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Treatment decisions: negotiations between
doctors and parents in acute care encounters

Tanya Stivers

When people seek medical attention for an illness, they are gener-
ally looking both for an explanation of the illness and for a solution
to their or their child’s medical problem (Robinson 2003). Acute
medical encounters typically include both a phase of the interaction
that is concerned with the diagnosis delivery and a phase that is con-
cerned with treatment for the medical condition (Byrne and Long
1976; Robinson 2003; Waitzkin 1991). Although both the diagnosis
delivery and the treatment recommendation involve the physician
imparting knowledge to the patient/parent,! the two actions have
a rather different sequential structure and are treated differently
by physicians and parents. This chapter will demonstrate that, in
acute medical encounters, the final treatment decision is negotiated
by physicians and parents — whether implicitly or explicitly. While
parents typically do not respond to diagnosis deliveries, they do rou-
tinely accept treatment recommendations. Furthermore, in contrast
to diagnoses, if parents do zot accept a treatment recommendation,
this is treated as resisting the recommendation. Resistance — pas-
sive and active — is a problematic behavior with both interactional
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In order to keep things concise, I will generally refer to parent(s) because most of
the data I am relying on are pediatric. However, points being made usually refer
1o both patients and parents unless otherwise specified.
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and medical consequences. Finally, I will discuss alternative formats
for delivering the treatment recommendation, and show that it may
be possible to reduce the likelihood that parents will resist the initial
treatment recommendation.

Data

This chapter draws on several corpora of video- and audiotaped
medical encounters from internal medicine, orthopedics, and pedi-
atrics collected between 1996 and 2001. However, the original
analysis of the practices outlined in this chapter was based exclu-
sively on pediatric encounters (see Stivers et al. 2003 and Stivers
2005a for a full description of these samples). Relying heavily on
previous analyses (Stivers 2005a, 2005b), this chapter makes use of
this broad range of data in order to document that treatment is ori-
ented to as negotiated across primary care. The examples chosen for
this chapter — whether from pediatrics or from the adult context —
are representative of and qualitatively similar to the cases in the
original analyses on which this chapter is based.

Background

Patient participation in bealth care

Many countries are recognizing that the role that patients play in
their own health care is an important and consequential one. Because
of this, there has been much emphasis within health care policy
on encouraging physicians to involve patients/parents in treatment
decisions. Within the United States, the primary government health
care policy document states that patients who participate actively
in decisions about their health care can positively impact national
health (see US Department of Health and Human Services 2000 fora
description of these data). And many health policy researchers assert
that patients should, whenever possible, be offered choices in their
treatment decisions (Brody 1980; Butler et al. 1998; Deber 1994;
Emanuel and Emanuel 1992; Evans et al. 1987; Fallowfield et al.
1990; Kassirer 1994; Levine et al. 1992). A number of American
medical associations now recommend that physicians explicitly
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involve patients in their decision-making. For instance, the Ameri-
can Cancer Society, the American Urological Association, the Ameri-
can Gastroenterological Association, the American College of Physi-
cians, and the National Institutes of Health (NIH) all recommend
shared decision-making for decisions surrounding cancer screening
{Frosch and Kaplan 1999).

The primary rationale for these recommendations has two facets:
patients have a right to, and want to, participate in the decision
(Blanchard et al. 1988; Cassileth et al. 1980; Emerson 1983; Ende
et al. 1989; Faden et al. 1981; Thompson et al. 1993); and patients
have improved outcomes when they participate in medical decision-
making, including satisfaction (Brody, Miller, Lerman Smith, and
Caputo 1989; Brody, Miller, Lerman, Smith, Lazaro, and Blum
1989; Evans et al. 1987), patient health (Brody 1980; Greenfield
et al. 1988; Kaplan et al. 1989; Mendonca and Brehm 1983;
Schulman 1979), and patient mental well-being (Brody, Miller,
Lerman, Smith, and Caputo 1989; Evans et al. 1987; Fallowfield
et al. 1990; Greenfield et al. 1988). Although researchers suggest
that in the acute primary care context, doctors are much less
likely to involve patients in treatment decision-making (Braddock
et al. 1999; Elwyn et al. 1999; Tuckett et al. 1985), this appears
to be based on the assumption that a patient must be explicitly
invited to participate by a physician in order to be involved in the
decision process. In what follows I will show not only that parents
do, typically without invitation, affect the treatment outcome
through participating in a negotiation process, but also that their
participation is treated by physicians as conditionally relevant.

Analysis

Responses to diagnosis deliveries and treatment recommendations

Parents and physicians alike orient to diagnoses as within the
physician’s domain of expertise. This is primarily evidenced by
the fact that when physicians deliver diagnoses they are routinely
n(?t even minimally responded to (Heath 1992; Perakyld 1998;
Stivers 2005b). Further, physicians do not pursue parent uptake
of ?heir diagnoses. This normative environment sustains diagnosis
delivery as complete and permits movement into the treatment
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recommendation. By contrast, both parties orient to parents (per-
haps more than adult patients) as having the right to accept or reject
the treatment proposal. Thus, while diagnoses are oriented to by
the participants as within the physician’s domain of responsibil-
ity, treatment decisions are oriented to as the responsibility of both
parties.

Tt has previously been argued that participants are typically ori-
ented to treatment as the final activity of the project of solving
patients’ new medical problems (Robinson 2003). However, a physi-
cian’s presentation of a treatment recommendation is #ot generally
treated by either doctors or parents/patients as sufficient for activity
closure. Both physicians and parents/patients display an orientation
to parent acceptance of the treatment recommendation as relevant
upon completion of the treatment recommendation (Stivers 2005b).
Thus, the sequential structure of treatment recommendations typi-
cally involves a recommendation followed by parent/patient accep-
tance, and only then a shift to other business or closure of the
encounter. For example:

(1) 2002 (Dr6)

1 DOC: ‘hbh Uh:m his — # — # lef:t:=h ea:r=h, is infected,
2 > {0.2)

3 DOC: h is bulging, has uh little pus in thuh

4 ->  ba:ck, =h

5 DOC: - Uh:m,an’ it’s rexd,

6 DOC: .hh So he needs some antibiotics to treat that,

7 DAD: => Alright.

g8 DOC: Mkazy, so we’ll go ahead and treat- him: <he has
9 1o a- uh:m, allergies to any penicillin or anything.

Having just completed her examination of the child, the doctor
here explains the child’s diagnosis {lines 1-5). Although the doc-
tor comes to possible turn completion most notably at the end of
line 1 but also at the end of line 4 and at the end of line 3, the
parent does not respond. By contrast, after the physician offers
her treatment recommendation in line 6 the father accepts this
with “Alright.” immediately upon possible completion of that turn
constructional unit (TCU). Also notice that, once the parent has
accepted, the physician, at line 8, moves from the generic discussion
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of “antibiotics” to determining which type of medication can be
prescribed.

AflOther example is shown in Extract (2). Here, the mother
receipts the doctor’s diagnosis of an ear infection with “Mm:.”
(llme 3). This token offers only minimal acknowledgment:f the
diagnosis (Gardner 1997).

(2) 1183 (Dr 1)

1 DOC: Well I think what’s happened is is that she

; MOM. h&fn t:l.lis: uh- (.) .h ear infection in her left ear?,

; II\D/ICC))CIJVI -> [And we’ll put her on some medicine and she’ll [be fine.
: [Okay.

However, the parent’s response to the treatment recommendation.
is “Okay.” (line 5). This token ~ particularly with final intonation—i
accepts the doctor’s recommendation, thereby treating it as a pro-
posal which makes acceptance relevant, and not as an informing.
The parent’s two different receipt tokens offered in close proxim-
ity provide evidence that parents orient to diagnoses and treatment

recommendations as actions that make relevant different sorts of
responses.

Withholding acceptance as passive resistance

That parents routinely accept physicians’ treatment recommenda-
tions but not diagnoses is one form of evidence that treatment
Is a domain of joint responsibility and that parents participate
in treatment decisions in a way that they do not pafticipate in
diagnosis. Further evidence lies in physicians’ pursuits of accep-
tanc:e when none is forthcoming. For instance, see Extract (3) from
an internal medicine practice. The diagnosis is delivered across
lfnes 1-7. The patient receipts the information with continuers at
lines 3, 6, and 9. In line 10 the physician moves into her treat-
Ment recommendation, which is also receipted with continuers in
llne§ 12, 14, and 16. Note that the physician shifted from diag-
n031§ delivery to treatment recommendation in the face of having
Teceived only continuers from the patient. Once in the treatment
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. .
recommendation phase, however, the physician pursues the patient’s
acceptance.

