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JOKING OR DECISION-MAKING?

AFFECTIVE AND INSTRUMENTAL

BEHAVIOUR IN DOCTOR–PARENT–CHILD

COMMUNICATION
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JOZIEN BENSINGa and ED ELBERSb

aNetherlands Institute for Health Services Research (NIVEL), P.O. Box 1568,
3500 BN Utrecht, The Netherlands; bDepartment of General Social Sciences, Utrecht University

(Received 23 February 2001; Accepted on 1 October 2001)

Advocating active child participation in medical encounters is in line with demands for shared decision-
making and informed consent. The sparse literature on doctor–child communication, however, conceptualizes
children as passive participants and depicts the stereotype of a ‘joking’ relationship, which is limited mainly to
affective behaviour. This descriptive study explores the nature of communication in the doctor–parent–child
triad at the general practitioner’s surgery. Video-taped observations of 106 medical interviews were analysed
in terms of affective and instrumental behaviour. An adjusted version of the Roter Interaction Analysis
System (RIAS) was used to analyse the doctor–parent–child triad. The videos, taken over a period of
almost twenty years, made it possible to look for the presence of effects over time. The results show that
the stereotype of doctor–child interaction as a joking relationship does not hold true. In fact, besides affective
behaviour, there was more exchange of instrumental behaviour. The age of the child was positively related to
child participation. Time appears to have had a rather limited effect on the child’s participation. Whereas GPs
accommodated their behaviour to the child’s age by displaying more instrumental behaviour towards older
children, the nature of parental behaviour appeared to be almost constant. The results are discussed in
terms of the relevance for shared decision-making in medical consultations regarding children, and recommen-
dations are given for medical practice and health education.

Keywords: Doctor–parent–child communication; Child participation; Triads; General practice; Roter
Interaction Analysis System; Medical communication

INTRODUCTION

The development of a patient-centred approach and processes of shared decision-making
are central themes in research on medical communication (Stewart et al., 1995;
Blaauwbroek, 1997; Van den Borne, 1998; Verhaak et al., 1998). It is increasingly
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acknowledged that children should also be involved in decisions about their own health
care (Alderson and Montgomery, 1996; Rylance, 1996; Hart and Chesson, 1998). Until
recently however, children have been mainly conceptualized as passive participants, and
their role in medical communication has largely been ignored in research (Tates
and Meeuwesen, 2001). This contrasts with studies emphasizing the capability of
children to play an active and negotiative role in interaction with adults (Elbers et al.,
1992) and their understanding of medical issues (Colland, 1990; Alderson and
Montgomery, 1996). More direct communication between physician and child, includ-
ing discussion about the treatment plan, contributes to greater patient satisfaction
and better health outcomes (Colland, 1990; Holtzheimer et al., 1998). From the per-
spective of patient-centred care, the interaction between physician and child deserves
special attention. While it has been common to restrict the analysis mainly to
the doctor–parent dyad, the present study explicitly takes the doctor–parent–child
triad as the unit of analysis, and attempts to describe the nature of the communication
between doctor, parent, and child at the general practitioner’s surgery in the
Netherlands.
When seeing a general practitioner (GP), patients have two basic needs: there is the

cognitive need to be informed (the need to know and understand), and the emotional
need to be taken seriously (the need to feel known and understood) (Engel, 1988). In
concordance with this, the GP is assumed to possess two types of skills: instrumental,
or task-related behaviour, and affective, or socio-emotional behaviour. Instrumental
behaviour involves problem-solving skills such as asking questions and providing infor-
mation, while affective communication refers to those aspects needed to establish a
therapeutically effective relationship, such as reflecting feelings and showing empathy
and concern (Roter, 1989). Depending on the specific needs of the patient and the
goal of the interview, a balance between instrumental and affective behaviour charac-
terizes effective communication between doctor and patient (Bensing, 1991; Bensing
et al., 1996).
The few studies that have been conducted largely depict the stereotype of doctor–

child communication as being restricted to affective behaviour, especially joking and
social talk (Freemon et al., 1971; Pantell et al., 1982; Aronsson and Rundström,
1989; Van Dulmen, 1998). Although physicians tend to rely on the child for obtaining
information, diagnostic and treatment information are primarily directed to the parent
(Pantell et al., 1982; Worobey et al., 1987; Van Dulmen, 1998). In general, the conver-
sational contribution of the child is very limited, between 2 and 14% (Tates and
Meeuwesen, 2001). The child’s conversational contribution appears to be strongly
related to his/her age (Meeuwesen et al., 1998; Van Dulmen, 1998). Older children
take more initiatives themselves, and interrupt adult interactions more frequently. In
addition, GPs appear to take the child’s age into account by addressing an older
child more directly and by allocating fewer turns to the parent as the child’s age
increases (Tates and Meeuwesen, 2000).
Over the past three decades, a number of important changes have taken place

in doctor–patient communication in general. The development of the patient-centred
approach and demands regarding shared decision-making and informed consent
evoked a shift in the participants’ roles in medical consultation (Stewart et al., 1995;
Blaauwbroek, 1997; Van den Borne, 1998). As a result, the doctor–patient relationship
has developed from being highly asymmetrical towards being more egalitarian,
and patients have become more emancipated and autonomous over the years

