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ABSTRACT: In recent years, the model of shared decision-making has become increasingly promoted as 

the preferred standard in doctor-patient communication. As the model considers doctor and patient as coe-

qual partners that negotiate their preferred treatment options in order to reach a shared decision, shared de-

cision-making notably leaves room for the usage of argumentation in the context of medical consultation. A 

paradigm example of argumentative conflict in consultation is the discussion that emerges between doctors 

and their patients concerning antibiotics as a method of treatment for what is presumed to be a viral infec-

tion. In this paper, a case of such argumentative conflict is studied, using the extended pragma-dialectical 

theory to argumentation. It is examined how a patient and her physician manoeuvre strategically in order to 

maintain a balance between dialectical reasonableness and rhetorical effectiveness, as well as an equilibri-

um between patient participation and evidence-based medication, while arguing their case for and against 

antibiotics respectively. 

KEYWORDS: Medical consultation, shared decision-making, pragma-dialectical theory of argumentation, 

strategic manoeuvring, antibiotics. 

1. INTRODUCTION  

In the field of argumentation studies, and within the pragma-dialectical approach to ar-

gumentation (van Eemeren & Grootendorst 1984, 1992, 2004) more specifically, recent-

ly, the interaction between doctor and patient has been characterized as an inherently ar-

gumentative activity type (van Eemeren 2010). It has been aimed to demonstrate that 

doctor-patient consultation can be analyzed as an argumentative exchange in which both 

parties interact as discussants that strive to convince each other of the acceptability of 

their own pre-existing views with regard to diagnosis, prognosis, and treatment options 

(Pilgram 2009; Snoeck Henkemans 2011).  

 This paper aims to add to this pragma-dialectical endeavour by investigating the ar-

gumentative discourse of doctors and their patients during medical consultation that is aimed 

at shared decision-making. It aims to show that—even though the medical encounter is tradi-

tionally not always perceived to be argumentative (Schulz & Rubinelli 2006, 2008)—

argumentative discussions may arise during medical consultation and that, in accordance with 

the pragma-dialectical theory of argumentation, the argumentative partners make use of what 

is termed strategic manoeuvring (van Eemeren 2010) in order to come to a resolution of the 

medical dispute at hand. That is, in strategically selecting and phrasing their contributions to 

the discussion, doctors and patients aim to maintain a balance between the (dialectical) rea-

sonableness and the (rhetorical) effectiveness of their argumentative moves.  
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 Using a case study, it will be explored how doctor and patient, in order to re-

solve their difference of opinion regarding the treatment of an upper respiratory tract in-

fection, manoeuvre strategically subsequently to a patient’s request for antibiotics. In par-

ticular, it will be explored how argumentative conflict in medical consultation is dealt 

with in light of the shared decision-making model: a mutuality-based model of doctor-

patient communication that advocates a participatory treatment decision-making process 

in which both the doctor and the patient actively take part (Charles, Gafni & Whelan 

1997, 1999; Edwards & Elwyn 2009). It is examined how in consultation aimed at shared 

decision-making, patient and physician present their treatment preferences for antibiotics 

and acetaminophen respectively in a rhetorically favourable way while simultaneously 

demonstrating that they are adhering to the shared decision-making ideal: How do doctor 

and patient, in argumentative practice, aim to maintain a balance between dialectical rea-

sonableness and rhetorical effectiveness, as well as an equilibrium between patient partic-

ipation and evidence-based medication? 

2. ANALYZING SHARED DECISION-MAKING AS A CRITICAL DISCUSSION  

Shared decision-making has been increasingly promoted over the past decade as the pre-

ferred standard of treatment decision-making in doctor-patient communication. In con-

trast to alternative models of doctor-patient interaction, in which either the physician is 

assumed to ‘know best’ and is regarded the primary decision-maker (paternalistic model) 

or in which the patient decides upon a treatment method after having received ‘sufficient’ 

information from the doctor (informed model), the shared decision-making model advo-

cates a medical decision-making process in which both doctor and patient actively take 

part as coequal discussion partners (Charles, Whelan & Gafni 1999; Edwards & Elwyn 

2009). Whereas the model regards the doctor as an expert holding specialist medical 

knowledge, the patient is considered to bring a unique personal perspective to the consul-

tation that captures individual feelings, expectations, and treatment preferences. As a re-

sult, doctors’ and patients’ viewpoints are considered to be highly distinct, yet of equal 

importance to the medical decision-making process. 

 Providing the most commonly cited and generally accepted conceptualization of 

shared decision-making, Charles, Gafni & Whelan (1997) concisely define the practice of 

shared decision-making as follows:  

[Shared decision-making concerns the] involvement of both the patient and the doctor, a 

sharing of information by both parties, both parties taking steps to build a consensus about 

the preferred treatment, and reaching an agreement about which treatment to implement.  