(3) SG1211

1 DOC: I don’t ~think- to be honest I think you

2 probably had this infection .hh=

3 PAT: =M[m hm, T

4 DOC: [am:d==uh it’s- whatever you had it’s: vira

5 infection:, your bo[dy is trying to get rid of

6 PAT: [Mm hm,

7 it,

8 DOC: hih N

9 PAT: [Mm hfm. ) .

10 DOC: [An’ you just need uh little bit of push_
11 {0.4)

12 PAT: [Mm hm, .

13 DOC: [to help you to get over this cough:.

14 PAT: Mm hm, o

15 DOC: I don’t think you need antibiotics?,

16 PAT: Mm hm, ‘ o

17 DOC: —» I (didn’t)/(don’) see any si:gns .h 1{1d1Fat1:ng

18 -> {.) ya know- (.) uh: for thuh [antibiotics,

19 PAT: [#hub huh# ((cough))
20 PAT: hm [kay, .
21 DOC: [.hh Uhm you probably need some strong coug
22 medicatio:n=so[me

23 PAT: [Mm hm, _

24 DOC: expectorant, stronger expectorants, [.hh ai- to=
25 PAT: [Mm hm,

26 DOC: =clear your airways from thuh phle:gm,

27 DOC: -> .mi[h and uh: (m) also at ni:ght I would use ub=

28 PAT: [Mm hm, ' '

29 DOC: -> =cough suppressant which I usually: (.) am hesitant
30 -> o use.

31 DOG: -> .hh [but only at nizght. (.) so you can go f:0 s:-=

32 PAT: [Mm hm, . X

33 DOC: -> =[uh to slee:p an:’ not wake up with (th’) cough.
34 PAT: =[Mm hm,

35 PAT: Mm hm?,
36 DOC: -> Okay?
37 PAT: Mkay.

First, at lines 17-18 the physician offers a rationale for her assczf-
tion that the woman does not need antibiotics. She accounts for the
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recommendation, which is one way of pursuing acceptance (Stivers
2005b). In response, the patient offers “hm kay,” but with continu-
ing intonation, this offers acknowledgment but does not fully accept
the treatment. Second, the physician offers an alternative medication
(“strong cough medicatio:n”, lines 21-22, 24, and 26), but this is
receipted only with continuers. Thus, the patient here treats the
physician as not yet done with her recommendation. The physi-
cian then goes on to recommend a third medication beginning at
line 27 (“also at ni:ght”). Note that this recommendation is offered
only after no uptake following line 26. Although it is not uncom-
mon for physicians to offer multiple recommendations, it is notable
that additional recommendations frequently appear at interactional
junctures such as this, where there has not been an acceptance of the
treatment proposal. This is further pursued with the reinvocation of
“only at ni:ght_” in line 31, which works to recomplete the sequence
and thus pursues sequence closure (Schegloff, in press). Finally, at
the end of the treatment in line 35, the patient still offers only a
continuer in response. At this point the physician overtly solicits
acceptance with an upward-intoned “Okay?” in line 36.

Extract (4), from a pediatric encounter, is an example which
shows that silence or continuers communicate a withholding of
acceptance in a sequential environment where acceptance is not-
matively required. At this point, the physician has completed an
in-office throat culture and is waiting for these culture results. She
begins her treatment recommendation with suggestions that are irre-
spective of these culture results. Throughout this explanation the
parent says very little. At each single arrowed line there is an oppor-
tunity for the parent to respond to the physician’s recommendation —
acceptance is a relevant action. However, in each case the parent does
not offer acknowledgment, let alone acceptance.

(4) 2020 (Dr. 6)

DOC: #Mkay:::.# so::,=h (0.5)
DOC: Tlk=.h Let’s see: what=thuh results of this i:s,=h
while we’re waiting for tha::t,
DOC: .h So no matter what the result izs, h she does
ha:ve uh:m hh redness in ’er throa:t, an’ looks
like she has pharyngitis, <whether it’s from bacterial
=>  or from virus,

NN L B W R e
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§ DOC: -> .hh So: uhm I want her to do mouthwashes?,

9 DOC:-> .h Gargling at ho:me?,

10 DOC: > Really deep gargling. (.) All the way back.

11 => #Aghghghgh.# All thuh way back of thuh throat, okay:?,
12 DOC: -> .hh Do it as many as- time as you can.

13 ()

14 DOGC: -> Three:_four times uh day. Especially after eating.

15 => Mkay,

16 DOC: -> .h That clears it out an’ that makes it feel better.

17 Mkay,=you can do it with salt water:, you can do it

18 -> with Sco:pe,

19 DOGC: -> .hh whatever mouthwash: flavor that she likes.

20 DOC: -> .hh So lets do that,

21 DOC: => .hh Give ’er uh soft die:t?, Mkay:, Don’t

22 give her anything heavy, nothing oilys,

23 > Trench fries, () fried chicken_ hamburgers,

24 DOC: => .hh Nothing spicy.=h for uh couple days. Okay:,

25 DOC: h Cuz it’s gonna hurt every time she swallows those
26 -> kind uh stuff.

27 DOC: -> .hh Let’s give ’er lots of liquids at ho:me,

28 {0.6)

29 DOC: -> .hh Give "er: water, juice, whatever she wants to drink.=h
30 DOC: -> Ice cream is okay:, That will make her feel better:,
31 DOC: > -hPopsicles,

32 {-)

33 DOC: -> That makes you feel better,

34 DOC: => .hMkay:2,

35 DOC: -> .h Maybe some mashed potatoe::s, you know

36 > (so)/(it’s uh) soft diet. as uh general.

37 ()

38 DOC: => Yogur:t, things like that. Nkay:,

39 DOGC: > .hh Uh:m._and you're just gonna have to rest.

40 {.)

41 DOC: You know?,

42 (-}

43 DOC: She’s gonna have to rest.

44 MOM:  Yeah.=

45 DOC: —No more running arow:nd an’ — (.) ya know staying
46 > up la:te, an’ things like that.

47 DOC: .h You’re just gonna have=t" take lots of nazps,

48 > an’ resst, throughout thuh weekend.

49 DOC: => .h Mkay:, {({(Doc moves to look at rapid strep culture)

This physician seeks acceptance of her recommendations for mouth-
washes (line 8), a soft diet (line 21), liquids (line 27), and rest

o —
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(gne 39). We. can see this in several ways. First, similar to Extract
(2 5), she provides accounts for her recommendations (e.g., lines 16
(eé 33;::1?0?:?; )1 %he also restates her treatment recomm’endations’
o, t, -11, 5-36,43, and 47-48). Third, she adds additional
atments (lines 21, 27, and 39). Fourth, she can be seen to pur-
1s‘ue acceptance with rising intonation at the end of TCUs such ai in
t;lneesse 81, 9, a.nd 21 (Sacks a_md Schegloff 1979; Schegloff 1996d). That
fhese I(l)cfa:ons were d.eSIgnedly n pursuit of acknowledgment can
pe seer , for exam-ple, in the. doctor’s repeat of lines 8 and 9 in Line
and the.respeaﬁcatlon with “All the way back.” (also in line 10
Tfhere IS-Stln further pursuit in line 11, first with the demonstratioi;
;)V aiagill?%fatgi hs:;ond \fith the redoing, yet again, of “All thuh
e “Ok;;e:;’,”.and then with a more direct request for
. Slmlllarly, throug}-) th‘e physician’s use of three-part lists the physi-
an also hearably invites the parent’s uptake because these lists
project completion and have been shown to be strongly designed for
;;Crll:znt u;)take (Heritage :imd Greatbatch 1986; Jefferson 1990).
Lore aix(l);.):; acil: ti\xe end of l.me 19 the doctor reaches the third item
N Simiﬁl ‘ ;i ;[ edt ;ee~part list and thereby implicates confirmation.
I is in line 29, but, as before, the parent does not offer
acci;t;ijxg;act (L;:l), the physician actively pursues the parent’s
noeeptance rollllg ! other means. For example, in the double
e n(js, tf i: oct:)r can be Seen to pursue acceptance with
fonous & moi 1;) oka}}f Tltxe physw}an also changes her addressee
o i 1er to the child (see %mes 33 and 39). This change
e a Sl(: appears to be.des.lgned to elicit acceptance even
e Wir}? ‘er child.” Aild, in line 41, the physician pursues a
i b oudknc:w?, .However, it is not until line 44, after
hopte I;:l " ul:;‘s :m a c.,h};smge in addr’essee back to the mother, that
v y agrees with the doctor’s treatment recommendation
o I:fi Ctiltus; section ‘I have shown that physicians work diligently
s parent acceptance before closing the activity of recom-
ng treatment. We saw that their pursuits of acceptance

