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Abstract: Paediatric consultations differ from other medical consulta-

tions with patients in terms of the tasks involved and the constellation 

of participants. In a triadic constellation with doctor, patient and par-

ent(s), different knowledge and responsibilities of all participants must 

be adequately balanced and understanding, and the results of the con-

versation must be ensured. This article begins by outlining the research 

situation and briefly describing the action scheme for initial paediatric 

consultations. Subsequently, a case analysis is used to shed light on 

the multi-layered and complex tasks of those involved in the constitu-

tion and performance of the physical examination. 

 

 

35.1 Introduction 
 

Compared to other medical conversations with patients, paediatric con-

versations have some particular features that create specific conversa-

tional tasks in specific participation constellations and with specific 
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conditions. A triadic constellation with doctor, patient and parent(s) can 

be considered the normal case. One particular task here, for example, is 

to reconcile the different knowledge and responsibilities of all partici-

pants to a sufficient extent for the purposes of the conversation and to 

ensure understanding and the results of the conversation (e. g. Winter-

scheid 2020). 

Studies on paediatric conversations are thematically heterogeneous 

(see also Winterscheid 2015): Many studies deal with special clinical 

pictures and disorders such as epilepsy (e. g. Schwabe 2006, Knerich, 

Opp 2021), borderline (e. g. Streeck-Fischer, Cropp, Streeck, Salzer 

2016) or malformations (e. g. Streeck 2002), with conversations in the 

clinic (e. g. Aronsson, Rundström 1988, van Dulmen 2004) or with psy-

chotherapy sessions (e. g. O'Reilly 2008). In other conversations stud-

ied, children are the topic of conversation but are either unable to par-

ticipate in the communication or are not even present (e. g. Gordon et 

al. 2009, Tiitinen, Ruusuvuori 2014). Even less research has been con-

ducted on everyday consultations in (paediatric) practices (e. g. Stivers 

2001, Spranz-Fogasy, Winterscheid 2013, Winterscheid 2015, Winter-

scheid 2018), although a considerable proportion of patients in primary 

care consultations are children (Cahill, Papageorgiou 2007, referring to 

Saxena et al. 1999, Frank 2019, Bindernagel 2020). 

What is often striking in medical consultations with children is the 

low level of patient participation in the conversation (e. g. Winterscheid 

2018: 33-41). In most cases, it is the parents who often speak "about" 

or "for" the patient with the doctor (for this distinction, see Schwabe 

2006 or Winterscheid 2018: 142-164). According to Winterscheid (au-

thor's abstract), the proportion of parents speaking is on average 25% 

compared to 8% of patients (n=35 interviews; see also Winterscheid 

2018: 33-41). According to Aronsson and Rundström (1988), the pa-

tients' speaking participation is also influenced by the parents' parent-

ing style, while Tates and Meeuwesen (2000) attribute this to their age 

and the doctors' attribution of competence. In contrast, Winterscheid 

(2018: 33-41) cannot attribute the low speech participation to age-

related differences but can identify a link to action tasks in which the 

patients can participate more or less proactively or are involved, as well 

as the temporal involvement of the patients, which depends in particu-

lar on the request to describe complaints (e. g. Winterscheid 2020).  

Aspects of responsibility are always associated with the role of par-

ents. Parents are the children's first point of contact, also for questions 

about well-being and illness, and they also decide whether to visit a 
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doctor. This is also regularly preceded by attempts by the parents to di-

agnose the complaints and, if necessary, to treat them themselves, be-

fore they then have to admit their own helplessness after unsuccessful 

or insufficient treatment attempts and feel compelled to take their child 

to a doctor (see also Spranz-Fogasy, Winterscheid 2013). These efforts 

are also usually discussed during consultations. This is accompanied 

by the risk of a face threatening act (see also Brown, Levinson 1987: 

65ff. and Goffman 1967), as the visit to the doctor may have been un-

necessary or too late and their own treatment measures may have been 

useless or even harmful (see also Spranz-Fogasy, Winterscheid 2013, 

Winterscheid 2018). 

Furthermore, the often-concealed ideas about the causes and diag-

noses of illness, the so-called “subjective illness theories” (SIT) (Birkner 

2006; term translated by the authors), can represent an additional chal-

lenge in the doctor's discussions with parents (see e. g. Spranz-Fogasy, 

Winterscheid 2013 or Winterscheid 2018: 165-225). Wüstner (2001: 

309; translated by the authors) understands subjective theories of ill-

ness as "a system of illness-related ideas, beliefs and evaluations. A 

person forms them when confronted with an illness. The core elements 

of the concept are ideas about the causation of an illness and about the 

ability to influence it". The recognition and consideration of SIT is - not 

only in paediatric doctor-patient conversations - elementary for the rela-

tionship between the interaction participants and thus also for compli-

ance (Birkner 2006). For the doctor, it is even advisable to actively ask 

about SIT that is not explicitly made in order to prevent such considera-

tions from subliminally disrupting the conversation process and, for ex-

ample, prolonging it unduly due to insistence (Spranz-Fogasy, Winter-

scheid 2013, Winterscheid 2018, see also Birkner 2006 or - for the con-

text of relevance markers that are not taken into account - Sator et al. 

2008).1 

 

 

35.2 Action scheme for initial paediatric consultations 
 

The logic of action development in paediatric consultations is more dif-

ferentiated in some areas than is the case for other medical consulta-

                                                           
1 The following results refer to data collected in various paediatric practices 

in Germany. As explained in Winterscheid 2015 on the basis of the use of 

antibiotics, these can only be compared with data from other countries to a 

limited extent. 
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tions in private practice with a mostly dyadic structure of participants 

(see Spranz-Fogasy 2005 for the action scheme of initial medical con-

sultations). The triadic conversation constellation, which is fundamen-

tal for paediatric consultations, ensures a split conversation partner-

ship with different contact persons and complementary sequencing 

tasks (e. g. Spranz-Fogasy, Winterscheid 2013 or Winterscheid 2018: 

81-85). In the opening phase of paediatric consultations, for example, 

there is a clearer separation between the greeting and the task-related 

opening of the conversation, which often coincide in the dyadic initial 

consultation.  

