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Abstract

The aim of this study has been to obtain more insight into the health condition of fatigued patients, their expectations when visiting the

general practitioner (GP), the way they communicate, and possible gender differences. Data consisted of 579 patient questionnaires and 440

video-observations of these patients and 31 GPs. Results showed that fatigue is a common health problem but seldom on the agenda in general

practice. More women indicated symptoms of fatigue than men did. Fatigued patients’ health was worse than that of non-fatigued patients, and

they expected more biomedical and especially psychosocial communication. Furthermore, male fatigued patients expected more biomedical

communication than fatigued female patients did. While the GPs accommodated their verbal behavior to fatigued patients by giving more

psychosocial information and more counseling, they were not more affective towards the fatigued than towards the non-fatigued patients.

Female GPs were more affective than their male colleagues, and they used gender-specific communication strategies to explore the patient’s

agenda. It seems necessary to use a gender-sensitive approach in communication research.
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1. Introduction

This study focuses on fatigue as a health problem and the

way it is communicated during medical visits at the general

practitioner’s (GP’s) surgery. In western societies, fatigue

has been found to be a common health problem in the

population, as well as in general practice. Depending on

definition and measurement instruments, between 7 and

45% of the general population report fatigue [1]. Not all

fatigue complaints come to the attention of general practi-

tioners because they are either not reported by the patient or

not recorded by the general practitioner [2]. In The Nether-

lands, ‘fatigue’ is recorded as the reason for encounter for

only 6.3% of the patients in general practice [3], whereas in a

population study, 29% of the respondents complained about

fatigue during the 14 days before the interview [4]. Thus,

although fatigue is a common problem, in general practice it

is often not discussed or is ignored. If fatigue complaints

become chronic, they may seriously affect the patient’s

quality of life, which leads to high costs in health care

and frustrating diagnostic and therapeutic interventions [5].

The problem of fatigue has many faces. It is difficult to

define, as it is both an intrinsic part of life and a medical

problem. There is no universal test for fatigue, and it is

generally assumed that the individual report of fatigue is the

only measure to rely on. Fatigue can be a primary complaint

or secondary to a known disorder, as is most often the case in

chronic diseases. There are a variety of causes of fatigue,

ranging from psychological (e.g. depression), through phy-

sical diseases (e.g. viral infections or anemia), to aspects of

the patient’s life world (e.g. overwork or too little activity)

[6]. However, most often we have to do with a complex

interaction of psychological, physical and social aspects, as

a result of a process of interpretation and labeling, in which

self-perceptions and basic knowledge of diseases interact in

a highly individualized way [7]. Fatigued people subjec-

tively perceive their health as poorer than non-fatigued

people do [8]. Quite extreme is the condition of ‘burnout’

where the experience of the draining of emotional resources

is strongly related to the feeling of fatigue. It is mostly

applied to employed young adults having problems at work

and/or other social problems [9]. If there is no adequate care

for these groups of people, a considerable number of them

will become chronically disabled, which has many negative
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consequences on a personal as well as a societal level. The

Netherlands sees an intensive social debate, because nearly 1

million people are work-disabled here, and 30% of them for

psychosocial reasons or because of ‘burnout’. It is remark-

able that the recent rapid increase of burnout concerns

women [10]. Generally, women complain more about fati-

gue than men do [11,12], especially when they are young

and highly educated [8]. Having to combine employment

with child-care, women constitute a fatigue-syndrome risk-

group. However, they are only slightly more likely to present

fatigue as a complaint to their physician [12].

Although there is an increase in knowledge over the past

years regarding epidemiology, causes, perceptions, and

experiences of fatigue, the way patients and doctors com-

municate about fatigue remains still quite unknown as a

scientific issue. Because most of the time fatigue cannot be

diagnosed objectively, for instance by means of laboratory

tests [12], the only way to understand the patient’s fatigue is

by listening to the patient and by paying attention to his/her

complaints. Adequate doctor–patient communication is con-

sidered of utmost importance in the process of guiding

patients with complaints of fatigue, and it involves affective

and instrumental behavior. When patients are sicker or

emotionally more distressed, medical communication seems

to be even more complicated [13]. In order to stimulate

patients to disclose their concerns, it is necessary to establish

adequate patient-centered communication [5,14]. The

instrumental communication (questions, answers, informa-

tion gathering, counseling) will help the doctor to get a more

complete picture of the patient’s complaints and to propose

an effective treatment. Affective behavior of the physician,

such as empathy, contributes substantially to the patient’s

satisfaction and quality of care [5], by fulfilling the patient’s

need to be recognized and understood. Patients have two

basic needs: the cognitive need to be informed and the

emotional need to be taken seriously [15]. In the case of

fatigue or psychosocial problems, patients may expect more

at the emotional level, which results in a stronger appeal to

the affective behavior of the doctors. Patients need enough

room to report their problems and to feel that they are taken

seriously. Affective behavior is also an essential element in

technical–medical care, e.g. the physician’s affective beha-

vior has also a facilitating effect on the information

exchange between the patient and the GP [5]. Depending

on the specific needs of the patient, a balance between

affective and instrumental behavior has to be found.