3
= W the physici, i
this mzi’g ;; fl}:if\n Ill;uli e}émted agreement from the child - which is explicitly sought ~
this sor thati clped get 2 some_what coerced acceptance by the mother. It is in
see this as a practice for pursuing parent acceptance.
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include extending the activity with accounts, returning to prior
activities such as diagnostic findings in support of the treatment
recommendation, offering additional recommendations, pursuing
acceptance with rising intonation, or, more explicitly, with varia-
tions on “Okay?”. Thus, a failure to accept is heard as withholding
acceptance; and physicians regard it as passive resistance (Heritage
and Sefi 1992) to their proposed treatment. Thus, passive resistance
is one interactional resource through which parents/patients initiate
a negotiation of the treatment decision. This argument relies on a
normative structure of treatment recommendations to suggest that
even “doing nothing” in a particular sequential environment can
be a consequential form of participation and can affect treatment

decisions.

Active resistance

Whereas passive resistance works purely in a second/responsive
sequential position, active resistance makes relevant a next action
by the physician, so it is both a responsive and an initiating action.
This makes it a stronger type of resistance. Despite these differences,
cither form of resistance puts the physician in a position of working
to “convince” a parent to accept the proposed treatment recommen-
dation, or offering the parent possible or actual concessions because
of the normative orientation that parents/patients must accept treat-
ment recommendations before physicians proceed to the next activ-
ity in the visit. Through either type of resistance, parents hearably
take a position against the treatment they are being offered. In the
pediatric data in particular, parent resistance is typically against an
over-the-counter or non-prescription treatment plan. In the follow-
ing instance, the entry into a negotiation is brought to the surface of
the interaction. Here, after the physician states his position against
antibiotics in line 4, the father resists by offering a narrative of
his own illness experience (lines 6, 10, 12, 14, 17-18, 20, 23, 25,

and 27).

(5) 32-28-03
1 DOC: I think from what you’ve told me (0.2) that this is
2 pro:bably .h uh kind of (0.2) virus infecltion,

3 DAD: [Uh huh,
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4 DOC: (0.4) th:at T don’t think antibiotics will ki:ll
5 (0.2) ’
6 DAD: > Well-
7 DbOC: [Thee other-
8 DAD: K )
9 DOC: >Go=ahead <
1(1) ggl(): <> Yeah. .hh( )Ihad it- I had thuh symp[toms
: 1
12 DAD: -> Three weeks ago. ffunderstand.
13 DOC:  [Right.

i;l DAD: > &hh An:d Pve been taking thuh over the counter cough
-.> )

16 DOC: [{Good.)

17 DAD: -> Uh s- () coughing syrup, Nothing take away. hh

18 ->  Especially my sor- my [th- my throat was real=
19 DOC: [Mm hm -
20 DAD: -> =sore [for (awhile- et- that) w:eek.

21 DOC: [Uh huh

22 DOC:  °Right,
23 DAD: -> an:d (.) I start takin ibiotic (
«d (. g thuh antibiotic (0.5
24 INF: eh he ({cry)) 0
25 DAD: > Yesterday.
26 DOC:  Right,
27 DAD: -> Andit {.) seemed to take care of the problem.

%8 DOC: [(Well) that’s why we’re doin’ a throat [culture.
9 DAD: i ) [Yeah.
30 DOC: [is TUH SEE if they need antibiotics.

31 DAD: I( ) Yeah yeah.

32 (0.2)

33 DOC: Cause <I don’t th:ink they do.

34 DAD: Olkay,
35 DOC: =>  [Now if you (.) absolutely insist_ I will give you

gg => antibiotics. but [I don’t think that’s the right=

INF: [#eh::#

38 => medicine for ’em,

zg DAD: No P'mi not saying- I'm not saying it- (0.2) don’t

“ get me wrong but- I’'m sta- trying tuh tell you the
[history of { )

:?2’ ggg [ understand, I- T heard [i’ouhwhen you told me,

44 DOC: I under{stand, et

45 DAD [Uh huh,

(INF = infant)

inllines '23, 25? and 27, the father builds a case that antibiotics
olved his own illness. This narrative is positioned at a place where



290 Tanya Stivers

acceptance of the treatment recommendation is due, and thus is hear-
ably resistant. Through the narrative, the father implies that anti-
biotics would be helpful for his two sons, who are ill with “the same
thing” (as he mentioned earlier in the encounter)., The physician’s
response shows his understanding of this implication as he explains
that antibiotics are a possible treatment, and that this is why he
performed a throat culture. Moreover, in lines 35-36 and 38, the
doctor offers to prescribe antibiotics against his medical judgment
if the parent insists. Note that the physician here overtly acknowl-
edges the impact of parent pressure: if the parent continues to press,
he will provide the antibiotics despite the fact that they would, in
his opinion, be ineffective and thus inappropriate.

This case thus offers two types of evidence for the importance par-
ent/patient participation plays in these encounters. (1) The parent
displays in his active resistance that his stance towards the treatment
matters. He takes a position which, though implicit, displays him-
self to be in favor of antibiotics and opposed to over-the-counter
treatment. (2) The doctor’s explicit acknowledgment that he will
prescribe if pressured, offers evidence that for physicians, parent par-
ticipation matters and can alter a treatment decision even when that
participation takes this form rather than a response to an inquiry
about preferences.

Another example is taken from an orthopedic clinic where a
physician is seeing a woman for shoulder pain. Here, the physician
recommends two types of treatment, beginning in line 1. The first
involves physical therapy (lines 1-5). Although there is no verbal
uptake at line 6, note that the physician had projected at least two
treatment recommendations through his numbering of them. Using
“pumber one” implies that there will be a next. Thus, acceptance is
not due yet, though the patient nods in provisional (or “thus far”)
acceptance (line 6). The second type of recommendation is “tuh let
me give ya uh little injection right here.” (lines 7-8). In response
to this recommendation, the patient bodily recoils (line 10), and
vocally offers a very affective high-pitched “Mm::.” (line 1 1), which
is treated immediately by the physician as resistance.

{6) SG 901
1 DOC: SO WHAT I'D LIKE- what [ would recommend
2 that we do is number one is that you get
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3 some formal physical therapy tuh work on

4 some exercises.an’ I have uh little

5 [sheet that we’ll go over,

6 PAT: [({(nodding))

7 DOC:  .hh And number two I’d like you tuh let me give

g ya uh little injection [right here.
> I?AC")FC [{(pointing at shoulder model))
H [{(wraps arms around body; leans back))

11 PAT: -> (44Mm::.) ((high pitch))
12 DOC:  If you don’t wanta do it we don’t [(hafta do.)

}i PAT: o {No: no no.
{I— i~ if you hafta you hafta I- I)

15 just #ugh.

16 {0.5)

17 DOC:  If you wanna wai:t (.} I mean we can do it

18 next tizme,

19 ()

20 DOC:  But it- I- I think most of thuh time what

21 happens is is I put three medicines in

22 there okay,

Immediately following this active resistance, the physician backs
dowr'1 from his recommendation for an injection. He shifts from
offering it as what he’d “like” to do, to making it contingent on her
own wishes (line 12). Slightly later, after the patient exhibits resigned
aCCf:ptance (lines 13-15), he offers to at least delay the injection
until another visit (lines 17-18). Although ultimately the patient
does‘agree to the injection in line with lines 13-15, both of the
physician’s modifications to what he originally proposed underscore
that the treatment outcome is a product of negotiation.

That physicians respond to parent resistance with concessions
(wl'}ether that be delaying a particular recommendation or elimi-
nating it altogether, both of which were seen in the extract above
or offering treatment that had not been previously offered at all) i;
potentially problematic not only from an interactional perspective
but a}ls-o from a medical perspective. For instance, in some cases,
physmsfms alter their treatment recommendations from one typé
of medication to another, and this can be particularly concerning
when tha}t c]f%ange involves a medication such as addictive pain reliev-
izséar::jlcfatﬁons with kn(?wn side effects, oF antibiotics, (Extract 5)
o of the current national and international issue with bacterial

istance to antibiotics (Baquero et al. 2002; McCaig and Hughes
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1995; Neu 1992; Reichler et al. 1992; Schwartz 1999; Whitney
et al. 2000; Wise et al. 1998) which has been escalated in no small
part by inappropriate prescribing of antibiotics for viral infections
(Cristino 1999; Decks et al. 1999; Gomez et al. 1995; Nava et al.
1994; Watanabe et al. 2000).

