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Instrumental and Affective Aspects of Physician Behavior

JOZIEN M. SENSING, PHD, AND JOHAN DRONKERS

In a semi-replication study, 103 videotaped real-life general practice consul-
tations of patients with hypertension were observed with Roter's interaction
Analysis System (RIAS). RIAS consists of a detailed category system meant to
measure each verbal utterance of physician and patient (distinguished in task-
related behavior and socio-emotional behavior) and a set of global affect-rat-
ings. In this article, only general practitioner (GF) behavior is studied. GP's
behavior is related to panel-assessed quality of care on three separate dimen-
sions (technical-medical, psychosocial, and the management of the physician-
patient relationship). A remarkably high percentage of the variance in the qual-
ity assessments (ranging from 59% to 70%) was explained by RIAS. The global
affect-ratings proved to have the strongest influence in all quality assessments.
In addition, task-related behavior seems to be more important in medical tech-
nical behavior, whereas socio-emotional behavior, and especially the psycho-
therapeutic categories like reflecting, paraphrasing, showing agreement, and
others, seem to be more important in the other quality measures. The results are
compared with Roter's study; similarities and differences are discussed in light
of adjustments in the methodology. A plea is made for cross-cultural compari-
sons in physician behavior. Key words: observation study; video; hypertension;
doctor-patient communication; affective behavior; instrumental behavior;
cross-cultural comparison. (Med Care 1992; 30:283-298)

In medical communication two types of
behavior are thought to be important: in-
strumental behavior and affective behav-
ior.

1"
11 They correspond with the two main

purposes the doctor has in the medical con-
sultation: information exchange, which is
necessary for solving the medical prob-
lem;7'12"22 and creating a therapeutic rela-
tionship, which is necessary for managing
the psychosocial aspects of patient's health
problems and gaining patient's confi-
dence.
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 The reason that these two
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types of behavior are both so important in
medical practice is that patients, when see-
ing a doctor, have two different types of
needs that have to be met.

32"
34 As Engel

32

stated, these are "the need to know and un-
derstand" (to know what is the matter with
him or her, what causes the pain, and how
this can be stilled) and the "the need to feel
known and understood" (to know that he or
she is accepted by the doctor as a person and
is not seen as a malingerer). While most peo-
ple agree about the relevance of both types
of behavior, there is considerable debate
about the relative importance of both.34 Re-
searchers from a psychotherapeutic back-
ground (with Rogers35 and Balint23 as lead-
ing theorists) claim the predominance of af-
fective behavior,2·5-36 while others (mostly
inspired by Bales' observation system,
which is based on problem solving the-
ories37), claim that instrumental behavior is
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the most important part of physician's be-
havior.

7·
8-

38

To gain more insight into the contradic-
tory results found in the literature, a study
was designed in which both instrumental
and affective physician's behavior was ob-
served and subsequently related to panel-
assessed quality of care. The purpose of our
study is to explore the internal relationships
between instrumental and affective behav-
ior (verbal as well as nonverbal) and to com-
pare the strength of process-outcome associ-
ations across these main groups. Roter's In-
teraction Analysis System (RIAS) is chosen
to measure instrumental and affective be-
havior because this system was used before
in a study into the relative contribution of
affective and instrumental behavior to the
quality of care ("medical proficiency").

7
 In

this way, a comparison of the results of both
studies is possible. RIAS is regarded as a suit-
able observation system for our research
purpose because it originates in the prob-
lem-solving tradition, with its focus on in-
strumental behavior, but is adapted later on
(partly after the study just mentioned) to
measure affective behavior as well. More-
over, Roter's system is well documented,

39

widely used,
7'

8'
19'

40"
45 and judged relatively

favorably in a comparison study.
43

Methods

Sample

For this study videotaped consultations
were used from a larger research project, en-
titled "Interpretation and Treatment of Psy-
chosocial Problems," that was published as
a thesis46 (see also30'47). The 30 doctors who
participated in this project were all general
practitioners (GP); they were all white and,
with one exception, male. Their average age
was somewhat lower than the average age
of the Dutch population of general practi-
tioners. They had followed more postgrad-
uate courses in psychosocial care but did not
differ from a representative sample of gen-
eral practitioners in task perception, per-

ceived competence, or multidisciplinary co-
operation. Details about the selection and
composition of the sample of general practi-
tioners can be found in Verhaak's thesis.

30

In each of their practices video-recordings
were made on 3 or 4 consecutive days for all
consecutive patients. This resulted in 1,569
videotaped consultations. For our study, a
further selection was made from that particu-
lar random selection. This was done to pre-
vent heterogeneity, an often underestimated
problem in research in doctor-patient com-
munication.

44
 It was possible to select con-

sultations with a common health problem
because the GP's that took part in the larger
project noted, in addition to other things, all
health problems that arose in the consulta-
tion. Trained coders coded the health prob-
lems in terms of the International Classifica-
tion of Primary Care (ICPC). Our sample

consists of all 103 consultations of patients
with hypertension (K85 to K87), selected
from the total sample of videotaped consul-
tations for that reason only. The rationale
behind the choice for patients with hyper-
tension or other blood pressure problems
was the need for a homogeneous sample,
with a health problem that is considered seri-
ous enough to deserve devoted medical at-
tention, and that seems to require a biopsy-
chosocial approach. The latter is thought to
be important because, in general practice,
health problems seldom seem to require a
somatic solution alone.