For many reasons doctors differ from one another in their

communicative styles. One of these differences has to do with

gender. It is repeatedly confirmed that male physicians show

more controlling and directive behavior, while female doctors

are more attentive and non-directive [16]. Female doctors pay

more attention to a good relationship with the patient and

counsel more frequently about psychosocial aspects of the

complaints compared to male doctors [16–19]. They also

prescribe less medication, and attend more to the feelings and

experiences of the patients [20,21]. In sum, female doctors as

a group seem to be more patient-centered, especially with

female patients. If female patients have a possibility to

choose, they tend to prefer a female doctor [22]. What is

‘gendered’ is not only the prevalence of fatigue, but also the

physician’s behavior. By their patient-centered style, female

doctors may be more sensitive to the specific needs of fatigued

patients. The aim of this study is to gain more insight, besides

general factors, into the specific role of gender in commu-

nicating fatigue in general practice.

The research questions that will be dealt with are:

1. How many patients feel fatigued when consulting a GP,

and what is their health status? Are there gender

differences?

2. What do fatigued patients expect from the communica-

tion aspect of the medical visit, compared to non-

fatigued patients? Are there gender differences?

3. Are there any differences in communication styles

between fatigued and non-fatigued patients? Are there

gender differences?

4. Are there any communication differences among GPs in

relation to patients’ level of fatigue? Are there gender

differences among GPs?

While there is a gap in the prevalence of fatigue in the

population and in complaining about fatigue in medical

consultation, it seems relevant to investigate the specific

role of gender, besides general factors. On the basis of the

relevant literature, it is hypothesized that many patients will

experience feelings of fatigue, and that their health condition

will be worse. They will expect more communication with

the GP, both instrumentally—because of the ambiguity and

uncertainties in fatigue—and emotionally. This tendency

will be stronger for female patients regarding female doc-

tors. We also expect an effect of gender on the communica-

tion process, with female doctors tending to be more

sensitive to the needs of the fatigued patients.

2. Method

2.1. Subjects and procedures

The study has been based on data of 579 patients and 31

doctors, being the Dutch part of the Eurocommunication

study [23,24]. Collecting data of patients’ fatigue complaints

was limited to the Dutch sample. For the Dutch part of the

Eurocommunication study, 31 GPs (15 male and 16 female)

were included in the study, having signed informed consent

forms before the data collection started. The mean age of the

GPs was 45 years (youngest 32 years, oldest 62 years).

Consecutive patients of all ages consulting the GP on the

day of data collection were approached and asked for a

written informed consent before the consultation. Patients

were free to cooperate or not. About 16% of the patients

refused to participate. The patient sample (n ¼ 579) con-

sisted of 223 men and 356 women. There were nearly twice
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as many female patients as there were male patients (61.5

and 38.5%, respectively). The seven most frequently pre-

sented health problems were respiratory, musculoskeletal,

dermatological, general, digestive, circulatory, and neuro-

logical. The mean age of the patients was X ¼ 40:4
(S:D: ¼ 21:4), within a range between 0 and 93 years;

and 51.5% was between 19 and 50 years. The majority of

the patients had a low (27.2%) or average (47.7%) educa-

tional background and 25% was highly educated.

The gender division of GPs and patients was as follows.

Regarding the male GPs, the data of 117 male patients (20%)

and 162 female patients (28%) were included. Of the female

GPs, the data consisted of 106 male patients (18%) and 194

female patients (34%). The overrepresentation of female

patients was stronger in the case of female GPs.

2.2. Measures

The data were gathered by 579 patient questionnaires and

440 observations of doctor–patient communication encoun-

ters. The patient questionnaire contained the following

measurements.

2.2.1. Feeling fatigued

Respondents were asked to indicate whether they had

suffered fatigue during the previous 2 weeks or not. This

question was derived from a list of acute complaints which is

frequently used and validated in The Netherlands [8,25,26]. If

the answer was ‘yes’, they were asked to indicate the level of

fatigue on a scale between 0 and 10. In order to get a more

refined analysis, the group of fatigued patients was sub-

divided. A cut-off score of 5/6 was taken (which was based

on the mean score and the median), meaning ‘mildly fatigued’

up to 5, and ‘considerably fatigued’ from 6 to 10. Analyses

were executed with three groups reporting different levels of

fatigue: (1) not fatigued at all, (2) mildly fatigued, and (3)

considerably fatigued. It was registered if fatigue was dis-

cussed or not in the medical consultation, and if it was coded

as ‘the reason for encounter’ and/or ‘the diagnosis’ according

to the International Classification of Primary Care (ICPC)

[27]. The reliability of the coding was satisfactory [27].