Although complete reversals in treatment recommendations are
rare, that they happen at all provides strong evidence for the power
of parent resistance and the critical role that parent/patient accep-
cance of the treatment recommendation plays in the treatment
decision. The negotiation activity, in order to generate parent accep-
tance, can be quite protracted, and concessions on the part of physi-
cians are dramatic. An instance is shown in Extracts (7a)—(7f). Here,
in lines 1-2 of (7a), the physician recommends against antibiotics,
but there is no parent acceptance. The physician expands her treat-
ment recommendation against antibiotics in line 3 with an incre-
ment concerning the duration of antibiotic treatment that would be
required (Schegloff 2001). The parent does not accept here, either.
The physician then offers an alternative type of treatment: eye treat-
ment (line 4). This is not accepted, and a third treatment is offered
in line 5 (a decongestant), This recommendation is followed by an

account (lines 7-8).

(7a) 2019 (Dr. 6)

1 DOC: .hh So: uh:m a- at this time I don’t wanta commit "er to:
2 antibiotics.
3 DOC: Like two weeks, or three weeks, or whatever:?
4 DOC: .h1Ithi:nk I'll go ahead and treat her for the eye:s?,
an’ I wanta give her some decongestant.
()
DOC: .hh So that would, suck out all that, um,
secretions?=

(S-S

During the next 45 lines of talk (data not shown) the parent con-
tinues to withhold acceptance and thus passively resists the non-
antibiotic treatment being proposed. She inquires about deconges-
tants and what forms they come in (i.e., liquid or pill) but does
not accept them. Then, at line 54, she inquires about the treat-
ment for her daughter’s eyes. The next component is shown in

Extract (7b):
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(7b)  ((4S5 lines following 7a))

54 MOM.: [And then for conjunctivitis is there [(another one?,) or_]

;Z DOC: She e [She needs uh:m_ ]
eds eye drops.

57 (0.4)

58 DOC: Antibiotic eye draps.

59 {.)

60 DOC: ngy:,:h:An’ she’s gonna hafta put- you’re gonna hafta put-

61 (-) few drops imn_ several times uh da:y.

g§ DOC: .}.111 An’ that will clear her redness:, an’ that (will) get

& ac.:lo(;f all that goopy: stuff. that she’s having.

65 DOC: Mkay:?

66 (0.2)

67 DOC: .h*But otherwise her ears look really goo:d

68 MOM: Yeah [(her) ears alwalys look good. ’

5(9) DOC: [.hh [Her: chest sounds goo:d,
DOC: Uh:m, .hh- Ya know i- She doesn’t look like ubzm {.)

-7 Why don’t we go abead and try thuh decongestant first.

72 ()
73 DOC: Mkay:,
74 DOC: An’ if you don’t think there’s any: improvement with

;Z thuh decongestan:t, .h an’ you think she still has s:-

oM you know (-} getting all the secretions ba:ck, .h [you know=
: . ‘ [Mm hm.

;g DOC: =ar11l if shﬁ has:=signs of fever:, .h you know at that tizme
we’ll go ahea:d, but at this ti:me, you k he’ B

80 she’s afebrile nc’)[:w, B youlnow shes ()

Her.e again, the parent passively resists the treatment suggested for
f:on]unctivitis (following lines 56, 58, 61, and 63). Similar to other
instances, the physician works to secure her acceptance. Note in par-
ticular the account for the eye drops recommendation in lines 62-63
tand the questioning “Mkay:?” (line 65) which is positioned follow-
ing a full second of silence and still does not receive acceptance.
Here tl}e physician retreats to her examination findings, restating
i}eem (lines 67 anfl 69). The mother resists this as a rationale for the
T atment. l.)y stating that “(her) ears always look good.” (line 68).
inhe physician does not take up this resistance from the mother, but

steadvreasserts her treatment recommendation in line 71. The par-
;*I;f again P?ssively resists even after further explicit pursuit (line 73).

e physician then moves into a point at which she would consider
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offering antibiotics — a future concession. This future concession
would be possible if the child, as the doctor says, has secretions or a
fever. However, these are precisely the symptoms which brought the
parent in to the physician in the first instance. The parent actively
resists this since, as a condition for prescribing, the parent con-
veys her understanding that the condition has already been met.

See Extract (7¢):

(7<)

81 DOC: ... afebrile nof:w,

82 MOM: [(Well) she’s had uh low-grade temp - on
83 [an’ off (for) thuh past couple day:s_ (.) Uh:m. (0.5)

84 DOC:  [Mm hm:,

85 MOM: She never- She- (0.5)

86 DOC: Mm hm[;,

The mother actively resists the denial of antibiotics (most recently
invoked through the mention of “at that ti:me we’ll go ahea:d,
but at this tizme,” lines 78-79). She actively resists citing that the
condition of fever, which the physician indicates might, if present,
be enough to warrant a prescription, has been present at home
(lines 82-83). She then recounts previous experiences where med-
ical encounters have failed to detect a temperature when one did
exist (beginning in line 85 and extending six lines beyond — data not

shown).
The mother then returns to her active resistance on the count not

only of a fever being present (line 93) but also on the grounds that

her daughter is otherwise behaving abnormally (lines 95 and 97).

(7d)  ((six lines following {7<c]})

93 MOM: But anyway she’s had low-grade temp [(an’ uhm),
94 DOC: [Mm hm.
95 MOM: (1.1)just really hasn’t been hersel:f. It’s- it’s- Is:=
96 DOC: =M[m hm.

97 MOM: [(ya know)/(even) more than: uhm (1.5) thee eye thimng.

98 DOC:  Uh huh:,
99 MOM: <I mean I usually don’t- I- T usually wait to bring her in

100 at least until [( )

101 DOC: [You wait unti- Yeah:,.

102 DOC:  .hhh Uh:[m-

103 MOM: [Cuz it’s such a big deal to come here[( )

104 DOC: [Yg_a:h,:h
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105 I mean: if you wa:nt
: a:nt ya know- I mean she looks.=
igg MOM: :}?31}11 I at least have thuh prescription an’ I'll decide
whether or not to fill it, i 55,
0, o fill it, IRE couple day:s,
109 DOC: For the antibiotics[:?
110 MOM: [Ye[ah
i1 : y
: 1; DOC: e 1 [Uh::m_Ireally don’t like to do tha:t,
b b ligze‘;, ? ,rnean -hh She doesn’t look: like she has sinusitis:.
114 ()

115 DOC: Uhm, if you really wanta be su:re we can go ahead and

116 DOC: : if it’ i
" C N take: x rays to make swre if it’s really opacify:,

ﬁ g DOC: .hh cause unnecessary treatment for sinusitis: she can
-> get resistant to uh lot of those antibiotics?,

g(l) boc - > uh lot of those bugs. I mean.
: -> .hh An:d it’s- it’s not real :

o i not really good for her:.

123 DOC: So:: we try to minimi:ze ya know- treatment until

24 - > it’s really necessary.

125 s ()

The implicit claim being made by the parent in lines 95 and 97
appears to be that the girl is “sicker” than the doctor’s treatment rec-
om'mendation would suggest. In lines 99-100 and 103, the mother
f:lalms to normally “wait” before visiting the doctor, thus display-
ing “troubles resistance” (Jefferson 1988), that she i; not a mother
th rushes her child to the doctor (see also Halkowski this volume;
Heritage and Robinson this volume). Again, the implication is tha;
the child’s (fondition is more serious than the doctor’s treatment rec-
ommendation would suggest. In response, the physician begins a
turn tbat appears more concessionary. She first agrees with the par-
ent with “Yea:h,” (line 104) and then with “I mean: if you wa:nt
Za know-". Note t.hat, as a turn beginning, this is very similar to

If you absolutely insist” discussed in Extract {5). Both beginnings
fral.ne the forthcoming response as a responsive concession and thus
co-implicate the parent in the revised treatment recommendation. So
far, the parent has not yet explicitly stated anything that she wants
Or expects, bu.t she has passively resisted the physician’s treatment
Zﬁzfirizerzdatlon by Withho.lding acceptance, and actively resisted
ot dent re.commendatlon by 1m.plymg that her child is sicker

octor is prepared to recognize.
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However, the concessionary frame is abandoned in favor of a less
concessionary “I mean she looks.”, which, given the no-problem
physical examination that preceded this discussion, is likely to be
heard as headed for an evaluation consistent with this, and inconsis-
tent with prescribing antibiotics. It is at this point that the mother’s
strongest form of treatment resistance comes — an overt request for
antibiotics in lines 106-107. This not only calls into question the
treatment recommended so far but specifically challenges the physi-
cian’s assertion earlier in Extract (7a) that she does not want to
commit the girl to antibiotics at this point.