282 K. TATES et al.
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(Ong et al., 1995; Roter, 2000). A parallel can be seen in the interaction between parent
and child, in that parenting has become less controlling and authoritarian, and adult-
child interactions are increasingly characterized by a greater openness towards the
child (De Swaan, 1988; DuBois-Reymond, 1993). Results of a previous study show
that the child’s control in the medical consultation is rather limited, although, over
the years, the participation of the child has become more active (Tates and
Meeuwesen, 2000).
This study addresses the following research questions:

1. How can the nature of doctor–parent–child communication be characterized in
terms of affective and instrumental behaviour, and in terms of child-centredness
and parent-centredness?

2. Does the child’s age affect the communication patterns within the doctor–parent–
child triad?

3. Have any changes in doctor–parent–child communication taken place over the past
few decades?

Regarding the first question, it may be expected that doctor–child interaction is more
affective in nature, and is primarily directed at establishing a good relationship.
Communication with parents is likely to be more task-related and is assumed to involve
more instrumental behaviour, such as information exchange and decision-making.
As the child’s age increases, an increase in instrumental behaviour is expected

between the participants.
Regarding the third question, it is expected that in the course of time GPs might have

become more child-centred, by taking more account of the child’s view. One might
assume that there has been an increase in instrumental behaviour between GP and
child, e.g. by the GP including the child more in the diagnostic process and the deci-
sion-making about choice of treatment.

METHOD

Sample

This study is based on 106 video recordings of medical interviews at the GP’s surgery.
In the Dutch health care system the GP, who is comparable to a family physician, has
a gate-keeping role: patients may only consult a specialist after referral by a GP,
and 90% of all complaints are treated by GPs (Van Suijlekom-Smit and
Crone-Kraaijeveld, 1994; De Melker, 1997). Thus the GP is the first responsible
health care provider, including primary care and preventive care. About one in six
consultations involves a child under the age of 16. The videos were drawn from a
large collection (n¼ 2500) of medical interviews with patients of all ages, which
have been collected since 1975, and held by the Netherlands Institute for Health
Services Research (NIVEL). A selection was made based on rigorous demands of
technical quality. This was necessary since many of the earlier videos were of poor
quality. The application of these and other relevant criteria (a triad of doctor–
parent–child, and the age of the child: 4–12 years), supplemented by matching for
age, gender and type of complaint of the child patient, resulted in a dataset of 36
videos for the period 1975–1978, 36 videos for 1988–1989, and 34 videos for 1993.

DOCTOR–PARENT–CHILD COMMUNICATION 283
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The unequal distribution of time between the three periods is a consequence of the
availability of data at the start of the project. Data from these three periods allowed
a comparison to be made cross-sectionally, but not longitudinally, while the partici-
pants differed over the three periods (Hertzog, 1995). In the majority of the consulta-
tions selected (n¼ 88), the child was accompanied by the mother. All children had
previously seen the GP. Fifty-eight different GPs participated in the study: 22 in
period 1 (mean 1.6 consultations), 15 in period 2 (mean 2.4 consultations), and 21 in
period 3 (mean 1.6 consultations). Because the majority was male (n¼ 53), it was not
possible to assess the effect of physician’s gender on the communication patterns in
the triad. The mean duration of the consultation was almost 7min. Table I shows
the composition of the sample.

Measures

The verbal and nonverbal communication between doctor, parent and child was
measured directly from the video recordings. Before coding, the medical interview
was divided into segments, viz. 1: the medical history, 2: the physical examination,
and 3: the conclusion segment (diagnosis and treatment information). This sequential
pattern is characteristic of medical interviews (Byrne and Long, 1976; Roter and
Hall, 1992).

Affective and Instrumental Behaviour

The verbal communication was analysed using an adjusted version of the Roter
Interaction Analysis System (RIAS), a well-documented, widely used system in the
USA and the Netherlands for coding both doctor and patient communication
(Roter, 1989; Bensing and Dronkers, 1992). This system distinguishes instrumental
(task-focused) and affective (socio-emotional) verbal behaviour in doctors and patients,
reflecting the two main purposes of the medical consultation: information exchange and
the creation of a good interpersonal relationship. The unit of analysis is the verbal
utterance, defined as the smallest discernable segment of speech to which a coder can
assign a classification. An utterance may vary in length from a single word or clause
to a complete sentence. All utterances are categorized in a mutually exclusive way.

