterance (line 23), grabs the medical chart and orders the CRP-POCT 
(line 24 and 26–27). The adverb ‘just’ minimizes the order and formu-
lates the test as preparatory for the next phase of the consultation i.e. the 
treatment phase. She foregrounds the patient’s perspective by offering 
the upshot of his problem presentation (‘feeling crummy’) and the fact 
that he has come in for a return visit as rationales for testing. The patient 
shows that he is on board with testing by starting to recount his CRP 
values from previous visits (lines 31 and 33–35). By sitting back down 
on the gurney he displays readiness for the extension of the visit that 
testing entails. The doctor rejects the relevance of the earlier measure-
ments by defining the situation at hand as unique (lines 36–37) and 
positions the test as needed ’before we decide anything’ (lines 40–41 
and 44). This formulation is hearable as alluding to treatment. The first- 
person plural pronoun in line 41 co-occurs with the doctor making a 
pointing gesture toward the patient. This implies that the doctor will 
involve the patient in the upcoming treatment decision. The reference to 
the upcoming joint treatment discussion also allows the doctor to convey 
that she is not leaving the patient for good even though she is about to 
walk out the door (line 44). In sum, the analysis of excerpt 4 shows that 
accounts can be doubly contextual by both referring back to the patient’s 
problem presentation and pointing forward toward treatment. We will 
now turn to cases where the CRP-POCT is positioned as criterial for a 
particular treatment decision, namely antibiotics. 

Formulating the CRP-POCT as criterial for antibiotic prescription. The 
CRP-POCT order is launched in ways that position the test as the key 
determinant for whether antibiotics are required in seven of the 25 cases 
in the corpus. The final part of the analysis shows how this is accom-
plished in visits where the outcome of the physical examination is 
assessed as normal. The CRP-POCT order in excerpt 5 positions the test 
as decisive for antibiotic prescription. The doctor has concluded the 
physical examination and measured blood pressure when the transcript 

Fig. 3. Doctor looks at computer screen.  

. (continued).  
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begins. The visit is from PCII where the CRP-POCT is performed at the 
on-site laboratory.    

The talk leading up to the CRP-order displays an orientation to lab-
oratory work (where point-of-care testing is performed) as routine 

procedure. The doctor asks the patient whether she has been to the 
laboratory (line 1). The yes/no-question prefers a response that confirms 
the proposition of the question (Sacks, 1987 [1973]). The patient gives a 
negative response (line 3). The doctor treats the fact that the patient has 
not been to the laboratory as remarkable (line 4) and pursues a response 
by gazing at the patient during the silence in line 5 (Stivers and Rossano, 
2010). The patient responds by qualifying her previous answer to the 
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visit at hand (‘not this time around’) whereupon the doctor directs the 
patient to go to the laboratory (line 7). The CRP-POCT order is formu-
lated as a deontic statement (line 9). The patient aligns (line 10) and the 
doctor continues with a post-positioned account that test results will 
determine whether the patient needs penicillin (line 13). The 

importance of testing is further underscored in line 15 where the doctor 
subordinates his treatment options to the CRP-POCT outcome, ‘other-
wise I have to prescribe cough mixture.’ 

The patient in excerpt 6 has booked a return visit due to prolonged 
cough and low-grade fever. The doctor has explained earlier during the 
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consultation that the CRP-POCT can help distinguish between bacterial 
and viral infections. The physical examination has been completed and 
the doctor is putting away the stethoscope when the transcript begins.    

The doctor concludes the physical examination with two diagnostic 
statements that indicate absence of disease (lines 1–3) and observes that 
these aspects of the patient’s health have not changed from the last 
consultation (line 4). This is confirmed by the patient. The doctor begins 
a new turn in line 6 but self-interrupts to promote the progression of the 
consultation by telling the patient to get dressed. He then restarts with a 
CRP-POCT order formulated as a deontic statement (lines 7–8). The 
adverb ‘actually’ and the locally subsequent reference form index that 
this is not the first mention of the test. The doctor continues by listing 
elevated temperature and duration of illness as grounds for testing but 
the qualifier ‘slightly’ and the wiggling hand gesture minimizes the 
gravity of these symptoms. The patient aligns and the doctor repeats the 
CRP-POCT order while looking at the computer where he will enter the 
request to the lab (Fig. 3). He turns back toward the patient and for-
mulates the test outcome as criterial for treatment decision (lines 
14–15). The patient accepts in line 16 but the doctor continues his turn 
in progress to specify that the CRP value will determine whether the 
treatment outcome will be antibiotics or cough mixture (lines 17–20). 
The discourse marker väl in line 17 is difficult to capture in English and 
has been glossed as ‘after all’ in the idiomatic translation. It conveys 
reluctance, i.e. that antibiotics is something that the doctor would rather 
not prescribe. 