31

The amount of 103 consultations of pa-
tients with hypertension out of a random
sample of 1,569 (= 6.6%) is in keeping with
expectations of the morbidity-distribution in
a random sample of consultations in general
practice.48 The age-sex distribution of the pa-
tients is shown in Table 1 and is similar to
distributions found in morbidity research in
general practice.49

The patients are all Dutch-speaking and
predominantly white. The majority of the
consultations (76%) involve a repeat visit.
This is also to be expected because hyper-
tension is a chronic complaint. By way of
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TABLE  1.  Age-Sex  Distribution  of  Patients  with  Hypertension

Age  (yrs)

<45
45-64
65-74
>75
Total
Total
Total  NS
Total  NMS

Man

11
10
11
3

35
(34%)
(37%)
(35%)

Woman

10
23
14
11
68

(66%)
(63%)
(65%)

Total

21  (20%)
33 (42%)
25 (24%)
14  (14%)

103 (100%)
(100%)
(100%)
(100%)

Total
NS"

(14%)
(44%)
(27%)
(14%)
(100%)

Total

(10%)
(47%)
(29%)
(14%)
(100%)

NS, Dutch  National  Study of  Morbidity and  Interventions in  General  Practice.
NMS, Second National Morbidity  Survey  (U.K.).
" Source: Nationale Studie van  Ziekten en Verrichtingen  in de  Huisartspraktijk,  NIVEL, unpublished manuscript.
* Source: Office  of  Population Censuses.

49

comparison,  in  the  British  Second  National

Morbidity  Survey,  63%  of  the hypertension

consultations were  repeat consultations;
49

 in

the  Rotterdam Monitoring project,  59%  of

the  consultations  for  high  blood  pressure,

and  even  95%  of  the  consultations  for  es-

sential  hypertension  were  repeat  consulta-

tions.
50

  As  is  shown  in  other  studies,
51

 co-

morbidity plays an important role in general

practice.  In the greater part  of  the  consulta-

tions  (61%),  other  health  problems  were

also  involved  in  addition  to  the  hyperten-

sion  problem.  In  this  respect,  the  selected

consultations  do  not deviate  from  the aver-

age  consultation of a patient with  hyperten-

sion. We may, on the basis of this data, con-

clude  that the selected videotaped  consulta-

tions  provide  an  adequate  reflection  of

hypertension  consultations  as  these arise  in

general practice, and, as such, they form suit-

able  research  material for  this  study.

Dependent Variables: Quality of Care

In  terms  of  Donabedian's  useful  distinc-

tion  (structure-process-outcome),
52

  the  fo-

cus  in  this  study  is  on  the  process  of  care.

Quality of care was  measured by  a panel of

12  experienced  GP's  using  a  threefold  as-

sessment  of:  1)  quality  of  GP's  technical-

medical behavior, 2) quality of GP's  psycho-

social behavior, and  3) quality of GP's man-

agement  of  the  doctor-patient  relationship.

The GP's, who made their assessments  in-

dependently  of  one another, rated  the  GP's

performance (as in the Dutch school grading

system) on three  ΙΟ-point scales. They were

asked  to make global assessments  weighing

up  for  themselves  the  different  elements

that are thought to be important in each type

of  behavior.  These  were  summarized  in  a

paper  they  had  to  complete  during  the  as-

sessments. For instance,  the panel-members

were  provided  with  an overview  of  the ma-

jor  elements  of  the Nyinegen University In-

stitute  of  General  Practice  Hypertension

Protocol  as  a  guide  in  assessing  the techni-

cal-medical  quality. In  addition,  they  were

asked  to  pay  attention  to  some  general

aspects of quality  of care in general  practice,

such  as  the  avoidance  of  superfluous treat-

ment and a correct designation  of patients  as

ill  or  healthy. In  the  assessment  of  psycho-

social care the panel-members were asked to

pay  attention  to,  among  other  things,  the

degree to which  the GP was  receptive to the

nonsomatic aspects  relating  to the complaint

and  to  his  or  her  actual  treatment;  these

were not only  to involve  psychosocial  prob-

lems as such but also stress-related factors in

the origin  of the hypertension  and  the prob-

lems caused by  it and by  its treatment. Con-

cern in the quality of the doctor-patient rela-

tionship was  exclusively with the manner in

which the GP dealt with  the patient, in par-

ticular  the  degree  in  which  he  or  she  was
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successful in creating an open, secure, and
workable relationship with the patient.
These global assessments proved to be reli-
able with Cronbach's alphas of .79, .88, and
.88, respectively. Moreover, the scores
showed a wide range; the panel-members
were not afraid to give low scores as well as
high scores. An analysis of variance (AN-
OVA) did reveal differences in the three
measures of quality among the consultations
but not among the panel-members. The 12
panel-members' scores were averaged to get
a single measure for the quality of care for
each of the three distinguished dimen-
sions.

53

To get an integrated assessment of the
quality of care, the panel-members were
also asked to rate GP behavior on seven 5-
point scales, representing different dimen-
sions of a "generalistic orientation," as op-
posed to a biomédical approach, which is
thought adequate for general practice (see
Appendix). In a former study,53 this scale
also proved to be reliable with interassessor-
alphas of between .77 and .93 and an inter-
item alpha (using the summated score for
each item) of .93. A factor-analysis on this
summated scale showed one clear factor
that explained 70.9% of the variance. The
scale's sumscore is used in the analyses.