(Charles, Gafni & Whelan 1997: 681) 

According to Frosch & Kaplan (1999), the model of shared decision-making goes several 

steps further than the legal doctrine of informed consent. Beyond merely presenting the 

patient with medical information, shared decision-making promotes a process in which 

both doctor and patient explicitly voice their preferences as well as their underlying ra-

tionale. It is assumed that both parties have a legitimate investment in the treatment deci-

sion process and, moreover, make a commitment to resolve any disagreement that arises 

during consultation in a mutually respectful manner. Such disagreement may surface, for 

example, when there is no clear, unambiguous evidence about the best treatment option to 
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implement or when doctor and patient disagree about the implications of a certain method 

of treatment. “Physician and patient are then in conflict, and a solution needs to be nego-

tiated” (Towle & Godolphin 1999: 768). 

 Promoting a decision-making process in which physician and patient should ide-

ally aim to build consensus about the appropriate treatment to implement and to coequal-

ly negotiate a resolution to any disagreement that arises during consultation, shared deci-

sion-making notably constitutes more than explicitly engaging in a dialogue. Shared deci-

sion-making can be said to involve a social, verbal, and rational process in which the 

participants act as critical, reasonable discussion partners that are not only expected to 

provide a rationale for their own treatment preferences, but that are also capable of criti-

cally evaluating their interlocutors’ argumentation. That is, both parties are assumed to 

uphold a certain standard of reasoning that contributes to finding the best treatment op-

tion available, having rationally considered and weighed the arguments advanced by both 

parties. Therewith, the shared decision-making process significantly denotes a resolution-

oriented process that is essentially aimed at reaching a shared treatment decision. Walton 

(1985: 13) provides a characterization of medical consultation that—albeit not specifical-

ly focused on shared decision-making—seems to capture this: 

Medical treatment is a complex two-person interaction where each party has a distinct role. 

Underlying the interaction is a technical or productive process, an action. Partly physical in 

nature, the action also has a purposeful element. And overlaying the action is a network of 

communicative interchange, a dialogue or reasoned exchange of information and argumenta-

tion (Walton 1985: 13). 

The model of shared decision-making shares its resolution-oriented stance with the ideal 

model for critical discussion as introduced in the pragma-dialectical theory of argumenta-

tion (van Eemeren & Grootendorst 1984, 1992, 2004). As noted by Snoeck Henkemans 

(2011), shared decision-making appears to be similar to small-group problem solving dis-

cussions “a type of discussion that van Rees (1991: 285) considered to be ‘a plausible 

candidate for reconstruction as a critical discussion’.” According to van Rees (1995: 

344), in problem-solving discussions, by definition, participants try to reach a solution to 

a problem through discussion. During the process, participants may encounter various 

differences of opinion. Participants may disagree about the existence and nature of a 

problem, about its possible solutions and their implications, and about what the final de-

cision should be. The way in which the participants involved aim to resolve these poten-

tial differences of opinion is “open to analysis and evaluation” (van Rees 1995). The dis-

cussions that arise in medical consultation aimed at shared decision-making, as well, can 

be analyzed and evaluated using insights gained in the pragma-dialectical approach to 

argumentation. In section 4 of this paper, an analysis of a medical consult is provided. 

Yet, first it needs to be briefly clarified what it means for doctor and patient to manoeuvre 

strategically during medical consultation. 
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3. STRATEGIC MANOEUVRING IN CONSULTATION  

AIMED AT SHARED DECISION-MAKING  

The way in which doctors and patients aim to resolve their tacitly assumed or openly ex-

pressed differences of opinion during consultation aimed at shared decision-making can 

be said to constitute an interesting starting point for analysis and evaluation using the 

pragma-dialectical theory to argumentation. Yet, in order to conduct a proper analysis and 

evaluation of the argumentative discourse used in medical consultation aimed at shared de-

cision-making, first it has to be examined how the context in which the discourse is situat-

ed, can be taken into account as such that any contextual elements shaping the participants’ 

argumentation are included in the analysis. After all, argumentation in practice does not 

occur in a contextual vacuum. Communicative practices are generally connected to specific 

institutionalized contexts in which “they serve certain purposes that are pertinent to the rai-

son d’être of the institution—i.e., purposes relevant to realizing the institutional point” (van 

Eemeren 2010: 129). As a result of this context-dependency, the institutional rules, norms, 

and conventions, prevailing in the communicative practice concerned may significantly 

shape the ways in which arguers argue and, more specifically, manoeuvre strategically. 

That is, the institutional context may affect the ways in which they select (topical selection) 

and present (presentational choices) their arguments as such that they meet the audience’s 

demand (adaptation), therewith ideally achieving a rhetorical effect while simultaneously 

remaining within the realms of the dialectically reasonable (van Eemeren 2010). 

 Although the shared decision-making model itself does not include an explicit 

normative body of rules for argumentative conduct, such as the ten context-independent 

commandments formulated in pragma-dialectics (van Eemeren & Grootendorst 1984, 

1992, 2004), a number of context-dependent rules, regulations, and norms can be distin-

guished that significantly shape the argumentative context of consultation and set this 

context apart from other argumentative contexts. First, a doctor is legally committed to 

adhere to the physician-patient privilege and to maintain patient confidentiality. Disclo-

sure of any confidential medical information during and after consultation is regarded a 

breach of both ethical and legal norms and is only allowed under specific circumstances 

(American Medical Association 2010). Second, under the legal doctrine of informed con-

sent, the doctor is at all times bound by his legal obligation to inform the patient of all 

treatment options available and their corresponding advantages and disadvantages, prior 

to any form of medical care. As a result, the doctor is legally obliged to always assume 

his patient’s doubt regarding the treatment advice provided and, thus, to argue his case. 

