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I. INTRODUCTION 
 
The Medicode coding scheme has been conceived, developed and validated at the 
beginning of the 2000's. It was aimed to complement a widely used communication 
analysis tool, the Roter Interaction Analysis System (RIAS). Our team was first trained to 
use RIAS, but it early appeared that there was a need for a more comprehensive 
content analysis tool. Before we go in details into the categories and the process of 
coding with Medicode, it seems useful to describe general differences between RIAS 
and Medicode. The first two sections are mainly dedicated to researchers or 
trainers/supervisors of coders. Those who are already familiar with the RIAS system can 
skip these parts of the introduction and go to page 6 (1.3 Overview of the Medicode 
grid...).  
 
 
1.1 Medicode content analysis compared to RIAS interaction analysis 
 
RIAS is designed to describe how a healthcare professional (HCP) and a patient (Pt) 
talk to each other. The coding is based on 40 different categories of "speech acts" (what 
is done in talking) spread over two dimensions of communication, namely socio-
emotional and task-focused talks. For example, a HCP's "how you feeling?" as well as 
the Pt's response "a bit anxious" would be coded as 'shows concern'. And the HCP's 
feedback "rightfully so" would be coded as 'legitimizing statement'. These codes range 
under socioemotional talk. Within the other dimension, task-focused talk, a HCP's "the 
first step is..." would be coded as 'gives information about therapeutic regimen', then the 
Pt's reaction "that's hard to do" coded as 'gives opinion about therapeutic regimen' and 
the HCP's feedback "absolutely, that's why..." coded for the first part as 'shows 
agreement' and for the second part, as another 'gives information about therapeutic 
regimen'. So RIAS is somehow concerned with the content of information giving or 
gathering. Apart from the 'therapeutic regimen' category of content, it distinguishes  : 
'medical condition', 'lifestyle', 'psychosocial' or a generic 'other topics'.  
 
Since the categories of content in RIAS are very broad, Medicode was designed to 
describe which thematics are addressed more specifically. For example, given that 
the HCP "the first step is..." is addressed to a COPD patient, a Medicode coder could 
ascribe to the statement a thematic category (theme) 'control of the problem', or 'self 
management of the problem', or 'other lifestyle as treatment' depending on the nature of 
the recommended behavior (we will examine later the differences between these 
categories). Moreover, the coder can specify who initiated the information exchange on 
the thematic and who from the two participants contributed to the development of the 
theme. He can also assess other qualities of the exchange, like the elaboration, the 
influence and the vocabulary of the discourse from the HCP as well as from the Pt. 
 
Here is a brief illustration and description of these two strategies of coding. 
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The arrow ‘T’ represents the chronology of the consultation. The bars and rectangles along the 

arrow stand for units of coding. The black bars in RIAS illustrate the succession of utterances 

(speech acts). The colored rectangles in MEDICODE represent a succession of discussions 

(many utterances grouped on the basis of  their theme).  

RIAS coding strategy :  Coder 

attibutes a code to each HCP and 

patient  utterance. The unit of 

coding is the speech act, with some 

content indicators. 

Medicode strategy :  Coder first identifies the object of the discussion between the 

HCP and patient, that is a medical condition (line A below) or a medication (line B).  

For each discussion about a condition 

or medication identified, the coder 

indicates the theme (line C) and other 

categories, that is some indicators of 

participation and qualities of discourse. 
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In brief, the unit of analysis or the main target of coding in RIAS is the form or the 
function of utterances, while in Medicode, the unit or the target is the content of the 
utterance. These differences in unit of analysis or variables at the source have clear 
impacts on the differenciation of processes and results of the coding. Let's see. 
 
 

With RIAS: 

− The coder operates a rather fine segmentation of the flow of speech. On average, he may 
code 20 speech acts per minute of conversation. Apart from utterances directly related to the 
tasks at hand (that is the history of the patient's medical condition, the exploration and 
diagnosis of his present condition, the exploration of his living context and lifestyle habits, the 
appraisal of his psychosocial attitudes/beliefs, the plan of treatment or of monitoring), the 
speech acts may be simple facilitation expressions, transition words, checks for his own or 
for the other's understanding, utterances aimed at framing or orienting the discourse, jokes 
or other expressions in the social or the personal area. 

− The coder pays close attention to identifying whether the expression (the speech act) is 
socioemotional (refers to the relationship or to the immediate situation and feelings) or it is 
task-focused (instrumental for the clinical work). 

− When he recognizes that a statement concerns one or the other of the 4 content categories 
of task-focused utterances, the coder identifies whether it is a question (open or closed), an  
information / opinion or an advice. 

− All along the coding, the process is linear, one 'speech act' after another. Sometimes, the 
coder has to listen to the next speech act to decide wich is the function of the present one in 
the immediate interaction. At most, he keeps in mind the sequence of a few speech acts, say 
usually three, like a question-answer-feedback, followed by the onset of another sequence. 

− In the end, the researcher treats all these units of coding and generates, by segment of the 
consultation or in the whole, indicators like : 

 - the style of clinical communication,  
 - the dominance of the physician or  
 - the relative control of the patient (asking questions gives him control over what he  
  and the HCP are talking about)... 
 

 
 

With Medicode: 

− The coder first seeks to identify what the HCP and PT are talking about. If they discuss the 
patient's general health condition or the nature and evolution of one health problem, its 
prevention or its self-management, the coder creates a specific coding sheet identified with 
the name of the medical condition or problem in question. If the HCP and Pt discuss more 
specifically a medical or pharmacological treatment for this problem, the coder then creates 
a specific coding sheet identified with the name of the drug or medical intervention. 

− Once the coder has created a sheet for a health problem or for any of the associated 
treatments, he applies to identify the topics discussed about the problem or its treatment. He 
can refer to around 30 predefined content categories to specify the discussion of the nature, 
evolution, prevention and management of a health problem. He can also refer to around 50 
predefined content categories to specify the discussion of a pharmacological or medical 
treatment. And all these contents relating to a problem or a specific drug may arise or be 
taken back and developed throughout the interview. 
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With Medicode (continued) : 

− The work of the coder is essentially the creation of information sheets (as many sheets as 
there are problems or drugs addressed) and the continuous 'taking of notes' specific to each 
of these sheets. It is basically a work of classification of utterances: in which sheet and under 
what theme classify this statement? But in addition to this basic work, the coder must 
evaluate each topic covered on at least 5 variables that we have already mentioned at the 
bottom of page 1. 

− In the end, the researcher has for each consultation, multiple sheets (problems and drugs) 
whose data can be processed, for example, as follows: 

 - How many health problems or medications are discussed on average per consultation? 
 - How many themes are discussed on average per health problem or drug? 
 - What proportion of themes are initiated by the HCP? what proportion by the PT? 
 - What proportion of themes are discussed in monologue? in a dyad? in dialogue? 
 - What is the average degree of elaboration of the themes by the HCP? by the Pt?  
 

 
 
1.2 Openness and limitation to adaptations in Medicode 
 
Medicode is relatively open to developments or adaptations, provided that they do not 
affect the basic coding scheme (object-theme-initiative-participation-elaboration ...). In 
the beginnings, the consultations collected for analysis were conducted in primary care, 
for diagnosis and treatment of relatively benign, transient conditions or at most for the 
monitoring of common chronic conditions. But when we came to analyze consultations 
with patients suffering from a chronic disease, not yet or poorly controlled (asthma, 
diabetes, hypertension, hyperlipidemia), even if the Problem form already allowed the 
coding of discussions about lifestyles or daily habits as factors promoting the disease, 
we added the possibility to distinguish these discussions from those stressing the need 
or the ways to change or manage these factors. Later, exposed to consultations with 
cancer patients being informed about available and indicated treatments or being 
followed up after a treatment, we found 'compatible' ways of coding to answer certain 
questions of the studies. The Medication form, as its name indicates, was initially 
reserved to code the discussions of pharmacological treatment, but it appears also 
appropriate for coding discussions on medical interventions such as surgery, 
radiotherapy and of course chemotherapy and hormone therapy, both more directly 
related to pharmacology. Similarly, given that cancers are among the most 'anxiety-
provoking' diseases, we then developed, both in the Problem and in the Medication 
forms, the way of coding/qualifying the expressions of 'attitudes / emotions' towards the 
disease and/or its treatment. 
 
But 'relatively open' also means 'relatively closed'. The coding scheme has a 'coherence' 
which facilitate the work of the coder. It can not be modified without risking an impact on 
the 'logic' that the coder is asked to develop, and maintain at its best. For example, since 
Medicode is essentially a grid for analyzing the content of the utterances or themes 
addressed in the consultation, we have excluded from a first version of the grid an 
attempt to integrate into the method one of the clear advantages of RIAS: there was no 
question of evaluating theme by theme, or even problem by problem or medication by 
medication, if the patient asks questions. The only evaluation of the coder on this aspect 
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of 'interaction' could be made globally at the end of coding in a Summary sheet: did the 
patient ask questions? This is still far from the precision of evaluation that the RIAS 
method can generate. 
 
The extension of former applications of Medicode should not overshadow the need to 
study well at the outset of the research project and share with collaborators how 
Medicode responds to the needs of the project and if it is required to implement specific 
categories or procedures. It is important that the researcher validates that the predefined 
content categories within the grid accurately distinguish and cover all the themes 
relevant for the type of consultations that he will submit to analysis. To do this, the 
principal investigator - and / or his / her assistant - must listen to a sample of these 
consultations and take note of questions and / or requests to be addressed to the 
designers and managers of the analysis grid. Ideally, the researcher should also be able 
to rely on a resource person, general practitioner, specialist physician, nurse or 
pharmacist, depending on the type of caregiver involved in the consultation. That person 
should be available to respond as quickly as possible to questions from coders about 
vocabulary or clinical or therapeutic aspects related to consultations under analysis. 
 

 

Remark : In most of our works, the coders were university students in language or 
communication sciences, usually passed the mid-term of their first cycle studies. With 
experience, we found that these students are less inclined or less distracted than those trained 
in psychology who often infere or feel intent behind the speech. Students in language or 
communication are used to work with speech at its surface, manifest level. They learn to 
recognize usual forms of talk and their meanings in a community, as they are. They develop a 
sensitivity to contexts of communication, whitout a critical grid. In short, they respond more 
easily to the requirement of a neutral attitude or a neophyte position in coding the content and 
the participation to different themes at different moments of a consultation.  

One may argue that the experience of disease and communication with healthcare providers 
lived by these young coders is brief if not null, and that it could be favourably compensated by 
the knowledge of students trained in health sciences. We can agree. But our main message is 
that the coder must stand as THE witness of the exchanges between a person knowledgeable 
about health, disease, curing and caring and another person well-informed about her experience 
of a problem and maybe some former treatments. Since we presume that the thematic 
categories used in Medicode are contents or concepts largely shared between adults 
frequenting scientific healthcare systems, we assume that the coder will be able to explain, in 
the moment, why he chooses to assign a given theme to what he heard, why he judges that it 
vehicles a new information, why he estimates that the statement is more than neutral, that it 
rationalizes or appeals to emotion... But he does not have to judge if it is good or bad 
communication. It is up to the researcher, whether in context of exploration or hypothesis testing, 
to find statistical trend or evidence that some modes or strategies in the initiation, contribution 
and development of content are more effective than others.  

As coders, supervisors or researchers, we have the privilege of listening to conversations so 
intimate and often distressful. We are all indebted to the people, whether patients or healthcare 
providers, who generously give their contribution to our effort to document and evaluate the 
quests and the provisions of care for the sick.  
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1.3 Overview of the Medicode grid: the forms and the general coding process 
 
 

Note : For the benefice of those who skipped the above differenciation beween RIAS and 
Medicode, the following overview repetes many of the characteristics of Medicode.  
 

 
The coding scheme is essentially based on two types of form : Problem (corresponding 
to the notion of medical condition) and Medication (including medical interventions, like 
surgery or radiotherapy...). Since a clinical encounter is often the occasion to discuss 
multiple health problems and medications, we will use the term 'sheet' to represent each 
form specifically filled by a coder listening to the audiorecording of the consultation. 
Each sheet describes in a systematic way the content (various themes) of exchanges 
related to a given problem or medication and the participation (monological or 
collaborative) of healthcare professional (HCP) and patient (Pt) to these exchanges, all 
along the encounter.  
 
The first type of form deals with the discussions of health problems or medical 
conditions the Pt or the HCP mentions during the consultation. For example, the 
discussion about a health problem may be described in a sheet by the occurrence of 
exchanges on symptom(s) of the problem, causal explanation(s) of the problem, its 
consequence(s) and its non-pharmacological treatment(s). The second type of form 
deals with talks about pharmacological or medical treatments, say their effect(s) 
(positive or negative), the instructions for taking the drug or the precautions to apply 
before or after a surgery, the attitudes towards these treatments.  
 
When a medication and/or health problem is first discussed, the coder starts with a fresh 
and specific Medication or Problem sheet.  He listens to and codes the content of the 
discussion until talk about that particular medication or health problem ends. He then 
comes back to the same sheet if the medication or problem comes up again later on in 
the interview. This updating of a coding sheet continues until there is no more new 
information about the medication or problem. 
 
 

Advices : 1) Medicode mainly identifies and counts themes discussed, that is what the 
participants talk about. It also assesses participants' contribution to the discussions. But it is not 
designed to systematically analyze what the participants precisely express or mean. The terms 
used by the HCP and Pt or the meaning of their expressions may sometimes be noted but that is 
occasional in the coding grid. 2) Note also that Medicode coding does not consider social talks, 
like jokes or chatting about the temperature or the performance of a local sport team, neither 
personal talks, like querying about recent hollidays or the growing of children, unless these talks 
raise information related in some ways to the problem or treatment of the patient. 
 

 
A third type of form/sheet, Summary, allows a more global or qualitative description of 
the communication process. The coder can continuously code in that form when his 
listening is relevant to specific items, but most of the items of that Summary have to be 
assessed when coding the discussions of the interview has been completed.  



 

 

7 

1.4 Definition of the systematic coding procedures 
 
In brief, for each content category (theme of discussion) in the problem and medication 
forms, six measures are usually generated :  

1. is the theme discussed or not ? 
2. if discussed, who initiates the theme (HCP or Pt) ? 
3. if discussed, who talks about (HCP or Pt solely or both in a collaborative way) ? 
4. if discussed, how developed is the discourse of each participant ? 
5. if discussed, which type of influence can be assigned to the talk of each participant ? 
6. if discussed, what is the precision of vocabulary of each participant ? 
 
Here are the definitions of these codes. We will describe later the definition of the 
content or thematic categories. 
 
1.4.1 Coding the presence of discussion on a theme 

 
Note that by default each theme is set to a blank in the forms. At the first level of the 
category, this blank stands for 'Absence of discussion'; and at lower levels (see next 
paragraphs), 'Absence of participation'.  
 
The presence of discussion on a theme is automatically computed when the coder 
assigns a code to 'who initiates' the theme and a one to what is (maybe provisionnaly) 
the mode of participation to the discussion. 
 
 

Advices : 1) We just said that Medicode is basically aimed to identify and count themes 
discussed. Assigning a theme to an expression does not account for the meaning of what has 
been said. For example, coding the presence of discussion about 'adverse effect(s)' of a 
medication does not specifically stand for a message like 'this medication may have severe 
adverse effect'. The original message may have been 'no adverse effect with this medication' or 
'the adverse effects of this medication, if any, are mild and transient'. Thus, coding is basically a 
work of classification of objects (problem, identified or under investigation; medication, simply 
discussed or prescribed) and related subjects (themes) of discussion. From the start, the coder 
must have in mind the differences between the themes predefined in the coding grid. Listening 
to a utterance, the coder must assign a theme to it and then decide if and when there is a 
change of theme. Consider, for example, a utterance in the form of '[name of Rx] is the 
[appearance of Rx] pill you take for your [name of problem OR class of Rx]' There, the presence 
of a theme could be identified on the basis of a minimal part of the utterance, such the naming of 
the medication or the reference to the appearance of the Rx.  
2) In addition to this rule of 'cutting off' of utterances, here is a basic rule in coding: no part of a 
utterance can be ascribed two themes. In the preceding example, hearing the last part of the 
utterance one may think that the theme is the 'name of problem' as well as the 'class of Rx'. But 
the coder must choose between the two. In that specific case, we recommend to code 'class of 
Rx' because as formulated the subject is at first the medication. Should the formulation have 
been 'for your [name of problem], you will take [dosage/instruction] of [name of Rx]', we would 
have coded 'name of problem' instead of 'class of Rx'.  
There may be one exception to that rule of 'no double coding' : the theme '31 or 71 - 
attitude(s)/emotion(s)' (see the description of that below). 
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1.4.2 Who initiates the theme 

 
When the coder recognizes a theme of discussion for a given problem or a medication, 
he retains first 'who initiates' the talk on this theme, the HCP or the Pt. The theme of 
discussion might be initiated by a question, by an assertion of fact or by an opinion. The 
initiation of a theme might occur at the beginning of a turn of talk or it can follows 
another theme during the same turn of talk.  
 