Independent Variables: Doctor-Patient
Communication

Doctor-patient communication was mea-
sured by Roter's Interaction Analysis System
(RIAS), i.e., Roter's modification of Bales'

process analysis scheme.37 The unit of analy-
sis for this scheme is a verbal utterance, de-
nned as the smallest discriminable speech
segment to which a coder can assign a classi-
fication. This may be a single word, a clause,
or a complete sentence. All utterances are
assigned to mutually exclusive categories.
The system is described in detail in several
publications,7·8'19'39"42 sometimes with minor
adjustments. The latest version39 is used in
this study. To avoid interpretation problems,
neither the behavioral categories nor the

manual with full instructions were trans-
lated, but instead the original documents
were used. The application of the observa-
tion system was facilitated by the availabil-
ity of six audiotaped American consultations
and their complete transcripts in which the
correct codes were noted. These were used
for training purposes.

After training, all 103 consultations were
coded by one observer. Twenty-five of these
were also coded by a second observer to test
the reliability of the observations. The reli-
ability of the observations proved to be high,
with inter-observer correlations (Pearson's
Product Moment Correlation) between .76
and .99 for the GP's categories and between
.67 and .99 for the patient's categories.

Our version of RIAS consists of 35 behav-
ioral categories. All categories were filled in
for GP and patient, separately. In this article
only GP's behaviors have been analyzed.
The amount of categories made it necessary
to reduce these into meaningful clusters
within the two main groups of the system: 1)
task-related or instrumental behavior and 2)
socio-emotional or affective behavior.

Instrumental Behavior (RIAS). The fol-
lowing task clusters were formed by Roter:

7'
8

1) Information: all information state-
ments related to medical condition, therapeu-
tic regimen, lifestyle, feelings, other;

2) Questions: all open-ended and closed-
ended questions as well as asking for under-
standing, clarification, or opinion;

3) Counseling: all persuasive statements
related to medical condition, therapeutic regi-
men, lifestyle, and feelings;

4) Directions: all statements that guide
the patient through the consultation (for ex-
ample, "Sit down, I'll have a look first", and
others.).

These task clusters are used in the analy-
ses. Additionally, the first three clusters
have been split up in "medical" and "psy-
chosocial" (combining "feelings" and "life-
style"). This was done because of our inter-
est in the biopsychosocial aspects of the
GP's health care, as is also reflected in the
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threefold quality rating (mentioned previ-
ously).

Affective Behavior (RIAS). Roter's af-
fective cluster consisted of four variables
(personal remarks, jokes, approvals, and
agreements) "which were averaged to form

a positive socio-emotional cluster."
7
 (p. 406)

Because of Roter's low correlations between
this socio-emotional cluster and medical
proficiency,

7'
8 which is contrary to results

from other studies, special attention has
been paid to the content of the socio-emo-
tional part of Roter's Interactional Analysis
System. A factor analysis (Principal Compo-
nents Analysis with varimax rotation) on the
positive socio-emotional items produced
three factors, explaining 55% of the vari-
ance: 1) verbal attentiveness: showing
agreement, paraphrasing and reflecting pa-
tients' messages, legitimizing his or her be-
havior or feelings, and showing partnership;
2) showing concern: showing worry, and
giving reassurance; 3) social behavior: per-
sonal remarks, jokes, showing approval.*

The categories loading high on one of the
factors have been summated to form three
positive socio-emotional or affective clus-
ters. In addition, one negative affective be-
havioral category is included in the analyses,
consisting of GP's statements of disagree-
ment. This was done on an a priori base be-
cause of the different meaning of negative
affective behavior as compared to positive
affective behavior.

Nonverbal Affective Behavior (Global
Affect Ratings) In addition to Roter's In-
teraction Analysis System, five global af-
fect-scales were rated for GP and patient,
separately. The same 6-point scales were
used by Roter,19 although not in the publica-
tions about the relative relevance of instru-

* This "social factor" has a very high loading for
"personal statements" and moderate loadings for
"jokes" and "approvals"; the latter two items also have
a (lower) loading on the other factors. Yet, for reasons
of comparability with Hall and Roter's study, this factor
is used in the analyses because, in its present form, the
factor is much like Roter's socio-emotional factor.7

mental and affective behavior. The affect-
scales were meant to assess the following
types of affect:

39
 1) anger/irritation; 2) anxi-

ety/nervousness; 3) dominance/assertive-
ness; 4) interest/concern; and 5) warmth/
friendliness.

As can be expected from rating scales,
7/8/29/-

43.46,54,55 ̂  reliabiljty Qf the global affect

scales was a bit lower than the reliability of
the counted items, but apart from the as-
sessment of GP's dominance (Pearsons Prod-
uct Moment Correlation: r = .47), the figures
are acceptable (ranging from .73 to .91).
Dominance is excluded from the analyses.