The mother’s request “Can I at least have thuh prescription”
treats the prescription as a minimal form of action. This is accom-
plished with “at least” and by coupling this initial proposal with a
second unit of her turn “an’ Pll decide whether or not to fill it, in a
couple day:s,” claiming some measure of autonomy and discretion
(i.e., that she would not immediately fill the prescription and give her
child antibiotics and could further determine whether and when to
fill the prescription). The doctor denies her request in line 111, but
does offer a concession: they could perform an X-ray that would
potentially clarify whether or not the child should appropriately
be treated for sinusitis (lines 115-116). In addition, the physician
cites the inappropriateness of treating this condition with antibi-
otics and the general need to avoid inappropriate prescribing as an
account for her recommendation against antibiotics. Note that here
the account, part of a typical dispreferred turn insofar as it works
to deny a request (Pomerantz 1984a), also works to pursue parent
acceptance since, ofce again, acceptance is relevant.

The mother accepts neither the physician’s rejection of antibi-
otics nor the concession. At each arrowed line the mother with-
holds acceptance of the physician’s recommendation. The mother
continues active resistance across the next stretch of interaction (see
below). Here, after the doctor again returns to outline a situation
in which she would concede and prescribe antibiotics — if the gitl
“looks really -ba:d,” (line 126) — the mother asserts that her daugh-
ter never looks bad (lines 128-129). She goes on to claim that her
daughter is not herself, thus implying (again) that her daughter is
sicker than the physician is recognizing. This begins in line 128 with
“I mean she can be really sick and she never looks-” and continues
across the 20 lines of data not shown.
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{7e)

123 DOC: So:: we try to minimi:ze ya know- treatment until
124 - > it’s really necessary.

125 > ()

126 DOC: You know of course if she’s s-

01 you know looks really -ba:
127 [then I’ll go ahead. sreally-basd
128 MOM: [(see she ne-) she never looks: ba:d. I mean

129 [she can be really sick and sh -
2 50G o DT y sick and she never looks

131 DOC: Mm hm[:,
132 MOM: [You know: I’ve taken her in here with:

(20 lines: examples of girl not acting sick but having infections))

153 MOM: And plus it’s her (t=her:) uhm (0.6) tik (0.4)
g‘s‘r MOM g}?[t:hm.(O.S ) °What’'m I tryin’ £ say:-° Emotionally.

: mean she’s been) .hh (0.8) t- know n ’ =
13 Do b y (0.8) t- you know more ’n more=
157 MOM:  —tire:[d,

158 DOC: [Mm [hm:,

159 MOM: [And more n mo:re (.) upset easily_ [an’ stuff:
160 DOC: "~ [Mmhm
161 MOM: over thuh past couple weeks, [an’ it’s- it’s just been ’
162 DOC: [Mm hm:

163 MOM: =building an’ building an’ buiflding.

164 DOC: ~ [Mm hm.

The mother appears to escalate her claims about how sick
h.er daughter is by invoking the emotional and psychological realm
(lines 153~155, 157, 159, 161, and 163), especially through her
tepetition and intensification of “building” (line 163).

Finally, the physician works to close the activity after what is
now over 160 lines of negotiation over treatment. Note that if the
mother had agreed readily to the treatment following the recom-
mendation shown in Extract (7a), this activity might well have been
closed virtually immediately. Now, the physician offers yet another

concession —a willingness to talk to the girl’s regular physician (lines
167 and 170).

(7f)
163 MOM: =building an’ building an’ buiflding.

164 DOC: [Mm hm.
165 DOC:  .tlkhh Who: usually sees her.
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166 MOM: Doctor Hilton.

167 DOC: .hh Uh:m lemme call him an’ see what he uhm says.=
168 MOM: =Oh is hfe around (today?)

169 DOC: [Okay?

170 I don’t know if he’s arousnd but Pll=lemmme try to call
171 him. .hh because: uh:m_

172 MOM: Hesnot[( ).

173 DOC: [TIk I really don’t want to treat ’er.

174 {0.5)

175 DOC:  Uhm but then I’ve only seen her first time.

176 DOC:  This is my first time seeing her so I really don’t
177 know how she (.) you know i:s,

178 DOC: .hh So let me call *im an’ see: what he sugge:st,
179 DOC:  h An’ the:n we’ll go from there.

180 ()

181 DOC:  [Does that sound okay?

182 MOM: [*Okay.°

183 MOM: Sure, if you [can (reach) him £it sounds great.£

Even here, after proposing to call the child’s regular doctor, the
mother is resistant (line 174) when the physician re-raises her treat-
ment recommendation in line 173. However, when she proposes, as
an alternative, that she will “see: what he sugge:st,” in line 178 and
make a decision at that point (line 179), the mother acquiesces to
the proposal only when the doctor pursues acceptance in line 181
with “Does that sound okay?” Even then the acceptance is condi-
tional (in line 183 with “Sure, if you can (reach) him £it sounds
great.£”

Ultimately, the physician cannot reach the girl’s regular doctor,
and she prescribes antibiotics for the girl despite having diagnosed
only conjunctivitis, having explicitly rejected a sinusitis diagnosis,
and having repeatedly expressed a desire not to treat the girl with
antibiotics.

This section has focused on a second type of resistance — active
resistance — to a physician’s treatment recommendation. We have
seen that active resistance is stronger than passive resistance because
it initiates new sequences and thus makes a response from the physi-
cian conditionally relevant. This puts the physician in a place where
he or she must deal with closing the treatment recommendation
sequence as well as with securing acceptance from the parent before
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the visit can progress to the next activity and/or visit closure.
Because of this, resistance can be understood as a communication
practice through which parents can, intentionally or unintentionally,
place pressure on physicians to alter their treatment rec:ommendaj
tion. This is a critical form of patient/parent participation that may
not ordinarily be recognized as playing a role in shaping treatment
outcomes.

- So far, this chapter has shown that treatment recommenda-
tions involve a negotiation between physicians and patients/parents.
When treatment proposals are accepted, the relevance of that accep-
tance is not readily observable. It is thus primarily through deviant
cases where acceptance is not forthcoming, and resistance — whether
passive or active — is present, that the sequential structure and thus
the relevance of parent participation becomes observable. The cases
shown here provide evidence that treatment recommendations are
not the result of an algorithm based on clinical findings alone but
f‘ather are subject to the influence and pressure of parent behav-
ior and must be worked out in the medical encounter through the
interaction.

This analysis has been based primarily on evidence from pediatric
enc«f)unters, but a brief examination of internal medicine and ortho-
pfi:dl(: interactions — as illustrated in Extracts (3) and (6), respec-
tively — suggest that negotiations and the practices involved are
characteristic of treatment recommendations across acute primary
care encounters. One of the issues this raises has been adumbrated
already. What are the dangers of negotiations between physicians
and patients? Previous research in pediatrics shows that when
parents actively resist a physician’s treatment recommendation,
physicians are more likely to report that they perceived the par-
EHF to expect antibiotic treatment (Stivers et al. 2003). Because
prior research has shown physicians to be more likely to pre-
scribe antibiotics inappropriately when they perceive a parent to
expect antibiotics (Mangione-Smith et al. 1999), there are both
medical and social reasons for wanting to avoid or minimize par-
ent resistance. The next part of this chapter examines alternative
f(?rmats for delivering the treatment recommendation that appear
directly related to whether or not parents actively resist the treatment
fecommendation.
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The format of treatment recommendation

If we return to examples already shown in this chapter, we can see
that physicians tend to offer their treatment recommendations in
one of two main ways: either as a recommendation for or against a
particular treatment. The most common delivery format for treat-
ment recommendations is for the physician to recommend for what
is to be done for the patient’s problem. We observed this format
in Extracts (1), (2), and (6). See Extract (8), previously shown as

Extract: (1)

(8) 2002 (Dr. 6)

1 DOC: -> .hh So he needs some antibiotics to treat tha:t,

2 DAD:  Alright.
3 DOC: Mkazy, so we’ll go ahead and treat- him: <he has

4 no a- uh:m, allergies to any penicillin or anything.

