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F PHYSICIAN-PATIEINT COMMRITICATION
TATED WITH PATIENT SATISTACTION

ty
it

or years the physician has been systematically taught how Lo use scienti

=
n

principles and instruments to diagnose and trear illness. This training iz in
sharp contrast tc +ie manner in which the physician learns tr communicate with

the patient. To a large degree, the physician must rely on self-stquired method

to elicit infermatien, explain a disease to a patient, and parti

-
=
EX

multitude of other communicative processes (Raimbzult, 1975).
Medical students are becoming concerned about this veid in their medical
rraining. Mark Benscn, a medical student, points out this concern in a vivid
way:
As physicians we will be called upon to perform many tests,
most of which we hopefully, will handle quite well due to
our fine medical training- But there is one thing we are
not going to be taught in school and that is how to deal
with other people on their level, not merely on a scientif-
i¢ factual basis, but on a one-to-one, perzon-to-person
level {xenson, 1975, p. 13).
Efforts have been made in some medical schools to help the physicians com-
minicate affactively. Basically, the courses have tried to aid the doctor in
trelr interview technigue. The results have been moderately successful (Werner,
1974); vet, instruction in the drawing of medicsl histories and patient informatien
has not aided the physician in other communication processes operating at more of
an interperscnal level.
Medical students are not the only ones concernsed with €ommunication. Patients
are hecoming increasingly aware of communication problems with their physicians.
Many cbservers blame the rash of malpractice suits on Cemmunication problems. One

patient stated ". . . maybe things would be better if the doc understood us and if

we always knew what the hell he was driving at" (Kane & Deuschle, 1967, p. 260).
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tient compliance, various levels of

patient

faction in terms of the physician-patient communication process.
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atient satisfaction by analyzing physician-

However, efforts to understand

uccessful (Arnston, Philipsboxn,

‘Ul

& ¥irkwood, 1976).

=]

his paper seeks to uncover pre-

wicusly undiszovered relationships between communication behavior and patient

syztem than those used in the past. Secondly, this interaction analysis system
iz usmed to analyze several physician-patient interviews in an effort to deter-

satisfaction. The

headings-the interacticn

.

-ad below 1s organd

nrocedures, rosults, cenclusions, and future research.

action Analysis System

‘»O

cantent analysis as "any technigue for making inferences

Holsti

by abjectively and atically identifying spexzified characteristics of messages

escribe the nature of communication

o !

{2. 14). Mosz content analysis systems
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oy clasgifyirg or categorizimg the warious aspects of the communication

=vent {Holsti, 1%69). Content analysis was the predecessor of interaction

P

znalysis and differs from interaction analysis systems in that it focuzes

on the individual message units. Interaction analysis systems focus on

measage sscuences (Rogers & Farace, 1976). An interaction analysis system
uses asz its base u classification scheme and seeks to determine the patterns
of messages (Hewes, 1977). The focus of interaction analysis is the inter-

action of the various messages and allows the researcher to investigate

communication as a process rather than a static event (Hewes, 1977).

L variety of useful contkent and interaction systems have been proposed
Ly past scholars; however, selection of the appropriate syst to uge in

the physician-patient context should be guided by some logical process.
Fiuher (1%77) proposed three criteria that should be used in the selection

er develpopment of an interaction aralysis system -~ appropriateness, theory-
paged, and research purpose. In terms of appropriateness, Fisher (1977) says
that "The researcher should strive to select those communicational proper-
ties which are consistent with the communication system being observed and
the research guestion being asked" (p. 12). For instance, the Bale's Inter-
acticn Process RAnalysis System could ke deemed inappropriate for the

hysician-patient communication context because Bale's system was developed

o

or use in analvzing group development and is not "sensitive te the procedur-

i

al content, and emotional needs and expectations of both doctors and patients”