2.2.2. Health and health perception

For measuring the patients’ physical, emotional and social

functioning, the COOP/WONCA charts were used [28].

This validated questionnaire included seven items which

referred to the past 2 weeks: physical illness, feelings, daily

activities, social activities, change in health, pain and overall

health. The questionnaire was rated on a 5-point Likert scale

(1 ¼ very good, 5 ¼ very bad). Also a total score ‘health

condition’ was computed, based on the seven items.

2.2.3. Consultation expectations

For measuring the patient’s expectations regarding the

specific medical encounter a scale was used, based on

the combining and adaptation of the Quote scale [29] and

the ‘Patient Requests Form’ (PRF) [24,30]. The questionnaire

used here contained 14 items, and revealed three sub-scales: a

biomedical scale, a psychosocial scale, and an investigation

and treatment scale. The biomedical scale (six items) consisted

of items related to discussing symptoms and problems, and

explaining test results and the course and seriousness of

problems. The psychosocial scale (four items) comprised items

related to emotional support and explanation of psychosocial

problems. The investigation and treatment scale (four items)

contained items indicating diagnosis, medication, and referral.

The reliability in terms of Cronbach’s a was: biomedical scale,

a ¼ 0:83; psychosocial scale, a ¼ 0:83; and treatment scale,

a ¼ 0:54. The importance of the various items for the patient’s

visit of that day was assessed on a 4-point scale (not important,

rather important, important, of utmost importance), plus a

possibility to tick the item as ‘non-applicable’. The percentages

of patients who assessed an item as ‘(of utmost) importance’

were the indicator for the importance score.

2.2.4. Affective and instrumental behavior

Analysis of verbal behavior was based on video records of

doctor–patient consultations. Of all patients, a total of 440

videos was available. The division of these groups of patients

in terms of gender, age, and educational level was the same as

for the whole group. Verbal affective and instrumental beha-

vior was measured by means of Roter’s Interaction Analysis

System (RIAS) [23,24,31]. This system, which was based

on the work of Bales [32], is well-documented and widely

used in the USA and The Netherlands for coding both doctor

and patient communication. This system distinguishes both

instrumental (task-focused) and affective (socio-emotional)

verbal behavior in doctors and patients, reflecting the

cure-care dimension. The RIAS enables the identification,

categorization, and quantification of salient features of

doctor–patient communication. The unit of analysis is the

utterance or smallest meaningful string of words. All utter-

ances are assigned to mutually exclusive categories. All

behavior is merged into 16 clusters, nearly identical for doctor

and patient. The affective dimension includes social behavior,

agreement, paraphrase, verbal attention, showing concern,

reassurance, and disagreement (of both patient and doctor).

The instrumental dimension contains giving directions,

asking clarification, asking questions (medical/therapeutic),

asking questions (lifestyle/psychosocial), giving information

(medical/therapeutic), giving information (lifestyle/psycho-

social), counseling (doctor), other.

The consultations were rated by two trained observers by

means of a computerized rating method, named CAMERA

[33]. The interrater reliability (Pearson’s correlation coeffi-

cient) was between 0.57 and 0.94, 80% being above 0.80.

This score was satisfactory.

2.3. Statistical analyses

For comparison of two groups, t-tests were performed; for

comparison of more than two groups, one-way and multiple
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range tests (Bonferroni) were performed. The RIAS cate-

gories were analyzed separately for both GPs and patients as

percentages of all utterances, and the ratios affective/instru-

mental utterances were calculated. Additionally, stepwise

regression analysis was performed on the most important

RIAS categories. Finally stepwise discriminant analysis was

performed to find the most important factors discriminating

between the groups where fatigue was discussed and where

fatigue was not discussed.

3. Results

3.1. Fatigue and overall health

Of all patients, 60% indicated having felt fatigued during

the past 2 weeks. More women than men (66% versus 51%)

reported that complaint, and more highly educated patients

than average or low educated patients (70% versus 56%), as

well as more respondents aged between 19 and 50 years

(66% versus 54%). When asked about the seriousness of the

fatigue feelings on a scale between 0 and 10, the respon-

dents’ mean score was 5.9 (S:D: ¼ 2:1). The scores were

divided normally, and there were no gender differences or

other demographic differences. Of the fatigued patients,

42% indicated having mild feelings of fatigue (score

between 1and 5), while 58% considered themselves con-

siderably fatigued (score between 6 and 10).

On (most) health indicators, the condition of mildly and

considerably fatigued patients was worse than that of non-

fatigued patients, the considerably fatigued group system-

atically reporting the worst health condition (see Table 1).

The more fatigued the patients were, the less fit they felt,

the more they were bothered by emotional problems, the

more limited they felt in daily and social activities, the more

pain they experienced, and the worse their overall health

was. The ‘non-fatigued’ and ‘considerably fatigued’ groups

differed significantly by (almost) all health indicators, and so

did the ‘mildly fatigued’ and ‘considerably fatigued’

patients. The ‘non-fatigued’ and ‘mildly fatigued’ groups

differed by four of the seven indicators (feelings, daily

activities, social activities, and overall health).

