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ABSTRACT 
 

Objective: To examine whether GPs’ communication styles have changed since 

the introduction and implementation of clinical guidelines for psychosocial 
problems in Dutch general practice in the 1990s. 
Methods: From a database of 5184 consultations videotaped between 1977 and 

2008, 512 consultations assessed by GPs as ‘completely psychosocial’ were 

coded with RIAS (Roter Interaction Analysis System). The 121 consultations 
prior to and 391 consultations after implementation of guidelines were analyzed 
whether communication styles have changed over time. 
Results: We found that GPs were more likely to consider consultations to be 
mainly (17%) or completely (12%) psychosocial after the implementation of 
guidelines. They gave more biomedical and psychosocial information and 
advice in the second period compared to the first period. We also found that 
empathy decreased over time (frequency of empathic statements by GPs 

changed from 2.9–3.2 to 1.4–1.6 between periods). 

Conclusion: Communication in psychosocial consultations has changed; GPs 
have become more focused on task-oriented communication (asking questions, 
giving information and advice) and less on showing empathy. 
Practice implications: GPs face the challenge of integrating an evidence-based 
approach of applying guidelines that promote active symptom exploration with 

understanding patients’ personal contexts and giving room to their emotions. 
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1. INTRODUCTION 
 
Developments in medical and psychological care influence the way general 
practitioners (GPs) deal with psychosocial aspects of patients’ presented problems. In 
1959, GPs of the Dutch College of General Practitioners stated that GP care had to 
be continuous, integrative and personal [1]. With this agreement, GP care was 
explicitly placed in a broader societal and emotional context and not limited to a 
biomedical framework. GPs started to emphasize the importance of understanding 
the meaning of illness for patients rather than merely diagnosing medical diseases [2]. 
Problem behavior of patients (behavior related to psychosocial aspects of patients’ 
life) was considered as starting point for GPs to deal with patients’ health complaints 
[3]. During a doctor's visit, GPs should get a clear and complete idea of patients’ 
reasons to seek GP care. A system to classify patients’ reasons for encounter was 
developed (RFEC: Reason for Encounter Classification) to motivate GPs to use these 
reasons as starting point for further action, such as providing treatment or advice [4]. 
In a Dutch study on morbidity in general practice in the period 1978–1982, all minor 

psychological problems were coded by an overall label ‘emotional disorders’, while 

only classic psychiatric diseases – such as dementia, schizophrenia, and manic 

depressive disorder – were categorized separately [5]. In this study, over 80% of the 

registered mental disorders were classified into the overall label ‘emotional disorders’
. This indicates an emphasis on acknowledging general emotional problems, rather 
than diagnosing psychiatric diseases. During this period, also attention was paid to 
the prevention of somatic fixation; a process in which patients or GPs focus 
exclusively on the physical aspects of complex health problems that may also include 
psychosocial aspects, such as anxiety or depression [6], [7] and [8]. In 1987, the Dutch 
National Association of General Practitioners described the tasks and responsibilities 
of GPs, which was used as the main framework for the profession of GPs [9]. In line 
with previous ideas on continuous, integrative and personal care, it was again 
emphasized that family care and taking into account emotional aspects of health 
problems were part of GPs tasks and responsibilities. In the 1970s and 1980s, GP 
care was characterized by an approach in which GPs were motivated to understand 
the patient as a ‘whole’ and to understand the personal contexts surrounding patients’ 
presentation of psychological, social, or physical health problems. 
From the 1990s, more emphasis was placed on evidence-based medicine with the 
introduction of clinical guidelines in Dutch general practice. GPs’ need to categorize 
social and psychological problems grew and they were more often encouraged to 
diagnose psychological disorders with psychiatric classification schemes such as the 
Diagnostic Statistical Manual (DSM) of the American Psychiatric Association [10]. 
For example, somatic symptoms associated with psychosocial problems, could now 
be diagnosed as somatization disorders as described in the DSM. The DSM approach 
of categorizing mental distress by counting symptoms was also applied in the 
development of clinical guidelines for psychological problems in general practice. In 
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1994, the Dutch College of General Practitioners published the national clinical 
guideline for depression [11]. In the years that followed, clinical guidelines for other 
psychological problems, such as anxiety disorders were introduced [12]. Today, there 
are eight clinical guidelines specifically for psychological problems and the use of 
guidelines is widely implemented in general practice in the Netherlands [13]. In the 
past decades, the integrative approach of understanding patients within their personal 
contexts (What is the meaning of the illness for the patient?) has been replaced by a 
more evidence-based approach in which symptoms are listed and categorized (How 
can the illness of the patient be defined?). 
These changes in the approach of psychosocial problems in general practice may also 
have implications for the communication between doctors and patients in the 
consultation room. In line with Rogers’ client-centered approach, in which empathy 
and unconditional positive regard were keywords, GPs were encouraged to let 
patients talk freely during consultations in the 1970s and 1980s [14]. Studies on 
doctor–patient communication show the importance of listening, personal attention 