(Arnston et al., 1976, p.2). Secondly, the system should be based on some

"W

theoretical notions. Any system to analyze communication has certain theo-
retical assumptions and a failure to be aware of these assumptions can lead

to some erronous conclusjons on the part of the researcher. Finally, an

<
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interacticn analysis should be used only as a meaas Tor accomplishing
specific research purpose. Fisher voints out “hat interaction analysi

should be used only as a tool *to investigate certain types of research

questions which require the use of such a toel.
The interawction analvsis system proposad helew is meant to meet
Fizher's criteria. Three dimensions ars suggested by this system --

i
o)
i
At
e
i
L

style., The following will summarize and explain

.
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4
P
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I7. Content Categories

i

A. Cognitive - links an object to an attribute;
it zan be verified by others; external to
self; usually deals with the past; objective
in nature

B. Affective -~ dealing with feelings; subjective
in nature; dealing with the past or present
1. Psychological - dealing with emotions

2. Physiological - dealing with physical
sensations

C. Conative - present and futuristic in nature;
links individual with & specific behavior

III. EStyle of Speech

A. Rep Lng an acaaunt ré‘atlng sametb;nq

ing W1th statéments ab@ut or knawn by self

. Initial - first declarative statements
about the topic

. Extended - further elaboraticon of the
initial comments

[

il

B. OQuestions -~ any statement that inguires;
interrogating statements that invite or
call for z reply

C. Directive - any statement that attempts to
manage or direct the activities of others;
commands, imperatives

Further explianation of how comments are classified in the content and style

dimensions is presented in Illustration ). Each statement uttered in the

=

=

4

dialogue is coded as beir7 made by either the physician or patient. The

6
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ILLUSTRATION 1
Sample Content/Style Comments
Initial Extended
Reporting Reporting Question Directive
Cognitive I cut my and [ be=~ Did you Tell me
arnm gan to vomit? what you
bleed a thought
lot caused the
illness
Affective I feel and I felt Do you Don't feel
pPsycho- sad vad for feel sad? sad
logical the last
week
Kffective I hurt and the Does 1t Tell me
Physio- near my pain keeps hurt where it
logical Etomach getting there? hurts
worse
Conative I'm not but I'm Are you Take this
gcing to going to going to pill
give you give you stick me
a shot a pill with that
needle?

m_hI
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statement is then coded in one of the four content categories as well as
in one of the four style categories. Codings within each dimension is

The rationale for the development of Dimension 1 -= who is speaking --
is that scholars have indicated that this is an important variable in
attempting to understand the communication event (Korsch & Negrete, 1972;
Davis, 1968). Dimension 2 -- the content dimension -— was developed from

“ient communication generated

"‘I‘

a theoretical perspective of phvsician- -pat

l"'

g

Oy the author (Clampitt, 1978). Thls theoretical perspective gynthesized
the physician-patient communication literature around Fishbein and Ajzents
theory of belief, attitude, intention, and behavior (Fishbein & Ajzen,

1975). Essentially, this theoretical orientation attenpted to relate phy-

sicilan-patient communicative behavior to patient compliance by looking at

the various intervening variables such as cognitive factors, attitude fac-

I

tors, and intention factors. Thus, the cognitive category of this analysis
system corresponds to the theoretical notions about cognitive facters,

The affective category was derived from the theoretical noticns about the
patient's attitud«s, responses,and satisfaction, The affective category

was subdivided into psychological and physiological factors because the
expression of emotions such as satisfaction about the interview would appear
to be different than reaction to internal pain. 1In addition, Bousingen

and Timmons (1972) suggest that the patient's ability to translate bo odily

experience into language is a crucial problem in the doctor-patient rela-
tiornship. The conative dimension was developed from the information pertain-
ing te intention to comply with the physiecian's prescriptions which was also

he theoretical model (Clampitt, 1978).

‘r?

presented in

o



Dimension three -- the styvle dimension --was developed because other
scholars have suggested that similar style characteristics are critical
variables in the communication event invelving physicians and patients
(Hawes & Foley, 1973; Hawes, 1972; Arnston et al., 1976). Finally, from
a broader perspective, this interaction analysis system distinguishes be-
tween the speaker, content, and style dimensions in order to clarify the

relative impertance of each dimension in the physician-patient interview.