Data Analysis

The principal efforts in data analysis
were: 1) to explore the internal relationships
between the three main groups of the obser-
vation system (task-related behavior, verbal
socio-emotional behavior, together forming
Roter's Interaction Analysis System) and the
global affect ratings and 2) to compare the
relative strength of process-outcomes associ-
ations across these main groups. Pearson's
Product-Moment Correlations were com-
puted for both research questions. Addition-
ally, a series of stepwise multiple regressions
were performed for the last research ques-
tion, which treated the distinct measures of
doctor-patient communication as indepen-
dent variables and encounter outcome (sev-
eral measures of panel-assessed quality of
care) as dependent variables. For reasons
described by Inui,43 the "explanatory
power" of a given dependent variable is re-
ported as the Adjusted R2, which is a conser-
vative estimate of total R2. It gives the maxi-
mum amount of explained variance when
the total explained variance is adjusted for
the number of independent variables enter-
ing. Actual values for independent variables
in all analyses were frequencies (counts) be-
cause treating independent variables as pro-
portions did not substantively alter results in
other studies,43 a result also found in our pre-
vious research.46
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TABLE 2. Relationships (Pearsons' R) Between Task-Related Behaviors and
Socio-Emotional Behaviors (n = 103)

Information
Medical
Psychosocial

Questions
Medical
Psychosocial

Counseling
Medical
Psychosocial

Directions

Verbal Attentiveness

.47"

.53"

.02

.48*

.21

.32»

.52*

.41»

.33»

.48»

Showing Concern

.40"

.35»

.07

.06

.06
-.03
-.01

.08
-.11

.26"

Social Behavior

-.02
-.01
-.18

.11

.13

.01

.12

.11

.07
-.04

Disagreements

.44"

.46"

.19

.24"

.21

.02

.51"

.52"

.18

.26"

"P<.001 .

Results

Relations Among GP's Task and
Socio-emotional Behaviors

In Table 2 the correlations are shown be-
tween the task clusters and the socio-emo-
tional clusters of Roter's Interaction Analysis
System.

The factor "verbal attention" is strongly
correlated with all four task clusters. How-
ever, when the topic of the conversation is
taken into account, some refinements of the
overall picture can be shown. Doctors who
show their attentiveness by paraphrasing
the patient, reflecting or legitimizing his or
her feelings and showing agreement or part-
nership, are also likely to give more medical
information but not more psychosocial in-
formation; and they tend to ask more psy-
chosocial questions but not more medical
questions. They also do more counseling, re-
gardless of the topic. Showing concern by
reassuring the patient or showing worry is
correlated with giving information (espe-
cially medical information) and directions,
only. "Social behavior" (the cluster that was
much like Roter's socio-emotional cluster)
has no significant relationship with any of
the four task clusters, not even when the
topic of the conversation (medical or psy-
chosocial) is taken into account. Strikingly,
the negative socio-emotional category
"showing disagreement" has a positive rela-

tionship with all task clusters, especially
with counseling and giving information.
This is largely restricted, however, to conver-
sation on medical topics.

Relationships Between RIAS' Task
and Socio-emotional Clusters
and the Global Affect-Ratings

In Table 3 the correlations are presented
between the RIAS-cluster on the one hand,
and the global affect ratings on the other.

General practitioners who show their irri-
tation ask few questions during the consul-
tation (especially few psychosocial ques-
tions). These GP's are also not very attentive
in their verbal behavior and show no inclina-
tion to socialize with the patient. On the
contrary, in these consultations there are
many disagreements between GP and pa-
tient. Together, these results point to a mal-
functioning relationship between the doctor
and his or her patient. The same (but in a
somewhat lesser degree) can be said of con-
sultations in which the GP looks anxious or
nervous. The mirror-image is formed by the
general practitioner who shows interest in
the patient and exudes warmth. These doc-
tors are verbally attentive, display much so-
cial behavior, and ask many questions, espe-
cially psychosocial questions. Additionally,
an interested doctor who radiates warmth
seems to be active in all four task clusters; he
or she also gives a lot of information (espe-
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TABLE 3. Relationships Between Rias' Task and Socio-Emotional Clusters and the Global Affect
Ratings (Pearsons' Product Moment Correlation; n = 103)

Task cluster

Information
Medical
Psychosocial

Questions
Medical
Psychosocial

Counseling
Medical
Psychosocial

Directions
Socio-emotional cluster

Verbal attentiveness
Involvement
Social behavior
Disagreements

"P < .05.
" P < .01.
' P< .001 .

Anger

.06

.06

.28'
-.17'

.01
-.27'
-.04

.05
-.11
-.11

-.26'
-.11
-.23"

.31'

Anxiety

-.02
.02

-.04
-.18"
-.11
-.26"
-.10
-.06
-.09
-.01

-.23°
.00

-.13
.25"

Interest

.23"

.19"
-.03

.32'

.16

.34'

.20"

.13

.17"

.30*

.33'

.16

.26'
-.03

Warmth

.22"

.21"
-.08

.32'

.17"

.32'

.20"

.12

.17"

.26*

.36'

.15

.32'
-.07

daily medical information) and does a lot of
counseling (especially psychosocial counsel-
ing). However, no relationship with the doc-
tor's disagreements has been found.

Relations Between GP's Behavior
and the Quality of Care

In Table 4 the correlations are given be-
tween the observed behavior and panel-as-
sessed quality of care; they are separated
into medical-technical care, psychosocial
care, and the management of the GP-patient

relationship. The degree to which the GP
displays a "generalistic orientation" (as op-
posed to a biomédical orientation) is the
fourth measure in these analyses.