Men and women, except for one variable, did not differ

regarding health conditions. Men indicated significantly

more than women did that their overall health had become

worse during the past 2 weeks (X ¼ 3:24 versus X ¼ 2:92;

t ¼ 3:96, P ¼ 0:000). No other demographic differences

were manifested.

3.2. Patients’ expectations

The major part of the patients’ expectations of commu-

nication when consulting the GP referred to biomedical

aspects, and a lesser part to diagnosis and treatment. How-

ever, a substantial number of the respondents expected a talk

about psychosocial or emotional issues. In general, the more

fatigued they were, the more they expected on all the three

scales (biomedical, r ¼ 0:17, P < 0:001; psychosocial,

r ¼ 0:29, P < 0:001; treatment, r ¼ 0:11, P < 0:05).

On the item-level (see Table 2), there were no differences

in the importance patients attached to technical–medical

interventions during that particular visit, regarding (1) pre-

scriptions and advice about medication, and (2) referrals.

Major differences were manifested on all the items of the

psychosocial scale (‘feeling anxious’, ‘having emotional

problems’, ‘having a difficult time’, and ‘explain emotional

problems’). To illustrate, 9% of the non-fatigued patients

expected help for emotional problems, compared to 28% of

the considerably fatigued. And more than twice as many

considerably fatigued patients felt anxious and expected

some help, compared to the non-fatigued group (48% versus

23%). Both male and female fatigued patients expected

more on the psychosocial scale.

Differences between considerably fatigued and non-fati-

gued patients on the biomedical items focused on ‘talking

about the problem’, ‘getting test results explained’, ‘getting

the likely course of the problem explained’, and ‘to explain

how serious my problem is’. Fatigued men expected more

regarding biomedical aspects than fatigued women did (X ¼
16:39 versus X ¼ 15:37, t ¼ 2:22, P < 0:05). Fatigued men

Table 1

Health indicators and patients’ level of fatigue

Indicator Non-fatigued Mildly fatigued Considerably fatigued

Mean S.D. Mean S.D. Mean S.D.

Fitness*** 2.1 1.2b 2.3 1.2b 2.7 1.3

Feelings*** 1.7 1.1a,b 2.1 1.1b 2.8 1.4

Daily activities*** 1.6 0.9a,b 2.0 1.0b 2.9 1.4

Social activities*** 1.3 0.8a,b 1.6 0.9b 2.4 1.2

Change in health* 3.0 0.8b 3.0 1.0 3.2 1.0

Overall health*** 2.6 1.0a,b 3.1 1.0b 3.8 0.8

Pain*** 2.3 1.4b 2.7 1.3b 3.1 1.4

a This score differs significantly from that of the group ‘mildly fatigued’.
b This score differs significantly from that of the group ‘considerably fatigued’.
* P < 0:05 (one-way ANOVA).
*** P < 0:001 (one-way ANOVA).
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as a group attached more importance to ‘information about

the meaning of symptoms’, ‘examination for the cause of

condition’, and ‘information about how serious the problem

is’. No effects of the GP’s gender or the patient’s other

demographic variables were noted to influence their expec-

tations.

3.3. Verbal behavior of patients

Because fatigued patients were in poorer health and had

higher expectations, instrumentally as well as emotionally,

we may inquire about the way fatigued patients commu-

nicate about their problems and worries (see Table 3).

Most of the patients’ utterances concerned the giving of

medical and psychosocial information (64%), followed by

agreeing (14.2%). The more fatigued the patients were, the

more information they gave about their lifestyle and psy-

chosocial aspects. Additionally, the higher the level of

fatigue, the less the patients expressed their social behavior.

Female patients as a group gave more psychosocial infor-

mation compared to male patients (17.9% versus 13.9%,

t ¼ �2:168, P < 0:05). An effect of GP’s gender on any

category of patient behavior was absent.

The effect of level of fatigue and the patient’s gender was

also reflected in the length of the medical interview. While

the mean length was 10.2 min (S:D: ¼ 5:0 min), the inter-

views with the considerably fatigued patients lasted longer

(not fatigued X ¼ 9:7, mildly fatigued X ¼ 9:7, and con-

siderably fatigued X ¼ 11:4; F ¼ 4:860, P < 0:01) than

with the other two groups. And the interviews with female

patients were longer than those with male patients (X ¼ 10:6
versus X ¼ 9:4, t ¼ �2:733, P < 0:01), especially in the

mildly fatigued group.