The justification presented above demonstrates how this interaction
analysis system satisfies Fisher's three criteriz for the development of
an interaction analysis system. The system was developed for specific
use in the phvsician-patient relationship and reflects the critical con-—

cerns of scholarz investigating this particular type of communication
{Korsch & MNegrete, 1972; Ben-Sira, 1976). Secondly, the system is
theoretically based. The content dimension categories (Dimension 2) are

a direct product of a theoretical perspective developed by the authors
(Clampitt, 1976), and Dimensions 1 and 3 have emerged out of theoret-

ical concerns expressed by other scholars (Korsch et al., 1968: Hawes, 1972).
Finallv, the system is legitimately employed for a research purpose which

seeks to discover certain types of communication patterns rather than em-

ploy a methodelogy for its own sake.

Procedures

Bafore the actual execution of the study, a pilot study was conducted

searcher with the procedures involved, and to identify any potential problem.
The subjects used in the actual study were selected from the infirmary of a

medium-sized southern university. One of the staff physicians and twenty

ERIC J
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of the student-patients agreed to participate in the study. Prior to each
patient's interaction with the physician, the investigator asked if the
patient would agree to participate in the study. If they agreed, the pa-

tients signed a release statement. Then the rasearcher went intec the

sxamining roem and turned on the cassette tape recorder. After

e
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i
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»d on, the doctor asked the patient to come in and the
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=w. Upon the completion
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to conduct his medical intervie

£ git in a waiting room where hs
filled out a brief questionnaire. The questionnaire was designed to assess

the patient's

the patient left the infirmary.

The patient's satisfaction level was determined by gquantifying the
patient's responses to guestions 2, 4, and 8 on the questionnaire (see
Appendix A). Fach response was coded with a number between "1" and "&".

Hligh satisfaction was scored "&" and low satisfaction was scored "1".

The numerically translated answers for the three questions were then aver-

aged to determine the patient's overall satisfaction level producing a
score between "6" and "1".

4

Of the twenty recorded interviews, only ten were selected for analysis.

Four were unacceptable due to technical problems in recording, and six were
unacceptable because the patient had seen the physician about the same ill-
ness before. This study investigated only initial physician-patient inter-

to fift minutes each, were

Iﬁl
m«

views. These ten tapes, ranging from fiv

then transcribed. The dialogue in esach interview was then divided into

F—“‘

aof several words. After these in

s

1oy
VJ']\

thought units which usually consiste

iv
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That is, each thought unit w

content dimension, and the stvle dimension. After the ten interviews were

[n
o
i
[

of times a certain category occurred. The static analysis gave the researc
er kneowledge about the frequency of categories.

The interaction analysis indicated the proebab that any given
interact occurred An interact is comprised of a pair of interlocking

thought units (Hawes & Foley, 1973), and the interact analysis gave the

resecarcher some knowledge about the process of the communication event.

ry will l=ad to another category (Hawes & Foley,

probability tha

1973;: Hawes, 1972). This analysis tracad the interaction of the physician-

patient interviews by examining the system'sz transition probabilities (Cline
and Cline, 1978). The transition probabilities indicate the probability

that a given unit will oceur when the preceeding unit is known (Ellis &

Fisher, 1975), and the resulting transition probability matrix helped the
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researcher determine the types of statements that will follow one another
in the physician-patient interview.

To summarize, ten interviews were selected and coded according to the
physician-patient interaction analysis system. Three statistical analyses

and Markov analysis —--

for the speaker/content dimensions and speaker/style dimensions. In the

patiern: interaction analysis system. A random sample of the interviews was
coded by this judge; thus, approximately 20% of the entire sample was coded.
Reliability was determined by comparing the number of coding agreements be-

tween judges with the total number of coding decisions made by both judges

(Holsti, 1969, p. 140). Reliability scores were broken down into five cate-

1]

gories. Overall reliability across all three dimensions was 92%. There
was 1l00% agreement on the speaker dimension. Speaker/content reliability
was 96%. GSpeaker/astyle reliability was 97%. Finally, a 97% reliability
factor was found on the bracketing of the transcripts into thought units.

reliability findings, this category system was judged

HBecause
reliable.

tisfaction was measured by calculating the average of the patients’

oy
m

i
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three tions on the patient questionnaire, thus producing
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ing from "1" for highly dissatisfied patients to "6" for highly

i
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1
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w
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satisfied patients. The average satisfaction score across the ten interviews

12
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was 5.5 with a range from 5.33 to 6.0; therefore, the results revealed that

all patients were highly satisfied.