The original four task clusters (giving in-
formation, asking questions, counseling,
and giving directions) all show positive
correlations with each of the three quality
measures. However, when split up into a
medical and a psychosocial component,
some differentiation arises: medical infor-
mation seems to be important for all quality
ratings, no matter the domain of care. How-
ever, psychosocial information has no signif-
icant relation with any of the three quality-

ratings, not even with the quality-rating for
psychosocial care. Counseling and question-
ing do show the expected relationships: med-
ical counseling and questioning correlate
with the quality rating for technical-medical
care and not with the other two quality rat-
ings; psychosocial counseling and question-
ing correlate with both the quality of psy-
chosocial care and the quality of the GP-pa-
tient relationship but not with the quality of
medical care.

When the GP displays a "generalistic" ori-
entation during the consultation, as opposed
to a biomédical orientation, he or she seems

to display many activities, especially in the
psychosocial area.

Of the socio-emotional clusters, verbal at-
tentiveness has the strongest relationships
with all quality-ratings, as well as with the
GP' generalistic orientation. · A GP who
shows concern about his or her patient's
health problems by showing worry or giving
reassurance is positively evaluated, too, but
in a more moderate way. Social behavior
(the category that is most like Roter's socio-
emotional cluster) only counts for the qual-
ity-rating on the way the GP manages the
doctor-patient relationship.
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TABLE 4. Relationship Between General Practitioner's Task and Socio-Emotional Behavior and Affect
Ratings and the Quality of Care (Pearsons' R; n = 103)

Task behavior
Giving Information

Total
Medical
Psychosocial

Counseling
Total
Medical
Psychosocial

Questioning
Total
Medical
Psychosocial

Directions
Total

Socio-emotional behavior
Verbal attentiveness
Showing concern
Social behavior
Disagreements

Affect ratings
Anger
Anxiety
Interest
Warmth

Quality of care
Medical

.35'

.41'

.02

.22

.23"

.07

.22

.21

.06

.46'

.38'

.25"

.14

.20

-.26"
-.22

.69'

.58'

Psychosocial

.33'

.32'

.14

.26"

.10

.28"

.29"

.05

.34'

.29"

.53'

.22

.16

.15

-.45'
-.27

.77'

.71'

Relationship

.25'

.30"

.02

.18

.06

.20

.20

.03

.24"

.22

.42'

.25°

.31'

.01

-.46'
-.30'
-.30'

.76'

Generalistic
Orientation

.25"

.22

.20

.27"

.06

.34"

.24"

.01

.34'

.14

.55'

.17

.23

.16

-.41'
.65'

-.27'
.65'

' P< .001.

The strongest correlations with the quality
of care, however, can be found among the
global affect-ratings. The positive affects (in-
terest and warmth) show an especially high
correlation with all three quality-ratings, as
well as with the GP's generalistic orienta-
tion.

The Relative Relevance of Different Types
of Behavior for the Quality of Care

To determine the relative influence of the
different types of behavior on the three qual-
ity ratings, as well as the assessed rate of
generalistic orientation, several stepwise
multiple regression analyses have been
carried out, with the quality ratings succes-
sively used as dependent variables and dif-
ferent subsets of behavioral categories and
affect-ratings as independent variables. Ta-
ble 5 gives an overview of the results in

290

terms of a list of the behavioral categories (in
order of importance) that have an indepen-
dent influence on that specific quality mea-
sure and the amount of variance that is ex-
plained by these variables (in percentages).

The total observation system consists of
three main groups of variables: 1) task re-
lated behavior, 2) socio~emotional behavior
(together forming RIAS), and 3) global af-
fect-ratings. In the upper part of Table 5, the
combined influence of all three main groups
on the quality ratings is explained by the ob-
servation system as follows:

1. Sixty percent of the variance in the as-
sessment of technical-medical quality is ex-
plained by the total observation system,
mainly by interest (one of the global affect-
ratings) and giving medical information (be-
longing to the task-related behaviors). Other
task-related behaviors with a small but inde-
pendent influence on the quality of techni-
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TABLE 5.  Summary  Stepwise Multiple Regressions with Several Subsets of Doctor-Patient Communication Variables as Independent and Several

Quality Measures  as  Dependent Variable (Percentage Explained Variance  (Adjusted R
2
);  Independent  Variables in Order  of Relevance)

o

I  Task-related
behavior  + socio-
emotional
behavior  affect
ratings

Ha  Socio-emotional
behavior  +  affect
ratings

lib  Task-related
behavior  +  socio-
emotional
behavior

Ilia  Task-related
behavior

IHb  Socio-
emotional
behavior

Hie  Affect-ratings

Medical

%  Explained
Variance  Variables

60  interest  medical
information
psychological
questioning
(— ) directions

51  interest
disagree

24  directions
medical
information

24  directions
medical
information

16  attentiveness
concern

48  interest  anger

Quality  of  Care

Psychosocial

% Explained
Variance  Variables

70  interest  attentiveness
psychological
information
medical
questioning  (— )

67  interest  attentiveness

30  attentiveness
psychological
questioning

21  psychological
questions  medical
information
psychological
counseling

28  attentiveness

58  interest

Doctor-Patient  Relationship

% Explained
Variance  Variables

59  warmth
attentiveness

59  warmth
attentiveness

25  attentiveness  social
behavior

12  medical
information
psychological
questioning

25  attentiveness  social
behavior

57  warmth

Generalistic  Orientation

% Explained
Variance  Variables

63  interest  attentiveness
directions  (— )
psychological
information
warmth

54  interest  attentiveness

46  attentiveness  social
behavior
psychological
information
medical
counseling  (— )
psychological
questioning

19  psychological
questioning
psychological
counseling
medical
information

34  attentiveness  social
behavior

44  interest warmth

-o

I
n
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W
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cal-médical care are: asking psychosocial
questions (this has a negative predictive
value) and giving directions or instructions.
The socio-emotional behaviors have no inde-
pendent influence on the quality of medical
care.