These analyses2 are based on the corpus of medical consultations in 

paediatric practices with four different doctors in the Alemannic and 

Rhine-Franconian language region, collected by Winterscheid in 2009, 

and comprises a total of 35 recordings, all of which were captured with 

the help of an audio device positioned on the doctor's desk and, in 

around half of the consultations, also using a video camera. For the 

most part, these were initial consultations, but preventive check-ups for 

children were also recorded, although these will not be discussed fur-

ther here, as preventive examinations differ markedly from initial con-

sultations. The patients were between 2 ½ and 16 years old at the time 

of recording and were all accompanied by at least one parent. 

At the beginning of the interview, the paediatrician usually selects 

one of the parties, i.e. the patient or parent, as responsible for the com-

plaint description, although patients only comply with such a request in 

32% of cases and even in these cases parents take over the task of de-

scribing the complaint relatively quickly. During the description of the 

complaint, responsibilities for parts of the report are then negotiated by 

assignment or on the patient's own initiative (see also Winterscheid 

2018: 81-85 or Winterscheid 2020). 

In dyadic doctor-patient conversations with adult patients, the phys-

ical examination is an optional element depending on the verbal expla-

nation. The doctor can often make a diagnosis from the patient's de-

scription with just a few questions and no further examination is neces-

sary (Hampton et al. 1975). In paediatric conversations, on the other 

hand, the physical examination is a regularly performed action scheme 

component (see also Güthoff, Rosenecker 2008: 8), which creates fur-

ther tasks for interaction participation, as the patient becomes the sub-

ject of the examination in addition to the communication partnership. 

                                                           
2 The following examples are taken from the same corpus. 
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For the doctor, it is then a matter of coping with the two-way communi-

cation partnership with the patient and parents in addition to the cogni-

tive and possibly also the practical demands of the examination. 

The particular interactional tasks of the paediatric physical exami-

nation and the medical approach to them are the focus of the main part 

of this article (§ 35.3). 

In most cases, the paediatrician is able to make a diagnosis based 

on the patient's and parents' description of their complaint and their 

own physical examination, which is immediately followed by a treat-

ment plan. Both the diagnosis and the treatment plan are usually nego-

tiated and sometimes discussed between the doctor and the parents. 

When the doctor addresses the patient and explains the symptoms of 

the diagnosed illness or points of the treatment plan, this is usually 

done without putting them up for discussion. When ending the conver-

sation and saying goodbye, the doctor then addresses both parties at 

the same time. The end of the conversation is often accompanied by im-

portant behaviours being addressed again, agreements being recorded 

and the doctor giving the parents a prescription or referral and the pa-

tient a reward. This also reveals a difference in the interactive involve-

ment of the doctor. 

 

 

 

35.3 The physical examination 
 

The physical examination is interactionally conspicuous simply because 

it regularly coincides with a repositioning of the participants in the con-

versation in the room (see also Winterscheid 2018: 83-84).  

In addition, the verbal also plays a rather subordinate role in this 

action scheme component. The doctor examines the patient's body, 

whereas previously only the complaints were discussed or at most cer-

tain symptoms were pointed out. 

In most cases, this is initiated by an announcement from the doctor 

or a request to the patient or parents to prepare the patient for the ex-

amination by removing certain items of clothing. Very rarely, the exam-

ination also takes place around the doctor's desk. This is particularly 

the case if the body part is easily visible or already exposed. In general, 

however, the patient is examined on a surgery couch in the doctor's 

consulting room. The parents usually remain seated in their previous 

position, facing the couch, or they prepare the children for the examina-
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tion and then remain standing near the couch or sit down again after-

wards. In other cases, they also join the examination later on their own 

initiative or at the doctor's request. 

After the examination, all those involved in the conversation - to-

gether with the doctor's return to the desk - then return to the doctor's 

desk. The doctor often ends the physical examination by saying that the 

patient can get dressed or be dressed again but occasionally also with a 

direct transition to the diagnosis. 

The physical examination is therefore a significant caesura in the in-

itial consultation, especially as it is occasionally accompanied by a 

longer verbal pause. However, parents often use this phase to make fur-

ther points or to further explain points that have already been made 

(see also Spranz-Fogasy, Winterscheid 2013). 

The requirements for the doctor during the physical examination 

therefore initially consist of the following purely formal steps: 

 

 The action scheme component must be initiated and established 

by the doctor. 

 The doctor must create the conditions for the necessary examina-

tion steps (technical/apparative and metacommunicative). 

 The doctor must take the initiative to carry out the necessary ex-

amination steps (technical/apparative, communicative). 

 In many cases, the physician must organize transitions of the 

participation constellation from triadic to interactional dyadic 

constellations (see also Schmitt, Knöbl 2013, Schmitt 2013: 54-

5). In fact, however, there is still a triadic dialogue situation, 

which is also used in some cases to bring up topics that have not 

yet been (sufficiently) addressed (see also Winterscheid 2018: 

142-164 or Winterscheid, Kook 2018). 

 Finally, the doctor dissolves the apparent interaction dyad and 

moves on to the next step. 