 In addition, it should be noted that the patient or patient’s surrogate decision 

maker is free at all times to make the final decision regarding the treatment option of his 

choice—given that there are a number of equal options—or to even refuse care. This spe-

cific right, referred to as patient autonomy, implies that whenever a medical dispute is not 

reasonably resolved, the participants may either decide to settle the dispute in favour of 

the patient (i.e., the doctor complies with the patient’s request under the provision that 

this will not harm the patient), or the doctor may refuse to settle the dispute (e.g., because 

he judges that the patient’s wellbeing might otherwise be risked) and, following legal ob-

ligations, choose to refer the patient to colleague for a second opinion. Naturally, also the 

patient has the right to request a second opinion. A return to the initial, argumentative sit-

uation of the consultation is never possible. 
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 Despite the institutional rule that a patient has the right to ultimately decide upon 

a course of treatment, it can be safely assumed that both doctor and patient first and 

foremost aim to argue soundly in an attempt to conclude the dispute in a reasonable way. 

That is, they will both aim to find the solution that is ‘best’, all considerations taken into 

account, and that is mutually accepted by the parties involved. Yet, doctor and patient 

will not solely strive to argue reasonably. In practice, they will also want to argue effec-

tively in order to successfully convince the other party to accept their own view and to 

‘get their way’. Consequently, when faced with conflict doctors and patients too will ma-

noeuvre strategically in order to maintain a balance between their aims of dialectical rea-

sonableness and rhetorical effectiveness. 

4. STRATEGIC MANOEUVRING IN RESPONSE TO  

AN ANTIBIOTIC REQUEST: A CASE IN POINT  

In the medical consultation of which fragments will be discussed below,
1
 eight-year-old 

Tracey (T) is brought to her doctor (D) by her mother (M). Tracey has been suffering 

from repeated sore throats caused by an inflammation of the tonsils. To treat her daugh-

ter’s tonsillitis, Tracey’s mother requests a course of antibiotics. However, as the physi-

cian suspects that Tracey’s tonsillitis is caused by a viral rather than a bacterial infection, 

he prefers a different treatment method: a combination of acetaminophen and fluids. As a 

result, a difference of opinion arises between D and M, regarding the best treatment op-

tion available for young Tracey. The two propositions at the heart of the discussion can 

be formulated as follows:  

(P1) Antibiotics are the preferred method of treatment for T’s tonsillitis. 

(P2) A combination of acetaminophen and fluids is the preferred method of 

treatment for T’s tonsillitis. 

Whereas, on the one hand, M takes up the role of the protagonist, defending her positive 

position towards proposition P1, D challenges this proposition and, thereby, assumes the 

role of the antagonist. D, on the other hand, takes up the role of the protagonist of his pos-

itive stance towards proposition P2. M opposes this standpoint, assuming the role of the 

antagonist. As a result, following the pragma-dialectical theory of argumentation, the dis-

cussion between D and M can be analyzed as multiple and mixed. 

 In arguing for their treatment preferences, both the physician and the patient’s 

mother manoeuvre strategically in order to effectively convince their opponent of the ac-

ceptability of their views. Notably, the manoeuvres made by both parties are not only of-

ten connected and mutually dependent, but they are also shaped by the context of shared 

decision-making. While aiming to present their treatment preferences for antibiotics and 

acetaminophen respectively in a rhetorically favourable way, they simultaneously aim to 

                                                 
1  Tracey’s medical consultation is set a within routine general practice session in an urban part of Cardiff, 

United Kingdom, and the transcript records the first encounter between the patient and her physician. 

The transcript was taken from (Elwyn, Gwyn, Edwards & Grol 1999), who recorded and transcribed the 

consultation. The general practitioner is known to have an interest in the involvement of patients in 

treatment decisions (Elwyn, Gwyn, Edwards, & Grol 1999: 107). Because of this, application of the 

shared decision-making model rather than any other model of interaction is anticipated.  
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demonstrate that they adhere to the shared decision-making ideal. Some of the most 

noteworthy strategic moves will be discussed below. 

4.1 Advocating antibiotics, arguing for acetaminophen 

Exploring the patient’s feelings and preferences for treatments, health states, and out-

comes forms an essential component of consultation. Especially within the shared deci-

sion-making ideal, it is of utmost importance that both the physician’s and the patient’s 

ideas are explored and considered in order to reach a treatment decision that is truly 

shared. Over the years, patients have become increasingly proactive in advocating their 

specific needs and ideas during consultation and whereas traditionally doctors held the 

role of decision-maker within consultation, today physician and patient play coequal parts 

in the medical encounter. But even though modern patients have become active advocates 

of their own treatment preferences, explicit forms of medication-related pressure on doc-

tors are still rare (Stivers 2002). Also within the case of Tracey, M seems to formulate her 

preference for antibiotics proactively but tentatively. 