For example, the HCP or the Pt could take the initiative to name the different problems 
he wishes to talk about during the consultation. In such a case, the coder would create 
as many sheets as there were distinct problems mentioned. Then, in each sheet for the 
theme 'problem named', he would code who initiated the theme, and he would 
provisionally code a monological mode of participation if there is no immediate 
confirmation of these problems by the other party or no agreement to talk about them.  
 
1.4.3 Who talks about 

 
We just said in the preceding paragraph that, along with 'who initiates' the theme, the 
coder assesses 'who talks about' that theme. That is the assessment of the mode (or 
style) of participation in the discussion on the theme.  It may be a monologue, a dyad 
and a co-production (dialogue).  
 
It is a monologue when the Pt or HCP begins and is the only one who talks or 
contribute to the development of the theme. The other party does not participate to the 
development of the theme, neither immediately nor later. If the other party intervenes, 
the coder must consider at first the function of the intervention in order to assign to it or 
not a 'contribution to the discussion'. For instance, courtesies, back-channels, repetitions 
or paraphrases are essentially expressed or received as facilitation or encouragement 
for the speaker to go on. They therefore can not be considered as a real contribution to 
'a discussion'.  
 
 

Remark : However, we can code a support reaction from one participant to any of its vis-à-vis if 
it exceeds the 'back-channel', such an expression that has the effect of reassuring or 
communicate his empathy. For more details, see the thematic categories '31 and 71 - Attitude(s) 
/ emotion(s) ' below. 
 

 

At minimum, a contribution to the discussion must be a 'clear answer' to an implicit or 
explicit request for understanding with regard to the content provided or to an implicit or 
explicit request of agreement with that content, no matter if the content is provided now 
or has been formerly during the consultation. Another minimalist contribution may be the 
'expression of a need for' development or clarification of the question, assertion or 
opinion on the theme. Ideally, the intervention of the participant chaining upon the 
instigator of the discussion should be a 'development of the content', a new unit of 
information in the content in question. Given these considerations, the coding of a 
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monological mode of participation to a theme could be provisional until a participant 
adds his contribution to the discussion of a content formerly initiated by the other.  
 
The mode of participation to the discussion on a theme will be coded as a dyad when 
each of the two participants speaks once about the theme. The first speaker may be the 
Pt or the HCP. And the other party’s response may be lengthy with comments, or it may 
be brief, like a yes or no answer to a question, a clear expression of understanding of an 
assertion, an explicit assessment of the relevance of the information provided or a 
simple agreement to an advice. But no third intervention, no feedback or no addition of 
content is immediately chained to this dyad by the instigator. In the same way that we 
said at the end of the preceding paragraph, the coding of a dyadic mode of participation 
to a theme could be provisional until the instigator of the theme adds his feedback 
and/or additional information to the content provided in second turn by the other. 
 
And at the highest level of participation is the co-production (dialogue). It is coded 
when a speaker talks more than once about a theme, that is if he takes at least one 
more turn of speech after his initiation of the theme, while the other has at least one 
intermediate utterance considered as participation. Here again, courtesies, back-
channels, repetitions and paraphrases by the other participant are excluded as 
intermediate utterance in the process. For the same kind of reason, the second turn of 
speech by the instigator must bring a new information about the theme. A repetition of 
an information brought in his first turn of speech would not be considered as a 
contribution to a co-production. There is no limit to the length of the exchange and it can 
develop by pieces throughout the interview. In fact, there may be a series of dyads on 
a theme. The series may be separated by time, but it occurs during the same interview. 
In this case, it is coded Pt co or HCP co, depending on who formerly initiated the theme. 
 
In brief, there are six possibilities for coding the participation to a theme : 

HCP mono:  the HCP begins and is the only one to talk.  The patient does not 
participate. 

HCP dyad: the HCP begins to speak and the patient replies just to what the HCP said, 
without necessarily adding any new content but at least taking position with regard to the 
content. 

HCP co: the HCP is the first to speak about the theme.  There must be more than two 
turns of talk about the theme. 

Pt mono:  the Pt begins and is the only one to talk.  The HCP does not participate. 

Pt dyad:  the Pt begins to speak or asks a question and the HCP answers the question 
or replies just to what the Pt said. 

Pt co:  the Pt begins, but is not the only one to talk.  The HCP also talks about the 
theme.  There must be more than two turns to talk about the theme. 
 
 

Assessment of hierarchical measure : In Medicode, co-production has the greatest 
hierarchical value.  In HCP-Pt talk, if there is co-production about a theme, followed by a dyad or 
a monologue, the greater hierarchical value is always used. Co-production is preferred 
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whenever possible. Remember that a series of dyad on a theme is upgraded to a co-production 
(unless it is repetition of information already provided during the consultation). 
 

 
Additionally, for each content category (theme of discussion), Pt and/or HCP 
contributions may also be assessed by the three following ways :  
 
1.4.4  Elaboration (or development) of discourse 

 
This is an attempt to measure to what extent the contribution of each participant on the 
theme is developed. Development is measured by the variety and elaboration of 
information within the theme.  Simple repetition of the same information does not add to 
development. The value assigned to development of the theme by one participant is 
based on the number of different aspects described within the theme and the number of 
details provided for each of these aspects. Say that one detail for an aspect on a theme 
is a unit of information. So the values for that coding category are ordinal : 

1: one unit of information about the theme; 
2: two different units of information; 
3: three different units of information; 
4: four different units of information; 
5: five or more different units of information. 
 
 

Remarks : 1) although the best assessment is based on counting 'units of information', given the 
subjectivity of the coder in his judgments on the redundancy or the informational value of the 
utterances by one participant and by the other, since these utterances follow each other 
cascading and are often discontinuous, scattered, jumping from one theme to another then 
returning to it, the assessment of development remains an "impressionist" measure in the flow of 
discussions, over the course of listening.  

2) To the notions of "development", "elaboration" and "variety", one could add related meanings 
but with less clear outlines like "complexity" or "nuance" of the words. 

3) Some topics are likely to be more "content-rich" than others. For example, in the Problem 
sheet, the contributions to the theme 'symptom(s)' may be highly elaborated/developed. In the 
Medication sheet, the contributions to the theme 'dosage/instructions' may be the most 
elaborated/developed (eg, in reason of a weaning schedule). So judging the contribution to a 
theme by one participant less elaborated than in another theme does not automatically mean 
that the participant could have said more about the first... 

4) Therefore, one should be cautious in comparing the elaboration/development measures from 
one theme to another. Nonetheless, the measures may be reliably instructive in comparing the 
discussions about different types of problem or of medication, in comparing different types of 
HCP or different types of communication 'model/strategy'... 
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1.4.5  Type of influence  

 
This is an attempt to measure the type of influence used, if any, by each participant. It is 
a description of the speakers’ attempts to convince each other. The speakers use 
arguments in their attempts.  The simplest expression of an argument is the giving of 
information. The code 'Information' represents the least if not a zero degree of influence.  
More strong forms consists of either 'rational' or 'emotional' argumentation.  
 
Rational influence aims at modifying the belief, the attitude or the behavior of the other 
by the mean of a reasoning or a sequence of propositions logically related to each other. 
This may involve empirical data, but these are not simply communicated as information, 
they are articulated in a reasoning leading to a 'logical' conclusion. 
 
The emotional form may be an invocation of authority, competency, credibility, or an 
appeal to the others’ emotions. Some distinguish the first invocation, 'ethos', from the 
second, 'pathos'. We group the two under the global label 'emotional' essentially to 
contrast this form of influence with the 'rational' one, equivalent to 'logos'. 
 
In his attempts to convince the other, a speaker can combine the two forms of 
argumentation and thus exert the more strong form of influence. 
 
Info : Information that does not explicitly suggest a behavioral or attitudinal change in 
the other. 

HCP Crestor is pretty effective. 
 
Rational 

HCP You must reduce your salt intake because salt aggravates blood pressure. 

HCP I suggest you start taking two in the morning.  
Pt  You know, this medicine already made me feel like I was going to fall. 

 
Emotional  

HCP You NEED to take this problem more seriously! 

Pt I don’t want to take my blood pressure medications, my brothers died when 
they began their treatment 

HCP This medication would be good for you. 
Pt Not another medication! 

 
Rational and Emotional 

HCP You have to do something about your smoking, it’s killing you. 
Pt I know why I should stop, but understand, smoking also calms me down. 
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1.4.6  Precision of vocabulary 

 
This refers to the precision of the terms in the discussion on a particular theme.  The 
categories are as follows : 
 
'Yes/no' answer : Without repetition of any word from a closed ended question or 

without the use of any other words, a 'yes/no' answer is considered not applicable 
(N/A) to assess a 'degree' of precision of the vocabulary. In the same sense, a simple 
wording 'okay', without any modulation like 'absolutely okay' or 'it seems okay', is N/A.  

 
Common terms : Usual, familiar, everyday terms used by the average person, lay 

people. Including normalized feedback utterances, like 'I understand', 'It makes 
sense', 'I agree with you' or 'No problem'... 

Cholesterol pills (class of Rx) – common 

Take 2 pills twice a day (dosage) – common 

High blood pressure (name of problem) – common 

High blood sugar (name of problem) – common 
 

Specialized terms : Medical, technical or scientific terms.  Includes units of 
measurement (except weight, height, discussed with common terms) and the names 
of medications.  Specialization takes precedence within a particular theme, unless an 
effort is made to paraphrase in a common vocabulary. 

Crestor (name of Rx) – specialized 

Pills for hyperlipidemia (class of Rx) – specialized 

Take 1 10mg pills twice a day (dosage) – specialized  

Your HDL cholesterol is stil too high (problem control) – specialized 

You had a pulmonary embolism following poorly controlled phlebitis of the 
right lower limb. (name of problem - explanation) – specialized 

 
Common and specialized terms : The two types of vocabulary are used - whether the 

terms appear in one stream as an effort to translate between the common and 
specialized terms or they appear separately or independently within a specific theme. 

The problem is hypertension or high blood pressure (name of problem) 

Take 20mg a day- that’s two pills a day. (dosage) 

Doctor, I’ve been having migraines for a few days. (name of problem) 
 
 

Note : The content of a particular theme does not affect the vocabular of another if one falls 
inside the other. 
 Are you taking your Crestor? (compliance – common) (Rx name – specialized) 
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II. PROBLEM/SYMPTOM(S) FORM 
 
 
2.1 Overview and general considerations 
 
A problem is a physical or psychological condition of the patient which is now object of 
diagnosis and maybe plan of treatment, which has already been diagnosed and treated 
or which is actually under treatment. So a problem may be addressed as part of the 
medical history of the patient or in a context of follow-up. It may also be a new condition 
described by the Pt and / or HCP as a concern, for example a risk factor or a warning 
sign of a more serious disorder, or it can be considered a real problem, be it annoying or 
disabling. 
 
Listening to the Pt-HCP exchanges, the coder can recognize the start of a discussion 
about a particular problem by various forms of speech. For example : 

− a precise statement or a vague and complex description; 

− a complaint (concern, discomfort or pain ...); 

− a history (onset and progression, care, family history ...); 

− an analysis of the symptoms (location, nature, intensity ...); 

− a hypothesis or an explanation of the responsible factors; 

− an association with a treatment (domestic or specialized). 
 
In brief, these ways of speaking on the part of the Pt or the HCP seem quite clearly to 
concern a problem addressed as : 

− a reason for the consultation; 

− an explicit 'target' for proposal, follow-up, review or exclusion of treatment; 

− a condition addressed for screening or risk prevention. 
 
We will examine later in detail how to code the content of discussion about these objects 
of conversation. We now wish to emphasize a few rules and advices to guide the coder 
in his decision to create or not a distinct sheet for a problem identified or described 
during the consultation.  

• The absence of association with other identified problems. 
A problem / symptom not associated with others is considered distinct, and a distinct  
sheet is ascribed to it. So no distinct sheets are created for various symptoms 
describing a 'problematic condition', even if the patient mentions that he is 
particularly inconvenienced by some of them (eg, a diabetic’s persistent thirst). As 
well, a discussion about causes or consequences of the problem should not be 
coded under separate sheets (eg, allusion to a phlebitis as the cause of the 
diagnosed pulmonary embolism, or warning of possible renal dysfunction due to lack 
of diabetes control).  

• The discourse of the participant. 
If the HCP explicitly distinguishes problems which, in the beginning, seemed to be 
related as a general condition in the description by the Pt (eg, "I feel really bad; I 
have pain here and breathing is difficult"), the coder must create separate problem 
sheets, for example:  
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Problem sheet - Abdominal pain ; Problem sheet - Breathing difficulty 

Similarly, the patient may separately present problems that are subsequently linked 
in the description of a "medical condition" by the HCP. In this case, the coder would 
create separate sheets at the beginning and additionally creates a new Problem 
sheet when the HCP takes stock of the overall condition. 

• The reference to a specific treatment for the problem / symptom. 
If a problem / symptom (whether it is linked or not to others in a 'problematic 
condition') is isolated, targeted or discussed apart for a particular treatment, 
pharmacological or not, a problem sheet is created specifically for it. We insist on the 
terms 'isolated, targeted or discussed apart', because as long as some problems / 
symptoms are discussed in association, in a stream of brief informations or advices 
for their prevention or treatment, the coder may go on coding the non 
pharmacological advices in the Problem sheet created for the 'problematic condition', 
but nonetheless he must create distinct Medication sheets for the pharmacological 
prophylactic or curative treatments. So, when one problem / symptom is 'discussed 
apart' for a specific treatment, first the coder notes in a text field reserved for the 
most appropriate naming of the 'problematic condition' that the discussion is 
developed in another Problem sheet with a given name. Second, in the text field 
reserved for the most appropriate naming of the isolated problem / symptom, he 
notes that this Problem sheet is an extension of or a parenthesis related to the 
'problematic condition' named such or such. These annotations are useful for the 
data analyst to track specific shifts in the coding of a 'problematic condition'. 
 

 

Advice - Part 1 : The rules / guides for the isolation of a problem / symptom after its association 
to others can sometimes embarrass a coder in his decision making, or it may bring him to adopt 
spontaneously, without hesitation or doubt, a strategy that later appears divergent from the 
expectation of the researcher(s) / clinician(s) in the project team.  

For example, imagine that during the discussion of the 'pulmonary embolism' (PE), after the 
HCP mentioned the phlebitis as the cause of the problem, he initiates a discussion about the 
mechanisms which differentiate the superficial and the deep phlebitis, and goes on with some 
information about prevention of deep phlebitis (eg, compression socks, blood thinners). One 
coder may react immediately in creating a 'phlebitis' Problem sheet. But since the cause and 
mechanism of the phlebitis seems to be the same than the cause of the PE (ie, a blood clot), 
another coder may wonder if all these discussions should not be coded as themes related to the 
explanation and prevention of the PE... In such a case, our advice is that the coder consult his 
supervisor, which may need to consult the clinician in the team.  

Here is another example of that kind of divergence between the choice of the coder and the 
expectation of the researcher : a patient arrives with a description that clearly suggests a 
gastroenteritis. At some point during the consultation, the HCP begins to discuss specifically the 
patient's dehydration, which he considers not yet critical, but important enough that a solute is 
needed to "boost" the patient. The coder creates a Problem sheet 'dehydration' and a 
Medication sheet 'solute'. But while compiling the codings, the researcher remarks the strategy 
and he comes to the conclusion that it was not necessary to distinguish the 'problems'. He 
prioritizes the idea of coding this as the discussion about a consequence of the original problem 
of gastroenteritis and about a more advanced treatment of this general 'problematic condition' 
instead of considering dehydration as a separate and specifically treated problem.  
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All this to highlight that if a coder should be guided by observable communication shifts, he 
should as well be guided by clinical considerations judged important with regard to the data 
analysis.  

Part 2 : The two coding strategies (isolating a problem / symptom from others previously 
associated or sustain the coding of discussions about this problem / symptom as part of a global 
problematic condition) obviously produce differing data. But it is pertinent to precise the nature of 
the potential differences.  

On the side of Medication sheets, there is no difference between the data of these two strategies 
since every medication must count its sheet. But on the side of the Problem sheets, the first 
strategy increases the number of sheets, and as a result increases the value of the variable 
'number of health problems / symptoms discussed'. If the researcher wishes to frame this 
variable under the concept of 'health condition eventually subject to a complex curative and 
symptomatic treatment', one must know that it is possible to move the data from the additional 
specific Problem sheet back into the 'global condition' sheet. Since it concerns the data 
processing, we will  address this in another document. On the other hand, if the data were coded 
within the 'global condition' sheet, the analyst could not be able to extract coding relative for 
example to explanation, mechanism or management of a specific symptom. In brief, the 
'isolation' strategy may be the best when the study has no clear goal of processing the data at 
the clinical level of a global, complex condition. 