 

The following case study shows how doctors deal with these re-

quirements. 
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35.4 Case analysis 
 

The example comes from the aforementioned corpus (see § 35.2). The 

patient in this example is 5 years old and is accompanied by her moth-

er. She has vomited prior to the visit to the doctor.3 

 

35.4.1 Opening the conversation and describing the complaint 

 

When asked what is going on, the mother describes the problem that led 

to the consultation, whereupon the doctor asks the patient about the 

duration of the condition4: 

 

E 35.1 seit WANN has des denn; 

how long have you had this 

 

01 M fr[anziska hat ]BAUCHweh– 

franziska has stomach ache 

02 P   [((stöhnt))  ] 

   ((groans))      

03 D franzisK[A:, 

franziska 

04 D seit             ]WANN has des denn; 

how long have you had this 

05 M         [hm JA– ] 

         hm yes 

06 P (0.49) ((winselt)) 

       ((whimpers)) 

07  (0.21) 

                                                           
3 This example is also dealt with in detail in Winterscheid 2018 and Spranz-

Fogasy, Winterscheid 2013. 
4 The transcript excerpts were created in accordance with the GAT-2 basic 

transcript conventions according to Selting et al. (2011; based on Selting et 

al. 2009) using the transcript editor FOLKER ( ); capital letters stand for 

accentuation, simultaneous passages are noted in square brackets, de-

scriptions with double round brackets and descriptions of the manner with 

angle brackets, extensions with a colon, audible breathing with h° or °h 

and the boundary intonation with punctuation marks (rising with comma, 

strongly rising with question mark, consistent with dash, falling with sem-

icolon and strongly falling with full stop); transcription translated by the 

authors. 

http://agd.ids-mannheim.de/folker.shtml
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08 M um ZWÖLfe rum; 

around twelve 

09 M al[S  ]O:– 

so 

10 D   [°h ] 

11 M (0.31) im KINdergarten hast auch schon gebrochen–=ge, 

       you already vomited in kindergarten didn’t you 

12 P (.) <<gedrückt> hm JA >– 

    <<pressed> hm yes > 

13 M ja- 

yes 

14  (0.2) 

15 M un [um zwölfe         ] hab ich sie dann abjeHOLT– 

and at twelve I picked her up 

16 D    [<<piano> oh JE >; ] 

    <<piano> oh dear> 
 

 

The mother first takes the floor - simultaneously with her daughter's 

moaning - and then also describes the answers to the doctor's questions 

as part of the description of the complaint, after the patient expresses 

with a whimpering sound that she is not exercising her right to describe 

her own complaints in this situation (Heritage, Raymond 2005). The pa-

tient's posture and body alignment - she turns away slightly from the 

desk and sits in a slightly slumped position on the chair while resting 

her head on the arm resting on the back of the chair - also indicate that 

she does not wish to participate verbally at the moment or does not feel 

able to do so. However, the mother has the patient confirm her descrip-

tion with a supplementary corrective statement (line 09/11). The patient 

complies with this request (line 12). However, the confirmation is made 

in a whining, howling manner, with which the patient simultaneously 

expresses her acute complaints and emphasizes that she is not exercis-

ing her right (Heritage, Raymond 2005) to describe her own complaints 

in this situation and is instead having her mother reporting for her. The 

patient's posture and body orientation – she leans away from the desk 

and sits in a slightly slumped position on the chair while resting her 

head on the arm resting on the back of the chair – also indicate that she 

does not wish to participate verbally at the moment or does not feel able 

to do so. The doctor reacts to her answer and even adopts the pitch and 

prosodic structure of "oh" in the responsive interjection oh dear (line 
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16). The rest of the anamnesis only takes place between the mother and 

the doctor after the patient has withdrawn from the interactive process. 

 

 

35.4.2 Preparing the examination 

 

As a prelude to the next step - the physical examination - the doctor 

then activates the patient in several ways: he demonstratively puts 

aside the pen he has been using to take notes during the anamnesis, 

looks at the patient and addresses her twice, first by calling her by her 

first name and then by her last name, before asking her to get ready for 

the examination5: 

 

E 35.2 schau ich deinen BAUCH mal an; 

I will have a look at your stomach then 

 

01 D °h 

02  (0.33) 

03 D du franzisKA:? 

hey franziska 

04 D jetz legs du dich oben DRAUF– 

now you lie down on top 

05 D ziehst die SCHUhe aus– 

take off the shoes 

06 D (.) schau ich deinen BAUCH mal an; 

    I will have a look at your stomach than 

07  (0.31) 

08  ((die Untersuchung wird vorbereitet ca. 14,1 Sek.)) 

((the examination is being prepared; ca. 14,1 sec.)) 
 

 

The doctor asks the patient to lie down on the surgery couch and take 

off her shoes so that he can begin the examination, which he announc-

es with the words look at your stomach (line 06). The mother then helps 

her daughter prepare. 

The transition and preparation of the physical examination repre-

sent complex coordination requirements for all three parties (Schmitt, 

Deppermann 2007, Wiemer 2017). All parties involved must not only 

                                                           
5 In all other transcript excerpts, the lines are numbered consecutively. 
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carry out actions themselves but also take into account, support and, if 

necessary, take over the actions of others. For example, some children 

sit down on the couch on their own and take off the necessary items of 

clothing while their parents remain seated (e. g. Winterscheid 2018: 81- 

85). The doctor often takes notes during this phase and then turns to 

the children. In other cases, the parents join in and help the children 

prepare for the examination while the doctor is still organizing or taking 

notes. This must be resolved by the parents moving away a little, mov-

ing to the side or sitting down again on the chairs provided for patients 

and parents. 

In this example, the mother has accompanied the patient to the 

couch and removed her daughter's shoes. In doing so, she blocks the 

path of the doctor, who has also approached the couch after her. The 

doctor then asks the patient to lie down again after the shoes have been 

removed and steps a little closer to the patient. The mother now moves 

slightly to the left and leans against a shelf right next to the couch. 