TABLE I Sample profile (n¼ 106)

Period 1 Period 2 Period 3 Total
1975–1978 1988–1989 1993
n¼ 36 n¼ 36 n¼ 34 n¼ 106

N % N % N % N %

Age
4–6 10 (28) 14 (39) 13 (38) 37 (35)
7–9 11 (30) 11 (30) 11 (32) 33 (31)
10–12 15 (42) 11 (31) 10 (30) 36 (34)

Sex
Male 19 (53) 18 (50) 14 (41) 51 (48)
Female 17 (47) 18 (50) 20 (59) 55 (52)

Complaint
Somatic 25 (70) 22 (61) 17 (50) 64 (60)
Psychosomatic 11 (30) 14 (39) 17 (50) 42 (40)

284 K. TATES et al.
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All behaviour is merged into 16 categories, almost identical for doctor, parent and child
(Van Dulmen, 1998). The affective dimension includes social behaviour, agreement,
paraphrase, verbal attention, showing concern, reassurance and disagreement (for
parent, child and doctor). The instrumental dimension contains asking for clarification,
asking questions (medical/ therapeutic), asking questions (psychosocial), giving infor-
mation (medical/therapeutic), giving information (psychosocial), counselling (doctor),
other.
As the RIAS was designed and applied to measure the communication of dyads, the

application of the RIAS in triadic communication was hitherto restricted to the analysis
of two dyads, e.g. doctor–parent and doctor–child (Van Dulmen, 1998; Wissow et al.,
1998). Since the aim of the present study was to focus explicitly on the triadic commu-
nication between doctor, parent and child, a number of adjustments were made, the
most important being the notation of the initiative and the allocation of each utterance
and for each participant. Additionally, a category ‘both’ was included, for those cases
where the speaker addresses both the other participants simultaneously, or in cases
where it is not clear to whom the speaker is talking.
All 106 consultations were coded by two trained observers. The interrater reliability

(Pearson’s correlation coefficient) of physician categories was between 0.73 and 0.96
(mean 0.89), and of parent categories between 0.66 and 0.98 (mean 0.84). No interrater
reliability (IRR) could be calculated for child categories, because none of these occurred
in more than two percent of cases, which is the criterion for calculating the IRR. Factor
Analysis of the RIAS categories revealed six clusters, two of which were affective in
nature and four instrumental.
Affective behaviour:

1. Social behaviour and partnership building (based on social behaviour, agreements,
showing concern, reassurance and paraphrasing)

2. Involvement (verbal attention, disagreement)

Instrumental behaviour:

3. Counselling and advice (medical counselling, psychosocial counselling, others)
4. Medical information exchange (medical questions, information on medical con-
dition and treatment)

5. Psychosocial information exchange (psychosocial questions, information on psycho-
social condition and treatment)

6. Consultation structuring and clarification (directions and instructions, requests for
repetition of previous statements).

Global Affect Ratings

In addition to the above-mentioned verbal categories, the affective context of the video-
taped interviews, beyond the significance of the words spoken, was rated by means
of three affect scales (Roter, 1989; Bensing, 1991). The general affective climate of
the medical interview seems to be positively related to good communication and
patient satisfaction. The affect scales are warmth, nervousness, and irritation. They
were rated on six-point scales (1¼ low, 6¼ high) for each participant separately.
The interrater reliability of a total of 18 scales (see Table III) was high (ranging from
0.83 to 0.99).

DOCTOR–PARENT–CHILD COMMUNICATION 285
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Patient-Centredness

GP’s child-centredness and parent-centredness were measured separately using five-
point Likert scales (1¼ not at all, 5¼ very) in order to obtain a global indication of the
extent to which the GP took the child’s or the parent’s view into consideration during
(1) the medical history-taking, (2) the conclusion segment, and (3) the extent to which the
GP responded adequately to the contributions of child and parent, respectively
(Bensing et al., 1996; Van der Pasch and Verhaak, 1998). The interrater reliability
(Pearson correlation coefficient) was good (GP’s child-centredness 0.79; GP’s parent-
centredness 0.83).

Statistics

Descriptive statistics were used to report the affective and instrumental behaviour. The
RIAS categories were each analysed separately for GP, parent and child as percentages
of all utterances and the ratios of affective/instrumental utterances were calculated.
This descriptive analysis indicated that the distribution of the data was non-normal.
The Kolmogorov-Smirnov Goodness of Fit Test revealed that the variables were
equally positively skewed. In addition, non-parametric Kruskal-Wallis analyses yielded
the same results as multivariate analyses. While considering the data as near-normally
distributed, one-way analyses were performed, breaking down results by period and
age. Additionally, multiple range tests (Bonferroni) were performed to compare the
groups.