In line 1, the physician delivers her treatment recommendation, for-
matted as a recommendation for how the boy should be treated
(line 1).

In contrast to the recommendations for treatment, physicians
also relate treatment recommendations negatively — by recommend-
ing against treatment. Recommendations that are formatted in this
manner recommend against either a class of treatment or a partic-
ular treatment, as in Extracts (3), (4), (5), and (7). Here is Extract
(9) as an example, which is Extract (5) repeated:

(9) 32-28-03

1 DOC: 1 thiink from what you've told me (0.2) that this is
2 pro:bably .h uh kind of (0.2} virus infec[tion,

3 DAD: fUR huh,

4 DOC: -> (0.4) th:at I don’ think antibiotics will ki:ll,
5 {0.2)
6 DAD: Well-

Here, the physician identifies a treatment but then negates it with
“tha:t T don’t think antibiotics will ki:ll,” (line 4). Although the
named treatment is potentially relevant, treatment is being oriented
to as relevant, the parent is not offered a solution but rather is told

which solution is not an option.
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As mentioned early in this chapter, previous research has areued
that parents and physicians alike orient to the relevance of tfeat-
ment following a diagnosis delivery. When treatment is not im
dlatel'y forthcoming, patients pursue a treatment recommendatrir(l)er;
(Robmsqn 2003). Although this pattern is present across the dif-
ferent primary care data I have examined, more prominent is that
some treatment recommendations are proposed by physicians but
are responded to by parents as though they are insufficient. In what
follows I will expand on what parents treat as minimally ;ufﬁcient
as compared to insufficient,

Insufficient treatment recommendations. Parents respond to
treatment recommendations as insufficient when the recommenda-
tion - whether implied or stated ~ “1) fails to provide an affirmative
action step, 2) is non-specific, or 3) minimizes the significance of the
problem” (Stivers 2005 a). For instance, see Extract (10). Having just
reported non-problematic physical examination findings for a ]girl
vs‘rho presented with upper respiratory cold symptoms, the physi-
cian states “she’s gonna get better on her ow:n,” (lir,le 1). With
this statement, the physician orients to the relevance of “trea.tment~
related actions” (Robinson 2003:45 ); however, he does not provide

a trea.tment recommendation that is oriented to as sufficient by the
caregiver.

{10) 16-07-07
;- DOC: (U)hm she’s gonna get better on her ow:n,
2 DOC: I d(?n’t see any ear or throat infection,
: DGPA: > So just () f:luzids and *you know®.=
p ocC: =Fluids an’ re:st an’ kinda thuh (0.4) common
2 sense kinda things,
GPA: Sh:e’s okay to go to school tomorrow.

i‘e’ﬁ:;:;lss f}fOVide(} Ciln the grafidfath‘er’s response: he inquires about
oriencation toa:hCOt; be pl;OYldf:d (l.me 4). This action displays his
Ficient s, e physician’s u?tlmauon of no treatment as an insuf-
s ecrilt recc?frinmendatxon and, moreovex.', makes relevant an
cian, The «';Ilﬂ Ks.peCI ¢ treatment ref:omm'en.dat'lon from the physi-
maintainsi rYSI}flan does th_en pr9vxde this in line 5. However, he
treas ather vague orlffntatxon towards the sort of mundane

ments that could be used in such a case. These types of treatment
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recommendations are routinely problematic, and here, although it is
adequate for sequence closure, it nonetheless yields continued con-
fusion regarding the health status of the child as evidenced by the
grandfather’s question in line 7.

This example suggests that parents are oriented to a minimally
sufficient treatment recommendation as necessarily including a spe-
cific next action step. I argue that it is precisely for this reason
that treatment recommendations that recommend against partic-
ular treatment are more likely to be resisted. If a treatment is ruled
out, then by definition no specific next action step is provided, which
leaves parents in a position of pursuing a sufficient treatment rec-
ommendation. For example, see Extract (11). After the physician
recommends against antibiotics (line 5), the mother inquires about
a medication that she can provide (line 9).

(11) 32-27-08
DOC: .hh So: I think it’s just (.} one uh thuh (.)

1

2 thimngs: kids get one thing after another sometimes,

3 MOM: Mikay.

4 DOC: [Nothing serious here,

5 DOC: .mh Nothing that I can see that an antibiotic would help,
6 MOM: Okay;

7 ()

8 DOC: [Uh:m
9 MOM:-> [Souh:m (.) should I continue with thuh Tyleno:1? er_

10 DOC: Tylenol if he’s uncomfortable.
11 ()
12 DOC: [With fever *n (0.2) headache,

13 MOM: [{kay)
14 DOC: or anything [like that.

15 MOM: [(Okay.)
Also see Extract (12):

(12) 17-08-02

1 DOC: -» Uh:m o- nl- unfortunately we probably can’t give her
2 -> stuff .hh like Sudafed.

3 (.)

4 DOC: Because that’d crank her blood pressure up-

5 an’ we don’t need tha:t.

6 MOM:  Right

7 (1.0)
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8 MOM:-> Okay: so gi
9 DOC:  —Youh T her Trlenol?,=

10 (0.2)
11 DOC: for discomfort.

In thi .
Coml}l;s casei,d afterd the physician recommends against an over-the
er cold medication (lines 1-2) i bout

~2), the mother inqui
cour lin , quires about
ano llller fo;m of non-prescription treatment that she could offer her
ghter (line 8), and the doctor agrees to this (lines 9-11)

.

Parent responses to alternative treatment
recommendation formats

>
gzr;r;fsthl;?flln::oz nt;]:s(tin?nt Fe;ommendations vary depending
ation 1s formatted as for or against treat-
ment. Whereas parents are more likely to accept positi
ments of treatment recommendations. resist e 1 more ety 1o
be engendered by a recommendation a’ inst 2 particulos o
For instance, note that two of the mflf:neitieﬁztfiliiz trea'tment'
; resistanc
zzzin;ftleasn :ll;)(l)(::: Seir]lzler both involved an initial recommendatior?
e Erm o) );t;acts (5) and (7;.1)'—( 7f). In particular, return
o o Offer. afﬁm; alt ougl? the physician may have intended to
recommendation Wasa:)l::tl?ec ttl;)tl)]l St'epls‘, Orilceha s oament
nd: e in line 4 the parent’s acceptance
Xi; :::2 ;Igl !-l;nﬁ n’5e énstejd, pass%ve (line 5) and then active resil:tance
et e an .extenflmg through to line 27) must be man-
e ot o o aff rmative action step can be proposed. I argue that
ment e i i I:e is t};i _lack of an affirmative and specific treat-
o o Wheielon. is beccfmes even more visible as the root
the phep e l~no treatment is offefed, as in Extract (13). Here,
through p fle{s afrecommendatlon against any medication
ooy e e i tgO gsxs of a cold and her statement that the mother
N be s0 concernec? about it” (data not shown). The
ponse 1s a type of active resistance: she states her con-

cern that the jll
(lines 12 andlt};ess may get worse over the long weekend ahead

(13)  15-06-04

1 . N N
) MOM: -> 1 just was worried with thuh Thank- thuh long
-> weekend ahead of us I wasn’t sufre if he was=
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3 DOC: [Yeah:-

4 MOM: > =gonna get worse {or no:t.

5 DOC: [Yeah:.

6 DOC: .hh No E- It (.) Pm [thinking he p’obably=

7 MOM: [Okay.

8 DOC: =gonna get better.

9 DOC: .h but he pro’ly s- gonna still have uh cou:gh,

10 MOM:  Ofkay:.

11 DOC: [Or uh runny no:se. but I don’t think he should-
12 be having uh fever anymo:re.

13 DOC: _hh unless: he start developimng <other: kinda

14 infections> like uh pnenmornia or uh sinus infection
15 .hh things like that.=

16 MOM:  =If: his fever continues thuh next few day:s?,

17 DOC: Mm hm:, 1 would bring him back Monday.

18 (0.8)