2. Seventy percent of the variance in the
assessment of psychosocial quality can be ex-
plained by the total observation system.
Here, too, interest (a global affect-rating) has
the strongest predictive power, followed by
verbal attentiveness (from the socio-emo-
tional behaviors). Task-related behavior also
has an independent influence on the assess-
ment of the quality of psychosocial care but
only in relation to the topic discussed: the
quality of psychosocial care is valued better
when the GP gives a lot of psychosocial in-
formation and asks few medical questions.

3. Fifty-nine percent of the variance in
the assessment of the way the GP manages
his or her relationship with the patient is ex-
plained by the total observation system.
Task-related behavior does not have any in-
fluence on this particular quality assessment.
It is totally predicted by affective measures,
partly from the global affect-ratings
(warmth) and partly by the verbal socio-
emotional behaviors (verbal attentiveness).

4. Sixty-three percent of the variance in
GP's generalistic orientation is explained by
the observation system, mainly by affective
measures (interest, verbal attentiveness and
warmth). From the task-related behaviors,
giving directions has a small, negative, inde-
pendent influence, whereas giving psycho-
social information has a small, positive influ-
ence.

In summary, it can be concluded that the
different quality ratings (all being predicted
fairly well by the observation system) do
show a different communication profile.
Global affect seems important in all of them,
albeit different types of affect in different
quality-ratings. In addition, task-related be-
havior seems to be more important in tech-
nical-medical behavior, whereas socio-emo-
tional behavior, especially verbal attentive-
ness, seems to be more important in the
other quality measures.

The relative relevance of the three main
groups can be made visible by the successive
removal of one or two of the main groups
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from the multiple regression analyses. In the
second row of Table 5, all task-related be-
havior is removed from the analysis (row

Ha) to demonstrate the influence all affec-
tive behavior (verbal socio-emotional behav-
ior, as well as global affect-ratings) on the
respective quality measures. Not much ex-
plained variance is lost by this operation,
ranging from none of the variance in the
quality of the GP-patient relationship to 9%
of the variance in the technical- medical
quality and the generalistic orientation.

When the global affect-ratings are re-
moved from the multiple regression analy-
ses (row lib) to demonstrate the influence of
the bare RIAS-system, containing all verbal
behaviors, the loss of explained variance is
more dramatic: RIAS alone explains less
than half of the variance that is explained by
the total observation system for each of the
quality measures: 24% of technical-medical
quality, 30% of psychosocial quality, and
25% of the quality of the GP-patient rela-
tionship. Only the generalistic orientation is
still predicted fairly well by the bare RIAS-
system (46% explained variance). Removal
of the global affect-ratings brings one socio-
emotional behavior whose influence was
masked by the overwhelming influence of
the global affect-ratings into the open; this is
social behavior (which is much like Roter's
socio-emotional cluster), which now has an
independent influence on the quality of the
GP-patient relationship and on GP's gener-
alistic orientation but not on the quality of
medical care or the quality or psychosocial
care.

In the lower part of Table 5, the relative
influence is demonstrated of each of the
three main groups (task-related behavior,
verbal socio-emotional behavior, and global
affect ratings). Moreover, this analysis
shows the relative relevance of the different
types of behavior within each main group.

Comparing the influence of task-related
behavior with verbal socio-emotional behav-
ior (Ilia and Illb), it is again demonstrated
that the task clusters are more important in
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explaining the variance in the medical qual-
ity, whereas the socio-emotional clusters are
more important in explaining the psychoso-
cial quality, the quality of the GP-patient re-
lationship, and the generalistic orientation.
Medical information proves to be the most
important task-related behavior: it has an in-
dependent influence on all of the quality
measures. Of the socio-emotional behaviors,
verbal attentiveness is the most important in
all types of care. However, of all individual
clusters, the global affect-ratings do have
the highest predictive power, especially in-
terest and warmth.

Discussion

The results presented partly corroborate
those from the previous studies in which
Roter's Interaction Analysis System was
used, but they also shed some new light on
the controversies found in the literature
about the relative relevance of instrumental
versus affective behavior. Let us first sum-
marize the major similarities and differences
in both studies.

In Roter's study, as well as in ours, the
quality of technical-medical care ("profi-
ciency") was better explained by RIAS task-
clusters than by RIAS socio-emotional clus-
ters. Also, in Roter's study, as well as in ours,
"giving information" and, especially, "giv-
ing medical information" proved to be im-
portant in the assessed quality of care.