Stepwise regression analysis showed that 20% of the

variance of ‘giving psychosocial information’ was explained

by the patient’s expectations on the psychosocial and treat-

ment issues (psychosocial, b ¼ 0:476, P < 0:001; treat-

ment, b ¼ �0:186, P < 0:01). The variance in ‘social

talk’ was explained mainly by the patient’s expectations

of psychosocial support (b ¼ �0:137, P < 0:05): the less

healthy, the less affective behavior the patients showed. The

length of the interview was mainly explained by patient’s

psychosocial expectations and health condition (psychoso-

cial, b ¼ 0:225, P < 0:001; and health condition,

b ¼ 0:145, P < 0:05).

3.4. Verbal behavior of doctors

As Table 4 shows, most verbal behavior of the GPs

referred to ‘giving information’, ‘agreeing’, ‘giving direc-

tions’, and ‘paraphrase’, the major part being instrumental.

There was a substantial relation between the level of

fatigue of patients and the GPs’ behavior. As far as affective

behavior is concerned, GPs paraphrased more in the case of

considerably fatigued patients. Also more reassurance was

given to the mildly fatigued. Regarding instrumental beha-

vior, the analysis showed that GPs gave significantly fewer

directions to considerably fatigued patients. In line with the

Table 2

Patients’ expectations of the medical consultation, related to level of fatigue

Expectancy items Non-fatigued,

% (mean)

Mildly fatigued,

% (mean)

Considerably fatigued,

% (mean)

Biomedical aspects

I would like Dr. to tell me what my symptoms mean* 74 (2.87)a 82 (3.14) 78 (3.02)

I want Dr. to talk with me about my problem** 66 (2.68)b 72 (2.87) 76 (3.02)

I want Dr. to explain the likely course of my problem** 50 (2.24)b 48 (2.28)b 64 (2.72)

I want Dr. to explain how serious my problem is** 54 (2.36)b 60 (2.57) 67 (2.73)

I want to be examined for the cause of my conditiony 51 (2.27)b 56 (2.48) 58 (2.55)

I would like Dr. to explain some test results* 58 (2.46)b 67 (2.76) 67 (2.77)

Psychosocial aspects

I feel anxious and would like Dr.’s help*** 23 (1.60)b 32 (1.85)b 48 (2.27)

I have emotional problems for which I would like some help*** 9 (1.23)b 11 (1.30)b 28 (1.78)

I am having difficult time and would like some support*** 9 (1.24)b 17 (1.43)b 29 (1.82)

I want Dr. to explain my emotional problems*** 10 (1.27)b 12 (1.31)b 26 (1.71)

Diagnosis and treatment

I want a previous diagnosis confirmed* 24 (1.61)b 27 (1.70) 36 (1.93)

I want advice on a drug I am taking 25 (1.63) 26 (1.72) 33 (1.87)

I want medication for my problem 38 (1.99) 40 (2.02) 47 (2.19)

I want to be referred to a specialist 26 (1.70) 25 (1.67) 29 (1.77)

a This score differs significantly from that of the group ‘mildly fatigued’.
b This score differs significantly from that of the group ‘considerably fatigued’.
* P < 0:05 (one-way ANOVA).
** P < 0:01 (one-way ANOVA).
*** P < 0:001 (one-way ANOVA).
y P < 0:1 (one-way ANOVA).
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patients’ behavior, GPs gave slightly more lifestyle and

psychosocial information to these patients. Finally, GPs

counseled significantly more on psychosocial or lifestyle

issues when patients were considerably fatigued.

Is there any effect of the patient’s gender on the GP’s

verbal behavior? GPs gave less verbal attention to male

patients compared to female patients (0.7% versus 1.2%,

t ¼ �2:88, P < 0:01). Further, male patients received more

directions (11.8% versus 10.2%, t ¼ 2:308, P < 0:05), while

female patients received more information on lifestyle/psy-

chosocial (3.7% versus 5.5%, t ¼ �2:026, P < 0:05). This

remains parallel with the results of female patients talking

more about lifestyle and psychosocial issues.

The main differences in verbal behavior, however, were

manifested between male and female GPs (see also Table 4).

Female doctors showed relatively more affective behavior,

by agreeing and by giving verbal attention and reassurances,

while male doctors had a tendency to display more social

behavior, however the difference is not significant. Male GPs

demonstrated relatively more instrumental behavior, by

giving more information (medical as well as psychosocial),

but fewer directions. Interesting was the interaction effect of

the GP’s gender and the patient’s level of fatigue on GP’s

affective behavior (F ¼ 3:663, P ¼ 0:027): male GPs

behaved more instrumentally if the patient’s level of fatigue

increased, whereas female GPs behaved more effectively.

Although there was no GP’s gender effect on the length of

the interview, it is noteworthy that while interviews of male

GPs with male patients were as long as with female patients

(X ¼ 9:86 versus X ¼ 10:15), the interviews of female GPs

with female patients were much longer than the interviews

with the male patients (X ¼ 11:16 and X ¼ 8:80,

P < 0:001). These differences were visible especially in

the mildly fatigued group.

Stepwise regression analysis showed that the variance in

GPs’ affective behavior was mainly explained by their

gender (b ¼ 0:219, P < 0:001), and by patients’ psychoso-

cial expectations (b ¼ 0:169, P < 0:01).