and empathy during consultations [15] and [16]. However, there are indications that GPs’ 
communication styles have changed and GPs engage more in giving information in 
recent years [17]. Possibly, the introduction of clinical guidelines for psychosocial 
problems in general practice have motivated general practitioners to focus more on 
providing a structured consultation by specific question asking and giving 
information or advice, rather than inviting patients to talk freely. While shifts in 
communication styles by GPs were found during consultations discussing 
hypertension [17], it is unknown whether these shifts are also visible during 
consultations that are psychosocial in nature. GPs tend to communicate differently 
when psychosocial issues are perceived, compared to consultations in which only 
biomedical problems are perceived [18] and [19]; we therefore cannot automatically 
assume that previously found shifts in communication styles toward giving more 
information during hypertension consultations also account for consultations 
psychosocial in nature. 
 

1.1. Hypotheses 
 
The aim of this study is to investigate whether changes in general practice regarding 
psychosocial problems also influenced doctor–patient communication in the 
consultation room. We consider the introduction of clinical guidelines (1990s) as a 
major turning point in the history of general practice in the Netherlands and we 
therefore compare consultations prior to and after the implementation of these 
guidelines. 
First, we investigate how often GPs attribute psychosocial aspects to health problems 
prior to and after the implementation of clinical guidelines. Attention to psychosocial 
aspects of health complaints has been promoted starting from the inception of the 
Dutch College of General Practitioners in 1956, but may also be affected by the 
emphasis put on evidence-based medicine in the 1990s. We therefore expect that GPs 
less often attribute psychosocial aspects of health problems in recent years. 
Second, we hypothesize a change in symptoms discussed during consultations 
considered psychosocial by GPs. Consultations considered psychosocial by GPs can 
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contain talk about either psychological, social, or physical symptoms. With the 
increased focus on diagnosing psychological disorders according to guidelines, we 
expect an increase of explicit psychological symptoms discussed during 
consultations, and a decrease of social symptoms (such as marital or work-related 
problems) that generally do not lead to diagnosing psychological disorders. 
Third, we hypothesize a shift toward a more structured and focused communication 
style by GPs in recent years. We expect an increase over time in question asking and 
giving information or advice by GPs. We also expect less room for patients to talk 
freely about emotions, and therefore less affect oriented communication by GPs, 
such as showing empathy. Especially during consultations in which psychosocial 
problems are not openly discussed, we expect that GPs are less likely to engage in 
emotion related talk. 

2. METHODS 

2.1. Videotaped consultations 
 
Consultations in general practice in the Netherlands were videotaped in the period 
from 1977 to 2008 as part of previous studies on doctor–patient communication [20], 

[21], [22], [23], [24], [25], [26] and [27]. We included consultations from six previous study 
samples (1977–1980, 1982–1984, 1989, 1995, 2000–2001, 2007–2008) and assigned 

these samples to the two periods of interest (prior to clinical guidelines: 1977–1980, 