Speaker/Content Results for Highly Satizfied Patients
This section reports the results related to the speaker/content dimensien

for highly satisfied patients. Three basic statistical analyses are reported--

]

static analysis, interact analysis, and Markov chain analysis. The following

[

codes represent the various categories of the physician-patient interaction
analysis system in terms of the speaker/content dimension and are used in re-
porting the results of the various analyses:
IA -~ Doctor, Cognitive statement
IB = Doctor, Affective - psychological statement
IC =~ Doctor, Affective - physiological statement
D - Doctor, Conative statement
A - Patient, Cognitive statement
B - Patient, Affective - psychological statement
IIC - Patient, Affective - physiological statement
IID - Patient, Conative statement

A total of 1105 thought units were coded in the ten physician-patient
interviews. The doctor uttered 75% of the thought units, while the patient
spoke 25% of the units. Table 1 presents the percentage of occurrence of
the categories and their respective rankings. Table 2 shows a similar rank-
ing by speakers. Table 1 indicates that the most frequently occurring cate-
gories were doctor cognitive (30.8%) and doctor conative statements (28.7%).
The results indicate a relatively equal balance of doctor cognitive and doc-
tor conative comments which appears to be related to patient satisfaction.
Table 2 indicates that the most freguently occurring patient/content cate-
gory is the cognitive category (13.3%). Further analysis of Table 2 reveals

a basic parallel between the most frequently occurring doctor and patient

categories. The only exception is the conative category. Patients make

ERIC
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far fewer conative statements than doctors. Thus, the results indicate that
satisfaction was related to patients talking about basically the same con-
tent aress as their physicians.

A total of 1D§5 interacts were observed in the ten physician-patient
interviews. Table ‘3 reports the percentage of occurrence of the interacts.
Table 4 presents the rankings of the most frequently occurring interacts.
Only those interacts above the chance level (1.56%) are reported in Table 4.
The interacts which are noted by asterisks (*) designate a speaker transi-
tion interact. A speaker transition interact means that the speaker has
changed,

The interaction analysis, as reported in Table 4, indicates that the
two most frequently occurring interacts were doctor conative statements
followed by doctor conative statements (13.3%) and doctor cognitive state-—
ments followed by doctor cognative statements (12.5%). The third and fourth
most frequently occurring interacts were doctor cognitive statements followed
by doctor conative statements (7.9%) and doctor conative statements followed
by doctor cognitive statements (7.1%). These interacts create an interest-
ing pattern. As was suggested by the static analysis, the most frequently
occurring categories were doctor cognitive and doctor conative comments,
and this interact analysis shows the relationship between these categories.
The physician usually precedes or follows his conative statements, which are
usually medical advice or a medical directive, with some type of cognitive
information or explanation. Thus, the physician supplemented his conative
comments with cognitive information and this communication pattern was re-
lated to patient satisfaction.

Table 4 also indicates some interesting interacts in terms of speaker
transitions. The two most frequently occurring speaker transition interacts
were doctor cognitive comments followed by patient cognitive comments (5.5%)

and patient cognitive comments followed by doctor cognitive comments (5.1%).