Part 3 : Many of the questions frequently raised by HCPs are not to explore the symptoms of a 
specific problem under discussion. They are used to check the patient's overall health or medical 
history. The exchange on these issues should not be considered a specific concern or problem if 
the Pt does not confirm the existence of the condition in question (eg, he answers 'no' or 'I don't 
know'). But the coder should create a sheet if the question gets confirmation of a past or present 
condition, for example an allergy or heart surgery (note that a developed discussion about the 
process and effects of a past medical intervention like a surgery could be coded in a Medication 
sheet; if the intervention is only mentioned to refere to a severe problem, the coding should be 
done in a Problem sheet). In the end, such a sheet may have been created solely to code the 
theme "problem named" with HCP-initiative in a dyadic mode of participation, but its creation 
may also have been useful for the coding of subsequently occurring themes, such as "self-
management" or "treatment" of the problem. Note that for the purpose of analysis of the 
discussions, a researcher may want to distinguish these kinds of problem from other more 
important ones in his study, like the reason of consultation in a walk-in clinic or in the emergency 
room, or like a particular chronic disease subject to follow up by the HCP. That distinction is 
made possible by a code assigned to the problem, that we call its 'status' (see below). 

Part 4 : Even if no type of problem or concern is a priori excluded from coding, it is up to the 
principal investigator to tell the coder (or his supervisor) whether some and which ones do not 
deserve to be covered in a Problem form. But here is a basic precaution or warning: One must 
avoid creating the illusion that a problem of the patient was discussed explicitly in the current 
consultation when there was only an allusion to it. For example, if the HCP or the Pt initiates an 
exchange on the question of a drug renewal or its adverse effects (say Metformin), without any 
of them raising any other form of discussion about the problem, we will not create a Problem 
coding sheet (for blood sugar or diabetes), but the comments will be coded in a Medication form. 
 

 
We will now describe the multiple codes available on one part, to identify and classify 
the problem, and on the other part, to describe the content and participation in the 
discussions about a problem. It would be useful, if available, to view the Excel coding 
form in parallel.  
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2.2  Fields for the identification and classification of the problem 
 
In the upper part of the coding form, there are four text fields to gather the terms used by 
the participants when they name or describe the medical condition, its symptoms and 
associated medications. There is also one drop down menu for the coder to classify the 
problem under one of at least six predefined status of discussion. 
 
A) Problems according to HCP  

This is a text field for the identification of a problem by the HCP, or any references by 
the HCP to a problem or to symptoms mentioned by the Pt, staying as close as possible 
to the HCP’s vocabulary (including diagnostic questions or hypotheses, which are then 
marked with a '?').  Write all the different ways of referring to the problem. If the HCP 
presents a counter-diagnosis (for example, “no, you can’t possibly have whooping cough 
at your age”), the coder will account for this by writing “whooping cough (x)”. On the 
other hand, if the HCP diagnoses a new problem (“that sounds like laryngitis”), the coder 
will account for this by writing “laryngitis (!)”. 
 
B)  Problems according to Pt   

This text field is to note the description of the health problem or symptoms by the Pt, 
staying as close as possible to his vocabulary.  Write all his different ways of referring to 
the problem or symptoms (including the terms used in his questions or hypotheses, 
which are then marked with a '?'). If the Pt rejects a hypothesis of diagnosis, for 
example, “I don't believe it is a pneumonia”, the coder will account for this by writing 
“pneumonia (x)”. On the other hand, if the Pt makes a hyothesis (“it seems like a 
bronchitis to me”), the coder will account for this by writing “bronchitis (!)”. 
 
C)  Associated medication(s)/treatment(s)   

According to the mention by HCP or by Pt, note the medication(s) associated with 
treatment of the medical condition described in the text fields A and B Problem 
according to HCP / Pt.  
 
D) Most appropriate name for the problem 

This coding category serves as a first key for the grouping of problems discussed in a 
corpus of consultations. From all the names used by the HCP and Pt to name the 
problem, the coder must choose the one that identifies it the best and the most 
accurately, preferably the scientific name. That first categorization should then be 
revised by a clinician or the researcher for the purpose of first, validating the choice of 
the coder, and second, sorting the targeted problems in the study. 
 
E) Status of the problem 

The category of status is employed to indicate how the problem is contextualized in the 
consultation. For example, is it seemingly discussed for the first time or not with the 
patient? Is the problem addressed for its usefulness to understand the actual condition 
of the patient or to prevent some other problems? Thus, the status assigned may be one 
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of the following : new problem, first follow-up, repeated follow-up, medical history, 
screening, risk/prevention.  

• A 'new problem' can obviously be presented by the patient, but it can also be raised 
by the caregiver following palpation, auscultation or the reading of test results. 

• 'First follow-up' is coded in cases where the problem would have been mentioned 
for the first time at the last visit. Therefore, this would be the first time the problem is 
revisited. In cases of chronic diseases, following up on this particular problem for the 
Nth time, the code shall be 'repeated follow-up'.  

• 'Medical history' is the status for past problems identified and discussed (see Part 3 
in the previous Advice). Discussion of medical history in the patient's family can be 
addressed as a potential explanation for a problem under investigation. 

• Any discussion between the Pt and the HCP about a disease important to detect 
early will be coded under 'screening'. Prototypes are the screening of colorectal, 
breast or prostate cancer.  

• The prototype of 'risk / prevention' status of a discussion is on weight control, 
physical activity, smoking, alcohol, stress, in short on any risk or protective factor for 
health in general. However, the discussion of a risk or protective factor addressed for 
the prevention, management or non pharmacological treatment of a problem 
specifically discussed will be coded in the sheet for this problem. 

• Finally, the status code 'undefined' categorizes the discussion of problems that 
cannot be classified under another status. 

 
 

Advice : The coder should have in mind that every themes could be discussed with problems of 
any status.  
 

 
 
2.3  Themes of discussion about the problems 
 
The Problem form counts 31 predefined themes. The coder works at the level of these 
basic themes. But the researcher usually analyzes the results at the level of 
'overarching themes'. The Problem form counts 9 of these overarching themes. In the 
Excel coding form, the basic themes are grouped under their overarching category. So 
the themes will be presented here in the same order. 
 
 

Remark : The numerotation assigned to each coding category will appear disordered. The 
reason is that, for compatibility, the templates of the coding forms initially developed with the 
Helix database management software have been transposed in Excel spreadsheets. And for the 
purpose of easy matching of the categories in the new template with the original one, we kept 
the same numbers used in the original setting. But the coding categories have been grouped in 
the Excel version in (we hope) a conceptually more convenient order.  
 

 

Here is an overview of these overarching and basic themes:  
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Problem Sheet 

  Overarching Theme   Basic Theme(s) 

      

  Problem designation  Problem named 

      

  

Symptom(s) of the 
problem 

 
Symptom(s) 

      

  
Causal explanation(s) 
of the problem 

 General discussion relating to potential causes of the problem 

   Specific explanation relating to lifestyle : alcohol ; diet ;  

   physical activity ; stress ; tobacco ; or other 

      

  
Characteristic(s) of the 
problem 

 Mechanism(s) described  

   Course of disease/illness  

   Type of disease/illness (prognosis) 

      

  

Consequence(s) of the 
problem  

 Consequences for functional status 

   Consequences for psychosocial functioning 

   Consequences for lifestyle  

   Economic consequences 

      

  Explanation(s) of 
treatment other than 
pharmacological or 
medical 

 General discussion of treatment (other than pharmacological) 

   Specific lifestyle change as part of treatment : alcohol ; diet ;  

  
 physical activity ; stress ; tobacco ; or other 

      

  

Control of the problem 

 Control of the problem (targets, assessment...) 

   Teaching about devices for monitoring the problem 

   Self-management or monitoring of the problem 

      

  

Attitude(s)/emotion(s) 

 Positive/negative attitudes or emotions towards the problem 

   Positive/negative attitudes or emotions towards treatment  

   (other than pharmacological or medical) 

      

  Follow-up of the 
problem 

 Follow-up of the problem (physical exam, test planning and/or 
review...)  

   Indications for extraordinary follow-up  

   Recommandation referral for consultation with other HCP(s) 
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Remark : Remind that for each theme, there are at least 6 possible measures :  

1. is the theme discussed or not ? 
2. if discussed, who initiates the theme (HCP or Pt) ? 
3. if discussed, who talks about (HCP or Pt solely or both in a collaborative way) ? 
4. if discussed, how developed is the discourse of each participant ? 
5. if discussed, which is the type of influence recognized in the talk of each participant ? 
6. if discussed, what is the precision of vocabulary for each participant ? 

The first 3 measures are completed in one step when the coder ascribes in the sheet the 
occurrence of discussion on the theme choosing the relevant code of initiative and participation 
in the drop down menu of the blank cell. Each of the 3 other measures is doubled since it may 
be applied to the HCP and/or to the Pt.  

− the elaboration measure (titled Development in the form) is assessed by a choice in a scale 
of 1 to 5 units of information (see the blue cells in the Excel form) ; 

− the influence measure is assessed by a choice in a list of types of argumentation (see the 
orange cells) ; 

− the precision of vocabulary measure is assessed by a choice in a list of qualitative 
appreciation of the terms used (see the purple cells). 

The numerotation of these coding categories use sequential numbering. But sometimes, there 
are additional intermediate coding categories, like under the thematic category 31 - 
Attitude(s)/Emotion(s) vs the problem, which contains sub-categories like 31.1 - Kind of... or 31.3 
- Orientation/intensity of... In cases like these, the numerotation develops in an outline or 
hierarchical mode in the coding forms. 
 

 

Designation of the Problem  

 
001 - Problem named 

If the problem is not only described or explored by discussing symptoms (the following 
thematic), but is referred to or stated with a specific name (common or specialized). It is 
important to make a distinction between the name of a health parameter and that of a 
real problem. For example, in the following statement : 

HCP  I'm going to take your blood pressure ... 120/80, that's normal, even great 
at your age. 

blood pressure is not problematic, hence there is no problem named. But a problem is 
referred to in the following : 

HCP - Your blood pressure is still too high. 
 
 

Notes : 1) When the HCP names a series of problems, like 'I see in your record that you are 
treated for asthma... hypertension, cholesterol... prostate... and insomnia', the coder can create 
a sheet for each of these problems with the occurrence of the theme 'problem named'.  
2) 'Problem named' may remain the only one theme in the discussion of the problem. In the 
example above, even the formulation does not distinguish if the problem is discussed as a first 
or as a repeated follow-up, it is only stated as an active problem in the patient's record. These 
informations may appear useless to the reseacher for his final analysis, but in case it would be 
useful, the coder should code as it is.   
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Symptom(s) of the Problem 

 
01 - Symptom(s) discussed 

Any reference to observable signs (eg, skin color, rash, cough, flegm), measurable 
states (eg, body temperature, hearing or vision loss) or to sensations / feelings (eg, pain, 
dizziness, anxiety, loss of taste) related to physical or psychological functioning. These 
mentions or descriptions serve to assess the nature and severity of a new medical 
condition or to evaluate the state or the evolution of an already known health problem. 
Here are a few questions that may be addressed by the HCP and answered by the Pt to 
evaluate the problem : 

− Since when has it been present? 

− Under what circumstances did it appear? 

− If it's pain, how describe it? 

− When does this happen? 

− How long is the symptom present? 

− What makes it worse or relieves it? 

 

Causal Explanation(s) of the Problem 

 
21 - Explanation(s) in general 

Reference to events (exposure, behaviour, concomitant illness, etc.) identified as the 
source of the onset or development of the problem.  This category deals with causes 
considered by the HCP as well as those considered by the patient.  Causes can be 
those accepted scientifically (eg, heredity, contagion) or they can arise from popular 
explanations; for example, drafts cause colds. The utterance can be a question or an 
affirmation. 

 Pt My arm hurts. (symptoms) 
 HCP How did you do that? (explanation) 
 Pt I fell down the stairs. (explanation) 

The explanation usually refers to causes outside of the individual that could be the 
source of the problem. For internal causes, physiological or neuronological, determine if 
the explanations would be better under the theme 11 - Mechanism(s) described.  
 
211 to 261 - Specific lifestyle(s) habits as explanation(s) or risk factor(s) 

When the explanation refers more specifically to a lifestyle or occupational risk factor, 
the coder must code under one or more of the 6 themes numbered from 211 - Alcohol... 
to 261 - Other lifestyle... The 'Other lifestyle' category may refer to leasures or 
occupational habits. 

Pt Whenever I have an apple at night, my sugars go up to 9. 

HCP You sure like your extra desserts don’t you?  

HCP How many hours a day do you pass in front of a screen ?  
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Characteristic(s) of the Problem 

 
11 - Mechanism(s) described  

Any reference to anatomy or physiological functioning associated with the problem or 
part of the problem.  

HCP There are two phenomena in asthma: constriction and inflammation of the 
bronchi.  

 
131 - Course of disease/illness 

This category refers to the future development of the disease/illness 
(problem/symptoms), its progression or its course, with or without treatment.  

HCP The severity of the symptoms of your Crohn’s disease may vary over the 
coming months. 

HCP The chronic lung disease will progress, and worsen, if you don’t stop 
smoking.  

HCP Asthma is characterized by periods when it is worse and periods when it is 
better. 

HCP You have to allow ten days to get over the flu.  
 
 

Notes : 1) General statement of 'prognosis' of the disease/illness is rather coded in the following 
141 - Type of disease/illness...  2) If it is question of the delay of effect of non-pharmacological 
treatments, it is under this theme that the discussion should be coded. 3) But if pharmacological 
treatments are referred to, statement about the future of a disease/illness could be coded under 
the 141 - Delay of expected effect... or under 251 - Consequence(s) of non-compliance... within 
the specific Medication sheet. 
 

 
141 - Type of disease/illness (prognosis) 

This category refers to the type of problem, whether it is curable, manageable or 
preventable (or the opposite). If more than one type of prognosis is questioned or 
mentioned, the coder retains the most optimistic. For example, about diabetes: 

 Pt Is there a cure for this? 
 HCP You know that there is no cure for diabetes. (prognosis - curable) It is a 

chronic illness but it can be controlled very well (prognosis - manageable) 
by eating a balanced diet and getting regular physical activity (explanation 
- diet ; physical activity). 

Pt I’m really worried about catching the flu (attitude(s)/emotion(s)) 
HCP You know, there are many ways to prevent your catching the flu 

(supports/reassures - prognosis - preventable) 
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Consequence(s) of the Problem 

 
91 - Consequence(s) for functional status 

This category refers to the consequences the problem or its non pharmacological 
treatment has on the patient’s functional status (physical and cognitive abilities, 
physiological functioning, mental state, or mobility).  

 Pt It’s hard to walk because of the pain. 

 Pt I’ve had trouble concentrating since the accident. 
 
101 - Consequence(s) for psychosocial functioning 

This category refers to the consequences the problem or its non pharmacological 
treatment has on the patient’s psychosocial functioning (belonging to a social network, 
activities, get-togethers, and interpersonal relationships). 

 Pt I don’t like to have dinner with people (since I am in depression). 

Pt I’ve lost my friends since I got sick because I can’t do the same things 
anymore. 

 
111 - Consequence(s) for lifestyle 

This category refers to the consequences the problem or its non pharmacological 
treatment has on the patient’s lifestyle (diet, mealtimes, drinking, individual 
hobbies/pastimes, exercise, time the patient goes to bed/gets up in the morning). 

 Pt My throat is so sore, I can’t even smoke anymore. 

 Pt Since my fracture, I can’t go jogging anymore. 
 
121 - Economic consequence(s) 

This category refers to the consequences the problem or its non pharmacological 
treatment has on the patient’s economic situation (loss of revenue, additional expenses, 
etc.) 

 Pt I’ve spent a fortune getting treatment. 

Pt I don’t have insurance for physiotherapy treatment. 
 
 

Advice : A coder must distinguish when the exchanges about actual or potential consequences 
are linked to the discussion of the problematic condition or to the discussion of pharmacological 
or medical treatment (see the Medication sheet themes : 111 or 121 - Evidenced/expected or 
observed effect, 160-166 - Possible or observed adverse effect(s) or 251 - Consequence(s) of 
non-compliance). 
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Explanation(s) of Treatment Other Than Pharmacological or Medical 
 

'Non-pharmacological treatment' is a very extensive category. It can refer to treatments 
provided by healthcare professionals other than physicians, say physiotherapy, 
occupational therapy, psychotherapy, orthesis/prosthesis... The category covers also 
discussion about specific lifestyle habit or hobby/leasure which a patient can manage to 
improve his condition. The discussion could be explanation(s) of possible or 
recommended treatment(s) or it can be review(s) about past or active treatment(s). 
These discussions may refer to indications or contraindications, expected or 
observed effects (beneficial as well as undesirable), procedures and precautions for 
the treatments, all under one and only theme, in a general (code 61) or specific (code 
611 to 661) category. 
 