RESULTS

Affective and Instrumental Behaviour

Table II presents an overview of the participants’ contribution in terms of affective and
instrumental behaviour as well as allocation. The GPs’ contribution to the consultation
was 52%, whereas parental and children’s contribution were 38.4 and 9.6%, respec-
tively. In general, the ratio of affective versus instrumental behaviour was 41 and
59%. Most of the GPs’ behaviour was instrumental, both in interaction with the
parent (21.2/33.9� 100¼ 63%) and the child patient (8.4/14.4� 100¼ 58%). Of the
parental behaviour, 56% was instrumental, irrespective of the addressee. The child dis-
played relatively more instrumental behaviour towards the GP (60%) than towards the
parent (51%). About two thirds (65%) of the affective and instrumental verbal inter-
action occurred between GP and parent, 21% between GP and child, 7% between
parent and child. The other behaviour was not directed explicitly to one of the
others (7% both directed).
The affective cluster ‘social behaviour and partnership building’, (social conversa-

tion, agreements, concern, reassurance and paraphrasing) occurred the most frequently
(39.2%), followed by the instrumental cluster ‘medical information exchange’ (29.8%).
‘Counselling/advice’ and ‘consultation structuring and clarification’ were represented
modestly (13.8 and 12.4%), while ‘psychosocial information exchange’ and ‘involve-
ment’ rarely occurred (3.1 and 1.7%).
A closer look at the separate clusters revealed that the GP directed ‘social behaviour

and partnership building’ twice as much to the parent as to the child. Most of the

286 K. TATES et al.
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GP’s child-directed social behaviour and partnership building took place during the
physical examination segment of the interview (1st segment 6%, 2nd segment 7%,
3rd segment 5%; F¼ 4.19, p<0.05); whereas GPs’ social behaviour and partnership
building towards the parent were relatively more frequent in the other two segments
(1st segment 14%, 2nd segment 9%, 3rd segment 13%; F¼ 15.68, p<0.001). The
parent directed most of the social behaviour and partnership building to the GP in
the conclusion segment (1st segment 10%, 2nd segment 9%, 3rd segment 18%;
F¼ 45.24, p<0.001).
The greater part of instrumental behaviour involved medical information exchange

(29.8%), and counselling and advice (13.8%), and mostly took place between the
two adult participants. The GP addressed 76% of the medical information to the
parent, and mainly during the last two segments (1st segment 7%, 2nd segment 10%,
3rd segment 12%; F¼ 7.45, p<0.001). In addition, 81% of GPs’ statements
concerning counselling and advice were parent-directed and mainly given in the conclu-
sion segment (1st segment 3%, 2nd segment 3%, 3rd segment 10%; F¼ 51.36,
p<0.001). In contrast with the medical information exchange between GP and
parent, most exchange of medical information between GP and child took place at
the beginning of the consultation, during the medical history-taking and physical
examination (1st segment 3%, 2nd segment 4%, 3rd segment 1%; F¼ 8.48, p<0.001).
In parallel with this, the child also directed medical information to the GP mostly
during these two segments (1st segment 4%, 2nd segment 3%, 3rd segment 1%;
F¼ 13.63, p<0.001). With regard to the structure of the consultation, half the
amount of GPs’ structuring utterances were directed at the child, mainly during the
physical examination (1st segment 2%, 2nd segment 18%, 3rd segment 2%;
F¼ 91.93, p<0.001). More than 60% of the parental utterances regarding consultation
structuring and clarification were directed to the child.

TABLE II Affective and instrumental behaviour of GP, parent and child in percentages (17.924 utterances
in 106 visits)

GP GP GP GP P P P P C C C C
# # # Total # # # total # # # total Total
P C B GP C B GP P B

Affective behaviour
Social behaviour and
partnership-building

12.3 5.7 1.0 19.0 14.2b 1.8 0.3 16.4b 2.5 0.9 0.5 3.9 39.2

Involvement 0.4b 0.3 0.1 0.8 0.3 0.4 0.0 0.6 0.1 0.2 0.0 0.3 1.7

Affective total 12.7 6.0 1.1 19.8 14.5 2.2 0.3 17.0 2.6 1.1 0.5 4.2 41.0

Instrumental behaviour
Counselling/advice 6.7a 0.1 0.6a 8.3 2.9 0.7 0.3 3.9 0.6 0.6 0.4 1.5 13.8

Medical information
exchange

10.4 2.6a 0.6a 13.7 12.3 0.5 0.1 12.9 2.7a 0.3a 0.2 3.2a 29.8

Psychosocial information
exchange

0.7 0.2 0.0 0.9a 1.8 0.1 0.0 1.9 0.3 0.1 0.0 0.4 3.1

Consult structuring and
clarification

3.4 4.7 1.2 9.3 1.0 1.6 0.1 2.7 0.2 0.1 0.0 0.3 12.4

Instrumental total 21.2 8.4 2.5 32.4 18.0 2.9 0.5 21.4 3.8 1.1 0.6 5.4 59.0

Total GP, parent and child 52.0 38.4 9.6

GP: general practitioner; P: parent; C: child; B: both other participants.
aEffect of age (see Table 5).
bEffect of time.