There are, however, also some important
differences. First, in our study socio-emo-
tional behavior did correlate substantially
with each of the task-related clusters; this
was especially true for "verbal attentive-
ness." This specific component of the GP's
socio-emotional behavior also has strong
correlations with panel-assessed quality of
care and the degree to which the GP shows a
generalistic orientation (as opposite to a bio-
medical orientation). Another major differ-
ence in the results of both studies is the im-
portance of the global affect ratings. In our
study, these proved to be very important in-

deed: in multivariate analyses, the global af-
fect-ratings proved to have the greatest pre-
dictive power in all three quality-assess-

ments (the assessment of technical-medical
quality, too!), as well as in the panel's rating
of the GP's generalistic orientation. Roter's
overall conclusion, that task-related behav-
ior (probably because it is in itself affect-
laden) is more important in medical consul-
tations than affective behavior, cannot be
corroborated by the results of this study. On
the contrary, just as in our previous publica-
tions on the same material, (using another
observation system and other observers) af-
fective behavior, especially nonverbal affec-
tive behavior, seems to be the most impor-
tant in determining panel-assessed quality
of care.

31'
53 An explanation is necessary.

In the last of her two papers about the
relative relevance of instrumental or task-re-
lated behavior on one hand, and socio-emo-
tional or affective behavior on the other,
Roter called on other researchers "to repli-
cate her findings through different method-
ologies and in the natural setting."

8
 This call

was based on two possible weaknesses of
her study: 1) the use of simulated patients
instead of real patients, which raises ques-
tions about the generalization of the results,
and 2) the use of audiotapes instead of video-
tapes, which limited the possibility to regis-
ter nonverbal affect to vocal-tone, only. Our
study can be seen as such a replication: it
took place in the natural setting (real general
practitioners with real patients who had hy-
pertension) and used partly different meth-
odologies (video instead of audio, which
made it possible to register visual as well vo-

cal cues). In addition, some refinements
have been made in RIAS to get a more de-
tailed picture of GP's socio-emotional behav-
ior. It is relevant to consider the differences
found in the results of both studies in light of
our adaptations in design, methodology,
and data analysis.

First, the GP's socio-emotional cluster is
considered more closely. Roter found no re-
lationships between the GP's socio-emo-
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tional behavior and his or her task-related
behavior, or with several outcome-mea-
sures. However, in our study we did find
significant relationships between GP's so-
cio-emotional behavior and panel-assessed
quality of care. We also found significant re-
lationships between a GP's socio-emotional
behavior and his or her task-related behav-
ior. The differences can be explained be-
cause, in this study, GP's socio-emotional be-
havior, while based on exactly the same ob-
servation instrument, is considerably
different from the original socio-emotional
cluster. Roter worked with one socio-emo-
tional cluster, which was based on a factor
analysis of all RIAS behavioral categories.
She found "no clear socio-emotional factor,
although one of the rotated factors did con-
tain substantial loadings for personal re-
marks and laughs, and loadings for state-
ments of approval and agreement that were
higher than the loadings of all but one other
content-analysis item on that factor. These
four variables were consequently averaged
to form a positive socio-emotional cluster.

7

In this study, three socio-emotional clusters
were discriminated on the basis of a factor
analysis of the positive socio-emotional be-
haviors only, each representing a clearly dif-
ferent concept within the socio-emotional
domain as follows:

1. "Verbal attentiveness" provides infor-
mation about the degree the GP is attuned to
what the patient volunteers to tell him or
her. This factor represents the therapeutic
concept of an unconditional positive regard,
originally formulated by Rogers,

35
 now con-

sidered by most theorists as the nonspecific
factor ("factor X") that is the agent in thera-
peutic processes, regardless of the specific
therapeutic school.

3
 It is indeed this factor

that in this study proved to be responsible
for the relationships between socio-emo-
tional behavior and panel-assessed quality.
A doctor who shows through verbal behav-
ior that he or she is attuned to what the pa-
tient volunteers to tell him or her (by para-
phrasing or reflecting what the patient says,
showing agreement or partnership, etc.) is
considered a "good doctor" in all domains of
medical care: technical-medical, psychoso-
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cial, and in the management of the GP-pa-
tient relationship. With the exception of
"showing agreement," none of the distinct
categories that make up this socio-emotional
behavior are used in Roter's concept of so-
cio-emotional behavior.

2. "Showing concern" provides informa-
tion about the degree to which the GP shows
concern about the emotional aspects of pa-
tients' health problems by giving reassur-
ance or showing worry. By this behavior the
patient can get an idea about the seriousness
of his or her health problem. It should guide
the patient in labelling himself or herself as
ill or healthy, which is important in promot-
ing compliance on the one hand and preven-
tion of somatic fixation on the other. Al-
though the relationships are less clear,
"showing concern" is also associated with
high quality ratings, especially for medical
care and the management of the GP-patient
relationship.

3. "Social Behavior" provides informa-
tion about the degree to which the GP in-
dulges in social conversation that has no par-
ticular function in the consultation, apart
from establishing rapport with the patient.
This concept is much like Roter's socio-emo-
tional cluster.

7
'
8
 It is also much like

Wolraich's concept of "social amenities."
45

As in Roter's study, social behavior did not
correlate with the quality of medical care or
with GP's task-related behavior. In fact, it
proved to be related primarily to the quality
of the GP's management of his or her rela-
tionship with the patient.