61 - Explanation(s) in general 

The code 61 - Explanation(s) in general is used for the discussions about professional 
treatments other than medical interventions. 

 Pt My physiotherapy appointment really helped. 

 HCP Did going to the chiropractor help? 

 HCP How about an orthosis? 

 

Notes : 1) This code 61 can compete with another, that is 171 - Recommendation or referral(s). 
Hence, part of a discussion about a non pharmacological treatment can be coded as the 
occurrence of a recommendation/referral, but if the patient asks for explanations or the HCP 
develop his recommendation with explanations, this other part of discussion should be coded 
under this code 61.  
 

611 to 661 - Specific lifestyle habit(s) as treatment(s) 

When the non-pharmacological treatment refers more specifically to a lifestyle habit, a 
hobby/leasure practice or a behavior in occupational setting, the coder must code under 
one of the 6 themes numbered from 611 - Alcohol... to 661 - Other lifestyle... The 'Other 
lifestyle' category may refer to changes in leasures or occupational settings. A coder can 
also use this 'other' category for explanations on cleaning and dressing a wound, on 
using cold or hot for sore muscles... 

HCP To reduce your salt intake, you have to avoid canned foods and deli meats.  
And don’t put the salt shaker on the table. (diet as treatment) 

Pt I walk 1 km a day. 
HCP Maybe you should also go to the gym. (physical activity as treatment) 

HCP It should be good to reduce your exposure to the screens or at least to take 
frequent pauses to rest your eyes. (other lifestyle as treatment) 

 Pt I used compresses to relieve it. (other lifestyle as treatment) 

Note that lifestyle modifications may be addressed in general (code 61) : 

HCP Have you been keeping up with your lifestyle modifications?  
Pt Yep (explanation in general).  
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Control of the Problem 

 
41 - Control of the problem 

Pt and/or HCP discuss if, when or why they can say that the illness or its symptoms are 
well controlled, under-controlled or not at all.  

HCP You know your asthma is under control when you don’t need your rescue 
medication. 

Pt My numbers fluctuate a lot. How can I know if overall my pressure is good 
enough?  

Pt How do you find my numbers? 
HCP Not so bad, obviously better than the last time, but not yet at target. 

 
 

Notes : 1) if the HCP qualifies a test result whitout mentioning the numbers and without stating 
what it means with regard to the control of the disease, this qualification will be coded along the 
theme 51 - Follow-up of the problem (see below), since the patient can only treats this 
qualification as the test result. 2) Discussion about the time required for the illness or its 
symptoms to disappear may be coded under this theme of 'control of the problem' or under the 
theme 131 - Course of disease/illness. But as stated earlier (see advice #2 in 1.4.1 Coding the 
presence of discussion on a theme, page 7), the coder must choose, he can not code such a 
utterance under the two themes. 
 

 
81 - Teaching about monitoring devices 

If the patient asks for and/or the HCP provides information about how to use measuring 
devices, like those used for asthma, diabetes or hypertension, for example. 

 HCP Look. Here is how to use a peak flow meter. 

 Pt How do I use this glucometer? 

 HCP I’ll show you how to use this blood pressure monitor. 
 
151 - Self-management of the problem 

This category pertains to discussions about the fact that the patient acts or could act to 
monitor the problem (measuring the state of the condition, from which one might assess 
the effect produced by certain treatments or the correct dosage of medication to 
consume). This category also includes a review of the patient’s home readings. 

 HCP Is there someplace you can take your blood pressure? 

HCP Don’t forget to test your blood sugar before every meal. 

HCP So, 8,8 has been your lowest sugar for last week? (looking in Pt’s sugar 
diary) 

 Pt I keep a calendar of my symptoms. 

 Pt I measure my expiratory rate regularly. 
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Attitude(s)/Emotion(s) 

 
31 - Attitude(s)/Emotion(s) vs the problem 

The patient, and sometimes the HCP, expresses an emotion about the patient’s 
problem. Note that the expression of positive attitude/emotion is also possible, for 
example when the diagnosis or the evolution of the problem is reassuring. 

At some point, the patient may insist on knowing the causes of the problem, display 
anxiety, make troubling hypotheses, dramatize or worsen comments to indicate the 
seriousness of the situation.  

Pt Maybe it comes from my family.  Is that possible?  Could it come from my 
family? (explanation of the problem - attitude(s)/emotion(s) : worry) 

Pt It really hurts. (symptom(s)) I’m afraid it’s my gallbladder? 
(attitude(s)/emotion(s) : fear? - name of problem) 

Pt I’m terrified at the thought that it might be cancer. (attitude(s)/emotion(s) : 
fear - name of problem) 

Pt I’m ashamed of having an STD and I feel so dirty. (attitude(s)/emotion(s) : 
shame - name of problem) 

 
 

Caution : We saw before that the coder should not, as a basic rule, ascribe two themes to a unit  
of content. But we considered one kind of exceptions. For example, the first three utterances 
above should be 'double-coded' under 'attitude(s)/emotion(s)' in parallel with another theme, but 
to the last utterance, we would not ascribe 'name of problem' along with 'attitude(s)/emotion(s)', 
unless the term 'STD' is the first mention of the problem. We base the distinction on the notion of 
information. In the first intervention, Pt makes a hypothesis for explanation of the problem and 
he implicitely communicate that this explanation - not the problem - is a kind of concern for him. 
In the second and third interventions, in naming it the patients make also a hypothesis about the 
diagnosis of the problem and he implicitely communicate that this hypothesis - not the real 
problem - is a kind of concern for him. Note that the notion of 'diagnosis' is associated with the 
'naming' of the problem. Remind that when the naming is a hypothesis, the coder should note in 
the field 'A) and/or B) problem according to...' the term used along with a '?' (see page 16). 
 

 
71 - Attitude(s)/Emotion(s) vs non pharmacological treatment 

This category refers to the expression of emotions about treatment, but does not include 
expressions of emotions associated with medication. 

 Pt I hate going on a diet. 
Pt Putting this pump in my mouth is disgusting. (medication sheet; mode of 
administration - attitude(s)/emotion(s) : disgust) 
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Follow-up of the Problem 

 
51 - Follow-up of the problem 

The HCP and/or Pt discuss the frequency of appointments required to be sure that the 
problem has resolved or is under control.  This may include a discussion of tests or 
evaluations by third party in relation to the course of the illness.  This category also 
includes comments about the need for follow-up, the schedule of follow-up, the change 
in follow-up, the end of follow-up, in brief any information about the relevance or difficulty 
to comply with a plan. 

HCP We should see each other every three months to start.  Then, if everything 
goes well, we can spread the appointments out. 

HCP In two weeks, make an appointment with the lab to have these tests.  
They’ll send me the results and we can make another appointment if 
necessary. 

 
161 - Indication(s) for extraordinary follow-up 

The HCP gives advice/instructions or the patient enquires about the need for 
unscheduled, extraordinary follow-up of the problem. 

HCP If the fever hasn’t gone down in 48 hours, you’ll have to come back. 

Pt If I understand what this says, I have to come back to the clinic or go to 
Emergency if my child becomes drowsy or vomits (for head trauma). 

 
 

Note : Give or ask for information about the usual or a planned follow-up should rather be coded 
under the previous theme 51 - follow-up... 

 HCP Come see me again in a month with your blood pressure readings. 
 

 
171 - Recommandation or referral(s) 

When there is a mention or a discussion of the relevance or need for a consultation with 
a third party, who may be a doctor or another healthcare professional. 

HCP I’m going to send you for a consultation in Orthopedics; then we won’t 
have to worry about it. 

Pt I thought that maybe I should see my specialist again. 
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III. MEDICATION/TREATMENT FORM 
 
 
3.1 Overview and general considerations 
 
A medication is a pharmacological treatment aimed at curing, controlling, alleviating or 
preventing a health problem, be it physical or psychological. The drug can be prescribed 
or renewed by prescription. It can also be an over-the-counter product. It can be 
discussed as a possible or an excluded treatment option, ultimately not prescribed. It 
may be a self-administered medication or it may require the intervention or 
supervision of a healthcare professional, for example, corticosteroid injection, 
chemotherapy... 
 
As we said in the Problem section (page 23), 'non-pharmacological treatment' is a very 
broad category. It can refer to treatments provided by healthcare professionals other 
than physicians, say physiotherapy, occupational therapy, psychotherapy... The 
category covers also discussion about specific lifestyle habit or hobby/leasure which a 
patient can manage to improve his condition. In the beginnings of Medicode use, the 
consultations collected for analysis were conducted in primary care, for diagnosis and 
treatment of relatively benign, transient conditions or at most for the monitoring of 
common chronic conditions. In these contexts, discussions about all non-
pharmacological treatments were coded in the Problem form. But when we were 
confronted to consultations with patients in a more severe condition, it turned out that 
the Medication form appears more appropriate for coding discussions on medical 
interventions such as surgery or radiotherapy. Another case would be discussion about 
electroconvulsive therapy.  
 

 

Remark : Our choice to code the discussions of medical interventions in Medication/treatment 
sheets is based on the fact that such interventions are usually more invasive than those 
practiced by other HCP. They have an increased potential for the risk and the severity of harmful 
effects or consequences, which may be transient but also more or less persistent if not 
irreversible. Thus they are usually more extensively discussed by a physician and his patient, 
before as well as after the intervention. For these discussions, the Medication/treatment form 
offers a more refined coding scheme - treatment by treatment and theme by theme - than the 
Problem form offers for other non-pharmacological treatments. In a Problem sheet, the 
explanations of non-pharmacological treatments are coded under a single theme, in a general 
(code 61) or specific (one of 611 to 661) category.  

Nevertheless, coding discussions about non-pharmacological treatments within the Problem or 
the Medication sheet remains the choice of the researcher(s). Imagine, for instance, that the 
research involves a few different HCP taking care of patients in rehabilitation after a severe head 
injury or a stroke. In such a case, the researcher may decide that the discussion of every 
specialized treatment, be it medical, psychological or reeducational, will be coded in the 
Medical/treatment form, since each HCP will explain his treatment and will inquire about its 
effects more extensively than he would do about the treatment provided by other HCP. If the 
goal of the researcher is to compare the way different HCPs discuss the treatment plans with 
their patients, these discussions should be coded and analysed within the same scheme. 

Note : Hereafter, the terms 'medication' and 'Rx' may stand for 'medical treatment'. 
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3.2  Fields for the identification and classification of the medication 
 
In the upper part of the coding form, there are four text fields to gather the terms used by 
the participants when they name or describe the medication(s) associated with health 
problem(s). There is also one drop down menu for the coder to classify the medication 
under one of at least six predefined status of discussion. 
 
 
A) Medication according to HCP  

Write all the terms used by the HCP to indicate the medication, from the most general 
(e.g. pills, medication) to the most specific (e.g. Tylenol, Diabeta, etc.). There may be 
several ways to say the same thing. 
 
 
B)  Medication according to Pt   

Write all the terms used by the patient to indicate the medication, from the most general 
(e.g. pills, medication) to the most specific (e.g. Tylenol, Diabeta, etc.). There may be 
several ways to say the same thing. 
 
 
C) Associated problem(s)  

Indicate the standard specialized term used by the HCP or patient to indicate the health 
problem associated with the medication. It is usually the diagnosis made by the HCP. It 
frequently matches the description given in the Problem/Symptom(s) record. A 
medication may be named without being associated with any problem in the dialogue. 
 
 
D) Most appropriate name for the medication 

The proper name of the medication must be entered from all the names used by the 
HCP and patient. To do this, choose the one that identifies the medication the best and 
the most accurately and indicate that. The medication can be named by its class (blood 
sugar tablets or statins) or by a more general term like (pills or tablets). 
 
 
1 - Status of the medication 

The medication discussed may be new for the patient. It may be a medication/ treatment 
currently being used (active) or an old one not in use at the time of the interview. In 
addition to the status (new, active or old), add the direction of the dialogue: the 
medication is simply discussed without prescription, the medication is prescribed or 
renewed, or the medication is excluded. A medication is discussed if it is mentioned but 
it is never clear if the Rx is prescribed. A medication is prescribed or prescribed again 
when it is the subject of an explicit prescription. A medication is excluded when it is 
advised against/excluded/prohibited. 
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New discussed: it is a new Rx (to the best of our knowledge, it has never been 
prescribed before) and is only being discussed (no prescription). 

New prescribed: the Rx is new and the HCP decides to prescribe it. 

Active discussed: the patient is currently using the Rx and it is being discussed (the 
prescription does not need to be renewed at that time). 

Active renewed: the patient is currently using the Rx and the HCP decides to renew the 
prescription. 

Old discussed: the Rx has been taken before and is being discussed. There is no 
decision to prescribe it again and nothing to indicate that it is not suitable or is excluded. 

Pt  I haven’t taken Metformin for several months (if the HCP does not mention 
that the patient should have actually been taking the Rx in question) 

Old prescribed again: the Rx has been taken before and the HCP decides to prescribe 
again. 

NAO (new, active, old) excluded : a new, active or old Rx that is explicitly said to be 
unsuitable, that will not be prescribed (new), renewed (active) or prescribed again (old). 
 
The status of a medication can change during the interview. For example, a medication 
that is first identified as 'active discussed' at the start of the consultation may become 
'active renewed' at the end of the consultation. Information must be gathered on a 
medication until the end of the interview and final status is assigned based on all the 
information available for it. 
 
 
3.3  Themes of discussion about the medication 
 
The Medication form counts over 50 predefined themes. The coder works at the level of 
these basic themes. But the researcher usually analyzes the results at the level of 
'overarching themes'. The Medication form counts 10 of these overarching themes. In 
the Excel coding form, the basic themes are grouped under their overarching category. 
So the themes will be presented here in the same order. 
 
 

Remark : The numerotation assigned to each coding category will appear disordered. The 
reason is that, for compatibility, the templates of the coding forms initially developed with the 
Helix database management software have been transposed in Excel spreadsheets. And for the 
purpose of easy matching of the categories in the new template with the original one, we kept 
the same numbers used in the original setting. But the coding categories have been grouped in 
the Excel version in (we hope) a conceptually more convenient order.  
 

 

Here is an overview of these overarching and basic themes: 
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Medication/Treatment Sheet 
  Overarching Theme   Basic Theme(s) 

      

  

Medication/treatment 
designation 

 Medication/treatment named 

   Long/short action specified  

  
 Class (therapeutic/pharmacological) named 

   Appearance/form 

      

  
Main effect and action of 

medication/treatment 

 Evidenced/expected effect 

   Observed effect 

   Action of medication/treatment 

      

  

Possible or observed 
adverse effect(s) 

 General discussion relating to possible and/or observed adverse 
effect 

   Description of a specific possible or observed adverse effect 

   Likelihood or incidence of the adverse effect 

   Severity of the adverse effect 

   Advices/precautions 

      

  Warning(s)   Contra-indications 

      

  

Dosage/instructions 

 Instructions for medication use or treatment 

   Duration of prescription/treatment 

   Strength of medication/treatment 

   Mode of administration of medication/treatment 

   Delay for expected effect 

      

  
Indication(s) to reconsult  

Special indication(s) to consult again about the medication/ 
treatment 

      

  
Attitude(s)/emotion(s) 

 Positive or negative attitudes or emotions expressed towards the 
medication/treatment 

    

      

  

Adherence 

 Patient commitment to adhere to the prescribed medication/ 
treatment 

   Reported compliance 

  
 Solution(s) for compliance problems 

  
 Consequence of non-compliance 
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Medication/treatment designation 

 
21 - Medication named 

We consider that the medication is named when the HCP and/or the Pt uses specific 
terms to identify it. For example : 

- a commercial or brand name (Tylenol, Advil, Norvasc, Diabeta, Ventolin...) ; 
- a generic name (acetaminophen, ibuprofen, amlodipine, glyburide, salbutamol...) 

The name of the medical treatment could also be generic, like 'surgery', or specific, like 
'bypass surgery'. 

'Active' medications are sometimes identified by their form (cream, patch, pill, pump, 
syrup...).  The medication may be referred to by its appearance only (colour, shape, 
size...).  

HCP The cream I prescribed for you. 

HCP The blue pump? 