DOCTOR–PARENT–CHILD COMMUNICATION 287
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Global Affect Ratings

A focus on the affect ratings (Table III) revealed that the GPs showed a fair amount of
warmth towards the parent and the child. The parents and children also showed
warmth, but less than the doctor.
The participants displayed little nervousness and irritation towards each other.

Patient-Centredness

Table IV shows the means of the global ratings of the GPs’ child-centredness and
parent-centredness in the medical history segment, in the conclusion segment, and as
an overall rating on adequate response.
On all three measures, the GPs’ child-centredness was rather low, although in the

medical history-taking segment it was higher than in the conclusion segment. The
GPs’ parent–centredness was on all scores significantly higher than the child-centred-
ness ( p<0.001), especially in the conclusion segment.

The Effect of Age

The child’s age and the period during which the consultations were recorded showed
significant effects on the nature of the medical communication. This did not hold
true for participants’ gender or type of complaint. An overview will be given of the
most salient effects.
Regarding the age of the child, it turned out that the older the child, the more the GP

directed instrumental behaviour to the child itself (4–6 years 6%, 7–9 years 8.5%, 10–12
years 10.5%; F¼ 4.43, p<0.01), or to child and parent together (both), and less to the

TABLE III Global affect ratings (scale 1–6)

Mean (Std)

Warmth
GP!childb 4.0 (1.2)
GP!parentb 4.1 (1.0)
Parent!GPa 3.5 (0.9)
Parent!child 3.6 (1.1)
Child!GP 3.0 (1.1)
Child!parent 3.1 (1.1)

Nervousness
GP!child 1.0 (0.3)
GP!parent 1.0 (0.2)
Parent!GP 1.5 (0.9)
Parent!child 1.2 (0.6)
Child!GPa 1.3 (0.8)
Child!parent 1.1 (0.6)

Irritation
GP!child 1.0 (0.2)
GP!parent 1.1 (0.4)
Parent!GP 1.1 (0.3)
Parent!child 1.2 (0.5)
Child!GP 1.1 (0.5)
Child!parent 1.1 (0.5)

aEffect of age.
bEffect of time.

288 K. TATES et al.
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parent (4–6 years 25%, 7–9 years 20%, 10–12 years 18.5%; F¼ 5.l9, p<0.01). In
return, older children themselves displayed more instrumental behaviour towards the
GP (4–6 years 2%, 7–9 years: 3%, 10–12 years 6%; F¼ 13.50, p<0.001). The nature
of the parental behaviour did not appear at all to be affected by the child’s age.
Table V contains data of the clusters showing significant differences as an effect of

the child’s age. These effects were constrained to the instrumental categories, and to
doctor and child, but not the parent. The exchange of medical information between
GP and child intensified as the child’s age increased. The older the child, the more
GPs’ exchange of medical information was directed to the child alone, or to child and
parent together. Conversely, older children intensified the exchange of medical informa-
tion with both the GP and the parent. In addition, the GP directed less counselling
and advice to the parent as the child’s age increased, and more to child and parent

TABLE V Instrumental behaviour and age of the child

Age 4–6 Age 7–9 Age 10–12
mean mean mean

Counselling and advice
GP!parent 8.6 6.3 5.2 F=5.96 p<0.01a

GP!both others 0.3 0.3 1.3 F=8.09 p<0.001b

Medical information exchange
GP!child 1.5 2.1 4.3 F=10.89 p<0.001c

GP!both others 0.1 0.6 1.1 F=7.41 p<0.001d

Child!GP 1.1 2.5 4.7 F=13.58 p<0.001e

Child!parent 0.1 0.4 0.5 F=3.83 p<0.05f

Total child 1.3 2.9 5.4 F=14.83 p<0.001g

Psychosocial information exchange
Total GP 1.4 0.7 0.5 F=3.67 p<0.05h

asignificant at 0.05 level: age 4–6/age 10–12.
bsignificant at 0.05 level: age 4–6/age 10–12 and age 7–9/age 10–12.
csignificant at 0.05 level: age 4–6/age 10–12 and age 7–9/age 10–12.
dsignificant at 0.05 level: age 4–6/age 10–12.
esignificant at 0.05 level: age 4–6/age 10–12 and age 7–9/age 10–12.
fsignificant at 0.05 level: age 4–6/age 10–12.
gsignificant at 0.05 level: age 4–6/age 10–12 and age 7–9/age 10–12.
hsignificant at 0.05 level: age 4–6/age 10–12.