3.5. Fatigue discussed or not

Are there any differences in communication styles

between consultations during which fatigue is openly dis-

cussed and those during which it is not? First, it was

remarkable that out of the 383 consultations of fatigued

patients, only in 6% (n ¼ 23) fatigue was discussed with the

GP (4 mildly fatigued patients and 19 considerably fatigued

patients). The more fatigued patients were (r ¼ 0:24,

P < 0:01), the poorer was their general health condition

(r ¼ 0:24, P < 0:000), the more psychosocial talk they

expected (r ¼ 0:23, P < 0:01), and the greater the chance

was that fatigue was discussed. GPs’ or patients’ gender did

not matter. The percentage of GPs’ affective behavior was

slightly higher in the discussed group (33.5% versus 38%,

t ¼ �1:733, P < 0:1).

It is interesting to see the differences in GPs’ affective

behavior in different dyads (see Table 5). While in the other

three dyads no differences were found between the discussed

Table 3

Affective and instrumental behavior of patients (%) by level of fatigue

Behavior category Non-fatigued Mildly fatigued Considerably fatigued F-value P-value

Affective behavior

Social behavior 9.13 8.01 6.16 4.041 0.018

Agreement 14.02 15.89 13.09

Paraphrase 2.49 2.34 2.15

Verbal attention – – –

Showing concern 1.06 1.20 1.35

Reassurance 0.17 – 0.21

Disagreement – – –

Total affective behavior 27.03 27.58 23.07 4.453 0.012

Instrumental behavior

Giving directions 1.75 1.80 1.61

Asking clarification 0.83 0.95 0.68

Asking questions

Medical/therapeutical 3.79 4.14 3.60

Lifestyle/psychosocial 0.40 0.33 0.50

Gives information

Medical/therapeutical 48.08 46.47 47.75

Lifestyle/psychosocial 14.10 15.01 19.81 3.358 0.036

Other utterances 3.69 3.44 2.80

Total instrumental behavior 72.97 72.42 76.93 4.453 0.012
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and not discussed group, in the female/female dyad the

differences between the two groups were high.

Stepwise discriminant analysis revealed that the patient’s

health condition accounted most for the difference between

the groups where fatigue was ‘discussed’ or was ‘not dis-

cussed’ (Wilks’ l ¼ 0:928, P < 0:001; 95% of the original

grouped cases correctly classified).

4. Discussion

This study confirms our first hypothesis that, according to

earlier findings, fatigue is a common health problem in the

population and that it is seldom explicitly on the agenda in

the medical interview [2,3]. As other studies suggest, fatigue

is under-recognized in general practice. More women than

men indicate having fatigue problems. Especially highly

educated women between 19 and 50 years of age seem to be

at risk. If women face a double task of combining employ-

ment with caring for young children, they are more vulner-

able to the risk of feeling ‘burned out’ [8,10]. By almost all

health indicators our study also confirmed that fatigued

patients’ health is worse than that of non-fatigued patients.

These results are in accordance with earlier findings [8]. If

fatigue is discussed, it is mainly because of the poorer health

condition of the patients, and because they expect more

emotional support.

Table 4

Affective and instrumental behavior of GPs (%) by patient’s level of fatigue and GP’s gender

Patient’s level of fatigue Male GPs Female GPs F-value P-value

Non-

fatigued

Mildly

fatigued

Considerably

fatigued

Total Non-

fatigued

Mildly

fatigued

Considerably

fatigued

Total

Affective behavior

Social behavior 8.54 7.24 6.78 7.56 6.80 7.29 5.33 6.40 18.126 0.000

Agreement 12.09 12.16 11.72 11.98 15.28 15.52 17.59 16.17

Paraphrasea 10.24 8.39 9.77 9.55 9.26 9.18 12.19 10.28 19.237 0.000

Verbal attention 0.73 0.39 0.63 0.60 1.04 1.43 1.95 1.47

Showing concern 0.67 0.34 0.45 0.50 0.48 0.28 0.50 0.44 12.473 0.000

Reassuranceb 0.69 0.92 1.26 0.95 1.28 2.47 1.44 1.64

Disagreement – – – – – – – –

Total affective behavior 32.96 29.48 30.63 31.16 34.15 36.22 39.02 36.41 19.677 0.000

Instrumental behavior

Giving directionsc 9.74 11.10 9.04 9.89 12.71 11.54 9.57 11.29 4.587 0.033

Asking clarification 1.57 1.54 1.65 1.59 1.56 1.71 1.45 1.56

Asking questions

Medical/therapeutical 7.76 8.03 7.09 7.61 8.50 7.48 7.41 7.85

Lifestyle/psychosocial 2.27 2.46 2.98 2.57 2.13 2.81 2.50 2.44

Gives information

Medical/therapeutical 27.94 31.55 27.71 28.89 26.60 25.65 25.55 25.98 4.301 0.039