 In the opening lines of the dialogue between D and M, M strategically steers the 

conversation towards the topic of antibiotics. By referring to a past experience with antibiotics, 

she indirectly ‘pressures’ the doctor to prescribe her daughter Tracey a course of antibiotics.
2
  

M  doctor A he’s seen her last he gave her 

 one load lot of (.) antibiotics and then he gave me 

 a pre prescript repeat prescription then (2.0) 

 to have the other to get it right out of the system 

According to Stivers (2002), mentioning a past experience with antibiotic treatment forms 

one of four prominent ways for patients to explicitly communicate pressure for antibiotics. 

Whereas she considers requests or statements of desire to be relatively direct means of 

pressure, Stivers (2002) argues that referring to past experience, like inquiring about antibi-

otics, is a comparatively indirect method of pressure. “While it conveys a position in favour 

of antibiotics and overtly raises antibiotics for discussion, it does not explicitly state that 

preference and thus can be treated as simply providing information” (2002: 120). Indeed, 

at first glance, M’s contribution to her conversation with D seems to be a mere provision 

of information, a statement about her daughter’s poor health. Yet, when closely examin-

ing the utterance, there appears to be more to her conversational contribution.  

 Following the pragma-dialectical theory of argumentation, M’s assertion that 

doctor A prescribed Tracey antibiotics on a previous occasion should be analyzed as an 

authority-based argument—or, in Stivers’ (2002) terms: pressure—for M’s standpoint 

that antibiotics are the preferred method of treatment for T’s tonsillitis—a standpoint that 

thus far has remained implicit (and will continue to be so up until the final part of the dis-

cussion). M’s argument of past experience is presented in the form of an argument by sign 

that draws upon the authority of doctor A’s medical expertise: doctor A, who is a medical 

                                                 
2  In the excerpts, the transcription symbols as used by Elwyn, Gwyn, Edwards, and Grol (1999) were 

maintained. Brackets containing a stop indicate a pause of less than two seconds. Numerals in round 

brackets indicate the length in seconds of other pauses. An equal sign means that the phrase is contigu-

ous with the preceding one without pause. Square brackets that contain three stops indicate an omission.  
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expert as well as D, deemed antibiotics a suitable method of treatment in a similar situation. 

Consequently, M seems to argue, D should prescribe the medication this time too. 

 D’s response to M’s reference to her previous experience with doctor A, which 

from the perspective of strategic manoeuvring can be analyzed as a topical choice on M’s 

part, is particularly noticeable. In response to M’s argument concerning doctor A, D turns 

to young Tracey and says: 

D you’re eight now how many times have you had 

  what we say is tonsillitis (3.0) 

Up until this point in the conversation, neither the term sore throat nor its medical coun-

terpart tonsillitis has been used. As Tracey’s sore throat is audible, her condition has not 

been labeled as such. Remarkably, the first time her condition is mentioned explicitly, D 

uses medical jargon rather than layman’s terminology. Although D does attempt to di-

minish the effect of his usage of a medical term by adding ‘what we say”, his rather com-

plex formulation can be analyzed as a deliberate presentational choice in reply to M’s as-

sertion about doctor A’s assessment of Tracey’s condition. 

 Using Latin terminology rather than ordinary arguers’ language in response to M’s 

argumentation, D presumably aims to indirectly convey his medical expertise and authori-

ty. This intention is clearly distilled by M, who subsequently aims to reinstate her credibil-

ity by communicating her understanding of the medical origin of Tracey’s sore throats: 

M […] because she’s seeing a speech therapist about her tonsils 

 being really enlarged 

D they are rather enlarged but nothing out of the ordinary 

 lots of children have tonsils of this sort of size 

  

D yeah okay (.) okay well the first thing to emphasize I guess 

 is that this is a sore throat (.) you’re right to call it a tonsillitis 

 cos that’s just a Latin name for a sore throat 

After a short and direct response that Tracey’s tonsils are nothing out of the ordinary, D 

seems to aim to restore the relationship of mutuality between the two discussion partners 

and emphasizes that he acknowledges M’s expertise (‘you’re right to call it a tonsillitis’).
3
 

Moreover, he also explains his earlier usage of medical jargon by stating that tonsillitis is 

just a Latin name for a sore throat (‘cos that’s just a Latin name for a sore throat’). 