TABLE IV GP’s child-centredness and parent-centredness (scale 1–5)

Mean (Std)

Child-centredness
During segment of medical
history-takinga,b

2.5 (1.3)

During segment of diagnosis and
treatment informationb

2.0 (1.2)

Adequate responseb 2.9 (1.3)

Parent-centredness
During segment of medical
history-takingb

3.4 (0.8)

During segment of diagnosis and
treatment informationb

3.8 (0.8)

Adequate responseb 3.7 (4.0)

aEffect of age.
bEffect of time.
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together. The amount of GPs’ psycho-social information exchange appeared to be
negatively associated with the child’s age. Although the exchange of psycho-social
information is rare, as we have seen, it seems to be seldom discussed when children
become older.
The amount of parental physician-directed warmth was associated with the child’s

age: parents displayed less warmth towards the GP as their child’s age increased (4–6
years X¼ 3.8, 7–9 years X¼ 3.4, 10–12 years X¼ 3.4; F¼ 2.99, p<0.05). Younger chil-
dren expressed more nervousness than older children in interaction with the GP (4–6
years X¼ 1.6, 7–9 years X¼ 1.2, 10–12 years X¼ 1.1; F¼ 4.63, p<0.01). The amount
of irritation displayed in the doctor–parent–child triad was very low and was not
age-dependent.
The degree of GPs’ child-centredness during the medical history-taking appeared to

be positively associated with the child’s age: the older the child, the more child-centred
the GP (4–6 years X¼ 2.2, 7–9 years X¼ 2.5, 10–12 years X¼ 2.9; F¼ 2.95, p<0.06).
The length of the interview was not affected by the age of the child (4–6 years 603800;

7–9 years 700400; 10–12 years 605600; n.s.).

The Effect of Time

The length of the interview increased over the years (503300 vs 702200 vs 704400, F¼ 5.69,
p<0.01). The participants’ overall rate of affective versus instrumental behaviour did
not change fundamentally over the years. Only in the second period did parents express
less affective behaviour towards the GP (1st period 16%, 2nd period 11%, 3rd period
16%; F¼ 10.59, p<0.001). As far as the distinguished clusters are concerned, parents
displayed less social behaviour and partnership-building towards GPs over the years,
especially in the second period (1st period 16%, 2nd period 11%, 3rd period 3:16%;
F¼ 11.62, p<0.001). Conversely, GPs directed less involvement to the parent (period
1: 0.7%, period 2: 0.1%, period 3: 0.2%; F¼ 3.25, p<0.05).
A focus on the group of children aged 10–12 revealed a higher exchange of medical

information between GP and older children during the second period. These older chil-
dren directed more medical information towards the GP (1st period 3%, 2nd period
6%, 3rd period 5%; F¼ 4.98, p<0.05). At the same time the GP intensified the
exchange of medical information with the child (1st period 3%, 2nd period 6%, 3rd
period 5%; F¼ 5.23, p<0.05) and directed more consultation-structuring utterances
to the child (1st period 4%, 2nd period 7%, 3rd period 3%; F¼ 3.31, p<0.05). All
the other categories or age groups showed no changes over time.
The GP demonstrated more warm feeling towards both child (1st period X¼ 3.5, 2nd

period X¼ 4.5, 3rd period X¼ 4.0; F¼ 6.09, p<0.01) in the second period, and parent
(1st period X¼ 3.5, 2nd period X¼ 4.3, 3rd period X¼ 4.4; F¼ 10.22, p<0.001) in the
second and third periods. Also the parent showed more warmth to the GP over time
(1st period X¼ 3.1, 2nd period X¼ 3.6, 3rd period X¼ 3.9; F¼ 7.27, p<0.001).
Regarding the other feelings, no changes occurred over the three periods.
On all measures (see Table IV), the GP became significantly more child-centred and

parent-centred in the second period, compared with the first period (level of significance
varying from p<0.05 to 0.001).
Overall, there seemed to be a number of changes in the second period, but they were

mostly not consolidated later on. In sum, the effect of time on the nature of the medical
communication was fairly small.
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DISCUSSION