14
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These results suggesg . that patient satisfaction was related to the patient
and physician responding to each other in similar content areas. An exception
to this parallel pattern is present in the speaker transition interacts of
doctor conative followed by patient cognitive (2.5%) and patient cognitive
followed by doctor conative (2.4%). Yet, because of the nature of the coding
system the patient and doctor could still be responding to each other in a
similar content area. For instance, a physician's statement -- "Take this
pill" -- is coded as a conative comment and if that comment is followed by
an "o k" from the patient, then the patient's comment was coded as a cogni-
tive comment. Tﬁusj the patient's response is appropriate for the previous
comment and the general conclusion can still be drawn that satisfaction is
related to patients interacting with their physicians about similar content
areas.

Table 5 presents the findings of the Markov analysis for the ten
physician-patient interviews. Table 5 reports the interact probabilities
of a specific category occurring when one category is known. These prob-
abilities are known as transition probabilities. For example, using the
results of Table 5, if the known category is IC, then there is a 23% chance
that the subsequent unit will be IA, a 4% chance the subsequent unit will
be IB, and an 18% chance the subsequent unit will be IC.

mhe Markov chain analysis indicates similar conclusions that have
been drawn from the interact analysis. For example, the transition prob-
abilities (see Table 5) indicate that the strongest probable result of a
patient cognitive statement is a doctor cognitive statement (38%). The
most probably patient response to a doctor affective-physiological com-

ment is an affective-physiological comment (21%). With only two exceptions

1

<
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the results of the transition probabilities show that when the speaker
changes, the most probable resulting comment is in the content area of the
previous speaker. Thus, as indicated by the interact analysis, highly sat-
isfied patients are usually involved in a conversation with their physicians

where both participants respond to each other in similar content areas.

Spéaker/Style Results for Highly Satisfied Patients
This section reporits the results of the speaker/style dimension for

highly satisfied patients. Three basic statistical analyses are reported--
static analysis, interact analysis, and Markov chain analysis. The following
codes represent the various categories of the physician-patient interaction
analysis system and are used in reporting the results of the various analyses:

Il = Doctor, Initial reporting

I2 - Doctor, Secondary reporting

I3 - Doctor, Question
I4 - Doctor, Directive

IIl1 - Patient, Initial .reporting

II2 - Patient, Secondary reporting

IX3 - Patient, Question

IT4 = Patient, Directive

Table 6 presents the percentage of occurrence of the categories and

their respective rankings. Table 7 shows a similar ranking by speakers. The
static analysis of the speaker/style dimension suggests that the three most
frequently occurring categories are doctor initial statement (35.4%), doctor
directive (19.3%), and patient initial statement (17.8%) (see Table &).
Table 7 shows that the two most frequently occurring doctor categories were
initial statements (35.4%) and directives (19.3%), while the most frequent
patient categories were initial reporting (17.8%) and secondary reporting
(4.0%). Another interesting finding is that out of 1105 thought units a
patient never gave a directive.

Table 8 indicates the percentage of occurrence of the interacts and
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Table 9 displays the rankings of the most frequently occurring interacts above
the chance level (1.56%). The two most frequently occurring interacts were
a physician's initial statement followed by a physician's initial statement
(13.2%) and a physician's directive followed by a physician's directive (8.1%).
The three most frequent speaker transitions were a patients' initial state-
ment followed by a doctor's initial statement (6.7%), a doctor's initial
statement followed by an initial statement from the patient (5.0%), and a
doctor'’s guestion followed by the patient's initial statement (4.7%).

This interact analysis presents many findings which seem normal for the
relationship, such as the physician making a series of directives. This is
indicated in Table 9 by the second most frequently Qscufring interact (i.e.,
doctor directive followed by another doctor directive, 8.1%). However, the
most interesting resgult was the fifth and sixth most frequently cccurring
interacts (see Table 9). These interacts are doctor directive followed by
doctor initial statement (6.1l%) and doctor initial statement followed by
doctor directive (5.7%). These results indicate that immediately before
or after the doctor gave a series of directives, he made an explanatery
statement. Thus, patient satisfaction appears to be related to the phy~
sician explaining his directives.

Table 10 reports the interact probabilities of a specific category
occurring, given that one category is known; thus, Table 10 indicates the
findings of the Markov analysis in the form of transition probabilities.