 Pt You know, the little pink pill… 

 

Note : Although there is a thematic category for 'appearance / form' of the drug (see below), the 
above utterances are used to name the drug already in use, not to inform the patient about 
features of a new drug.  
 

 
21.1 - Long/short action specified 

Some medications are formulated for short-acting/immediate release while some other 
are formulated for long-acting/extended release. The occurrence of this theme is coded 
when the formulation is specified. 
 
31 - Class (therapeutic/pharmacological) named 

This is a descriptive category that reflects the class of the medication.  It may be an 
alternative to the name, or an addition to the name if both the name and class are 
mentioned. 

HCP  Imodium is an anti-diarrheal. (medication named - class named) 

HCP  Naproxen is an anti-inflammatory that is effective against pain. (medication 
named - class named - evidenced/expected effect) 

Pt  I’m injecting myself insulin everyday. (instructions for Rx use - class 
named) 

HCP  What are your diabetes pills? (class named) 
 
181 - Appearance/form of medication 

This refers to the physical appearance (shape, size, colour, texture, taste) of the 
medication, except when the appearance is only a way to designate the medication, in 
which case it would be coded in medication named category (see 21 - medication 
named). 
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HCP  The little yellow pill is your antidepressant. 

Pt  I had a cream for my feet. 

HCP  The tablet for your heart is diamond-shaped. 
 

Main effect and action of medication/treatment 

 
111 - Evidenced/expected effect 

This refers to the change in symptoms and/or the expected effect of the medication on 
one or more symptoms of the problem. This category is different from the 131 - Action of 
the medication category because it deals with direct manifestations and with possible 
concrete observations of the effect on symptoms, and not with the mechanism of action. 

HCP  This medication will control your blood sugar (expected effect) 
compared to: 
HCP  This medication will stimulate the insulin production in your pancreas. 

(action of Rx) 

HCP  This will clear your congestion right away. 

Pt  Will my pain go away? 

HCP  Tylenol should decrease your headaches. 

HCP  Your swelling should go down with this anti-inflammatory. 

HCP  Your tablets will lower your blood pressure. 

The HCP explains why the medication in question is chosen over another. The HCP 
may talk about its nature, its reliability or its effectiveness (it does what it is expected to 
do). This refers to studies about the medication in question or to the clinical experience 
of the HCP. 

 HCP Studies confirm that the use of hormones helps prevent osteoporosis. 
 
121 - Observed effect  

This refers to concrete effects the medication is found to have or not on the patient’s 
symptoms or problem.  

Pt  I took Tylenol and it did nothing! 

HCP  Did the antibiotics provide relief? 

Pt  Since starting Norvasc, my BP readings have gone down. 

HCP  Your blood sugar level is still running too high. (since there is no reference to 

a specific Rx, this must be coded under the theme 41 - control of the problem in 
the Problem sheet) 

compared to 

Pt  I take Metformin every morning. (instructions for Rx use) Today at 10 am, 
my blood sugar was at 9. (observed effect) (here, there is a reference to a 

specific Rx, so the coding must go on in the Medication sheet; although the 
patient does not state explicitely, we can suppose that at 10 am he has already 
taken the medication and assume that he is talking about the observed effect)  
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Remark : It should be noted that this category targets discussions of effects of medication taken 
as prescribed. If the HCP notices or discovers that the patient has neglected to take the 
medication as prescribed, an absence of relief reported by the patient as inefficiency of the 
medication could first be denied as such by the HCP and then discussed along the themes of 
compliance, maybe at first as 251 - consequences of non-compliance. Nonetheless, since the 
patient appears concerned about the persistance of symptom(s) and questions directly the 
efficacy of the treatment, even if his claim is injustified or incorrect, the beginning of the 
exchange should be coded under the theme 'observed effect', as a monologue of the patient or 
as a dyad if the HCP corrects the opinion before changing discussion towards compliance. 
 

 
131 - Action of medication/treatment 

This refers to the target and/or dynamics (anatomy, physiology, metabolism) of the 
medication. The medication’s direct chemical action on the mechanisms involved in the 
health problem. This does not cover effects on symptoms, but rather what the 
medication does in the patient’s body (on anatomy, physiology or metabolism levels). 

HCP  This medication will dilate your blood vessels to allow your blood to 
circulate better. 

HCP  Coumadin goes into your blood to thin it. 

HCP  This medication will stimulate the production of insulin in your pancreas. 
 
 

Possible or observed adverse effect(s) 

 
160.1 - Possible adverse effect(s) in general 

160.2 - Observed adverse effect(s) in general 

Theses categories pertain to the medication secondary effects. Like for the main effect 
of medication (codes 111 and 121), its adverse effect(s) can be discussed as possible/ 
expected based on the knowledge or beliefs of the participants or observed/ 
experienced by the patient using the medication, presently or in the past.  

These effects are coded according to whether they are referred to in general or 
specifically. When a patient asks if there is any secondary effect for a medication, even if 
the HCP responds negatively, the exchange pertains to a discussion of possible/ 
expected adverse effect(s). Similarly, when a HCP asks if the patient has or had 
experienced any adverse effect with a medication, even if the patient responds 
negatively, the exchange pertains to a discussion of observed/experienced adverse 
effect(s).  
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Remark : Remind the previous remark: This category also targets discussions of effects of 
medication taken as prescribed. If the HCP notices or discovers that the patient has neglected to 
take the medication as prescribed, a symptom reported by the patient as an adverse effect of the 
medication could first be denied as such by the HCP and then discussed along the themes of 
compliance, maybe at first as 251 - consequences of non-compliance. Nonetheless, since the 
patient appears concerned about this as (s) and questions directly the efficacy of the treatment, 
even if his claim is injustified or incorrect, the beginning of the exchange should be coded under 
the theme 'observed effect', as a monologue of the patient or as a dyad if the HCP corrects the 
opinion before changing discussion towards compliance. 
 

 
When there is one adverse effect specifically identified, be it possible or observed, and 
discussed in a monologue, a dyad or a dialogue, the exchange may be described 
according to five criteria. Up to three specific adverse effects can be coded in a 
medication sheet under the theme possible/expected as well as under the the theme 
observed/ experienced. If there is more than three specific adverse effects mentioned or 
discussed for a medication, the coder creates a second sheet for that medication with 
the extension PART TWO in the field D) Most appropriate name for the medication. He 
then code as usual the discussion about the fourth specific adverse effect identified. 

 
161 - Discussion of a specific possible adverse effect 

The discussion of a particular possible adverse effect can be coded for different aspects. 
Apart from the initiative and participation to the identification/description of the effect 
(code 161), one can note the name(s) of the effect (161.1.1) and then code if there is 
discussion about its likelihood (161.1.2), its severity (161.1.3 and 161.1.4) and about 
advices/precautions against the effect (161.2.1). 

161.1.1 - Name of the specific possible adverse effect (text field) 
Note all the expressions used to 'name' the effect. These terms could be revewed during 
the analysis phase to create categories of adverse effects. 

HCP  Tylenol’s side effects include nausea and vomiting (possible adverse effect 
- nausea, vomiting (note that the 2 effects could be coded separately if they are 

discussed differently under the themes below)) 

161.1.2 - Likelihood of the specific possible adverse effect 
Likelihood is about the probability of apparition of the effect, the circumstances, the 
delay of apparition, or the evolution of the effect. 

HCP  Some people get a little diarrhea when they start taking this medication, 
but that usually goes away after a few days (possible adverse effect - 
diarrhea - likelihood - severity (little : negligible) ) 

161.1.3 - Severity of the specific possible adverse effect 
The 'severity' theme is coded when the participants discuss if the effect is annoying or 
worrying. 

161.1.4 - Degree of severity of the specific possible adverse effect (ordinal scale) 
The degree of severity of the effect can be coded as ”negligible” up to ”to be avoided”, 
on a scale from 1 to 5. 
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Note : The elaboration/development of the discourse for each participant (161.1.5 and 161.1.6), 
its influence (161.1.7 and 161.1.8) and the precision of its terms (161.1.9 and 161.1.10) apply to 
or take into account what each one says about the themes 161 to 161.1.4). The 
elaboration/development, influence and precision of vocabulary of the discourse of each 
participant regarding advice/precautions are coded separately from 161.2.2 to 161.2.7). 
 

 
161.2.1 - Advice/precautions against the specific possible adverse effect 
Advice/precautions pertains to measures to be taken by the patient to ensure that he is 
not too inconvenienced by the adverse effects and that the treatment is however 
efficaceous. This category includes any reference to instructions, precautions or advice 
with regard to the prevention or management of expected adverse effects (e.g Don’t 
forget to take your antibiotic with food, and eat yogurt to restore your intestinal flora). 

 
164 - Discussion of a specific observed adverse effect 

The discussion of a particular observed adverse effect can be coded for different 
aspects. Apart from the initiative and participation to the identification/description of the 
effect (code 164), one can note the name of the effect (164.1.1) and then code if there is 
discussion about its incidence (164.1.2), its severity (164.1.3 and 164.1.4) and about 
advices/precautions against the effect (164.2.1). 

164.1.1 - Name of the specific observed adverse effect 
Note all the expressions used to 'name' the effect. These terms could be revewed during 
the analysis phase to create categories of adverse effects. 

HCP  Have you noticed any stomach upsets on the Metformin? (observed 
adverse effect - stomach upset) 

HCP  Have you experienced any headaches on this medication? (observed 
adverse effect - headaches ) 

Pt  I’ve been constipated since I started taking this pill (observed adverse 
effect - constipation - incidence) 

 

Remarks : 1) Note that when a HCP asks if the patient has or had experienced a specific 
adverse effect with a medication, even if the patient responds negatively, the exchange pertains 
to the discussion of a specific observed/experienced adverse effect(s). 2) The 
elaboration/development of the discourse for each participant (161.1.5 and 161.1.6), its influence 
(161.1.7 and 161.1.8) and the precision of its terms (161.1.9 and 161.1.10) apply to or take into 
account what each one says about the themes 161 to 161.1.4). The elaboration/development, 
influence and precision of vocabulary of the discourse of each participant regarding 
advice/precautions are coded separately from 161.2.2 to 161.2.7). 
 

 
164.1.2 - Incidence of the specific observed adverse effect 
Incidence is about the frequency at which the effect occurs, the conditions under which it 
usually appears, the delay of apparition or the evolution of the effect. 

Pt  I’ve been having headaches since I have started taking it. (observed 
adverse effect - headaches - incidence) 
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Pt  This anti-depressant prevents me from sleeping soundly when I take it at 
night. (observed adverse effect - no deep sleep  - incidence) 

164.1.3 - Severity of the specific observed adverse effect 
The 'severity' theme is coded when the participants discuss if the effect is annoying or 
worrying. 

164.1.4 - Degree of severity of the specific observed adverse effect (ordinal scale) 
The degree of severity of the effect can be coded as ”negligible” up to ”to be avoided”, 
on a scale from 1 to 5. 

 

Note : The elaboration/development of the discourse for each participant (164.1.5 and 164.1.6), 
its influence (164.1.7 and 164.1.8) and the precision of its terms (164.1.9 and 164.1.10) apply to 
or take into account what each one says about the themes 164 to 164.1.4). The 
elaboration/development, influence and precision of vocabulary of the discourse of each 
participant regarding advice/precautions are coded separately from 164.2.2 to 164.2.7). 
 

 
164.2.1 - Advice/precautions against the specific observed adverse effect 
Advice/precautions pertains to measures to be taken by the patient to ensure that he is 
not too inconvenienced by the adverse effects and that the treatment is however 
efficaceous. This category includes any reference to instructions, precautions or advice 
with regard to the prevention or management of expected adverse effects (e.g Don’t 
forget to take your antibiotic with food, and eat yogurt to restore your intestinal flora). 

 
 

Warning(s) 

 
151 - Contraindications 

This theme is coded when there is exploration, for identification or exclusion of medical 
condition that prevents use of the medication. The HCP may check for contraindications 
by asking more or less specific questions about the patient’s general health or medical 
history. Medical conditions that result in a contraindication to the use of the 
medication must be identified in the field 151.1. For example: 

− Active fever 

− Active tuberculosis 

− Allergies 

− Asthma 

− COPD (chronic obstructive pulmonary 
disease) 

− Diabetes 

− Drug interaction 

− Glaucoma  

− Heart disease 

− Hypertension 

− Kidney failure 

− Liver failure 

− Pregnancy 

− Ulcer 

− Other  

 
Note that an exploration of the HCP or a worry of the patient that results in no 
contraindication must nonetheless be coded as an exchange on the theme. The coder 
may write in the field 151.1 : no condition) 
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HCP  You can’t take these anti-inflammatories because of your high blood 
pressure. (contraindication - hypertension) 

HCP  Have you ever had a stomach ulcer? 
Pt  Yes, I have acidity problems. 
HCP  In that case, I won’t prescribe these anti-inflammatories for you. 

(contraindication - stomach acid) 

Pt  Is it dangerous for me to take this medication? 
HCP Why do you worry? Do you have any other medical problem?  
Pt No other problem than this one, but I am pregnant.  
HCP Oh! congratulations. There is no problem for your condition with this 

medication. (contraindication - no condition) 

This also includes reference to interactions between the medication in question and 
other medications that the patient takes. The interactions could be harmful to the 
patient’s health. The medication(s) involved in the interaction is noted in the field 151.1. 

Pt Will this new medication work with my other pills? 
HCP These antibiotics will interfere with the effects of your birth control pill. 

(contraindication - drug interaction with birth control pill) 

Last, it includes reference to or question about the patient’s allergies to the medication 
in question or possible inability to tolerate it.  

HCP Are you allergic to penicillin? 
 
 

Dosage/instruction(s) 

 
201 - Instruction(s) for the use of medication/treatment 

This refers to instructions about how to take the medication : dosage/number of pills, 
frequency, time of day, etc. This part of the dialogue is the basis for the therapeutic 
regimen. 

HCP  Take one tablet at bedtime. 

HCP  Take these antibiotics twice a day (instructions) until they are all finished. 
(instructions) 

HCP  You have to take your medication at the same time every day. 

This may also refer to a change in the medication, an increase or decrease in the 
dosage, a change in composition. 

HCP  Your blood pressure medication is not doing enough. (observed effect) 
Take two a day instead of one. (instructions) 

HCP  Rather than take two pills, this medication combines two different classes 
in one.  

This also refers to discussions pertaining to the specific dosage of the medication or its 
constituent parts. 

Pt  I’m taking the 25mg Crestor. 
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HCP  We’re going to up your precription to 50mg. 

HCP  This medication contains 10mg of Norvasc and 40mg of Lotensin. 

 
221 - Duration of prescription/treatment 

This refers explicitly to the expected period of use for the medication in question. If, 
however, the treatment’s duration is described in terms of the amount of medication to 
consume until the treatment is finished (“take the medication until it is completely 
finished”, “finish the 30 pills”, “take one three times a day until it is completely used up”), 
it is categorized under 201 - instructions for the use of Rx. 

HCP  You have to take this medication for ten days. 

Pt  Do I have to take Synthroid for the rest of my life? 

 
191 - Strength of medication/treatment 

This is a discussion about the adequacy or inadequacy of the strength of a medication, 
prescribed by the HCP or already in use by the Pt. It can be discussed in general terms, 
without comparison, but it is always about the strength or weakness. For example, the 
HCP as well the patient may want to control the patient’s condition quickly and therefore 
may prefer a stronger/more potent medication.  

HCP  I don’t think Levemir is strong enough for you! 

Pt Give me the stongest medication that you can. 

Thus, the potency of a medication may be addressed in reason of its efficacy, but it may 
also be discussed to be cautious. For example, it may be associated with the fact that it 
is important to follow the instructions for taking the medication because taking too much 
could be dangerous. 

HCP  Be careful, this medication is strong. (strength) Don’t take more than the 
dose prescribed. (instructions) 

So, discussion about strength can be held along with other themes like the 111 to 131 - 
main effect or action of medication/treatment or with the 160 to 166 - possible or 
observed adverse effect(s) if the effect(s) is(are) treated as a manifestation of the 
strength of the Rx.  

HCP  Your blood pressure is still to high. (observed effect) We have to increase 
the dosage of your medication. (strength (if the specific dosage had been 

provided we would have coded under 201 - instructions; see the note below) ) 

Pt Doctor, I think the medication is too strong (strength). I feel dizzy since you 
changed the dosage. (observed adverse effect)  

The HCP and patient may have different opinions about the strength. For each, identify 
their attitude towards it : Desirable, Indifferent, Undesirable. When not sure about the 
nature of the dialogue, code 91 - Attitude(s)/emotion(s) towards medication/treatment. 

Pt  Can you give me something strong, just to be sure … (Desirable) 

HCP  It’s the lowest dose I can give you. (Desirable) 

HCP  In your case, we have to avoid stronger doses. (Undesirable) 
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Note : One must distinguish when the dosage is simply mentioned as one of the instructions 
about the prescription and taking of the medication from when it is used to highlight its strength 
or weakness.  
 