 In the opening lines of the dialogue between D and M, it thus becomes clear that 

M does not directly state her preference for antibiotics, but that she takes a more indirect 

approach by merely referring to her prior experience with the medication. Yet, it is not 

only the patient who advocates her standpoint regarding her preferred method of treat-

ment indirectly. D as well refers only implicitly to the treatment option of his choice. His 

view that a combination of acetaminophen and fluids is to be preferred over a course of 

antibiotics has to be inferred from the argumentation he advances (see Labrie 2010). M’s 

indirect, confrontational approach can be explained as an attempt to diminish her intru-

sion on the physician’s medical expertise and authority in relation to prescribing deci-

sions (Stivers 2002), an assumption that is supported by a remark made by M halfway 

through the consult: ‘I mean you are the doctor I’m not telling you your job’. D’s ‘silent 

                                                 
3  Note that M has in fact not used the medical term tonsillitis herself. 
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confrontation’ can be explained from the perspective of the shared decision-making mod-

el. As the shared decision-making model promotes the involvement of both the patient 

and the doctor in the resolution process, each carefully weighing all arguments for the 

treatment options available, the doctor will most likely want to avoid presenting the mat-

ter as having been decided upon confrontation already—thereby respecting the patient’s 

autonomy. To cite Wolf (1988): 

If the physician presents himself as certain of the one right course, and fails to divulge the 

range of options and the uncertainties that attend each, there is little to discuss. The conclu-

sion seems to be foregone. Without knowledge of the alternatives, and without information 

about the pros and cons of each, the patient has no tools with which to enter the discussion in 

any meaningful way. The patient is effectively foreclosed from grappling with the treatment 

decision and reaching her own conclusion, whether it might be the same or different from the 

physician's. There is no opportunity for conflict over the proper treatment course because the 

decision-makers have been reduced from two to one. The patient is not operating as a deci-

sion-maker; the patient is being told what to do. (Wolf 1988: 197 f.) 

4.2 Establishing authority, exhibiting expertise 

The predominantly implicit means of standpoint presentation by D and M can be seen to 

be the result of the modern, complex relationship between a physician and his patient. 

Whereas doctor and patient are considered coequal partners striving to reach the same 

goal—an improvement of the patient’s health—they essentially play different roles with-

in the consultation. The doctor, on the one hand, should be seen as a medical expert hold-

ing essential information regarding all health-related issues, the patient, on the other 

hand, should be considered an expert on his own feelings and preferences regarding 

health states, treatment options, and outcomes. While the doctor’s authority and expertise 

is, thus, predominantly evidence-based, the patient’s expertise is based on experience. 

 D’s and M’s attempt to establish authority and express their expertise within the 

consultation is both reflected in the presentation of their standpoints and in the formula-

tion of their arguments. While in the opening lines of the encounter, M refers to her past 

experiences with consultation (e.g., experience with doctor A, speech therapy), tonsillitis 

(e.g., understanding of enlarged tonsils), and antibiotics (e.g., doctor A’s repeat prescrip-

tions) predominantly indirectly so, notably further on in their conversation M also refers 

to her past experience explicitly, often even adding degree adverbs such as guaranteed 

and certainly to add presentational strength to her arguments (italics added): 

M I’d be guaranteed back tomorrow 

  because she seems to (.) this now is nothing 

 to how she usually goes down with it 

 

 she certainly reacts better (.) I would say so 

 out of experience 

 

 I (.) have given her paracetamol [acetaminophen] I was sent away 

 going back a while ago 

D asserts his medical expertise by advancing evidence-based argumentation (e.g., tonsillitis 

is caused by a virus, viruses are not affected by antibiotics, and scientific research is am-

bivalent about the effects of antibiotics on tonsillitis’ side-effects). He uses a combination 
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of symptomatic (argumentation by sign) and pragmatic (argumentation by cause) argumen-

tation to describe Tracey’s medical condition and to argue his case in favour of acetamino-

phen. Remarkably, D often presents his arguments relatively tentatively (italics added): 

D it’s probably caused by repeated viruses coming and going  

 what I am saying I guess is that (.) 

  the best guess we can do is that this is a viral illness 

 some people like to have a course of antibiotics 

  because they feel it makes a difference (.) and (.) 

 the (.) science on this is a bit 50/50 (.) 

 sometimes it does (.) sometimes it doesn’t (.) 

 and as you’ve probably heard from the papers 

 people are a bit wary of giving antibiotics 

D’s tentative phrasings can be seen to serve several functions. First, and most prominent-

ly, D seems to leave room for M’s interpretation and negotiation—something that is 

deemed important from the perspective of shared decision-making. Especially his argu-

ment regarding scientific evidence (‘sometimes it does, sometimes it doesn’t’) allows M 

an alternative interpretation. Second, D’s cautious formulations can be analyzed to serve 

as a form of hedging. Although D presumes that Tracey is suffering from a viral infec-

tion, he cannot be absolutely certain. This small level of uncertainty is reflected in his 

choice of words: Tracey’s sore throat is only ‘probably’ caused by a viral infection. 

Moreover, D’s adverbs are used to soften his statements: M has ‘probably’ read in the 

papers that people are ‘a bit wary’ of giving antibiotics. Lastly, D’s quantifying adverbs 

also serve to emphasize that not everyone, and certainly not D, is that keen on antibiotics, 

rather it is just ‘some’ people.  

4.3 Reaching a shared decision, settling a dispute 

It becomes clear from the above examples that, despite the fact that they use different 

strategies to do so, D and M both aim to communicate their authority and expertise within 

the consultation in order to convey their capacity as decision-makers. They each manoeu-

vre strategically in their argumentation by selecting and presenting their arguments as 

such that they are adapted to their audience’s demand. In doing so, the doctor and his pa-

tient try to establish their specific authority-roles of the evidence-based expert and the 

experience-based expert respectively. A continuous balancing act seems to be in play. 