19 MOM:  But that’s like three four days ahead [of me I mean=
20 BOY: [Mommy

21 MOM: =do I stick it ou:t?, or [do I call an’ will somebody=
22 BOY: [Mommy:

23 MOM:  =prescribe [an’ antibiotics [or something?,]

24 DOC: {Oh yeah. [.hh If you ca:ll,]

25 DOC: they might not

26 BOY:  (Mommy | )

27 MOM: [Give him any{thing

28 DOC: [You may- They may not give you
29 (many) a- anything.

30 DOC: .h any antibiotics.
31 DOC: It(s) just depend on how high the fever is.

32 MOM:  Okay.

The parent’s resistance to a no-treatment recommendation in
lines 1-2 and 4 makes relevant a statement from the physician about
what to do in such a situation. Instead the physician’s recommen-
dation is only to return Monday if things worsen. This visit takes
place on the Wednesday before the Thanksgiving holiday. Since the
office will be closed for the holiday and the Friday following, this
recommendation delays the possibility of treatment for five days. In
this sense, similar to other no-treatment recommendations {such as
recommendations against treatment) this suggestion fails to provide
the parent with an affirmative next action step since the plan is t00
far removed from the current circumstances. This is evidenced by
the mother’s next round of resistance: “But that’s like three four
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days ahead of me” (line 19). In particular, the “but” preface of thi
tan tre'atts what follows as in conflict with the physician’s plan tIS
br.mg hlr‘n back Monday if the illness persists. She resists I;urth S
with an’mquiry about whether someone will provide her with o
aflzrnzlatlve treatment of antibiotics if her child worsens (lines ;Xil
;goza.;) — a question that overtly lobbies for antibiotics (Stivers
The pattern of resistance to recommendations against particular
tfeafment 1s not uncommon. In Extract (14), following the physi-
cian’s recommendation against treatment in lines 1-2. the rr]:oti’tler
rf:qu,ests confirmation of what she takes to be the upshot’of the physi-
cian’s L:e(.:ommendation: a recommendation against antibioticsp— Zso
no a_ntlblgtics.” (line 3). Like Extract (13), this form of resistance is
particularly strong because it explicitly questions the physician’s nlo
treatment proposal (see Stivers [2002a] for a full discussion)

(14)  15-12-01

; DOC: (Now there’s) no- particular treatment that’s
: neces[sary.
MOM: > [(intres-) so no antibiotics.

4 DOC: {uhm-) No no.
3 ()

6 DOC: Nuh nuh nuh no. Th. .
7 MOM:  Ufhjh bty o ke (diarhea) worse

:;f::rpil}rfrs:;in zst onlly confirms the negative im‘plication (line 4), but
e pause ( 'me’S) he treats her 'lobbymg for antibiotics as
i 4y pe;sxstmg in a course of action with the repeat of “no”
o pl}llleSiC?:lln ?heg more strongly in linc? 6) (Stivers 2004). Similar
hore o Zhe ; :;Ci Xtraf?t {7) who denied the' motfher’s request,
paree physician offers an account for his rejection of the
reclsizl]:rgld(:; mterictional evi_dence, we h‘ave seen that treatment
g 1:ns that are delivered ne.gatlvefly are more likely to
terne o sd:%nc«a:. We can now examine this and associated pat-
bt pe 1atr1c‘: data quantitatively,
Ship l;z:zz;onal evidence, Table 10.1 §hows the bi-variate relation-
e resmctefireat’cment recommenfla'tlc{n format and parent resis-
nor g 'to cases.vs{her‘e antlblotlc‘s were neither prescribed
gtven as an in-office injection. In particular, cases were coded as
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Table 10.1 Treatment format by parent resistance
No resistance Parent resistance Total
No recommendation 95.1% {n = 349) 4.9% (n = 18) 367
“against”
Recommendation 82.8% (n = 24) 17.2% (n=5) 29
“against”
Totals 373 23 396
= .02

having a recommendation against a treatment if the initial treatment
recommendation included this format, and resistance was coded as
present only if the parent actively resisted the initial treatment rec-
ommendation. As can be seen in Table 10.1, parents were signifi-
cantly more likely to resist the treatment recommendation if it was
presented using “recommendation against” format than if it was
presented without such a format (17 percent versus less than § per-
cent p = .02 single-tailed Fisher’s exact test). This evidence further
suggests that resistance is typically minimized following recommen-
dations for particular treatment.
Securing parent acceptance. Physicians generally treat prescrip-
tion medication as desired by patients. One type of evidence for
this is that such medication is generally presented using a “recom-
mendation for” format when it is recommended (e.g., pain relievers
or antibiotics). An interactional dilemma is posed when physicians
do not plan to offer prescription medication — or if they are not
providing the most desired of medications. It is this environment
which provides a solid context to examine how delivering a less than
optimal (from a parent perspective) treatment can be made most
palatable. It appears that an initial recommendation for treatment
(whether or not a subsequent recommendation against a particu-
lar treatment is delivered) offers the best chance of securing parent
acceptance because it offers the parent a concrete way to solve or
at least address the medical problem. This is in accord with the
evidence so far presented.

Extract (15) shows an example of a physician presenting a non-
antibiotic treatment using an affirmative format. Following a diag
nosis of a cold (line 1) and the explication of the evidence for
that diagnosis (lines 2-7), the physician goes on to affirmatively
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recommend treatment: cough medicine (Ii
cor : e (lines 8- -
this is non-antibiotic, fines $10 and 13-14), and

(15) 15-06-14

1 DOC: Looks like he has a co:ld,=h

2 DOC: It’s just uh virus, not uh bacteria;=his lungs sound
really good,=it’s just .h all irritation up here;=
=(af1d)/(that) he’s coughing thuh- .h throat I;)oks

boc uh httle. re‘d_ but there’s no puss or anything;

: :hh ear is just uh little (.) slightly pimnk and il

it’s uh combination for with thuh stuffy no:.se

5 DOC :> .hh so=w:e have=to .h clear thuh nose. )

: > Ya know like ({exhaling noise))/(0.2)

OO\ bW

10 i . .
11 DOC. > E_e}?}llce thuh congestions that will help him uh lot.
g DAD: [>Mm hm;<=
o DOC: -> =An’I’m gonna give you some cough medicine that has
it -> some decongestant in it. B

BOY: ((whispering))/ ((DAD nods))

16 DAD: => Mkay.

;?:; S:gfts;g;r(l) :;ggesgls atype of cough medicine (lines 13-14). This
o g visibly _(l{ne 15) and vocally (line 16). In these sit-
w ons, the cough medicine may or may not turn out to be pre-
res;izgié il;ultikvvlhat aﬁpears to be ir'nportant in whether or not
e o s I e yhto e engendered is that a specific recommen-
roton for on a's.been made. Although the cough medicine is
p amed, the ph)fs1c1an states that she is going to “give you some”
];I)lfigjt)h?fi ;pecxﬁes that it has “so_me decongestant in it” (line
parti © meedsieC 2;;());&3 (c)if .the };urn mdicat.e that she has in mind
oot med; and 1n this way she is being specific in her
i tIIICI’ ;a;fsah‘l;zl thlsi:hﬁ ph)fsician delivers‘t%le treatment recommen-
st trea}; whic s‘atxsﬁes the .condmons outlined earlier for
e, m 42 r.negt recommendation — they are affirmative, spe-
menarions £ mized treatment reclotmmenc.lations. Because recom-
a1 ; treatment E‘>y definition satisfy the criteria of being
ceneraly \;V s may explain V&f’hy they are less likely to be resisted
typeally f her recorfnrgendatxons fo;t treat'ment are resisted, they
caly s one of the latter two.dlmensmns. That is, they typi-

er involve a vague/non-specific treatment recommendation
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or the physician minimizes either or both the child’s diagnosis
and the treatment recommendation. In Extract (16), the physician
has recommended against antibiotics and, with no parent uptake,
has affirmatively suggested using “whatever your favorite cough
medicine is,” (lines 4-5). He has further downgraded the recom-
mendation with the TCU-initial “Simply” (line 4), which depicts
the treatment as elementary.

(16) 17-08-12

1 DOC: -> Asyou know they’re viral infections, so there’s

2 -> no point in any a- any ant- antibiotics.

3 (0.5)

4 DOC: -> Simply control thuh cou:gh with .hh whatever

5 -> your favorite congh medicine is,

6 (1.8)

7 DOC: #hmg hmg#=h[h

8§ DAD: => [That’s what I figured. (0.5} it

9 => was her mo:m who called.

10 DAD: => Isaid you got (tuh be k(h)idd(h)ing) he’s probably-

11 => .hh heard about: couple hundred cases already=

12 —> =there’s not much he’s gonna be able to do: so.