1982–1984 and 1989; versus after introduction of guidelines: 1995, 2000–2001, 

2007–2008). The total database of available videotaped consultations consisted of 
5184 consultations (1895 consultations in the first period, 3289 consultations in the 
second period). First, for each consultation, the GP assessed the degree to which 
psychosocial aspects determined the consultation on a scale from 1 to 5 (1 = 
completely somatic; 2 = mainly somatic; 3 = both somatic and psychosocial; 4 = 
mainly psychosocial; 5 = completely psychosocial). This assessment of psychosocial 
aspects was executed similarly on all study samples (“Can you indicate on a 5-point 

scale whether psychosocial aspects also play a role in the complaints?”). Second, we 
specified whether psychological, social or physical symptoms were presented by 
patients for the consultations that were considered by GPs as completely 
psychosocial (150 consultations in the first period, 394 consultations in the second 
period). We used the International Classification for Primary Care (ICPC) codes that 
were available for all consultations in the database to specify the three symptom 
groups. Third, we observed and analyzed communicative behavior. Owing to 
deterioration in the technical quality of some videotaped consultations, we excluded 
31 consultations (28 consultations in the first period, 3 in the second period). 
Moreover, one consultation was excluded because we did not have patient 
characteristics (e.g. age) of this consultation. Our analyses of verbal communication 
were conducted on 512 consultations (121 consultation in the first period, 391 
consultation in the second period), assessed by the GP as ‘completely psychosocial’. 
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Total visit durations were timed in seconds for all videotaped consultations in the 
database. 
The studies were carried out in accordance with Dutch privacy legislation. All 
participating physicians and patients gave their informed consent. 
 

2.2. Measures of communicative behavior 
 
Communication patterns were rated using the Roter Interaction Analysis System 
(RIAS), which is a widely-used international observation system with proven validity 
and reliability [28]. In the RIAS-coding system the communication units are defined 
as utterances – the smallest discriminable speech segment to which a classification 
may be assigned. The RIAS distinguishes task-oriented utterances (asking questions, 
giving information, counseling) from affect-oriented utterances (personal remarks, 
showing empathy, reassurance). Although different observers were involved in 
coding the consultations of the datasets, all coders had been extensively trained 
according to the same training protocol using the RIAS-manual [29] and [30]. The 
manual was updated several times between the different time periods. However, 
there were no relevant changes in the updated manuals that interfered with the data 
analyses [16]. In all study samples, approximately 10% of the observed consultations 
were coded by two or more coders to calculate inter-rater reliability. The double 
coding of consultations was done in-between coding. The different coders regularly 
met and discussed any questions regarding the RIAS coding scheme to minimize 
discrepancies between coders. The inter-rater reliability of RIAS categories with a 
mean concurrence higher than 2% was consistently found to be satisfactory; for the 
study samples 1977–1980 and 1982–1984 we calculated a mean intra class 

correlation (ICC) of 0.85 (range 0.60–0.98) and for the 2007–2008 sample the mean 

intra class correlation (ICC) was 0.75 (range 0.25–0.99). In the study samples from 

1989, 1995 and 2000–2001 previously calculated reliability coefficients as calculated 
with Pearson's r ranged from 0.57 to 0.94. 
 

2.3. Statistical analyses 
 
To take into account the variation in communication skills between GPs, we used 
multilevel models with random intercepts (multilevel Poisson regression analysis for 
count variables). The multilevel models consisted of consultations (level 1) nested 
within GPs (level 2). The number of consultations per GP in the sample varied 
between 1 and 15. However, since 80% of the GPs had five or less consultations 
included in the present study, we could not calculate or report on intraclass 
correlations. We included dummy variables for both periods (1977–1989 versus 

1995–2008) and examined estimated frequencies for the three types (psychological, 
social and physical symptoms). First, we used multilevel Poisson regression models 
to estimate frequencies of communication categories by GPs per consultation. In 
these analyses, we included duration of consultation, as well as patient's age and 
gender, and GP's age and gender as centered covariates. Second, based on these 
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estimates we tested whether there were differences in communication categories 
between the two periods. 