 
211 - Mode of administration of medication/treatment 

This category refers to information associated with devices necessary for administering 
the medication (stylets, seringes, pump, inhalers, etc.). This also includes instructions 
pertaining to the device’s function. 

HCP  Press down on the inhaler and take a deep breath. 

Pt  You will have to show me how to give myself the insulin shot, I don’t think 
I’m doing it right. 

 
141 - Delay of expected effect 

This refers to the time required (amount of time expected) for the medication’s action to 
become apparent on the patient’s symptoms or problem. 

HCP  Your bronchi will be much better in two weeks. 

 
 

Indication(s) to reconsult 

 
261 -  Indication(s) to consult again about medication/treatment 

The HCP gives general reasons to consult again to check the patient’s response to the 
medication in question. 

HCP Come see me again if your cough doesn’t go away with the antibiotics. 

Identify in the field 261.1 the main reasons for the return appointment: control (expected 
effect on the problem), adverse reaction(s), persistent symptom(s)/problem (medication 
has no effect). 
 
 

Attitude(s)/emotion(s) towards medication/treatment 

 
91 - Attitude(s)/emotion(s) towards medication/treatment 

This theme is coded when the participants express opinions or emotions towards 
medication/treatment, whether favourable, unfavourable or other. These may be more or 
less great concerns about the nature, strength, expected or experienced adverse effects 
of the medication in question. As we saw in the section II. Problem/Symptom(s) form, 
the theme 'attitude(s)/emotion(s)' is one exception to a basic rule : one cannot ascribe 
two themes to a unit of content. The following examples illustrate that : an attitude or an 
emotion towards a medication or a treatment can be coded in parallel with another 
theme and vice-versa : 
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Pt  Is it dangerous for me to take this new medication? (emotion : concern, 
mildly negative, worried at 4 out of 10 ? (a discussion of the reason(s) of 
concern may develop under the theme 191 - strength or 161 - expected adverse 

effect or 151 - contraindication) ) 

Pt  I wish I had never started Paxil.  (emotion : disappointment, strongly 
negative (probably associated with a discussion of 161 - expected adverse effect 

or 164 - observed adverse effect or 201 - instructions (for weaning...) ) ) 

Pt  I’m scared of insulin injection! (emotion : fear, strongly negative, worried at 
7 out of 10 ? (eventually explored under 211 - mode of administration) ) 

Pt  I stopped taking my blood pressure medication. I don’t need it. (attitude: 
denial/inutility, strongly negative (eventually developed under the Problem 

sheet theme 31 - attitude(s)/emotion(s) towards the problem) ) 

The participants may also express doubts about the medication. While attitude or 
emotion is a more or less intense and clearly oriented feeling or belief, positive or 
negative, doubt is an expression of uncertainty, confusion, suspension of opinion. 
Nonetheless, an exchange about doubt should be coded under the theme 
'attitude(s)/emotion(s)'.  

Pt  I didn’t see a change; maybe it’s not the right medication. (observed effect 
- attitude : doubt, mildly negative) 

HCP Ok, but I think it is a good medication. The initial dosage is simply not 
strong enough. (attitude : confidence, mildly positive - strenght...) 

91.1 - Kind of Attitude(s)/emotion(s) expressed by the HCP towards Rx/Tx 
91.2 - Kind of Attitude(s)/emotion(s) expressed by the Pt towards Rx/Tx 

Attitude(s)/emotion(s) towards a medication may differ between the HCP and the 
patient. For each participant, in 91.1 and 91.2, the coder can note the kind of attitude or 
emotion he hears (see the examples above and below). At the end, in the analysis 
phase, these notes can be categorized in a few recurring kinds, for comparison or 
association. 

Pt  I don’t like this medication. (attitude: dislike, mildly negative) 

Pt  I refuse to take antibiotics. (attitude: refusal, strongly negative) 

Pt  This medication changed my life. (emotion: enthusiasm, strongly positive) 

91.3 - Orientation/intensity of HCP's Attitude(s)/emotion(s) towards Rx/Tx 
91.4 - Orientation/intensity of Pt's Attitude(s)/emotion(s) towards Rx/Tx 

Not only the kind of attitude/emotion expressed may differ between the HCP and the 
patient, the orientation/intensity of these may also. For each attitude or emotion 
expressed, assess in 91.3 or 91.4 if this is 'Strongly negative' or up to 'Strongly positive' 
(see the examples above and below). 

Pt  There’s no way I’m sticking a bunch of pills in my mouth!!!! (attitude: 
refusal, strongly negative) 

HCP  It‘s a really good medication. I have no doubt that it will help you. (attitude: 
conviction, strongly positive) 
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91.5 - If worried, degree of HCP's concern 
91.6 - If worried, degree of Pt's concern 

The attitude or emotion expressed by the HCP and the patient may sound as a concern 
or worry. If this is the case, for each participant, assess in 91.5 or 91.6 if he is 'A bit 
worried' or up to 'Highly worried ' (see the examples above and below). 

Pt  I don't like this idea of a cortisone infiltration. (attitude/emotion : 
dislike/concern, mildly negative, worried at 4 out of 10 ? (the HCP's response 
brings the attitude under the themes 161 - expected adverse effect and 111 - 

expected effect; the theme 211 - mode of administration is not addressed here) ) 

Pt  I really don’t think this medication suits me. 

91.7 - HCP supports/reassures 
91.8 - Pt supports/reassures 

Especially in front of a negative attitude or emotion from his vis-à-vis, a participant may 
react with support or by reassuring. The support may be an expression of agreement 
with the attitude or emotion, it may be an expression of empathy. Further, the reaction 
may search to reassure the vis-à-vis that his feelings are normal or that the situation is 
not so bad or that something can be done for him to feel better with this treatment or 
with another. 

91.7 - HCP's expression of empathy 

One way for the HCP to support the patient is to express empathy. Empathy is a 
communicative behavior meaning that we understand or wish to have a right 
understanding of the feeling of our vis-à-vis. If the theme 'HCP's expression of empathy' 
is coded, the theme 'HCP supports/reassures' must have been. 

Pt  I don't like this idea of a cortisone infiltration. (attitude/emotion : 
dislike/concern, mildly negative, worried at 4 out of 10 ? (the HCP's response 

brings the attitude under the themes 161 - expected adverse effect and 111 - 

expected effect; the theme 211 - mode of administration is not addressed here) ) 
HCP  Maybe you are concerned about some adverse effect, aren't you? But rest 

assured, the reactions are harmless and the pain relief is powerful. 
(attitude : confidence, strongly positive (no concern), supports/reassures, 
empathy - expected adverse effect - expected effect) 

 

Adherence 

 
101 - Patient commitment to adhere 

The HCP and patient discuss the patient’s commiment toward the consumption of a 
prescribed medication or treatment. This might consist of the HCP asking the Pt if he is 
motivated or unmotivated about the proposed Rx/Tx. The degree of commitment should 
be noted in the field 101.1 (no commitment, moderate or strong). 

HCP  Will you take your medication for sure this time? 
Pt  Ok, okay HCP. You can trust me. (Pt commitment to adhere - strong) 

HCP  Will you take your medication for sure this time? 
Pt  I’ll try, but I’m not sure it will work. (Pt commitment to adhere - moderate) 
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231 - Anticipated or reported compliance to medication/treatment 

This refers to the fact that the patient encounters or not problems with taking the 
medication in question. For example, the HCP asks if the patient is taking the correct 
dosage or following instructions for proper use of the medication. Whether the patient’s 
response is positive or negative, concise or elaborated including reasons for non-
compliance (for example, number of prescriptions, drugstore, work schedule, etc.), this 
discussion pertains to the theme reported compliance. 

HCP  Are you taking your medication properly every day? 
Pt  Yes, I take the pill as I’m supposed at suppertime. 

 or 
Pt  Sometimes I forget the pill I’m supposed to take at suppertime. 

Pt  I have to take so much medication, it gets confusing. 

Pt  I work nights. It’ll be hard for me to take the antibiotics three times a day. 

Note that the field 231.1 serves to indicate if the discussion is about a problem in 
compliance. 
 
241 - Solution(s) for compliance problem(s) 

Normally, if the theme 231.1 is about a compliance problem, the participants search for 
solutions. Even if the patient has no compliance problems, he or the HCP may discuss 
advice or solutions that one uses to ensure proper compliance to a given prescription. 
Hence, this category is possible even for newly prescribed medications. 

HCP  If it’s easier to remember, we’ll work it out so that you only take two tablets 
a day instead of three. 

 
251 - Consequence(s) of non-compliance 

This refers to possible symptom(s) or complication(s) that could be caused by not taking 
the correct dosage or not following instructions for taking the medication in question. 
This deals with the danger of not taking the correct dosage or stopping treatment sooner 
than planned without consulting the HCP. 

HCP  Your medication won’t work if you don’t take it at a set time. 

HCP  If you don't take all the pills prescribed, even if you feel good, there is a risk 
that the bacteria survive and that we need to treat them with a more 
aggressive antibiotic. 

 
 

Various themes 

 
40.1 - This medication/treatment HAS a substitute 

This refers to a suggestion or a possibility for pharmacological treatment substitute to 
the treatment currently used or discussed. The substitute may be a replacement 
solution (another Rx/Tx instead this one) :  
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HCP I would rather prescribe acetaminophen than aspirin for your degenerative 
joint disease. (in the 'aspirin sheet ': HAS a substitute, acetaminophen) 

HCP Tylenol might be more suitable than Advil. (in the 'advil sheet' : HAS a 
substitute, tylenol) 

Or it may be a simple alternative (either the present Rx/Tx or the other one) : 

HCP You can take Advil or Motrin. (in the 'advil' sheet : HAS a substitute, 
'motrin') 

The field 40.1.1 serves to note the name of the substitute.  

 
40.2 - This medication/treatment IS a substitute 

Since the code 40.1 - '... HAS a substitute' does not distinguish a replacement solution 
from an alternative, a way to identify that the substitute is an alternative is to code the 
discussion also under the themes 40.2 and 40.2.1. For example, where advil HAS motrin 
as 'an OR' substitute, we also code that advil IS an substitute to motrin. Hence, when a 
medication (like 'advil') counts the two codes of discussion '... HAS a substitute' and '... 
IS a substitute' with the same name in 40.1.1 and 40.2.1 (in our example, 'motrin') we 
retrace that the two medications (advil and motrin) are alternatives. 
 
And if the substitute is a replacement solution, like for acetaminophen which IS 
discussed as 'an INSTEAD' substitute to aspirin, or for tylenol which IS discussed as 'an 
INSTEAD' substitute to advil, the themes 40.2 and 40.2.1 will not be coded in the 
'aspirin' or in the 'advil' sheet but in the 'acetaminophen' or in the 'tylenol' sheet. Thus, an 
'acetaminophen' or a 'tylenol' sheet must be created. In such cases, since we don't have 
a code 'IS a substitute' in the 'aspirin' or in the 'advil' sheet nor a code 'HAS a substitute' 
in the 'acetaminophen' or in the 'tylenol' sheet, we retrace that the medications are not 
alternatives.  
 
50.1 - The medication/treatment is proposed for prescription 

This category refers to discussions about the prescription of the medication in question.  
This includes the possibility of adding a new medication to a treatment regimen, or a 
discussion of the conditions surrounding the initial prescription of an active or excluded 
medication (reasons for prescribing the medication). It also includes details about the 
prescription, such as how many pills are included and how long they should last before 
the prescription needs to be refilled. 

Pt  Should I be taking an anti-inflammatory for this? 

HCP  If it still hurts after a week, we may need to consider a medication like 
Celebrex. 

Pt  I was prescribed this for my Angina. 

HCP I’m prescribing anti-inflammatories for you. (prescription - class named) 

It should be noted that temporal reference to when an active medication was first 
prescribed does not pertain to the prescription of a medication. It pertains instead to the 
medication’s usage. 

Pt  I was given this medication when my back started hurting (prescription) 
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HCP  You were given this medication two weeks ago, right? (usage). 
 
50.2 - The medication/treatment is discussed for renewal 

This refers to discussions about the renewal of the medication in question. This category 
includes discussions about whether a prescription needs to be refilled or not, whether 
the patient has enough medication or not. It also includes details about the prescription, 
such as how many pills are included and how long they should last before the 
prescription needs to be refilled. 

HCP  Will you have enough medication to last until the next visit? 

Pt  I’d like renewals for my Crestor and Metformin. (the theme in each of the 2 
Rx sheets) 

HCP  I’ve given you 90 pills this time, which should last you 3 months. 

HCP  You should have come for a renewal last week (discussed for renewal). 
Have you been taking all your medication as prescribed? (reported 
compliance) 

 
50.3 - The medication/treatment is/has been discussed as excluded 

This refers to discussions about the exclusion of a medication. This category might 
involve discussions about the possibility of excluding an active medication, or about the 
former exclusion of a medication that is already no longer part of the treatment regimen.  
Included in the theme are reasons that might contribute or have already contributed to 
the exclusion of the medication, reasons given by either the HCP or the patient (this 
might be based on reference to the nature, method of action, or effects of the 
medication).   

Pt  These pills give me a headache. (observed adverse effect) I want 
something else. (discussed as excluded) 

Pt  I stopped taking these meds last month (discussed as excluded) cause 
they were giving me too many negative side effects. (observed adverse 
effect) 

HCP  This decongestant isn’t doing a thing. (observed effect) Stop taking it. 
(discussed as excluded) 

Pt  We decided last time that I wasn’t going to be taking the Crestor anymore, 
didn’t we? (discussed as excluded) 

This should be distinguished from cases where there is only mention of how long it has 
been since the medication has been part of the treatment plan.  In such cases, it is 
coded under 61 - Use of medication (see below).  However, if this time period is referred 
to in conjunction with an explicit causal connection between a characteristic and the 
exclusion of the medication it is considered a discussion pertaining to the medication’s 
exclusion. 

HCP  You’ve been off the metformin for a few months now (use of medication). 

HCP  You’ve been off the metformin for a few months now (discussed as 
excluded), because it was giving you headaches (observed effect). 
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It should also be noted that discussions pertaining to medications prescribed for a 
limited duration that have come to the end of the treatment period are not categorized 
under 'exclusion'.  They are coded under 221 - duration of prescription or 201 - 
instructions for medication use, accordingly. 
 
61 - Use of the medication/treatment  

Comment or question about current or past use of the medication in question. This 
covers information about the use of the medication, without reference to the particular 
instructions associated with it (otherwise see 201 - Instructions for medication use).  

HCP  Are you still taking your hormones? 

Pt I was on cortisone a few years back, when my bronchioles were all 
swollen. 

This category refers to information provided in general terms. We code here if the 
references to the frequency or amount of consumption of the drug are vague or 
approximate and do not inform about instructions on how to take the drug. 

Pt I take a lot of aspirin when I have the flu! 

Pt  I take Tylenol when it hurts. 

 
171 - Cost of the medication/treatment 

The discussion of cost may include reference to a third-party payer, medicare or a 
private insurer. 

Pt  This medication is really expensive. 

HCP  Do you have a drug plan? 
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IV. SUMMARY FORM (paragraphs highlighted in blue are new items integrated in the 

form by the 13 January 2020; texts in red highlighted in grey are items retired from the 
form) 
 
The elements of the Summary form should be assessed at the consultation level. The 
items are subject to an overall assessment of the frequency or quality of 
communication behaviors of the patient and the healthcare professional or both in 
relation throughout the consultation. 
 
The present instructions define 50 variables. This version is the one we used in our last 
study. At the end, are some other variables that have been used in other versions of the 
Summary in previous projects. In fact, the Summary form is the most adaptable to the 
needs of the researcher. 
 
The majority of the variables are evaluated for frequency, on ordinal scales. A few others 
are specific characteristics assessed for their presence or absence. And the remaining 
are assessment of quality, with an ordinal scale or on a bipolar continuum. The scale is 
described in the definition of each variable. 

 

Note : Certain variables refer to themes in the Problem or Medication sheets. Some of these are 
highlighted in orange in the descriptions below. 1) It is the choice of the researcher to get the 
coder produce a summary, global, assessment of the variable. 2) But one can generate another 
type of global assessment by computing a sum or a proportion of occurrences of the theme, or 
the mean of elaboration of discourse on the theme... 
 

 
 

Recording characteristics 

 
Q1. General recording quality (poor to excellent : 1 to 4) 

The quality of recording is judged according to the audibility of the dialogues. A poor 
quality recording (or bad, value 1) is hard to listen to, as most of the talk (up to 65%) is 
masked by background noise or the participants do not speak loud enough. At least 
65% and up to 80% of the interview must be intelligible to attribute a fair quality to the 
recording (value 2). A recording with 15% or at most 20% inaudible sections is good 
(value 3). For an excellent quality of recording (value 4), at least 95% of the dialogues 
must be perfectly clear. 
 