Detailed analysis of the doctor–parent–child communication of 106 medical interviews
confirms that child participation in medical encounters is rather limited. The interaction
in the doctor–parent–child triad is dominated by both adult participants, which is in
line with previous findings (Meeuwesen and Kaptein, 1996; Tates and Meeuwesen,
2000). Contrary to the hypothesis, all three participants involved display mainly instru-
mental behaviour. Physician-child interaction appears not to be primarily restricted to
the affective domain. Both GP and child display mainly instrumental behaviour
towards each other, and the greater part of GPs’ affective behaviour appears to be
directed to the parent. This contrasts with previous findings that stated that most of
physicians’ affective behaviour appears to be child-directed, and that children’s contri-
bution to medical communication appears to be especially affective in nature (Freemon
et al., 1971; Pantell et al., 1982; Aronsson and Rundström, 1989; Van Dulmen, 1998;
Wissow et al., 1998).
The specific communication profiles of the participants in the three major segments of

the interview varied according to their function. During medical history-taking, there is
a great deal of social behaviour and partnership-building between the GP and the
parent, and, in interaction with the child, the GP tells jokes and laughs in order to relieve
tension. As for discovering the reason for the child’s attendance, there is a fair amount of
exchange of medical information between physician, parent and child. By directly
addressing the child, the GP is apparently considering the child patient capable of pro-
viding medical information. In the physical examination segment, the exchange of med-
ical information between GP and child, as well as between child and GP, is intensified.
The GP also directs a fair amount of consultation-structuring utterances in terms of
directions and instructions to the child (‘Well, show me your nasty ear’). Conversely,
in the conclusion segment, theGP resumes his orientation towards the parent by exchang-
ing more medical information and by displaying social behaviour and partnership-build-
ing. By directing more than 80% of the counselling and advice to the parent, the GP
obviously does not consider the child capable of discussing decisions on treatment.
The results of these segment-related profiles are validated by the demonstrated increase
in parent-centredness of the GP, and are consistent with earlier findings (Pantell and
Lewis, 1993; Van Dulmen, 1998; Wissow et al., 1998), which state that the dominant
communication pattern in paediatric visits is one that includes children in information
gathering, but excludes them from management and diagnostic information.
In line with the second hypothesis, the older the child, the more instrumental the be-

haviour of both GP and child. Parental behaviour and the affective behaviour of GP
and child appeared to be unaffected. The GP involves the older child more directly
in the medical encounter by an increased exchange of medical information towards
the child alone or towards child and parent together, and by a decrease of parent-direc-
ted counselling. The older child itself enlarges her contribution to the consultation by
intensifying the exchange of medical information with both the GP and the parent.
The increase of GPs’ overall child-centredness in the case of older children validates
these RIAS results. Our findings of intensified communication between GP and child as
children grow older are supported by earlier studies (Pantell et al., 1982; Meeuwesen
and Kaptein, 1996; Van Dulmen, 1998; Tates and Meeuwesen, 2000), and show that
children can play a far more active role in taking initiatives when negotiating the aim
and process of the interaction than has previously been assumed (Elbers et al., 1992;
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Hoogsteder, 1995). This is an important finding from the perspective of child-centred
care and increased demands for shared decision-making and informed consent.
The hypothesis that, because of the growing emphasis on the child’s own responsibil-

ity, the GPs would have become more child-centred as an effect of time, was confirmed
when comparing the first and second period. As far as changes in specific communica-
tion behaviour took place, they were restricted to the group of older children, where
more exchange of medical information was initiated by both GP and child
during the second period (the eighties). In addition, the GP directs more consultation
structuring utterances to the child. These changes do not continue in the third period
(the nineties).
Considering the results, we are led to the conclusion that the stereotype of doctor–

child interaction as a joking relationship implies an underestimation of the differen-
tiated nature of doctor–parent–child interaction. Evidently, the child’s age appears to
have a substantial effect on child participation. In the case of 10–12 year old children
in particular, the interaction between GP and child has the potential to develop from
a joking relationship towards a situation in which shared decision-making might no
longer be a misnomer. These age-related results stress the importance of taking into
account the child’s cognitive development and not to generalize the findings from
studies with different samples regarding the child’s age.
We would like to put the stereotype of doctor–child interaction as a joking relation-

ship in a different perspective. Both affective and instrumental behaviour are exchanged
between doctor and child (and parents, of course). Affective behaviour influences the
quality of doctor–patient relationships and facilitates the mutual process of information
exchange. In view of the considerable amount of GPs’ child-directed instrumental be-
haviour, especially in older children, it is concluded that doctor–child communication
implies more than the maintenance of a joking relationship. GPs’ communication
style in interaction with the child may best be described as both caring (creating a
good relationship by affective behaviour) and curing (helping the child to solve his
health problem by instrumental behaviour) (Bensing, 1991). GPs are obviously striving
for the goal of talking with children instead of talking at children. Treating the child as
an active participant in medical communication is consistent with the increasing
demands for shared decision-making and informed consent (Stewart et al., 1995;
Blaauwbroek, 1997; Van den Borne, 1998). This preference of increased child participa-
tion is also in line with the development of children as fellow citizens (De Winter, 1996).
GPs in our sample aspire to create a good interpersonal relationship and, in the case of
older children, to exchange medical information. The aim of shared decision-making,
however, is not attained. Sharing information and sharing decisions are not synon-
ymous; they are separate goals within the consultation, with information sharing
being prerequisite to shared decision-making (Ong et al., 1995; Charles et al., 1997).
The age-dependent instrumental behaviour during the treatment phase of both GPs
and children themselves emphasizes the potential for reaching the goal of shared
decision-making. The older the child, the more the exchange of medical information
is intensified by both GP and child, and the more the GP involves the child in the pro-
cess of decision-making by directing counselling and advice to parent and child together
instead of only to the parent.
A remarkable finding is that while the GP accommodates his/her behaviour to the