3. RESULTS 

3.1. Consultation characteristics 
 
Medical and demographic characteristics of the study sample are provided in Table 
1. The patients in the second period (1995–2008) were significantly older than those 

in the first period (t(510) = 3.59, p ≤ 001). The percentages in gender of patients did 
not differ significantly between the two periods (Pearson's Chi2(1) = 0.82, p = .37). 
Mean duration of consultations in the first period was 11 min and 13 s; in the second 
period consultations had a mean duration of 14 min and 55 s – significantly longer 

than during the first period (t(510) = 5.03, p ≤ 001). Moreover, the GPs in the second 

period (1995–2008) were older (t(200) = 5.76, p ≤ .001) and had more years of 

working experience (t(174) = 3.69, p ≤ .001) compared to the first period (1977–
1989). The percentage female GPs was higher in the second period (31% versus 7%) 
compared to the first period (Pearson's Chi2(1) = 10.15, p ≤ .01), To control for 
differences in consultation and GP characteristics between the two periods, we 
included these variables as centered covariates in our analyses. 

[TABLE 1] 
 

3.2. Changes in number and percentages of consultations considered 
psychosocial 
 
In the first period, 8% of the total consultations were completely psychosocial 
according to the GP (see Fig. 1). In the second period, 12% of the consultations were 
completely psychosocial. Likewise, the percentage of consultations considered 
mainly psychosocial was higher in the second period (17%) compared to the first 
period (13%). Furthermore, GPs considered relatively fewer consultations to be 
completely somatic (34%) or mainly somatic (20%) in the second period compared 
to the first period (39% completely somatic, 22% mainly somatic). These 
percentages in the degree to which psychosocial aspects determined the consultation 
assessed by GPs differed significantly between the two periods (Pearson's Chi2(4) = 
40.25, p < 001). 

[FIGURE 1] 
 
Within the group of consultations that were assessed as completely psychosocial (N 
= 544), the number and percentages of the three symptom groups (psychological 
symptoms, social symptoms and physical symptoms) for both periods are displayed 
in Fig. 2. We found that symptoms discussed during consultations differed 
significantly between years (Pearson's Chi2(2) = 24.90, p < .001). 
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The expected increase of explicit psychological symptoms discussed during 
consultations was not visible from our data. However, in line with our expectations, 
we found a decrease of social symptoms discussed during consultations considered 
psychosocial in nature by GPs. The percentage of consultations involving physical 
symptoms was higher in the second period (56% in 1995–2008 versus 42% in 1977–
1989). GPs determined more consultations to be completely psychosocial when only 
somatic symptoms were discussed during recent consultations. 

3.3. Changes in verbal communication by GPs 
 
The estimated frequencies (with 95% confidence intervals) of communicative 
categories by GPs per consultation for the three consultation types are displayed in 
Table 2. 

[TABLE 2] 
 
We found significant changes in task-oriented communication between the two 
periods, such as asking questions, and giving information and counseling; GPs gave 
more biomedical information and counseling – for instance explanations about 

medication usage – during the second period, in consultations involving 

psychological symptoms (Chi-square = 11.18, p ≤ .001) and physical symptoms 

(Chi-square = 13.66, p ≤ .001). Consultations involving social symptoms showed a 

decrease in biomedical information and counseling (Chi-square = 8.41, p ≤ .01), but 

an increase in psychosocial questions (Chi-square = 17.39, p ≤ .001). There was also 
an increase in psychosocial questions for consultations involving psychological 
symptoms (Chi-square = 3.86, p ≤ .05) and in psychosocial information and 

counseling (psychological: Chi-square = 9.96, p ≤ 01, social: Chi-square = 4.92, p ≤ 

.05, physical symptoms: Chi-square = 11.13, p ≤ .001). 
We found significant changes between the two periods in affect-oriented 
communication; GPs engaged in more personal remarks (‘chit-chat’) during the 

second period in consultations involving physical symptoms (Chi-square = 6.43, p ≤ 

.05). Empathy decreased over time when psychological (Chi-square = 9.51, p ≤ .01) 

or social symptoms (Chi-square = 6.97, p ≤ .01) were discussed. GPs also showed 
less concern and reassurance during recent consultations (psychological: Chi-square 
= 7.16, p ≤ .01, social: Chi-square = 25.90, p ≤ .001, physical symptoms: Chi-square 

= 22.97, p ≤ .001). 
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4. DISCUSSION AND CONCLUSION 

4.1. Discussion 
 
During the period 1995–2008, GPs were more likely to consider consultations to be 

mainly or completely psychosocial by comparison with the period 1977–1989. When 
looking at the symptoms discussed during consultations that are considered 
psychosocial in nature by GPs, we found that the percentage of consultations 
involving psychological symptoms remained the same between the two periods. 
However, we found a relative increase in physical symptoms and a decline in social 
symptoms over time. Regarding verbal communication by GPs in these 
consultations, we found an increase in task-oriented communication (asking 
questions, giving information and advice). Although personal remarks increased for 
consultations involving physical symptoms, we found a decline in empathy and 
reassurance in recent years. 