13 DOC: .hh (only make her uh little) more comfortable of course.
14 DAD: Yea:h,

15 DOC: You take your=uhm (0.8) #uh:m# (0.8) Tylenol for thuh
16 discomfort. .hh Now #hmh#=hhhh (1.0) (* °)
17 (1.0)

18 DOC: There’s- (0.5) Triaminicol has uh new thing ou:t.

19 {1.0) there’s uh Triaminicol soft chews they’re

20 called, (11.5)

21 DOC: Uh:m they taste goo:d, 'n they ¢’n chew them up.

22 DOC: It’s got uh cough suppressant, thuh nose dryer upper-
23 DAD: Yeah, {ofkay.)

24 DOC: [which’(il) make ’er feel better;

The parent responds by first claiming his own expertise (line 8)
and then placing blame on the child’s mother for the medical visit
(lines 8-12). By retroactively casting the child’s mother’s concerns
as unnecessary, he displays his own understanding that the legiti-
macy of this visit has been threatened. The physician takes up this
dimension of the father’s utterance stating that he can offer exper
tise for making her “more comfortable” (line 13), and goes on 0
affirmatively suggest specific treatment of Tylenol and Triaminicol.
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Treatment recommendation formats: implications
for health care practitioners

The previous section shows that practitioners who format their
treatment recommendations as against treatment are more likely t
encounter resistance. Thus, one communication optioﬁ would beyfo(;
phy§1c1ans to recommend treatment positively, never recommendfn
aganst treatments. If negatively formatted treatment recommenda%
tlc')ns are more likely to engender parent resistance, an ar ument
might be made that there is no reason for physicians ,to use tghem at
all. However, at least in the case of antibiotics, prior research s
gests that physicians are more likely to recomr;end against ant'l]];)g'—
OtlfIS following particular parent behaviors (e.g., after offering a bl l:
ter¥al candidate diagnosis) that indicate they are seeking ant;gbiot?c
(Stivers 2002b). In such contexts, recommending against antibiotiz:
appears to be designed as an interactionally responsive, and th
potentially validating, behavior,3 ’ "
meﬁt siecond purpose 'of recommen.dations against particular treat-
Itis parent education. When ruling out the need for a potentiall
desirable medication like antibiotics, physicians very often providz
?;14account for this recommendation — see Extracts (5), (7), (12)
the)),, jl(r)lli i(; e6r)6;dIn domg s0, Physicians at the very least convey tha’;
o red prescribing it and decided against it — something
oy rea ¢ parents who were C(?ncerned about the necessity of
nedication. In some cases, following a recommendation against
partlc%ll;.lr treatment, physicians go on to explain why they are not
f;:zicglcbi?egazhe drug. When this is done‘ prior to an affirmative and
e g:;;c;zr&]?olsil; the edulclam?n?l dimension is likely to
affirmative and specific recoxfr:’:;’djtizz - Songs‘ibsequem oo
ok oy o oo ,such as x'tr'act {17),itcan
of the moer 1\$ ¢ education b.ut als?o .to solidify acceptance
. pmpose% Sh. (;;e that the par‘?r%t is resisting the treatment that
i s I; N e oh‘ers or.ﬂy provisional acceptance with her nod
et - {t1s in this environment that the physician recommends
antibiotics and offers an account for this. This is successful

3
Note th, -
is valid :;ig(;‘ ril[gt (r)rll:eﬁn t}ﬁta physician who denies a parent’s candidate diagnoses
Particular comdie eﬁ. Qweve.r,.when a parent has stated a concern about a
condition, e s :V\ en a physician recor{nmends against the treatment for that
this e ’th Ay ast conveys that the physician considered the treatment. It is in
at the physician validates the parent’s concern.
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at least insofar as the mother inquires about one of the treatments,
thereby taking it seriously.

(17) 30-26-01

1 DOC: (I'lly control it with (.) #uh::# motrin (or fe-) for
2 high fever?,
3 = (0.59)
4 DOC: Tylenol,
5 > (0.6)
6 DOC: Lots of fluids, (.) rest,
= {0.5) N
Z DOC: an:d (.) cough an’ cold medicine.
9 > (L0}
10 DOC: => That’s all:
11 = (0.2)

12 MOM: ((nods))
13 DOC: => Okay?,

0-2) . - - - -

ig DOC: => '(There’s no need for antibiotic; (this is like) viru(s).
0.3) o

ig DOC: => (Sometimes gets worse with thuh antibiotic.

18 {.)

19 MOM: So thuh main thing is just thub liquids.

Accordingly, recommendations against par'ticular tfe'atmenthrZ
not to be discounted entirely, since they provide physmla;lls. v:x 2
resource for communicating two important matters: that their tre v
ment recommendations for the patient’s prob'lems are r;:pqnsw:v o
their/the parent’s concerns of whether a partx.culau;1 me E?tizgdica,
necessary; and education about when a pf)tentlally esira E edier
tion like antibiotics may not be appropriate. But they are dest' °
following an affirmative and specific treatment recommencation.

Discussion

This chapter has shown that, contrary to what mlg}}t Y;)ﬁ experclt;l;
the treatment recommendation phas.e of acute medxca. fznc?ut et
requires parent participation. That is, following Pl}ysml;ns e
ment recommendations, both parents and physicians ave.b.ﬁt(
shown to treat parents as having the right and the respo;;m ‘1iazl
to accept the treatment recommendatior% off'ered b}f 't?e fp Zf;ctted
regardless of whether that recommendation is explicitly for
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to invite their participation or not. When parents do not accept the
physician’s recommendation, physicians pursued such acceptance
even to the point of offering (sometimes major) concessions and
inappropriate prescriptions. In the last sections of this chapter, I
argued that physicians who offer their initial treatment recommen-
dation as against a particular treatment are more likely to be met
with parent resistance. This was observed to be part of a larger
pattern of behavior which suggests that parents orient to treatment
recommendations as sufficient only if they include an affirmative
and specific next action step.

As mentioned early in this chapter, the data were diverse — inter-
nal medicine, orthopedics, and pediatrics. The fullest analysis was
done with a large corpus of acute pediatric encounters. However,
the practices involved in negotiating treatment appear to be present
in the adult context(s) as well. That said, it may be the case that
children are nonetheless special insofar as they are oriented to by
physicians and parents as a shared responsibility. The two “care-
givers” may, however, have competing goals. The physician may see
not putting the child on medication as better for the community and
for the child in the long run, insofar as most of these cases involyed
a decision of whether or not to prescribe antibiotics. The parent
may see putting the child on medication as important for making
the child feel better in the here-and-now because he or she is respon-
sible for attending to the child when he or she wakes up during the
night or is in pain. Therefore, the process of negotiation, though
present in both adult and pediatric contexts, may be particularly
salient in pediatrics.

An implication of this chapter for practitioners is that patents
are already participating in decisions about their treatment even
if they are not being overtly invited to do so. Practitioners report
feeling pressured by parents for certain types of treatment and some-
times to prescribe inappropriately, and normally assume this behav-
ior to be overt (Barden et al. 1998; Palmer and Bauchner 1997;
Schwartz 1999; Schwartz et al. 1997). In fact, most parental pres-
sure (at least in the US context) appears to be covert or tacit such
as the resistance types discussed here (Stivers 2002a). Both passive
and active resistance affect physician behavior even to the extent
of altering what physicians prescribe. Therefore, minimizing resis-
fance is an important strategy for physicians. One mechanism for
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minimizing resistance (and consequently inappropriate prescribing)
is to offer patients/parents a concrete next action step as an initial
treatment recommendation (even if this is not medication). This pro-
vides patients/parents with a solution to their medical problem and
may help to legitimate their having sought medical help in the first
instance (Stivers 2005a).

This chapter contributes not only to our understanding of how
patient participation can affect treatment outcomes but also to our
understanding of what patient participation is. Through this chap-
ter I hope to have made a case that in both the health care research
and the practitioner communities, we should broaden our concep-
tion of patient participation. This chapter also offers a cautionary
note with respect to patient participation. While current research
celebrates the many benefits of patient participation, the poten-
tial costs have been less well documented. This chapter suggests
that, although patient participation is certainly important (and,
moreover, patients are participating currently anyway), in certain
contexts their participation may involve pressure for outcomes
that are detrimental either to themselves or to the larger soci-
ety. Therefore, patient participation should be actively encouraged,
but practitioners should also be educated about both eliciting this
participation and recognizing more passive and implicit forms ot
participation in order to determine how best to deal with pressure
for inappropriate and risky forms of treatment.