The fact that the preparations by the mother and the patient are not 

continued here is due to the fact that the doctor has approached the 

couch qua role as an "agent" (Ehlich, Rehbein 1979/1994) or "focus 

person" of the interaction and his "behaviour [...] has coordinative re-

percussions for others" (Schmitt, Deppermann 2007: 104-5; term trans-

lated by the authors). 

The mother, who is engaged in "continuous monitoring activities"6, 

registers the doctor's movement and immediately withdraws from the 

couch so that the doctor can approach the patient (Schmitt, Depper-

mann 2007: 110; term translated by the authors). The doctor does not 

announce the interruption of the mother's and patient's preparation ac-

tivities but then takes over the remaining preparation. 

 

Box 35.1 Coordinative relevance 

 

Coordinative relevance arises from a continuous comparison of cur-

rent constellations and processes with prior professional knowledge 

regarding general processes, the sequential logic of work steps and 

the necessary involvement of certain functional roles. 
 

Schmitt, Deppermann 2007: 121; translation by the authors 

 

                                                           

6  The term derives from Goodwin (1980) and initially describes the percep-

tual performance of those involved in the conversation. 
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The mother's knowledge of these situations therefore ensures that she 

withdraws from the couch and creates the space for the doctor to ap-

proach the patient. After asking the patient to lie down, the doctor 

characterizes the preparation carried out up to this point as inadequate 

in that he pulls an item of clothing down a little further and has to un-

zip her pants to do so. He also announces this explicitly: 

 

E 35.3 jetz legs du dich einfach HIN– 

now you just lie down 

 

09 D so:–=jetz legs du dich einfach HIN– 

so now you just lie down 

10  (5.33) 

11 M ((unverständlich)) 

((incomprehensible)) 

12 D (2.6) 

13 D so (.) franzisKA, 

so franziska 

14 D (1.62) jetz mach ich deine HOse mal AUF, 

       now I’m going to unzip your pants 

15 D (1.82) po mal hochHEben– 

       lift your bum up 

16 D (1.59) noch MAL– 

       once again 

17 D (.) SO; 

    SO 

18 D (.) wo tut der bauch weh ZEIG mal– 

    where does your stomach hurt show me 
 

 

It is not made explicit that the announcement to undo her trousers is 

the processing of an "incident" (Schmitt 1997: 56) but by repeating his 

request (line 09) and adding the adjective just (line 09), he defines the 

current situation as not yet corresponding to his instruction. The doc-

tor's original request was for the patient to leave her seated position and 

lie down barefoot on the couch ready for the examination. By approach-

ing the couch before the patient could comply with all of the doctor's re-

quests, he may have corrected a misunderstanding that may have aris-

en as a result of his failure to elaborate on his statement. In addition to 

the repositioning and preparation by removing the shoes, which must 

necessarily take place before lying down on the couch, he only men-
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tioned that he would like to have a look at the "stomach". This means 

that only the part of the body that is to be examined below has been 

named. This does not yet include a request to remove certain items of 

clothing, although this could certainly be interpreted as such, as the 

abdomen must of course be uncovered in order to "look" at the relevant 

body part. It remains unclear whether the patient has to take off her T-

shirt and/or trousers or whether it is sufficient to push the T-shirt 

slightly upwards in the lying position. A person's abdomen is located in 

the "lower part of the torso between the diaphragm and pelvis" (Duden 

2015; translation by the authors) but is also often understood to be the 

area above the waistband of the trousers. To actually be able to examine 

the abdomen, the area between the diaphragm and pelvis must be ex-

posed, which involves undoing the button on the jeans and pulling 

them down slightly. 

 

Box 35.2 Recipient design  

 

Assumptions about the partner’s knowledge are [therefore] crucial for 

turn design, because they determine which expressions and formula-

tions we can use to produce a contribution that is sufficiently explicit 

and therefore comprehensible but also not too redundant with regard 

to the partner’s existing knowledge. These two tasks, which roughly 

correspond to the fulfillment of Grice’s two quantity maxims (Grice 

1975), are served by the so-called recipient design 
 

Deppermann 2015: 7 (emphasis in the original); translation by authors  

 

By interrupting the mother's and patient's preparation activities, the 

doctor incidentally prevents unnecessary or inadequate preparation, 

which could result from the non-explicit request or from the fact that 

his request was not implemented quickly enough. It cannot be assumed 

that the mother and patient use the same definition of the abdomen for 

their preparation. The assumption of this role takes place after he has 

defined the preparatory activities as not yet sufficient and partly formu-

lates them again as a request but then also carries out certain prepara-

tory activities himself. 

By pointing out his actions, the doctor not only secures her coopera-

tion but also informs the patient and her mother about his actions. The 

doctor thus legitimizes his action of invading the patient's personal 

space (Heath 2006) by making it transparent to the mother and the pa-

tient why sitting on the couch and taking off the shoes does not yet 
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meet the requirements for looking at the abdomen (line 14-17). His ac-

tions serve to "expose" the abdomen and thus create the conditions for 

the examination. 

Another system of reference for the individual results from the "terri-

tories of the self" (Goffman 1971/1974), which include, for example, the 

"personal space" arranged around the body, into which other persons 

may only enter under special conditions (Miebach 2014: 106). A doctor 

who is consulted in order to alleviate their own suffering or the suffering 

of their children is naturally endowed with these rights. Nevertheless, 

according to Heath (1986, 2006), the main problem in this phase of the 

consultation is how to deal with territorial self-determination (Goffman 

1971/1974), which the participants handle with a "separation practice" 

(Heath 1986, 2006: 209) in which, for example, the patients treat their 

body as an object while at the same time overlooking its manipulation 

and presentation. They thus offer the doctor direct and objective access 

to the physical condition, which allows an empirically grounded (First 

2014:) diagnosis to follow very frequently and routinely, which in turn 

justifies therapy suggestions. Ripke has also emphasized this "crossing 

of boundaries [of the] person to the usual medical extent" and even ex-

tended it to "all questions that intervene in the patient's private sphere", 

which can even result in a "disruption of the relationship" between doc-

tor and patient if insufficient preparation is made (Ripke 1994: 80ff; 

translation by the authors). 