4.1.1. Diagnosing and treating psychological disorders 
 
We expected an increased focus on diagnosing psychological disorders over time. 
However, the percentage of psychological symptoms in our sample did not change. 
Although GPs are using national clinical guidelines for psychological problems such 
as depression and anxiety since the 1990s, they do not necessarily more often apply 
psychological categorization during their consultations. Studies on ‘mindlines’ 
(collectively reinforced internalized tacit guidelines) show that GPs rely on informal 
as well as formal sources and are not merely dependent on clinical guidelines to deal 
with psychological problems [31]. Regarding their communication styles, we found 
that GPs did not ask more biomedical or psychosocial questions in recent years when 
psychological symptoms were discussed during consultations. However, there was an 
increase in biomedical information and advice over time. Likely, GPs consult 
guidelines when providing patients with information and advice on biomedical 
treatment (e.g. medication) of psychological disorders such as depression. The 
increase in information and advice, while the number of questions by GPs remained 
the same over time, indicate a shift in attention from the first half (uncovering 
patients’ health problem) to the second half of the consultation (decision making 
process). 

4.1.2. GPs’ tasks regarding social problems 
 
In line with our expectations, we found that patients and GPs less often discussed 
social symptoms during consultations assessed by GPs as completely psychosocial. 
This finding may be related to changes in GPs’ perceptions about their tasks and 
responsibilities. In a previous study, it was found that in 2001 GPs less often 
indicated that dealing with patients’ social problems, such as marital problems or 
work-related problems, was part of their tasks and responsibilities as compared to 
1987 [32]. Social factors, including family situations of patients, were mentioned 
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explicitly in the tasks and responsibilities as described in 1987 by the Dutch National 
Association of General Practitioners [9]. In the revised description of GPs’ tasks and 
responsibilities, that was published in 2012 by the Dutch National Association of 
General Practitioners and the Dutch College of General Practitioners, family factors 
were less explicitly mentioned [33]. When discussing social symptoms, GPs engaged 
less in biomedical communication but more in psychosocial communication (asking 
questions and giving information and advice) in recent years. This indicates that GPs’ 
communication styles have become more tailored to social aspects when social 
symptoms are explicitly presented during consultations. 

4.1.3. Dealing with patients’ physical presentation of psychosocial issues 
 
We found that GPs more often relate physical symptoms to psychosocial aspects in 
recent years; possibly they have become more aware of ‘hidden’ psychosocial 
problems. Part of these physical symptoms are medically unexplained physical 
symptoms (MUPS); symptoms that are presented somatically by patients, but cannot 
be linked by GPs to a physiological cause. Although GPs seem to attribute 
psychosocial aspects of physically presented symptoms more often, GPs in our study 
did not engage in more psychosocial questions or more empathy. However, patients 
with medically unexplained physical symptoms indicate to have a wish for more 
emotional support during consultations [34]. A previous study showed that the 
majority of patients who present their symptoms somatically and do not explicitly 
mention psychosocial problems were found to readily acknowledge a psychosocial 
contribution to their distress [35]. GPs should consider patients’ preferences for 
emotional support and take a more active role in making hidden psychosocial 
problems more explicit during consultations. A comprehensive biopsychosocial 
approach in which both somatic and psychosocial aspects are jointly explored is 
necessary to prevent frustration on both sides (GP and patient) when dealing with 
medically unexplained physical symptoms [36]. 