Part of the riddle has been solved: Roter's
original socio-emotional cluster is in fact a
social cluster. It fits perfectly into Bales'
problem-solving theory in which socio-
emotional behavior is only important as a
way to ease the relationship and to facilitate
the primary purpose of the conversation:

problem-solving.37 Medical consultations,
however, are more than a problem-solving
enterprise. They are also a therapeutic en-
counter, in which affective behavior is neces-
sary to create a warm and trusting atmo-
sphere; this is a purpose in itself, a second-
ary purpose, other than the primary purpose
of problem-solving.57 Our first socio-emo-
tional cluster "verbal attentiveness" (ex-
plaining 31% of the variance in positive so-
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cio-emotional behavior) fits neatly within
the psychotherapeutic theories, which claim
to provide room for the patient to talk about
his or her real worries.

53 In this study, it is
shown to be important in medical consulta-
tions, too.

The second major difference (the degree
of influence of global affect-ratings on the
quality of care) can also be explained by dif-
ferences in the methodology of both studies.
Roter measured global affect by rating the
affective quality of electronically filtered
voice-tone in selected fragments of the au-
diotaped consultation.

7'
8 Low correlations

were found. In our study, GP's behavior on
the total videotaped consultation is rated on
global affect-scales, which makes it possible
to register visual cues as well as vocal ones
(see also Inui et al., 1985).

4
 In this study

global affect-ratings proved to be very im-
portant indeed. A possible explanation for
the differences found is that affective behav-
ior cannot always be heard. Simply looking
at the patient has proven to be very impor-
tant in medical consultations

31
 and even si-

lence can be a very powerful therapeutic
weapon, at least when it is used in effec-
tively. With audiotapes, one never can tell if
a doctor is looking at his or her records or at
the patient. It is also not possible to deter-
mine if a joke has an affective role in the
consultation by relaxing the patient or if it is
meant to end (part) of the consultation, for
example when the GP turns his or her head
at the same time. Eye aversion is an impor-
tant technique in controlling the interview.58

Mehrabian (cited by Strecher59) concluded
in a broad review of the literature that only
7% of the emotional communication is
transferred via verbal behavior; another
22% is transferred by voice tone, but only
55% is transferred by visual cues, eye con-
tact, body positioning, and so on. It is plausi-
ble that the better predictive results of our
global affect-ratings can be attributed to the
use of video instead of audio, at least in part.
It is also possible that with real-life patients
(our study) affective behavior plays a more

important role in the medical consultation
than when simulated patients are used, like
in Roter's study. This could be due to the fact
that in simulations, both GP and patient are
primarily attuned to the technical-medical
aspects of the consultations and hence show
primarily task-related behavior. The simu-
lated patient is trained to present a particular
circumscribed somatic problem (in Roter's
case: chronic obstructive pulmonary dis-
ease); moreover, a simulated patient will not
feel the emotions and anxieties of being ill
and going to a doctor like a real patient does
(paraphrasing Engel, they will primarily feel
the need to know and understand and not
feel the need to be known and feel under-
stood).32

This brings us to the last point we want to
discuss: the scope of generalization of the
results of our study. It is a study with real-
life patients with hypertension who have a
long-lasting relationship with the medical
system. Unlike the United States, in The
Netherlands (which has a health system that
is much like the British health system) the
patient interacts with the same GP for all of
their visits over a long period of time. GP
and patient get to know each other fairly
well. This makes it possible that communica-
tion patterns evolve that are different from

communication patterns for more incidental
visits. In Zastowny's words: ". . .some pro-
viders may have a care environment into
which patients become socialized over time.
In some cases the patient-environment fit is
a good one from the patient's point of view,
whereas in others it is problematic and con-
flicted, laying seeds for later dissatisfac-
tion."60 (p. 720) Listening to the American
audiotapes that we used for our training
gave us the impression that American doc-
tors have other communication patterns
(more detached, more problem-related and
task-oriented) than their Dutch colleagues
(who seem to show more warmth and pay
more attention to the psychosocial aspects of
the presented health problems). Whether
these differences are caused by working
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with simulated patients versus real-life pa-
tients or by cross-cultural differences be-
tween general practitioners in different
countries can only be determined in a new
research project in which real-life consulta-
tions of patients with the same health prob-
lem from both countries are compared.
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Appendix. Observation Form Assessment of Quality.

No.  panel-judge Tape  :

Counter  :
Consultation  :

1.  Please,  express your general  opinion  of  the  quality of care:

technical-medical

psychological

GP-patient relationship

0 1 2 3 4 5 6 7

0 1 2 3 4 5 6 7

0 1 2 3 4 5 6 7

9  10

9  10

9  10

2.  Please,  express  your opinion  of  the  general  orientation of  the GP

care  ι  ι  ι  LIs  the  GP care-oriented or cure-

oriented?

Is the GP oriented  to the natural
sciences  or to the  behavioral

sciences?

Is  the  GP's  approach
businesslike  or  personal?

Is  the  GP playing  safe,  or

prepared to run risks?

Is  the  GP patient-centered or

disease-centered?

Is  the  GP's  approach  biological

or  psychotherapeutic?

Is  the  GP  maintenance-oriented

or intervention-oriented?

natural

sciences

business-  L

like

playing  L

safe

patient-  i_

centered

biological L

_ι  cure

main-

tenance

behavioral

sciences

personal

running

risks

disease-

centered

psycho-

therapeutic

intervention

Remarks:
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