child’s age, the parental behaviour appears to be almost constant (see also Tates and
Meeuwesen, 2000). The GPs’ accommodative behaviour is in line with Street (1992)
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and Wissow et al. (1994), who stress that pediatricians do vary their communication
style in response to patient characteristics. Why do parents seem to be insensitive to
the changing needs and capabilities of older children? Parental concern may be a pos-
sible explanation for this non-accommodation. Lack of familiarity with the importance
of active child participation in the medical interview might be another reason. Parents
may regard themselves as the appropriate spokesman in medical communication,
because they consider issues of children’s health and illness as their parental responsi-
bility. Possible different role expectations of GPs and parents and the consequences for
active child participation in medical communication will be elaborated elsewhere (Tates
et al., 2002).
This study gives rise to several methodological comments. Obviously, the strength of

this study is that insight into the child’s participation in the medical interview and the
results of differences in adult accommodation have only become manifest by adapting
the RIAS observation system to triadic analysis. Conventional dyadic RIAS analyses
are bound to fail in fully exposing the interactional dynamics of triadic interactions.
Restricting the analysis to the dyadic interactions between doctor–parent and
doctor–child, ignores the consequences of a third participant’s presence. This study
reveals the possibilities of extending the RIAS, as the system most frequently used to
analyse doctor–patient communication, to triadic applications.
As far as the reliability of the RIAS is concerned, we already mentioned that it was

satisfactory to good. Referring to the validity, it can be said that the RIAS measures
just one level of communication, the affective and instrumental behaviour, which is
restricted to frequential analyses. It is advisable to present case studies in order to
further unravel the specific interactional patterns of the complex triadic communica-
tion. The RIAS could then be applied in combination with qualitative methods and/
or sequential analysis (Roter, 2000). Results regarding turn-taking patterns and role
identities are elaborated elsewhere (Tates and Meeuwesen, 2000; Tates et al., 2002).
Referring to the validity of the measures of GPs’ patient-centredness, Mead and
Bower (2000) point to the complications and low validities, because patient-centredness
can be operationalized in different ways. A degree of caution is called for in interpreting
the results on these measures. But the fact that the results affirmed the RIAS findings
can be taken as an indication of a quite acceptable validity level.
This study focused on a description of the details of verbal behaviour. The question

of whether differences in verbal behaviour have an impact on the outcome of the con-
sultations will have to be answered elsewhere. Stiles (1989) rightly warns about the pit-
falls of process-outcome correlations. On the basis of this study, one can only conclude
that RIAS offers a useful framework for describing the process of doctor–parent–child
communication.
The disappointing result of the effects of time on the communication patterns may be

due to the small number of consultations for each period and their unequal division. At
the start of this project, other data were not available. Another explanation is that the
declining attention to good communication in the educational programmes for medical
students in the eighties made its negative effect felt in the nineties. Whatever the case,
we recommend that future research seeks to replicate with a greater sample, and more
equally divided periods.
The present findings have several implications for medical practice. From the per-

spective of effective communication in the doctor–parent–child triad and in terms of
education and counselling of both child and parent, GPs should provide information
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about the benefits of active child participation in medical communication. With infor-
mation-sharing being a prerequisite to decision-making, GPs should strive to elicit chil-
dren’s perceptions of their illness and expectations associated with the disease in order
to achieve an effective information exchange. As a more direct communication between
doctor and child improves care in terms of satisfaction, compliance, and better health
experience (Pantell et al., 1982; Colland, 1990; Holtzheimer et al., 1998; Hosli, 1998),
physicians should aim at enhancing child participation in the diagnostic and treatment
phase. In addition, merely by addressing (older) children directly and encouraging child
participation, physicians may provide both children and parents with an important
message about the desirable mode of interaction in medical encounters, and emphasize
the child’s identity as an autonomous participant. A first step in reaching the goal of
shared decision-making with children is to establish a conducive atmosphere in which
both child and parent feel that their views are valued and needed. Paying attention
to these issues will, hopefully, contribute to more effective communication between
GP, parent and child.
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