4.1.4. GPs’ responsiveness to emotions 

Affective communication has different functions; while personal remarks and ‘chit-

chat’ contribute to fostering the relation between GPs and patients, the function of 
empathy and reassurance is to respond adequately to emotions [37]. Our study shows 
that in recent years, GPs engage more often in personal remarks, but are less 
responsive to emotions. Previous studies that focused on other GP consultation types 
found similar declines in empathy [17] and [27]. The decrease in empathy expressed by 
GPs is not specific to consultations that are considered psychosocial; however, it can 
be argued that attention to emotions is essential to support patients with psychosocial 
problems. Recent research on doctor–patient communication have established links 
with placebo effects, acknowledging communicative factors, such as empathy and 
reassurance, as an important part of the healing process for patients [38]. As studies on 
placebo effects and communication have shown, there is a relatively consistent effect 
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of providing support and reassurance by doctors on patients’ health outcomes [39]. In 
addition, patients consider empathy to be one of the most important aspects of the 
doctor–patient interaction when looking at videotaped medical consultations [40], [41] 

and [42]. To further investigate GPs’ responsiveness to emotions, future studies on GPs’ 
reactions directly following patients’ expression of concerns (sequential research 
methods) could provide more insight on how GPs deal with worries of patients. 

4.1.5. Strengths and limitations of the study 
A strong point of this study is that we examined consultations using videotaped real-
life general practice consultations from 1977 to 2008, enabling a comparison of 
doctor–patient communication over a thirty year period. Video recording is a valid 

method of examining doctor–patient communication: the influence of the video 
recorder on participants is marginal [43] and [44]. In addition, videotaped participants 
were not aware of the fact that the analyses would focus on psychosocial problems. 
A possible weakness of the study is that different topics can be discussed within one 
general practice consultation; a patient may present several symptoms, some of 
which symptoms are unrelated to the psychosocial problem identified by a GP. To 
ensure that psychosocial problems were the main topic discussed, we selected 
consultations based on GPs’ assessment of the consultation as being completely 
psychosocial and divided these consultations into three types (psychological, social 
or physical symptoms) according to the International Classification of Primary Care 
(ICPC). Another point of attention is that we did not include consultations in which 
patients were not able to clearly express their psychosocial problems and were 
therefore not recognized by GPs as being completely psychosocial. However, GPs 
are often unable to identify psychosocial issues during consultations [45] and [46]. 
Since we did not have data on patients’ possible unvoiced agendas during 

consultations, we had to base our sample on GPs’ assessments of psychosocial 

aspects. Future research should also include patients’ assessments of psychosocial 
issues related to their health problems, in order to examine whether GPs 
communication styles during consultations differ for identified psychosocial 
problems versus unrecognized psychosocial problems. Finally, we focused on the 
communicative behavior of GPs and not on the communication by patients. A 
rationale for this choice is that developments such as the implementation of clinical 
guidelines influence GPs’ behavior primarily, and can only have an indirect effect on 
the way patients communicate during consultations. 
 

4.2. Conclusion 
 
Communication during consultations, which are considered psychosocial in nature 
by GPs, has changed; when comparing consultations prior to and after the 
implementation of national clinical guidelines in the 1990s, communication styles of 
GPs have become more task-oriented, characterized by asking questions, giving 
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information and advice. GPs are less focused on affective communication (empathy 
and reassurance) in recent years. 
 

4.3. Practice implications 
 
Our study supports a shift in GPs’ approach to psychosocial problems; the integrative 
approach of understanding patients within their personal contexts has been replaced 
by a more evidence-based approach. The evidence-based approach promotes 
exploring symptoms in a systematic manner, however, patients in recent years seem 
to have less room to express emotions freely. We believe that especially during 
consultations that are psychosocial in nature, GPs should prioritize engaging in 
affective communication. GPs were previously found to use more emotion-handling 
skills and engage in more strategies for managing emotional problems after 
following a training program [47]. While affective communication can be considered a 
skill, which can be thought in training, communication is also considered an attitude 
or ‘way of being’ [48]. Therefore, more explicit attention to adopting an ‘open’ attitude 
that provides room for patients to talk freely is needed. GPs now face the challenge 
of integrating evidence-based approaches with understanding patients’ personal 
contexts and giving room to their emotions. 
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Fig. 1. Degree to which psychosocial aspects determined the consultation according to GPs. 
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Fig. 2. Symptoms discussed during consultations that are considered completely 

psychosocial in nature. 
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