While on the one hand the participants aim to share a decision, on the other hand, they 

also would like to see their own treatment preference to be accepted. This act of balanc-

ing objectives is similar to that of pragma-dialectical discussants who, on the one hand, 

aim to resolve the dispute at hand on reasonable grounds, yet, on the other hand, also 

preferably want to do so in their favour. The participants’ continuous efforts to establish a 

decision that is shared and ideally also based upon their own convictions is reflected in all 

stages of the argumentative discussion in consultation. A prominent strategy belonging to 

the opening stage of the discussion is to create a broad zone of agreement. Within the case 

of Tracey, D employs this strategy routinely. By explicitly asking for confirmation in re-

sponse to his evidence-based arguments, he strategically adds to the shared set of starting 

points that exist between D and M, thereby steering the discussion in his own favour: 
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D okay (.) it’s probably caused by repeated viruses (.) right = 

M right 

 D  = like (.) repeated colds 

M  yes 

According to Stivers (2002: 1118), tokens such as okay and yes are typically used by par-

ents when they agree to physician proposals of treatment. By using such tokens, thus, M 

explicitly appears to agree to D’s arguments for a treatment with acetaminophen and thus 

gradually seems to bring the discussion closer to a ‘shared’ resolution. 

 Besides explicit requests for confirmation, D also tries to broaden the zone of 

agreement by phrasing his arguments favourably. By presenting arguments as self-

evident and as if they already belong to M’s set of starting points, he strategically ma-

noeuvres the discussion in his favour. An example (italics added): 

D y’know when you get a cold or a flu it’s a virus 

 

 […] the difficulty with viruses is 

 which I am sure you know is that 

 antibiotics (.) don’t do a dickie bird for them 

M right (.) 

The second half of the consultation between D and M is primarily concerned with resolv-

ing the dispute and reaching a shared decision. In doing so, D uses some distinct presen-

tational techniques in manoeuvring strategically. By presenting the conclusion of the con-

sultation as a characteristically and inherently shared endeavour, D makes a final attempt 

at reaching a resolution that is favourable to him personally while adhering to the ideal of 

shared decision-making. After having stressed that there are two options to choose from, 

using the plural pronoun we to emphasize D and M’s shared decisive effort (‘we’ve got 

two choices’), D resumes his positively oriented pragmatic argument in support of aceta-

minophen (i.e., Tracey will build up natural immunity) and his negatively oriented prag-

matic argument against a treatment with antibiotics (i.e., the tonsillitis will come back). 

 Although D’s tactic seems a rhetorically strong and dialectically sound manoeu-

vre, M is persistent and insists on treating Tracey with antibiotics. M advances an addi-

tional argument from which her negative experience with acetaminophen becomes clear. 

As a result of this, D seems to back down to allow a negotiated agreement, a settlement of 

the dispute (Stivers 2002: 1123). Remarkably, in response to D’s withdrawal, M too ap-

pears to aim to somewhat diminish her sturdy stance, to reinstate her relationship with D, 

by adding an argument based on what Stivers (2002) terms ‘life world circumstances’: 

M I’m (.) a busy person myself 

 back and forward to jobs you know 

Yet, the dispute is concluded and M’s initial stance is accepted by D, even though the 

prescription seems ‘interactionally driven’ (cf. Stivers 2002) rather than based upon con-

viction on D’s part. Reasons for such settlement might include, for example, the doctor’s 

fear of losing his patient to another doctor, time pressure, or the patient’s fundamental 

right to make the final decision regarding the treatment option of his choice—in spite of 

both the individual and societal risk of antimicrobial resistance. 
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5. CONCLUSION 

Over the past years, patients have gained an increasing right to make autonomous deci-

sions about their medical care and to actively take part in the decision-making process 

during doctor-patient consultation. Existing research has shown that this legal right of 

patient participation not only reflects modern patients’ demands, but is also positively 

associated with increased health outcomes, patient adherence, and overall satisfaction 

(Elwyn, Gwyn, Edwards & Grol 1999; Stivers 2002). The ideal model of shared decision-

making captures the modern trend of patient participation by considering the doctor and 

his patient as coequal partners within the conversation who carefully negotiate all treat-

ment options available in order to reach a shared decision. 

 In this paper, it was studied how in argumentative, medical practice, doctor and 

patient manoeuvre strategically aiming to maintain a balance between the dialectical rea-

sonableness of their argumentative moves and their rhetorical effectiveness, while simul-

taneously—directly and indirectly so—conveying their adherence to the shared decision-

making ideal. In an exploratory analysis of a consultation transcript, a number of ma-

noeuvres were identified that showed the connection between the arguers’ strategic 

moves within the argumentative discussion and the institutional aim of participatory deci-

sion-making. A continuous balancing act seemed to be in play. While on the one hand, 

both doctor and patient aimed to convey their own medical expertise and experience in 

arguing their case, they simultaneously also strived to communicate their understanding 

of their opponent’s expertise and their own willingness to share the treatment decision.  