Lifestyle/psychosociald 5.27 4.55 8.05 6.02 2.90 4.14 4.89 3.93 4.561 0.033

Counsels

Medical/therapeutical 7.97 7.14 7.53 7.58 7.34 6.60 6.10 6.71

Lifestyle/psychosociale 0.77 0.51 1.37 0.91 0.43 0.46 0.95 0.62

Other utterances 3.75 3.65 3.95 3.79 3.68 3.40 2.54 3.20

Total instrumental behavior 67.04 70.52 69.37 68.84 65.85 63.78 60.98 63.59 19.677 0.000

Effect of patient’s level of fatigue on GP’s behavior.
a Paraphrase: F ¼ 5:972, P ¼ 0:003 (non-fatigued X ¼ 9:74, mildly fatigued X ¼ 8:76, considerably fatigued X ¼ 11:00).
b Reassurance: F ¼ 3:662, P ¼ 0:027 (non-fatigued X ¼ 0:99, mildly fatigued X ¼ 1:65, considerably fatigued X ¼ 1:35).
c Giving directions: F ¼ 4:088, P ¼ 0:018 (non-fatigued X ¼ 11:25, mildly fatigued X ¼ 11:31, considerably fatigued X ¼ 9:31).
d Giving info, lifestyle/psychosocial: F ¼ 2:471, P ¼ 0:086 (non-fatigued X ¼ 4:06, mildly fatigued X ¼ 4:36, considerably fatigued X ¼ 6:45).
e Counseling, lifestyle/psychosocial: F ¼ 3:508, P ¼ 0:031 (non-fatigued X ¼ 0:60, mildly fatigued X ¼ 0:49, considerably fatigued X ¼ 1:16).

Table 5

GP’s affective behavior related to ‘fatigue discussed or not’ (%)

Dyad type Fatigue not

discussed (%)

Fatigue

discussed (%)

GP male/patient male 29.0 31.8

GP male/patient female 30.7 31.1

GP female/patient male 37.9 40.2

GP female/patient female** 36.6 54.0

** P < 0:01 (w2-test).
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The second hypothesis is confirmed, i.e. both fatigued

men and women expect more from the psychosocial aspects

of the medical visit than non-fatigued men and women do.

The same can be said of the biomedical aspects of the visit.

Fatigued male patients attach more importance to biomedi-

cal aspects of the visit than non-fatigued male patients, and

all female patients do.

Although fatigue is seldom discussed during the medical

consultation, this does not necessarily mean that relevant

related issues are not communicated. The results show that

our third hypothesis is confirmed in that the more fatigued

the patients are, the less prone they are to perform social talk

and the more they talk about psychosocial issues. Women

talk more about psychosocial issues than men do. The giving

of psychosocial information can be explained mainly by the

patients’ emotional expectations; the more they expect

emotionally, the more they will talk about psychosocial

or lifestyle issues. These results do also confirm that fatigue

is associated with mental distress [12]. Although the level of

mental distress was not otherwise measured, e.g. by a

General Health Questionnaire or otherwise, there is certainly

indication that emotional problems were addressed and

discussed in these interviews.

The fourth hypothesis seems partly confirmed. While GPs

as a group accommodate their behavior towards the more

fatigued patients by giving more psychosocial information

and doing more counseling, they are not more affective in

their behavior towards them than to non-fatigued patients.

However, substantial differences between male and female

GPs emerged. These differences conform to other studies,

which state that female doctors are more affective and in that

sense more sensitive to the patients’ needs [16–21]. In our

study, female doctors as a group are more sensitive to the

needs of all patients, and thus also those who are fatigued.

And, if fatigue is discussed, female doctors are especially

sensitive to female patients. However, as we saw, discussing

fatigue is not more frequent on the female doctors’ agenda

than it is on their male colleagues’. The differences between

the dyad ‘female GP and female patient’ and the other three

dyads may be understood in terms of ‘gendered’ expecta-

tions of the patients in combination with the ‘gendered’

behavior of the GPs. Specific expectations of female patients

combined with a more empathic attitude of female GPs may

result in an interaction pattern that is characterized by

intensive exchange of medical and psychosocial information

and expression of feelings and worries. As far as affective

behavior and speaking time are concerned, the relation is

more patient-centered and more symmetric, which confirms

other findings [18,34,35]. Apart from expecting more con-

cerning psychosocial issues, male fatigued patients expect

also more concerning biomedical issues. When realizing that

male GPs are somewhat more instrumental, this will help in

understanding why in the case of male GPs fatigue is

discussed less effectively, and in the case of the dyad ‘female

GP and male patient’ the percentage indicating affective

behavior in the group ‘fatigue discussed’ is in between

(Table 5). Again it is confirmed that in medical commu-

nication, gender-specific expectations and communication

styles are produced and reproduced continuously.