Q2. Abrupt start (no or yes, 0 or 1) 

A recording with an abrupt beginning generally has no greetings. Quite often, the patient 
is already in the room and the discussion has already begun.  
 
Q2a. Starting the consultation (social, factual or motivational) 

The beginning of the interview may be social (Hello, how are you?...), factual (What 
brings you in today? Dr. Tremblay sent you?) or motivational (Oh!  You look much 
better!  Your treatment is going well.). 
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Q3. Abrupt ending (no or yes, 0 or 1) 

A recording with an abrupt ending has no conclusion segment.  For example, the HCP 
may quit the room with the patient to see the secretary without explicitly indicating that 
the interview is over. 
 
Q3a. Ending the consultation (social, factual or motivational) 

The ending of the interview may be social (Thank you, See you, Happy Holidays), 
factual (Take your medication for ten days; that should take care of it) or motivational 
(Make sure you take your hormones every day.  You’ll see; they’ll work wonders.). 
 
Q4. Pause(s) during recording (no or yes, 0 or 1) 

Pauses, stops in a recording are not very common. For example, the doctor has the 
patient lie down in another room to double-check resting blood pressure. Generally, 
there is a comment to indicate a pause in the tape (e.g. HCP - Ok, I’m going to stop 
this…) 
 
Q5. Interruption(s) (no to much, 0 to 4) 

Interruption is not necessarily a pause, a stop of the recording, it is a diversion in the 
communication between the HCP and the patient, while the recording is still going on. 
For example, a telephone call (for the HCP as well as for the patient), another person 
coming in to ask or give information (to the HCP as well as to the patient), the HCP or 
the patient leaving momentarily the room.  
 
Q6. Other adult(s) present (no or yes, 0 or 1) 

In short, it is any adult accompanying the patient and able to give or take information / 
opinions on the patient's condition or treatment. This person may be there simply for 
their ability to translate the communication between the healthcare professional and the 
patient. But most often, the other adult(s) present alongside the patient is(are) the 
spouse, father / mother, son / daughter or friend, concerned about the patient's well-
being. 
 
Q7. Other professional(s) present (no, yes before rec or yes during rec, 0, 1 or 2) 

Other healthcare professional(s) may be present during the recording, either for a 
moment or for its entire duration. Sometimes other professionals may have intervened 
just before the recording with the current HCP. This could be mentioned by the patient or 
the HCP, so the researcher may wish to take these references into account. 
 
 

Medical and technical aspects of the consultation 

 
Q8. HCP gave orientation, framed his communication (regarding 

medication/treatment...?) 
As defined in the Roter Interaction Analysis System, "Orientation statements tell the other 

person what is about to happen, what is expected during the interview or exam, or serve to 
orient the other to the major topics of discussion or the physical flow of the visit. This is basically 
a narrow category of statements that serves to direct the other's behavior and facilitate the 
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process of the visit. In other words, orientation statements are mechanisms that help the other to 

cooperate, thus moving the visit on." As we underline above, the orientation or framing 
behavior targeted here has to do with major topics of discussion and as we describe in 
the following items, these topics should be related to medications or treatments. 
 
a) ... structuring the up-coming content and/or summarizing it at the end (ordinal 

scale, like 4 or 5 grades from 'never' to 'systematically'...?) 

Did the HCP announce and describe what is going to be discussed with regard to 
medications or treatments? (e.g. I have the list here for you, we are going to go through the 

list together, it lists all your medications, I will check that you understand) Or did he signal the 
end of a discussion and summarized what had been discussed with regard to 
medications or treatments? (e.g. okay, we went through your medications list, discussed the 

instructions of use, the possible adverse effects and precautions against it, do you have any 
questions before we go on with the planning for follow-up?) 
 
b) ... showing or stating where to find specific relevant content (ordinal scale, like 4 

or 5 grades from 'never' to 'systematically'...?) 

When discussing the medications or treatments, did the HCP showed to the patient 
where to find the relevant information in the scripts ? (e.g. this column states the drug 

name, this column stated when you should take the drug, this column states what disease state 

the drug is for…) Or did the HCP give some flyers or recommend web site addresses for 
relevant information?  
 
Q9a HCP addressed the question of access to new Rx (no or yes, 0 or 1) 

For example: so your medications will be down in pharmacy, including the new ones we talked 

about. 
 
Q9b HCP addressed the question of unchanged Rx (no or yes, 0 or 1) 

For example: all your other medications are all the same. 
 
Q10. HCP asks for Rx list (no, once or more, 0, 1 or 2) 

The HCP may ask at the start of the consultation 'Are you taking any medication on a 
regular basis? Later, after the main question and answer, he may ask again after each 
health problem stated, Did you take any medication for that? In follow-up appointments, 
the doctor may check that the patient is still taking the medications recorded in the chart.  
 
Q11. HCP asks Pt for allergy/intolerance to Rx (no, yes gen or yes spec, 0, 1 or 2) 

The doctor may ask if the patient has allergy to medication. The question may be asked 
in a general way at the start of the interview, or when it is time to write a prescription. 
The second request is more specific than the first : Are you allergic to any medication? 
(yes gen) versus Are you allergic to penicillin? (yes spec).  

 

Remarks : 1) In some cases, while checking the record of the patient, the HCP may discover 
and mention an allergy to medication confirmed by the patient. Even if this is not expressed in a 
question-answer mode, that is the choice of the researcher to consider such an exchange as 
relevant to the Q11 of the Summary sheet. 2) The Medication form contains one theme, 151 - 
contra-indications, which is aimed to code the occurrence of discussion about cautions to take 
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into account before prescribing. Since it is possible to note the nature of the contra-indication(s) 
discussed, the researcher can extract precisely if the caution(s) is(are) about allergy or 
intolerance to any medication. But if a general question by the HCP reveals no allergy or 
intolerance to medication, this is not coded in a specific Medication sheet. Only the Q11 of the 
Summary sheet can account of the question occurrence. 3) Question and answer about allergy 
or intolerance to medication may be different from the discussion subsequent to 'Do you have an 
allergy?' This last question can open a discussion about food or pollen allergy and those allergic 
conditions must instead be coded in the Problem sheet.  
 

 
Q12a. Pt expresses doubt about Rx effectiveness (no, yes gen or yes spec, 0, 1 or 2) 

The patient may express doubts about the necessity, adequacy or effectiveness of 
medication. The doubt may be directed towards all medications or towards one 
medication in particular (e.g. 'I don’t think I need hormones', 'I am not sure I should go 
on with that medication', 'You know, it seems that the medication is not effective' ...). 
There are a few themes in the Medication form which can be used to code such 
expressions, say one of 50.1 - rx/tx discussed as prescribed, 50.2 - ... as renewed or 
50.3 - ... as excluded, or one of 111 - evidenced/expected effect, 121 - observed effect or 131 

- action of rx/tx. Since the coding of these themes is about the presence of discussion 
and not about the meaning of the expressions, this Q12a from the Summary sheet may 
be useful to extract the expression(s) of doubt.  

 

Remark : Here the expression of doubt is considered different from the expression of 
attitude(s)/emotion(s) about a medication (code 91). Attitude or emotion is a more or less intense 
and clearly oriented feeling or belief, positive or negative, while doubt is an expression of 
uncertainty, confusion, suspension of opinion. 
 

 
Q12b. Pt expresses concern(s) about Rx (no, yes gen or yes spec, 0, 1 or 2) 

The patient may also express concern(s) about medications in general or about a 
particular one (e.g. 'I would rather not take antibiotics', 'I am afraid of taking cortisone', 
'Anti-depressive medication is not for me' ...). The Medication form contains one theme 
(code 91), which is aimed to code the occurrence of exchange(s) about  
attitude(s)/emotion(s) vs rx/tx. Since it is possible to note, beside the code of initiative 
and participation, the nature and/or orientation of the attitude/emotion expressed by the 
patient (more than a doubt: see the above remark), the researcher can extract 
precisely if the attitude(s)/emotion(s) is(are) concern(s), that is more or less negative 
opinion/feeling. But if the patient expresses a general concern about medication, this is 
not coded in a specific Medication sheet. Only the Q12b of the Summary sheet can 
account of this expression. 
 
 

Communication quality during the consultation 

 
Q13a. Pt showed signs of listening to the HCP (not at all to often, 1 to 6) 

The patient consented, agreed, disagreed, expressed an opinion to the doctor, and 
asked questions. 
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Q13b. Pt answered the HCP’s questions well (not at all to often, 1 to 6) 

The patient provided pertinent information, and did not get lost in useless details or 
anecdotes about everyday life.  The patient answered the doctor’s questions clearly, 
with no detours or refusals. 
 
Q14a. Pt had to make HCP refocus on his concern(s) (not at all to often, 1 to 6) 

The doctor changed the subject and did not listen to the patient, who then had to direct 
the doctor’s attention back his concern(s). The patient had to go back over information 
that the doctor disregarded and remind the doctor of an important problem that was 
being missed. 
 
Q14b. Pt shows impatience (not at all to often, 1 to 6) 

Was the patient hurried, or irritated at having waited in the waiting room? Did the patient 
lack respect for the HCP? Was the patient’s tone of voice aggressive?  
 
Q14c. Pt interrupts HCP (not at all to often, 1 to 6) 

The patient interrupted the HCP frequently, and refused to listen. The patient directed 
the conversation, as well as the subjects discussed during the interview.  
 
Q14d. Pt proposes diagnostic possibilities (not at all to often, 1 to 6) 

The patient made hypotheses, tried to determine the exact nature of the problem in 
question and suggested pathways to the HCP. 
 
Q14e. Pt proposes therapeutic modalities (not at all to often, 1 to 6) 

The patient proposed a treatment plan and had researched the question. Specific 
objections were expressed and medication was suggested in which the patient had more 
faith, etc. 

 

Advice : The meanings of Q14b and Q14c are very close. The coder must however distinguish 
the bases of his judgments. In Q14b, impatience is assessed on the basis of voice or gestures 
characteristics. While Q14c is simply based on the way the patient manage the turns of speech.  
 

 
Q15a. Relaxed ------ tense communication (left pole to right of continuum, 1 to 6) 

Relaxed communication is punctuated by jokes and laughter. The HCP is not rushed 
and is at ease, as is the patient. Conversely, tense communication involves few words 
and there is tangible discomfort. Quite often, the interview is short and focuses only on 
the reason for the consultation. 

 

Note : The poles of this first continuum have been reversed compared to the previous version of 
the Summary form.  
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Q15b. Personal ----- impersonal communication (left pole to right, 1 to 6) 

Similarly, personal communication is focused on the patient as a human being, and not 
as just a health problem. The HCP is generally open to psychosocial avenues. 
Obviously there is a clear difference in familiarity between a HCP and patient who have 
known each other for years and an emergency consultation, for example. 
 
Q15c. Heedful ------- absent-minded communication (left pole to right, 1 to 6) 

Here, it may be the patient who is distracted and wants only to receive treatment to fix 
the problem. Attentive communication is focused on comments. There are many 
questions and there is obvious interest. Similarly, the HCP may express agreement 
without considering all the information provided. Thus the doctor may ask a question that 
the patient has already answered spontaneously. 
 
Q15d. Trust ----------- mistrust in communication (left pole to right, 1 to 6) 

When there is trust, the patient accepts the HCP’s explanations, puts the problem in the 
HCP's hands and expects positive results. The HCP does not demonstrate incredulity 
and does not try to trip up the patient. Conversely, the patient and HCP exhibit 
resistance to each other’s comments. The HCP may underestimate the patient’s fears 
and the patient may doubt the HCP’s abilities. 
 
 

Expression of resistance during the consultation 

 
Q16. Pt resists to HCP's statements (no or yes, 0 or 1) 

Resistance to what the HCP says is evidenced by noticeable irritation, a refusal to 
continue down the pathway suggested, and denial of the causes being considered. 
Faced with medication, the patient may express doubts, fears or even a categorical 
refusal to take the medication suggested. The patient resists the arguments presented 
and lacks trust in the HCP. 
 
Q16a. Resistance : Pt's expression of mistrust (not at all to much, 1 to 6) 

Lack of confidence, doubts expressed, reservations about the diagnosis presented or 
the treatment plan suggested. 
 
Q16b Resistance : Pt's denial (not at all to much, 1 to 6) 

Refusal to submit to the HCP’s suggestions, patient’s implicit or explicit disagreement, 
patient’s refusal to pick up on clues offered or to explore an avenue that seems futile. 
 
Q16c. Resistance : Pt's negociation (not at all to much, 1 to 6) 

Attempt to steer the HCP towards another avenue, attempt to reason with the HCP, 
attempt to win the verbal sparring match by presenting strong arguments or valid 
reasons for doubts or fears. 
 
Q16d. Resistance : Pt ignores HCP's statements (not at all to much, 1 to 6) 

The patient ignores an explanation or a clue, and continues on a reassuring pathway 
rather than exploring the new avenue suggested. 
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Q16e. Resistance : Pt's verbal protestation (not at all to much, 1 to 6) 

The patient explicitly disagrees with the HCP’s comments (e.g. No, that’s not right; that’s 
not it; etc.). 
 
 

Control strategy 

 

Q23a. Pt Control strategy : authoritarian (not at all to much, 1 to 6) 

The patient appears authoritarian in the face of the HCP's resistance. There is a clear 
statement that resistance is unfounded, leaving no alternatives to the treatment plan or 
the diagnosis. An authoritarian patient would refuse to take the medication prescribed, 
for example. 
 
Q23b. Pt Control strategy : intolerant (not at all to much, 1 to 6) 

This strategy rejects any form of resistance. The patient completely disregards the 
HCP’s reservations and considers only his own opinion. 
 
Q23c. Pt Control strategy : passive (not at all to much, 1 to 6) 

The patient may manage resistance with passiveness. Aggression is neutralized by 
remaining calm.  For example, saying nothing about the HCP’s concerns or not replying 
to his questions. 
 
Q23d. Pt Control strategy : negociation(s)/reason (not at all to much, 1 to 6) 

The patient may try to negotiate with the resistant HCP. For example, the patient may 
explain a reluctance to take medication because of compliance problems that may 
occur.   
 
Q23e. Pt Control strategy : reassures/empathy (not at all to much, 1 to 6) 

This strategy is generally employed by the doctor. But the patient may also try to 
reassure the HCP and show that any concerns are unfounded. The patient may display 
empathy and shows equal concern for the HCP’s well-being in his work. (Note: There are 

codes for 'Pt supports/reassures' in the Problem and Medication forms within the overarching 
category 'Attitude(s)/Emotion(s)'. The frequence of these codes can be correlated with this 
overal assessment from the coder.) 

 
Q23f. Pt Control strategy : deny (not at all to much, 1 to 6) 

For example, a woman refuses to take hormones because she is afraid of gaining 
weight. The HCP replies that her fears are unjustified; there have been no reports of that 
happening. Hence, the patient claims that the medication prescribed has no effect or 
gives no relief. 
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Other items in previous Summary forms 

 
HCP asks for problem list (no, once or more, 0, 1 or 2) 

Here, it is not enough that a HCP asked from the start for the reason of consultation. 
After that the initial reason of consultation has been indicated by the patient, the HCP 
must have tried to determine if there are other problems. Even if the patient declared 
that there were no other reasons for the consultation, the HCP would be recognized as 
having attempted to list the problems to be resolved. 
 
New problem at the end of consultation (no, open by HCP or init by Pt, 0, 1 or 2) 

The patient may state a new problem right at the end of the interview, after the main 
problem has been solved. Formats such as 'Oh yeah, I also wanted to ask…', 'Sorry 
doctor, there’s also…', etc. The problem may be psychosocial; for example, the patient 
may indicate relationship problems or stress at work. Generally, these last-minute 
problems are worrisome for patients, and they demonstrate some discomfort. The 
problem may also be simply physical; for example, a wound or going back over a reason 
for a previous consultation. 
 
HCP had to make Pt refocus on his concern(s) (not at all to often, 1 to 6) 

The patient changed the subject, was not serious, and did not listen to the HCP, who 
then had to direct the patient’s attention back to the reasons for the consultation. The 
HCP had to go back over information that the patient disregarded and remind the patient 
of an important problem that was being missed. 
 
HCP showed impatience signs (not at all to often, 1 to 6) 

Was the HCP hurried or irritated? Did the HCP lack respect for the patient? Was the 
HCP’s tone of voice aggressive?  
 