 Case analyses such as the one presented in this paper could provide a starting 

point for further research that combines the study of argumentation with insights from the 

field of health communication. From the perspective of argumentation theory, it would be 

of interest to develop an even more solid characterization of the argumentative activity 

type of medical consultation that is specifically aimed at shared decision-making. Such 

characterization, including a thorough description of the institutional preconditions for 

strategic manoeuvring in this specific discussion context, could in turn provide a solid 

basis for evaluating the soundness of doctors’ and patients’ argumentative moves in cases 

like Tracey’s. For scholars and practitioners working in the context of health communica-

tion, insights gained from case analyses like the present could ultimately serve an educa-

tional purpose and form the starting point for improving physicians’ argumentative skills. 

For in modern medical practice, the doctor no longer simply ‘knows best’. Rather, he 

should argue his case.  



NANON LABRIE 

12 

REFERENCES 

American Medical Association (2010). Patient confidentiality. Retrieved from 

http://www.ama-assn.org/ama/pub/physician-resources/legal-topics/patient-physicianrelationship-

topics/patient-confidentiality.shtml 

Charles, C., Gafni, A., & Whelan, T. (1997). Shared decision-making in the medical encounter: What does 

it mean? (or it takes at least two to tango). Social Science & Medicine 44 (5), 681-692.  

Charles, C., Gafni, A., & Whelan, T. (1999). Decision-making in the physician-patient encounter:  

Revisiting the shared treatment decision-making model. Social Science & Medicine 49 (5), 651-661. 

Charles, C., Whelan, T., & Gafni, A. (1999). What do we mean by partnership in making decisions about 

treatment? Education and Debate 319, 780-782. 

Edwards, A., & Elwyn, G. (eds). (2009). Shared decision-making in health care: Achieving evidence-based 

patient choice (2nd ed.). Oxford: Oxford University Press. 

Elwyn, G., Gwyn, R., Edwards, A., and Grol, R. (1999). Is 'shared decision-making' feasible in consultation 

for upper respiratory tract infections? Assessing the influence of antibiotic expectations using discourse 

analysis. Health Expectations 2, 105-117.  

Eemeren, F.H. van (2010). Strategic maneuvering in argumentative discourse. Amsterdam: John Benjamins. 

Eemeren, F.H. van, and Grootendorst, R. (1984). Speech acts in argumentative discourse: A theoretical 

model for the analysis of discussions directed towards solving conflicts of opinion. Dordrecht: de Gruyter. 

Eemeren, F.H. van, & Grootendorst, R. (1992). Argumentation, communication, and fallacies. Hillsdale, 

NJ: Lawrence Erlbaum. 

Eemeren, F.H. van, & Grootendorst, R. (2004). A systematic theory of argumentation: The pragma-

dialectical approach. Cambridge: Cambridge University Press. 

Frosch, D.L., & Kaplan, R. M. (1999). Shared decision making in clinical medicine: Past research and  

future directions. American Journal of Preventive Medicine 17 (4), 285-294.  

Labrie, N.H.M. (2010). Conflict and consultation: Maneuvering strategically in response to patients’  

requests for antibiotics. Master’s thesis, University of Amsterdam. 

Pilgram, R. (2009). Argumentation in doctor-patient interaction: Medical consultation as a pragma-

dialectical communicative activity type. Studies in Communication Sciences 9 (2), 153-169. 

Rees, M.A. van (1991). Problem solving and critical discussion. In: Eemeren, F.H. van (ed.). 

Argumentation Illuminated (pp. 281-292). Amsterdam: SicSat. 

Rees, M.A. van (1995). Analyzing and evaluating problem-solving discussions. Argumentation 9, 343–362. 

Schulz, P.J., and Rubinelli, S. (2006). Healthy arguments for literacy in health. In Report of the American 

Association for Artificial Intelligence (AAAI): Spring symposium on argumentation for consumer of 

healthcare (pp. 86-95). Stanford, CA: AAAI Press. 

Schulz, P., and Rubinelli, S. (2008). Arguing 'for' the patient: Informed consent and strategic maneuvering 

in doctor-patient interaction. Argumentation 22, 423-432. 

Snoeck Henkemans, A.F. (2011). Strategic maneuvering by physicians in a shared decision making  

process. In Eemeren, F.H. van, Garssen, B.J., Godden, D., and Mitchell, G. (eds). Proceedings of the 

7th International Conference for the Study of Argumentation. Amsterdam: Rozenberg/Sic Sat. 

Stivers, T. (2002). Participating in decisions about treatment: Overt parent pressure for antibiotic  

medication in pediatric encounters. Social Science & Medicine 54, 1111-1130. 

Towle, A., and Godolphin, W. (1999). Framework for teaching and learning informed shared decision  

making. Education and Debate 319, 766–771. 

Walton, D.N. (1985). Physician-patient decision-making: A study in medical ethics. Westport, CT:  

Greenwood Press. 

Wolf, S. M. (1988). Conflict between doctor and patient. Law, Medicine & Health Care 16 (3/4), 197-203. 