One may question what these findings mean in terms of

quality of health care. As we mentioned, effective behavior

of the physician contributes substantially to patient satisfac-

tion and quality of care [5], by fulfilling patients’ need to be

recognized and understood [15]. If this holds true, the female

patients consulting the female GPs should be most satisfied.

Although we did not report it in Section 3, data about

patients’ satisfaction did not manifest any differences

between the several groups in this study. This means that

it is difficult to draw conclusions for this specific sample. On

the other hand, findings in The Netherlands suggest that if

patients can choose between a male or female doctor, a

substantial number of them prefer a female doctor [22].

Another interesting issue is the relation between the

seriousness of patients’ illness and the way the medical

communication is styled by both participants. Hall et al. [13]

reported that the sicker or the more emotionally distressed

patients were, the more complicated medical communica-

tion became. Among other things, they established that there

was less social talk between doctors and sicker patients, that

they tended to disagree with each other, exchanged more

negative emotions, and that the relation was more ambig-

uous than with less sick patients. Less healthy patients also

provided more biomedical and psychosocial information,

and engaged in a more emotionally concerned talk. Some of

these findings are confirmed in our study, although no more

negative communication was observed. The differences in

results may be explained partly because of the methods

chosen, and/or because of the differences in medical set-

tings—the American outpatients clinic and the Dutch gen-

eral practice. Dutch GPs have received their professional

training as medical generalists, and as gatekeepers in the

Dutch health care system. The latter means that they are

supposed to have a special eye for psychosocial problems of

their patients.

4.1. Limitations of the study

Before discussing the implications of these results, we

have to address some methodological issues. The patient

questionnaires used here were mostly reliable and valid,

except for the sub-scale ‘treatment’ of the patients’ con-

sultation expectations. If questions were asked about the

level of patients’ mental distress, the study could have

gained importance. Obviously, the value of this study con-

sists in the insight into the role of gender differences in

medical communication in the case of fatigue, obtained by

using the RIAS observation system. It has already been

mentioned that the reliability of RIAS was satisfactory. In

this study, the RIAS results were reported proportionally (in

relative percentages) and not in absolute numbers. This way

of reporting conforms to most of the studies in this tradition

[23,24]. Sometimes, the results of these ways of presenting
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may differ from each other, however a check on this revealed

no major differences in results. Referring to the validity of

RIAS, it can be said that RIAS measures just one level of

communication, the affective and instrumental behavior

which is restricted to frequency analysis. It is advisable

to present case studies in order to further unravel the specific

interactional patterns in the process of presenting com-

plaints, the expression of worries, and the (re)formulation

of complaints. RIAS could then be applied in combination

with qualitative methods and/or sequential analysis [36].

Since our study emphasized gender differences, an equal

number of male and female GPs was used. In reality, the

male/female ratio of GPs is 80/20 in The Netherlands, which

means that the communication patterns of the male GPs are

the majority. Furthermore, because the group of patients

with whom fatigue was actually discussed in the consulta-

tion room was very small, these results need to be interpreted

carefully.

4.2. Practice implications

As this study shows, gender differences do matter. There-

fore, it is necessary to use a gender-sensitive approach in

medical communication research. Besides quantitative

methods, it is recommended to pay more attention to the

individual and to the joint efforts of the patient and the GP in

the process of organizing the medical conversation and

negotiating the definition of complaints [37,38]. Empirical

analysis of records of the medical interaction seems quite

promising [39], as established in the tradition of qualitative

research on institutional interaction [40,41]. It is, for

instance, interesting how different forms of disclosures

and different forms of empathy are organized in the inter-

action between the GP and the patient. Arguably, the insight

in the specific communication patterns will help to unravel

the complex communication in the case of fatigued patients.

The findings of this study do also have implications

for medical practice. As long as gender-specific commu-

nication patterns are produced and reproduced, male and

female health care providers have to be made conscious of

their own communication styles, their strengths and weak-

nesses, and their special effect upon patients with fatigue

complaints. What seems necessary is physician training in

interpersonal communication, emphasizing those aspects of

communication that will facilitate patients’ communication

of their worries and emotions related to fatigue. Fatigued

patients need to realize the relevance of communicating their

worries in relation to fatigue and its possible beneficial

effects on their general health condition. It is possible that

patients may also have learned not to talk about the

issues during medical consultations because their doctors

do not respond. In any case, doctors may not know what to

do with patients’ complaints about fatigue, and may selec-

tively ignore cues to exploring these complaints, or even

become irritated [13]. If they do not know what to do about

the problem, they tend to ignore it. Strathdee [42] has

formulated some important conditions for dealing with

sicker or mentally distressed patients, pointing to education

and supervision especially with regard to the assessment and

management of patients with fatigue complaints, and ways

these symptoms are related to biological, psychological or

social factors. In order to realize the specific demands in

consulting these patients, doctors should undergo group

teaching while watching their own consultations on video

and receiving group feedback [43].
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