In this situation, manipulation must be carried out to obtain the di-

agnosis in the first place through a well-founded examination. This 

connection is then clearly emphasized by the SO:; (line 09) and the doc-

tor now moves on to the next step, which had to be postponed. At the 

same time, by announcing his action steps, he also counteracts the 

problem of territorial self-determination (Heath 1986, 2006). 

Thus, all three parties are exceptionally involved in the preparation 

of the examination: The patient, who leaves the chair and moves to the 

couch, the mother, who wishes to assist her and also approaches the 

couch, and the doctor, who undertakes further preparatory measures 

before he can now begin the examination. 
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35.4.3 The conduct of the examination 

 

At the beginning of the examination, the doctor turns to the patient, the 

actual bearer of the complaints, and asks for the exact location of the 

pain – despite the patient's very limited participation so far – and in-

forms her about all the examination steps:  

 

E 35.4 jetz HORCH ich den bauch mal ab– 

now I‘m going to listen to the stomach 

 

18 D (.) wo tut der bauch weh ZEIG mal– 

    where does your stomach hurt show me 

19 P DA::– 

here 

20 D (.) DA in der mitte– 

    here in the centre 

21 D (1.68) jetz HORCH ich den bauch mal ab– 

       now I’m going to listen to the stomach 

22  (17.96) 

23 D und jetz FÜHL ich deinen bauch mal AN– 

and now I’m going to feel your stomach 

24  (8.04) 

25 P aua da t[ut_s (.) WEH– ] 

ouch that hurts 

26 D         [da tut’s en   ]bisschen WEH, 

         it hurts a little 

27  (3.23) 

28 P da AUCH– 

here too 

29  (1.68) 

30 P da jetz (.) NICH; 

here now not 

31 D (.) da nich SO; 

    here not so 

32 D na das is ja PRIma– 

well that’s great 

33 D (.) also BLINDdarm is nichts– 

    so it’s not appendicitis 
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Immediately after the localization by the patient, the doctor notes the 

painful location in relation to the body (line 20) and begins the exami-

nation. The particular examination steps are explicitly named (lines 

21/23), also to prepare the patient for the manipulations and actions 

(Heath 1986, 2006). When the patient points out pain when he touches 

her (line 25), he repeats the statement and even retains the prosodic 

contour but weakens the statement by: a little (line 26). The patient re-

acts to another painful area (line 28) and also refers to an area that 

does not hurt (line 30). This reference is also repeated by the doctor in a 

modified form (line 31). While the patient identifies the area in contrast 

to a painful area, the doctor scales the pain and assigns this area less 

pain than the previous areas. 

He now explicitly assesses this finding as positive (great, line 32) and 

follows this up with a diagnosis of exclusion. Simultaneously with the 

statement so it’s not appendicitis– (line 33), he continues to palpate the 

patient's abdomen but fixes his gaze on the mother. After her ratifica-

tion (see below) and her change of position – she leans closer to her 

daughter – he turns back to the patient. The doctor not only cites his 

statement to rule out a possible diagnosis, he also explicitly mentions 

this to the mother, whom he looks at in this statement, which is thus 

presented as a conclusion. The doctor thus prophylactically invalidates 

a possible fear on the part of the mother, as the keyword "appendicitis" 

has not yet been mentioned or even hinted at in the conversation. (The 

appellative "appendicitis" here does not refer to a part of the intestinal 

tract but to an inflammation that is usually associated with this part). 

 

E 35.5 also BLINDdarm is nichts– 

so it’s not appendicitis 

 

33 D (.) also BLINDdarm is nichts– 

    so it’s not appendicitis 

34 M (.) ja beine konnt se anWINkeln; 

    yes she could bend her legs 

35 M ((lacht)) (.) ((Lachansatz)) 

((laughs)) ((beginnings of a laugh)) 
 

 

The mother's reaction indicates that she is familiar with the clinical pic-

ture of appendicitis and cites a diagnostic observation which, in her 

eyes, also rules out this diagnosis. She thus confirms the doctor's diag-
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nosis of exclusion. Here, the mother presents herself as someone who 

has certain knowledge of the disease. 

 

Box 35.3 Presentation of knowledge 

 

The display and negotiation of knowledge are […] closely linked to the 

self-positioning and other positioning of the interactants and the con-

stitution of social relationships. 
 

Deppermann 2015: 12; translation by the authors 

  

The diagnostic observation, which must have been made before the 

consultation, was not addressed beforehand. However, the structure of 

the mother's reasoning and her subsequent question prove that there 

was no reason to do so: 

 

E 35.6 muss ma da AUCH erbrechen– 

do you also have to vomit then 

 

36  (0.2) 

37 M °hh (2.85) muss ma da AUCH erbrechen– 

           do you also have to vomit then 

38 D (0.7) ja– 

      yes 

39 M (.) ja, 

    yes 

40 D (0.22) ja MUSS nich; 

       yes not necessarily 

41 D aber KAN[N;  ] 

but possible 

42 M         [ja, ] 

         yes 
 

 

By asking do you also have to vomit then (line 37), the mother indicates 

that she did not suspect that her daughter's symptoms could be caused 

by an appendix infection, regardless of the observations made before-

hand. Nor does this demand call into question the exclusion of this pos-

sible diagnosis but rather underlines the exclusion. Both statements 

demonstrate a certain amount of experience with inflammation of the 

appendix and a certain amount of surprise at the explicit mention of the 
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exclusion diagnosis. The mother asks for information about symptoms 

that do not match her previous knowledge. She does not attack the doc-

tor's competence but rather uses his expertise to expand her own 

knowledge, as he has "access to knowledge", "relative priority" and "re-

sponsibility for certain knowledge" (Deppermann 2015: 12f with refer-

ence to Heritage 2013; translated by the authors). 