Zenker, F. (ed.). Argumentation: Cognition and Community. Proceedings of the 9th International Conference of the 

Ontario Society for the Study of Argumentation (OSSA), May 18-21, 2011. Windsor, ON (CD ROM), pp. 1-2. 

Commentary on “CONFLICT AND CONSULTATION”  

by Nanon Labrie 

DOUGLAS WALTON 

CRRAR 

University of Windsor 

2500 University Avenue West 

Windsor N9B 3Y1 

Canada 

dwalton@uwindsor.ca 

1. INTRODUCTION 

I agree that the topic of the overuse of antibiotics through over-prescription due to patient 

pressure is an issue of concern that is relevant to this paper. I agree that the study of argumen-

tation can shed new light on antibiotics-related conflicts in medical consultations. I agree that 

the modern doctor needs to critically discuss the patient’s request in this case. However, I 

would like to widen the scope of the study reported in this paper in three ways, (1) by 

stressing the importance of the physician’s need in cases of this kind to use evidence-based 

medicine as an important part of the basis of the argumentation, (2) by showing how other 

parties are involved in these kinds of deliberations, and (3) by pointing out that a certain 

kind of logical reasoning traditionally identified with the post hoc fallacy is involved. 

2. THE POST HOC FALLACY 

According to Dr. Brad Spellberg , an infectious disease specialist at UCLA’s David Ge-

ffen School of Medicine, “there are already 100,000 deaths a year from antibiotic re-

sistant infections in the United States alone” (Spellberg 2009: 12). This trend is highly 

likely to become much more common in the future as more strains of bacteria develop 

countermeasures to antibiotics. Research is in a race to produce new antibiotics and the 

new versions that will be developed will have to be much more complex and hard to ad-

minister, more like powerful cancer drugs than the simple injections we are used to. One 

of the main causes of the evolution of drug-resistant bacteria that are untreatable by anti-

biotics is the common medical practice of prescribing antibiotic treatment for a cold at 

the urging of a patient who uses anecdotal evidence to argue that this treatment has 

worked in the past. This problem is difficult to deal with, because even though it is 

known that antibiotics are ineffective for treating viral infections like colds, a patient who 

is really determined to get antibiotic treatment for a cold can “shop around”. In other 

words, if her doctor refuses to give her an antibiotic to treat her cold, she can look around 

for another doctor who can be persuaded to offer this kind of treatment.  

 The problem here is basically the post hoc fallacy. People are not very good at 

distinguishing causality from randomness. For example, patients tend to seek treatment 

when their symptoms are worst, and then by a natural process of reasoning they attribute 

their recovery to some ineffective remedy or pill. Because illnesses tend to have a natural 

cycle, it is likely that they would have recovered naturally anyway without having taken 

the pill. But it is very hard to resist the natural heuristic of the following argument: I was 
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sick, and then I took this pill, from that point onwards I started to recover, and now I am 

well; therefore taking the pill caused me to become well. It is this kind of thinking that 

has led to the widespread practice of physicians agreeing to patients’ demands to pre-

scribe antibiotics to treat the common cold. The results of using this kind of reasoning 

have led to this very serious public health situation about drug-resistant bacteria that are 

untreatable by antibiotics. 

 Physicians are well aware that antibiotics are ineffective against viral infections 

like colds. Posters to this effect are now often displayed in waiting rooms. They are also 

aware, or should be, that research is in a desperate race to develop more powerful antibi-

otics as countermeasures against bacteria that are resistant to the best antibiotic medica-

tions we now have. Physicians are also under a legal obligation to treat patients according 

to the standards of care that are accepted in medicine at any given time. Although their 

primary obligation is to the single patient they treat, they also have an ethical obligation 

not to contribute to creating public health disasters in which millions of people die of 

bacterial infections that can’t be treated in a timely manner. 

 For these reasons I would frame the structure of the argumentation in the case of 

Tracey by drawing attention to the features of the framework of dialogue that are wider 

than merely that of a critical discussion in which strategic maneuvering is taking place 

between Tracey’s mother and her physician. Other people are involved, and the conse-

quences of the possible actions that are involved in this kind of situation need to be 

looked at in a much broader perspective of public health. Reasoning on the basis of a sin-

gle instance of anecdotal evidence of cause and effect is not a good way of supporting 

argumentation in a deliberation on what to do, especially where potentially dangerous 

consequences may be outcomes of the chosen course of action. 

3. CONCLUSION 

I agree that patients have the right of informed consent, and the right to make up their 

own minds on how to make decisions about their own health. I agree that the argumenta-

tion between Tracey's mother and the physician is typical of the modern, complex rela-

tionship between patient and physician in arriving at mutually acceptable treatment deci-

sions. I have long been an advocate of patient autonomy in medical treatment decision-

making (Walton, 1985). However, I think there are notable limits to patient autonomy, 

especially where important public health concerns are involved, and where evidence-

based medicine is something to be concerned about. Basing medical argumentation con-

cerning treatment decision-making on evidence is not easy, however, given the ever-

present danger of committing the post hoc fallacy. 
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