HCP seems in a hurry (not at all to often, 1 to 6) 

The HCP signaled that time was short, postponed problems until a later appointment, 
sent the patient to see the secretary to make an appointment, etc. The HCP did not 
dwell on details of the health problem, but reviewed the symptoms quickly, made a rapid 
diagnosis and provided treatment briskly. 
 
HCP interrupts Pt (not at all to often, 1 to 6) 

The doctor interrupted, ignored verbal clues, and refused to let the patient have a turn to 
talk. 

 

Advice : The meanings of Q13b to Q13d are very close. The coder must however distinguish 
the bases of his judgments. In Q13b, impatience is assessed on the basis of voice or gestures 
characteristics. In Q13c, the hurry is assessed on the basis of the way the HCP leads his clinical 
work. While Q13c is simply based on the way the HCP manage the turns of speech. Same 
advice for the Q14b and Q14c. 
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HCP resists to Pt's statements (no or yes, 0 or 1) 

The HCP who resists what the patient says appears cold, irritated and distant.  Attempts 
are made to keep the conversation away from topics about which the HCP has 
reservations. In the worst cases, the HCP demonstrates explicit disagreement, interrupts 
the patient, makes a non-negotiable diagnosis and tries to get rid of the patient as 
quickly as possible. 
 
Resistance : HCP's expression of mistrust (not at all to much, 1 to 6) 

Lack of confidence, doubts expressed, reservations about the informations presented by 
the patient. 
 
Resistance : HCP's denial (not at all to much, 1 to 6) 

Refusal to submit to the patient’s suggestions, HCP’s implicit or explicit disagreement, 
HCP’s refusal to pick up on clues offered or to explore an avenue that seems futile. 
 
Resistance : HCP's negociation (not at all to much, 1 to 6) 

Attempt to steer the patient towards another avenue, attempt to reason with the patient, 
attempt to win the verbal sparring match by presenting strong arguments or valid 
reasons again patient's doubts or fears. 
 
Resistance : HCP ignores patient's statements (not at all to much, 1 to 6) 

The HCP ignores an explanation or a clue, and continues on a reassuring pathway 
rather than exploring the new avenue suggested. 
 
Resistance : HCP's verbal protestation (not at all to much, 1 to 6) 

The HCP explicitly disagrees with the patient’s comments (e.g. No, that’s not right; that’s 
not it; etc.). 
 
HCP Control strategy : authoritarian (not at all to much, 1 to 6) 

The HCP appears authoritarian in the face of the patient's resistance. There is a clear 
statement that resistance is unfounded, leaving no alternatives to the treatment plan or 
the diagnosis.  
 
HCP Control strategy : intolerant (not at all to much, 1 to 6) 

This strategy rejects any form of resistance. The HCP completely disregards the 
patient’s reservations and considers only his own opinion. 
 
HCP Control strategy : passive (not at all to much, 1 to 6) 

The HCP may manage resistance with passiveness. Aggression is neutralized by 
remaining calm.  For example, saying nothing about the patient’s fears or not replying to 
his questions. 
 
HCP Control strategy : negociation(s)/reason (not at all to much, 1 to 6) 

The HCP may try to negotiate with the resistant patient. He may try to explain the 
benefits of the treatment being considered and provide reasons for giving it.  
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HCP Control strategy : reassures/empathy (not at all to much, 1 to 6) 

This strategy is generally employed by the doctor. The doctor tries to reassure the 
patient and show that any fears are unfounded. The doctor displays empathy and shows 
equal concern for the patient’s health and well-being. 
 
HCP Control strategy : deny (not at all to much, 1 to 6) 

For example, a woman refuses to take hormones because she is afraid of gaining 
weight. The doctor replies that her fears are unjustified; there have been no reports of 
that happening.  The patient’s resistance is neutralized by denying the medication’s 
possible side effects.  
 
Doctor’s Style 

 
Strictly biomedical style: this doctor has time only for the physical health problem 
mentioned by the patient.  Quite often, this type administers treatment without worrying 
about the causes or consequences of the problem in question.  This kind of practice is 
often found in emergency medicine. 
 
Predominantly biomedical style: slightly different from the strictly biomedical 
colleague, this doctor takes the investigation a little further and tries to determine the 
causes of the health problem.  However, if there is a psychosocial clue, this doctor rarely 
picks up on it.  Time is spent on the practical consequences of the health problem.  If the 
patient suggests discussing a psychosocial aspect, this kind of doctor may feel 
somewhat uncomfortable. 
 
Mixed style: if the health problem in question is related to a psychosocial aspect of the 
patient’s life, this doctor will pick up on it.  In addition to spending time on the health 
problem presented, this type will ask the patient about any concerns and try to associate 
the physical problem with a disturbing event in everyday life, without denying the 
significance of the physical manifestations.  Therefore this doctor will ensure that the 
patient is in good physical and mental health. 
 
Predominantly psychosocial style: this is a much more psychotherapeutic approach.  
This style is determined more by the patient than by the particular doctor’s approach.  
For example, a doctor treating a patient with major depression serves more as a 
psychosocial support worker; the emotional aspect of the consultation is dealt with more. 
 
During the interview, the doctor: 
 

took time to listen to the patient: the doctor asked questions, explored avenues 
offered by the patient, let the patient speak, demonstrated interest, etc. 
 
used many medical-technical terms: the doctor used medical jargon that was 
more or less accessible to the patient. 
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tried to have a conversation with the patient: the doctor was relaxed, took the 
time to show interest in the patient, and made personal comments.  Comments were 
not just medical.  
 
answered the patient’s questions well: the doctor listened carefully, considered 
the patient’s questions and gave satisfactory answers.  The patient received an 
intelligent answer and the doctor did not try to brush things off with generalities. 
 
discussed diagnostic possibilities: the doctor made hypotheses, and tried to 
determine the nature of the problem with the patient. 
 
discussed therapeutic possibilities: the doctor explored new avenues of 
treatment, was open to the patient’s objections, and tried to create a modified 
treatment plan.  The doctor reviewed the patient’s medication and made sure that the 
medication prescribed was pertinent (when there were numerous medications). 
 
reassured the patient: the doctor showed empathy, was sensitive to the patient’s 
concerns, encouraged the patient and gave support.  The doctor was optimistic 
about the situation. 
 

During the interview, the patient: 
 
used many medical-technical terms: the patient was well-informed about the 
health issues in question, or the way things work in the medical field.  The patient 
used more or less specialized jargon, to which the doctor could respond in kind.  The 
patient was well-informed about the medication prescribed, etc. 
  

 
Assessment of Characteristics of Pt/MD Communication 

 
Warm/cold: warm communication gives rise to personal conversations, jokes, 
encouragement and obvious signs of sympathy.  Cold communication is limited to the 
medical context and never really goes beyond that. 
 
Overall, the doctor and patient presented signs of: 

 
Anger/irritation: the patient may appear irritated by what the doctor says.  The patient 
may express disagreement verbally, or may seem reluctant during the consultation.  A 
doctor rarely displays anger, however there may be evidence of irritation or annoyance 
during the interview (because of a patient who is slightly whiny, for example) and the 
doctor may therefore lack respect for the patient. 

 
Anxiety/nervousness: generally, this category applies more to the patient than the 
doctor. Patients frequently display anxiety about their state of health or clearly show 
signs of nervousness (forced laughter, rapid output, etc.) due to the medical condition or 
events in their personal life. A doctor could be nervous, for example, if late for 
consultations and could therefore be somewhat brisk throughout the interview. 
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Dominant/affirmative: a dominant patient monopolizes the dialogue, appears irritated if 
the doctor does not agree to requests, or disagrees with the presumed cause or nature 
of the problem. In return, a dominant doctor controls the discussion closely. The doctor 
is not necessarily open to the patient’s doubts or questions about the diagnosis. The 
doctor also decides how long to allow for each health problem to be presented. 
 
*The number of interruptions and overlaps (Additional Coding) may be a good 
indication of the presence of traits related to the three categories mentioned 
above. 

 
Interested/concerned: the patient appears generally concerned by the condition.  The 
patient is informed and demonstrates commitment to the therapeutic regimen. However, 
the patient may also deny the condition and any responsibility for it (e.g. I don’t have a 
problem; I don’t think it’s important…). A family doctor often demonstrates greater 
interest in the patient’s condition than a doctor in Emergency. A concerned doctor 
encourages prevention and stays informed about the patient’s general health, rather 
than coldly treating the problem presented. The patient’s health is important to the 
doctor, who believes the patient will recover and demonstrates a desire to help. 

 
Friendly/warm: a patient who jokes, laughs and talks openly to the doctor demonstrates 
friendly behaviour. This may change from the beginning of the interview to the end, with 
the patient becoming more comfortable along the way. The same definition applies to 
the doctor, who reassures the patient, and shows a cheerful, human side, even going as 
far as making a few personal remarks.  
 
Attentive: patient and doctor use back-channel responses carefully, letting the other 
know they are there and are paying attention to the dialogue. An attentive doctor would 
not miss important clues about the patient’s actual health. The patient would ask 
questions and demonstrate an understanding of the subject being discussed. 

 
Friendly/empathetic: once again, the degree of familiarity in the conversation plays an 
important role. Jokes and confidences usually represent good signs of a friendly patient. 
Depending on the level of familiarity, the patient may be interested in the doctor’s 
personal life. As for the doctor, emotions sensed in the patient are reflected back. The 
doctor shows respect for and understanding of the emotions and concerns expressed. 

 
Depression: the depressive patient is characterized by signs such as crying during the 
interview, a tremor in the voice, and symptoms such as insomnia, irritability, a feeling of 
a loss of control over everyday life, etc. 

 
Emotional distress: a patient like this will appear anxious, overwhelmed by events, 
under stress, and bothered by the smallest details. This patient shows signs of strong 
emotion or an urgent need to confide during the interview. 
 
Degree of Transparency in the Dialogue 
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A transparent dialogue explicitly names all the referents discussed during the interview. 
A perfect example of transparency is the initial interview, when the doctor and patient 
are getting to know each other. Things become less transparent as the parties become 
more familiar. The worst case of transparency is when there is weekly follow-up, for 
example, when the problem and its treatment are referred to only vaguely (e.g. MD I will 
give you another prescription for your pills.). Opaque communication occurs when 
proper understanding of what is going on in the interview is hindered by either an 
overabundance of vague terms (it, the pills, etc.) or by a lack of visual contact with the 
action. 
 
 
Doctor Motivates Patient to Follow Recommendations 

The doctor who encourages the patient to follow recommendations generally spends 
enough time explaining the reasons for the treatment, and demonstrating its value and 
relevance. The patient often expresses reluctance. The doctor wants to increase 
awareness of the condition and make the patient assume responsibility for it. The doctor 
insists and checks several times to see that the patient understands. A doctor who does 
not motivate the patient would give a prescription and instructions, but would not stress 
the importance of compliance. 
 
Health Problem Related to Psychosocial Aspects 

The doctor may try to relate the patient’s health problem to a psychological problem. To 
do so, depending on how open the patient is, the doctor may choose a particular point in 
the interview to present the hypothesis (e.g. the beginning of the interview, the physical 
exam, the end of the interview). 
 
Discussion about the Health Problem (Doctor) 

Strictly physical: the doctor concentrates on the symptoms observed and provides 
appropriate treatment. 
 
Physical but the patient’s psychological state is involved: for a serious, chronic 
health problem that directly affects the patient’s quality of life.  
 
Physical, but symptoms vary with the patient’s psychological state: for example, 
the doctor may diagnose the patient with a stomach ulcer and note that the pain is worse 
when the patient is under increased stress.  
 
Strictly psychological: the doctor spends time only on the psychosocial aspect. This is 
the case with depression, for example.  

 
No health problem: when more than one health problem is discussed during the 
interview, any psychosocial problem discussed has priority over a physical problem. 
 
Doctor’s Openness  

A doctor is more or less open to the psychosocial aspect of the interview. Thus, a doctor 
who is not at all open to this subject will never discuss the patient’s feelings and will 
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ignore any clues of that kind that are given. A doctor who is very open to the 
psychosocial aspect will be very sensitive to the patient’s emotional experiences and will 
be concerned about the patient’s mental health. This doctor will ask explicit questions to 
get the patient to talk about these experiences and any concerns. Are subjects such as 
old age, isolation, retirement and marital life discussed in the conversation? Does the 
doctor get the patient’s opinion?  
 
Patient’s Openness to Psychosocial Aspects 

When a patient presents a health problem that is apparently related to the stress of 
everyday life, the patient may react to the doctor’s suggestion in different ways.  Some 
patients will flatly deny the statement and try to show how serious their condition is, 
rationalizing the nature of the problem and desperately searching for a cause.  Other 
patients may accept the explanation and even surrender to it, sometimes appearing 
reassured that their physical health is not really affected.  It all depends here on the 
patient’s response to the doctor’s suggestion. 
 
Discussion about the Health Problem (Patient) 

Strictly physical:  the patient goes into great detail about the physical symptoms.   
They bother the patient, who consults for relief from them. 
 
Physical but the patient’s psychological state is involved:  the patient’s quality of life 
or emotional state may be affected by the health problem (e.g. It’s awful.  My headache 
stops me from living!).  The focus is on the tangible consequences of the problem.  
 
Physical, but symptoms vary with the patient’s psychological state:  the patient 
recognizes the condition, but associates the change in the severity of the symptoms with 
the ups and downs of everyday life (e.g. My migraines are the worst when I am under 
the most stress.). 
 
Strictly psychological:  the patient consults for a psychological disorder or depression.  
The patient is at wit’s end and is sometimes even suicidal.  
 

Psychological, but the patient’s physical state is involved:  the patient claims that the 

physical discomfort is caused by the stress of everyday life.  For example, the patient 
has hypertension because the spouse is in the hospital. 
 
No health problem:  the patient is in perfect health, or consults just for follow-up for 
health problems that are already under control.  
 
Explanation of the Health Problem 

The patient may or may not accept the doctor’s explanation of the health problem.  
Generally, acceptance of a diagnosis is clear (e.g. yes, you’re right), while denial is 
signaled by irritation or silence that indicates a refusal to comment or respond.  The 
patient may accept the doctor’s therapeutic regimen reluctantly.  Tone of voice is a good 
indicator for this variable. 
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Pt’s Reasons for the Consultation Exhausted 

The patient may clearly state that there are no more reasons for the consultation.  In 
response to the above questions, the patient replies, No, I think that’s all.  I think we’ve 
covered everything.  That’s all that’s bothering me.  Other than that, everything’s fine. 
etc.  If the doctor explores no other avenues in the interview apart from the reason for 
the consultation, assume that the patient may have had other reasons for consulting but 
the doctor did not give the patient a chance. 
 
New Psychosocial Problem 

Explore the new request:  the interview time is extended as the doctor feels that the 
problem raised is significant enough to be heard immediately.  The doctor asks 
questions and appears open. 
 
Indicate that time is up:  by a flagrant lack of listening, an OK that means that the 
interview is over, or simply stating it explicitly. 
 
Suggest that it be discussed at the next appointment:  generally the option chosen 
when the interview time is over.  The problem does not seem very serious, so the doctor 
suggests the patient hold the thought so they can talk about it another time. 

 
Display surprise:  the doctor shows surprise about the problem raised.  The doctor 
demonstrates concern for the patient’s well-being.  This is often accompanied by 
empathy or sympathy.  The problem is taken seriously and is generally discussed at the 
time. 
 
Display irritation:  the doctor does not appear receptive to the request and generally 
stops being attentive.  Tone of voice indicates that the doctor does not want to continue 
the interview.  One of the above strategies is then used to end the consultation. 
 
Ignore the request:  when the patient reports the problem, the doctor ignores the 
comment, does not pick up on the clue and stays within the medical framework of the 
consultation.  For example, if the patient mentions marital problems, the doctor hands 
over the prescription, summarizes the dosage instructions and tells the patient to have a 
good day. 

 
Discussion about the Medication 

The discussion about medication will be more or less detailed depending on the 
interview and the health problem.  Other factors in the discussion are the patient’s 
reluctance to take a medication and a more or less thorough understanding of the 
condition and its related treatments.  If the patient expresses doubts explicitly, then the 
discussion may be lengthy.  Some medications require a longer discussion, for example 
hormones, blood pressure medication and anti-inflammatories, unlike antibiotics, which 
are usually prescribed without further comment.  
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No discussion (1):  the doctor simply names the medication and tells the patient to take 
it.  The medication in question may be referred to only in vague terms (e.g., I am going 
to prescribe something for you). 
 
Some discussion (3/4):  the doctor names the medication and gives instructions about 
the dosage, length of treatment, etc.  In short, the doctor and patient cover the whole 
prescription, but do not go beyond that. 
 
Thorough discussion (6):  the discussion covers subjects such as compliance, the 
value of the medication, expected side effects, and current studies, in addition to the 
dosage, how to take it, and the name of the medication. 
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