Her surprise is also shown by the fact that she asks again about the 

doctor's reactions using yes (line 39). The doctor elaborates on the point 

and explains that vomiting can be a symptom associated with appendi-

citis, even if this is not necessarily the case (line 40/45). Simultaneous-

ly with the mother's question, the doctor turns back to the mother and 

continues with the examination but then turns back to the patient by 

looking parallel to but possible (line 41). 

 

 

35.4.4 Delivery of the diagnosis 

 

The doctor then presents two pre-diagnostic statements (e. g. Spranz-

Fogasy 2014) on the palpable condition of the abdominal area and on 

an audible sign of illness (lines 44/45): 

 

E 35.7 also da geht so_n magenDARMinfekt (.) los 

so here a gastrointestinal infection (.) begins 

 

43  (1.49) 

44 D bauch is aber sons_schön WEICH; 

however the stomach is otherwise quite soft 

45 D (.) aber gluckern tut_s ORdentlich; 

    but it gurgles properly 

46 D also da geht so_n magenDARMinfekt (.) los;=ne, 

so here a gastrointestinal infection begins right 
 

 

Such pre-diagnostic statements regularly document the epistemic sta-

tus of the doctor during the diagnosis but also inform the patient or, in 

this case, the mother and the patient about the current status (Spranz-

Fogasy 2014). They are used here in the same way as the reasoning 

structure for the diagnosis of exclusion to substantiate a subsequent 

diagnostic statement with evidence. The fact that this diagnosis is to be 

understood as the conclusion of the pre-diagnostic information result-
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ing from the examination is again explicitly emphasized on the surface 

of the text (line 46). The physical examination in particular is, as here, 

often the starting point for a diagnostic statement because it provides 

"empirically grounded observations" (Heath 2006: 213). 

The fact that the doctor wants his diagnosis to be ratified by the 

mother can be seen from the added question tag "ne/right", which im-

mediately follows (line 46). The mother, however, initially problematizes 

this: 

 

E 35.8 is_grad im umLAUF, 

is_currently in circulation 

 

46 D also da geht so_n magenDARMinfekt (.) los;=ne, 

so here a gastrointestinal infection begins right 

47 M (.) gibt‘s 

    is 

48 M (.) is_grad im umLAUF, 

    is currently in circulation 

49 D (0.62) 

50 M ja 

yes 
 

 

Once again, the mother's reaction portrays her as someone who has 

certain knowledge about illnesses. She also knows that a gastrointesti-

nal infection is usually highly contagious and that several cases usually 

occur at the same time (line 48). The fact that she has not yet heard of 

this is the basis of this statement, as she asks about the existence of a 

wave of infection and thus assumes that this is unknown to her. 

However, this question is now somewhat more delicate for her self-

image (see above), as she also makes it clear through the question that 

she had not previously assumed a gastrointestinal infection such as 

appendicitis to be the cause of her daughter's complaints and legitimiz-

es through this question why she did not recognize the known clinical 

picture of gastrointestinal flu as such. At the same time, however, this 

question may also indicate that she is not yet completely convinced of 

the diagnosis. The fact that she was aware of the explosive nature of the 

question could be a reason why she does not continue the first part of 

her utterance (exists, line 47). 

There is eye contact between the doctor and the mother during the 

mention of the diagnosis, whereby the doctor looks away from the 
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mother again before he produces the question tag (line 46). However, 

when the mother asks about the wave of illness, he briefly looks up at 

her again. He then nods several times in response to her question but is 

already looking at the patient again. The mother immediately ratifies 

this reaction (yes, line 50). 

 

 

35.4.5 Subjective illness theory 

 

E 35.9 weil erst hab ich geDACHT– 

because first I thought 

 

50 D ja; 

yes 

51  (3.13) 

52 M wei[l erst hab ich ]geDACHT– 

because first I thought 

53 D    [PRIma;         ] 

    fine 

54 M weil se HALT– 

because she just 

55 M weil ich MAIS gekocht hab–=ne, 

because I had cooked corn you know 
 

 

After a pause of approx. 3 seconds, she then mentions a subjective the-

ory of illness (SIT) (§ 21, 29), namely food intolerance, which she had al-

ready put forward during the anamnesis (lines 52/54/55). Through the 

mental verb “think”, the tense used and the adverb first (line 52), “she 

indicates that [she] assumes no responsibility for the precision and ac-

curacy of [the] statement” (Deppermann 2015: 15;  translated by the 

authors). Although she marks the theory as no longer relevant and the 

temporal context, namely after the diagnosis, downgrades the mention 

of SIT, it is nevertheless marked by the repeated reference. The doctor 

does not react here but concludes this part of the examination with the 

fine addressed to the patient (line 53). He treats the physical examina-

tion as the usual one (ten Have 1990) and thus reacts to the downgrad-

ing that the mother herself makes with regard to SIT, as well as the fact 

that the diagnosis has already been made. By not reacting here, howev-

er, he additionally emphasizes the diagnosis he has already made. Im-

mediately afterwards, he stands up and goes to the shelf that the moth-
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er was leaning against during this part of the examination, fetches a 

spatula and approaches the patient again. 