Our analysis of the last excerpts shows how accounts for test-taking 
can position the CRP-POCT as required for determining whether or not 
antibiotics are justified. Furthermore, in both excerpts the doctors 
conclude the accounts in ways that implies even stronger subordination 
to test results. This is played out in different ways in the two excerpts. 
The doctor in excerpt 5 asserts that he ’has to prescribe cough mixture’ if 
the CRP value does not indicate that antibiotics are relevant (line 15). 
This formulates cough mixture as the dispreferred option, a perspective 
that the patient aligns with in her next turn (line 17). The doctor in 
excerpt 6 by contrast, expresses reluctance to prescribe antibiotics thus 
formulating antibiotics as the dispreferred option. 

5. Discussion 

Use of the CRP-POCT has been promoted as a strategy for antimi-
crobial stewardship (Tonkin-Crine et al., 2017). Previous research has 
suggested that physicians who have undergone enhanced communica-
tion skills training are less likely to prescribe antibiotics during 
RTI-consultations where the CRP-POCT is used than physicians who 
have not received such training (Jochen W. L. Cals et al., 2013). The 
communication training was glossed as teaching physicians to adopt a 
more patient centered consultation style (J. W. L. Cals et al., 2007; 
Rollnick et al., 2002). Our study complements prior research by doc-
umenting how the decision to administer the test is interactionally 
motivated and organized during primary care RTI-consultations. 

Our data consists of video-recordings of RTI-consultations in Swedish 
primary care. Previous research has found that the CRP-POCT is prev-
alent in this context (Moberg et al., 2020) even though national guide-
lines advocate conservative use (Agency, 2021). Our study corroborates 
this finding. Routines for ordering the CRP-POCT varied. The test could 
be ordered before clinical consultation by a doctor or registered nurse, 
during a pre-assessment nurse consultation or during the consultation 
with the doctor. Our study documents when and how the decision to 
administer the CRP-POCT was introduced in the latter data set. Doctors 
always ordered the test during the transition from or after the comple-
tion of the physical examination. This aligns with the recommendation 
that the decision to test should follow clinical assessment. Guidelines 
also stipulate that the CRP-POCT should be applied when other aspects 
of the consultation such as findings from history taking or physical ex-
amination indicate a possible bacterial infection. However, the most 
prevalent pattern in our data was that doctors ordered the test despite 
normal findings from the physical examination and we explored physi-
cian accounts for test-taking and patient responses in this subset. 

We found that test-taking advice fell into three categories: 1) advice 
without explicit accounts; 2) advice with accounts that reconcile the 
contrast between the normal outcome of the physical examination and 
the severity of the patient’s problem presentation; and 3) advice that 
positions the CRP-POCT as criterial for antibiotic prescription. Our 
analysis of cases in the first category showed that the rationale for test- 
taking can be provided in very subtle ways. We also showed a case 
without any rationale, where the patient oriented to this as a noticeable 
absence by requesting more information about the test. Analysis of test- 
taking advice in the second category indicated that the CRP-POCT can 
be used to honor patients’ problem presentations and legitimize their 

. (continued).  
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decision to seek medical care. These examples come across as patient 
centered. The practice of referring back to issues raised during the 
problem presentation (showcased in lines 29–30 of excerpt 4) is in line 
with the recommendation to use the test when other aspects of the 
consultation indicate bacterial infection. The third category is most 
interesting in relation to antimicrobial stewardship. Our analysis 
showed that doctors sometimes position the test as criterial for whether 
antibiotics should be prescribed, i.e. to rule in disease. This finding is in 
line with Lindell’s (2017) argument that the CRP-POCT shifts medical 
authority from the doctor to the test. The meticulous description of 
test-taking advice that we provide gives new insights into how this is 
accomplished. Comparison across the three categories that we have 
identified indicate that the severity of the patient’s problem presenta-
tion may shape test-taking advice. Consultations where the patients 
described the symptoms as particularly severe and/or persistent were 
more likely to engender elaborate accounts than consultations where 
patients presented their symptoms as less problematic. The patterns in 
our data thus suggest that doctors are very attentive to patients’ pre-
sentation of illness when they formulate the decision to perform the 
CRP-POCT. 

Comparing practice with guidelines is a complicated matter. One 
shortcoming of our study is that we do not have access to medical record 
entries. Studies that combine analysis of interaction with analysis of 
medical record entries are likely to provide a more comprehensive un-
derstanding of compliance with guidelines. The doctors in our data 
tended to avoid the term CRP-POCT and patients had difficulties naming 
the test. How referential practices might shape orientations toward 
testing is a relevant question for future research. Also, how CRP-POCT 
results are conveyed and used as grounds for diagnosis or treatment 
was not within the scope of the present study and should be pursued in 
future work. 
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