Once again, the mother's continuous monitoring activities (Schmitt, 

Deppermann 2007: 110) are evident, as she immediately reacts to the 

doctor's movements and steps off the shelf to which the doctor turns so 

that he can reach the shelf on which she had previously leaned without 

having to walk around her. After the doctor turns back to the patient, 

the mother follows him to the couch. Both adults stand in front of the 

couch and while the doctor examines the patient's mouth, who has now 

sat up again, the mother continues to perform the SIT that was set up 

before the consultation and already discussed during the consultation: 

 

E 35.10 des wissmer jetz dass ihr DES zu viel war;=ne– 

we now know that it was too much for her 

 

55 M weil ich MAIS gekocht hab–=ne, 

because I had cooked corn you know 

56 M des wissmer jetz dass ihr DES zu viel war;=ne– 

we now know that it was too much for her no 

57  (1.85) 

58 M was heißt ZU viel, 

what do you mean too much 

59 M (.) dass se_s [(net verträgt) ] 

    that she can’t take it 

60 D               [weit AUF       ]machen den mund; 

               open your mouth wide 

61 D zunge rausSTREcken– 

stick out tongue 
 

 

 

35.4.6 Secondary symptoms 

 

At the end of the second part of the examination, the doctor then men-

tions to the mother that the mucous membranes are still moist (line 62), 

without going into the details of the SIT. This further examination, 

which takes place after the diagnosis is communicated, no longer serves 

to search for the diagnosis but for a possible consequence of a symp-

tom, the vomiting, which could also result in further measures. For ex-

ample, "the body can "dry out" (=dehydrate) under certain circumstanc-
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es, especially if a child vomits as well as having diarrhoea and/or a fe-

ver" (Renz-Polster et al. 2012: 317; translated by the authors).  

 

E 35.11 aber sie hat jetz KOmische flecken an den wangen, 

but she now has strange spots on the cheeks 

 

62 D die schleimhäute sind noch schön F[EUCHT– 

] 

the mucous membranes are still moist 

63 M                                   [aber sie hat jetz 

]KOmische flecken an den wangen, 

                                  but she now has 

strange spots on the cheeks 

64  (0.96) 

65 M hier- 

here 

66 D °h ja das is vom ERbrechn; 

   yes that’s from vomiting 

67  (0.42) 

68 M des is jetz d[urch den WÜR]Greiz– 

that’s now caused by the retching 

69 D              [°h          ] 

70  (0.2) 

71  ((Arzt klatscht)) 

((the doctor claps his hands)) 

72 D durch den würgreiz hat sich das blut im gesicht geS-

TA[UT–   ] 

the retching has caused the blood to dam in the face  

73 M      [hmhm; ] 

      hmhm 

74 M °h 

75 D un da sind IN der haut ganz fei[ne BLU]tungn; 

and there’re very fine haemorrhages in the skin 

76 M                                [ja–   ] 

                                yes 

77 D (.) des– 

    it 

78 D (0.2) dauert also sicher ne WOche bis die weggehn– 

     will probably take a week for them to go away 

79 D diese klein[en   ][++++++ ] 

these little ++++++ 

80 M            [gut– ] 
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            well 

81 M                   [eben   ]dacht ich ja WUI, 

                   just now I thought woo 

82 M (.) was is [denn ]DES– 

    what is this 

83 D            [ja–  ] 

            yes 

84 D sind sogenannte peTECHien–=ne, 

these are so called petechiae you know 

85 M gut– 

well 

86 D (0.34) KOMM– 

       come on 

87 D (0.29) zieh dich wieder AN– 

       get dressed again 

88 P +++ 

+++ 

89 M was könn_wer MAchen– 

what can we do 
 

 

The mother then takes the doctor's report on the condition of the mu-

cous membranes (line 62) as an opportunity to interrupt the SIT and to 

mention another visually perceptible skin change that she cannot ex-

plain and which the doctor has not yet addressed (from line 63). The 

doctor explains to her the background to this phenomenon and the pe-

riod of time after which this skin change is supposed to have disap-

peared again (line 78). 

The adults are both standing in front of the patient and are focused 

on the patient, who is also the bearer of this newly mentioned phenom-

enon. The distance between the mother and the patient corresponds to 

the distance between the patient and the doctor. However, the mother 

and the doctor are standing very close to each other. The mother seeks 

eye contact in between, but the doctor only makes eye contact when he 

talks about haemorrhages (line 75). The mother introduces the topic in 

a marked way by describing the spots as strange and also introduces 

this observation with a but (line 63). With this introduction, she ties in 

with the doctor's statement and counters it with something that contra-

dicts her expectation regarding a phenomenon that has not yet been 

addressed. She also shows the doctor the corresponding position. 
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The doctor first establishes a connection between the spots (line 63) 

and the patient's illness. The mother then draws a conclusion from this 

information (line 68). The doctor takes up the wording here (retching, 

line 72) and explains the background to this symptom. At the end of the 

explanation, he looks at the mother. He then goes on to explain when 

this symptom should disappear again without further treatment. When 

the mother again refers to the surprise at the discovery and thus once 

again makes a relevance upgrade, he mentions the technical term pete-

chiae- for this symptom (line 84). By mentioning the technical term, he 

concludes the discussion about the symptom associated with the dis-

ease. He asks the patient to get dressed again and prepares to wash his 

hands. 

With this, the doctor ends the examination and moves on to the next 

phase of therapy planning, which then consists of negotiating the next 

steps with the mother. The mother initiates this herself by asking him 

on the way from the couch to the washbasin and from the washbasin to 

the desk about the next steps (what can we do, line 89). 

 

 

35.4.7 Overview of the event 

 

In this case, the examination consists of the doctor palpating the pa-

tient's abdomen and locating the site of the pain together with her. This 

and the doctor's further examination results enable a possible problem-

atic diagnosis to be ruled out and an actual diagnosis to be made. How-

ever, the examination does not end with the presentation of the diagno-

sis, as a gastrointestinal infection can lead to drying of the mucous 

membranes, especially in children (see above), which should be ad-

dressed immediately. For this reason, the diagnosis is followed by an 

examination of the mucous membranes, which, however, does not give 

rise to any fear of dehydration. In addition, the mother mentions a skin 

feature that was not previously mentioned and is then explained to her 

by the doctor. As in the example case, in other conversations after the 

diagnosis has been mentioned, further examinations are carried out 

that are related to the general condition of the children or possible con-

sequences of the disease (see graph 1):  
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Fig. 1: Schematic sequence of the physical examination in the case study 

 

As shown in the graph, this is a three-part examination, with the third 

part being initiated by the mother: The doctor presents a diagnosis of 

exclusion and a diagnosis in the first part of the examination, both of 

which are negotiated between the mother and the doctor. During the 

examination of a possible consequence of the disorder, which is the 

second part of the examination, the mother presents an SIT, which, like 

the result of this examination, is not processed further. The third part 

of the examination concerns a phenomenon that the mother addresses. 

The doctor also diagnoses this phenomenon and then concludes the ex-

amination. The doctor then turns to the washbasin to clean his hands 

and asks the patient to get dressed again. 

The doctor takes the child's epistemic authority (Heritage, Raymond 

2005) into account to the extent that he has the patient localize the lo-

cation of the pain, even though the mother has previously denied the 

description of the complaint more or less alone and the patient has also 

indicated on several occasions that she is unable or unwilling to dispute 

the anamnesis with the doctor herself. Her only contribution is a con-

firmation requested by the mother that she had already vomited earlier 
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in the day in kindergarten (line 12). By requesting this at the beginning 

of the anamnesis and then at the beginning of the examination, the doc-

tor signals that he knows that, in addition to the right to report on her 

own complaints, she also has the competence to represent herself 

(Schmitt 1997). 

 

Box 35.4 Self-advocacy 

 

In Western societies, fully socialized subjects are always treated as un-

criticizable experts on their own mental and emotional states […] [alt-

hough children are generally not considered to be] fully socialized sub-

jects 
 

Deppermann 2015: 13f; translation by the authors 

 

The doctor always responds to the patient's comments and, for example, 

makes them more relevant by using them to justify why a possible di-

agnosis can be ruled out. He repeats other statements, usually modaliz-

ing and differentiating them. During the examination, he sits close to 

the patient, palpates the patient's body and maintains this "interaction 

dyad" (Schmitt, Knöbl 2013, Schmitt 2013;  term translated by the au-

thors) on the one hand through proximity and on the other hand 

through further palpation. Even when he is looking at the mother, an-

swering a question from the mother, etc., he continues the examination 

and always turns his gaze immediately to the patient (see also ten Have 

1990). 

For her part, the mother uses this phase of the examination to ask 

questions, address further problems and even to discuss the (exclusion) 

diagnoses. The doctor also usually processes the mother's contributions 

relatively quickly, also upgrading their relevance and establishing two 

different dyadic constellations in precise alternation. In contrast to the 

patient's contributions, the mother's statements are not repeated and 

the comments on SIT are not dealt with, but questions from the mother 

that are directly related to the illness and the diagnoses made. By pay-

ing attention to a phenomenon that he identified as harmless and there-

fore presumably did not mention, it becomes clear that he takes some-

thing that the mother may have perceived as worrying seriously and 

deals with it, even if he himself has classified it as not worthy of atten-

tion. The final diagnosis and the diagnosis are communicated to the 

mother, as is the diagnosis of the symptom that she herself brought up. 
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However, the repeated mention of SIT indicates that the mother con-

siders it to be unresolved and may not yet be fully convinced of the di-

agnosis (e. g. Spranz-Fogasy, Winterscheid 2013, Winterscheid 2018: 

165-213). The handling of SIT should therefore be made largely trans-

parent even if they are not tenable from the doctor's point of view – par-

ents show themselves to be concerned and under pressure precisely be-

cause of their considerations, and a lack of consideration also devalues 

parental commitment (see also Spranz-Fogasy, Winterscheid 2013). 

However, disregard at this point upgrades the diagnosis and the early 

announcement of this diagnosis may also have been a possible way of 

dealing with this doubt, as the doctor's diagnosis contradicts the moth-

er's SIT (Birkner 2006). 

 

 

 

35.5 Discussion 
 

With our analysis, we have shown by way of example how a physical 

examination in a paediatric consultation is separated out, carried out 

and then returned to the general framework of action, in this case for 

treatment planning but often also for diagnosis. While the doctor initi-

ates the necessary steps and makes them explicit, all those involved co-

ordinate the creation of the examination situation. The doctor also 

names the individual steps to the child in such a way as to address the 

problem of territorial self-determination and to make the actions pre-

dictable for the patient and the mother. 

By identifying and specifying the location of the pain and the diag-

nosis of exclusion in pre-diagnostic messages, a link is also established 

between the examination and the diagnosis. An early presentation of 

the diagnosis, as in our example case, can reassure parents just as 

much as the explicit exclusion of more serious illnesses. 

In addition, the diagnoses made during the examination also legiti-

mize the previous examination steps. During the examination, the doc-

tor considers the patient's statements and reactions as well as the 

mother's questions and explanations. He also establishes the relevant 

interaction dyads in rapid succession and coordinates this with the var-

ious examination steps. The mother and patient are thus involved in the 

examination, but the main focus can remain on carrying out the exami-

nation and the associated search for a diagnosis (see also ten Have 

1990). A SIT mentioned by the mother as having already been discard-
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ed, and mentioned after the diagnosis, is not dealt with by the doctor 

but inquiries about symptoms that could tend to be worrying and relat-

ed to the illness are. However, by "ignoring" the SIT brought up by the 

mother, the doctor also underlines the diagnosis made. 

Despite the enormous complexity of the professional and interac-

tional task the doctor succeeds here in coordinating the various proce-

dural steps, making them transparent and integrating the two interac-

tion partners in terms of information and relationship organization. At 

the same time, he creates the basis for a trusting and compliance-

securing relationship with both the patient and her mother. 
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