The transition probabilities shown in Table 10 indicate that the most
probable doctor response to a doctor's initial statement is another initial
statement (38%), and the most probable patient response is an initial state-
ment (14%). Table 10 also shows that the most probable response to a

patient's initial statement is a physician's initial statement (37%).

17



The Markov chain analysis adds further power teo the propeositions
suggested by the static and interact analysis. For instance, the most
likely response to a phiysician's question is a patient’s initial stale~
ment (64%) and the most likely response to a patient”’s guestion is a
physician's initial statement (70%) . These results reveal that the
physician and patient responded to one another in the appropriate manner
which apparently leads to patient Satisfactiani If the physiclan and
patient did not respend to one another appropriately, such as not
answering each others questions, then the result may have been dis-
satisfied patientz. The transition probabilities also indicate that
31% of the time the deoctor'’s directives were followed by a doctor's
initial statement and that 16% of tlie time a doctor's initial statement

was followed by a doctor's divective (see Table 10). This finding adds

patients explain their directives.

Conclusions
There were many resulits presented in the preceeding section concerning
the relationship between communication patterns and patient satisfaction.
Basically, however, these results may be reduced tc seven key findings
which typify communication behavior leading to patient satisfaction:
1. Physicians talked more than patients.
2. When the physician askad a question, the patient answered with
a response statement, and when the patient asked a gquestion,
the physician answered with a response statement.

3. Physicians had more control of topics discussed and topic
changes.

4. Physicians gave many directives, but the patient gave none.

5. The physician's directives were usually followed by ancther
directive or statement of explanation.
T a lesser degree, initial statements of an explanatory
nature were followed by directives.

ERIC 18
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6. There was a relatively equal amount of physician advice
and information.

7. Physician and patient responses were relatively parallel
acrods content areas.

Each of these conclusions will be elaborated on and discussed in terms of
the existing phvsician-patient communication literature.

This study found that 75% of the units coded were made by the physician
and 25% by the patient. Obviously, the physician talked significantly more
than the patients., Freemon, Negrete, Davis, & Korsch (1971) also found that
the doctor talked more than the patient. Their research revealed that the
physician spoke 59.3% of the time and the patient spoke 40.7% of the time;
however, the reseaxrch team did not find a significant relationship between
the amount of time spent in communication by the physician and the patient's
satisfaction level. The findings of the present study and Freemon's et al.
(1971) investigation are mot necessarily contradictory. In both studies,
the physician spoke more than patient, which would be expected since the
patient comes to the doctor seeking information and advice {Adlexr, 1976}.

If this expectation is violated, then the result might well be dissatisfac-
tien. In the Freemon et al, (1971) study, the physicians of dissatisfied
patients probably violated other more =pecific expectaticns. The present
study only suggests that one cof the patient's expectations is for the
physician to do most of the talking.

Another finding of the present study was that when the physician asked
a question the patient answered with a response statement, and when the
patient asked a question the physician answered with a response statement.
For instance, the doctor asked, "Have you been coughing a lot,” and the
patient responded, "No." The Markov analysis (see Table 10) for the speakexr/
style dimension indicates that 64% of the time a doctor's question was fol-

owed by an initial statement from the patient, and 70% of the time a patient's

[
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question was followed by an initial statement from the doctor. These results
may not seem very revealing; however, they indicate that the patient and
doctor respond to each other in the appropriate manner. Physicians and patients
expect angwers to their questions. Yet, =ome scholars have found that some
physicians do not amswer their patient's questions and some patientsz awe not
even allowed to answer the doctor's guestions (Gozzi, Morris, & Korscn, 1969;
McIntosk, 1974). Tre result of this inappropriate and offensive communica-
tion isrusually patient dissatisfaction (Gozzi et al., 1969). Thus, finding
that patient satisfaction was related to the physician and patient responding
to questions appropriately is consistent with the findings of other scholars.

The data from the interviews indicate the physician had more control of
topics discussed and topic changes. Table 10 reveals that 38% of the phy-
sician's initial statements were followed by another physician initial
statement, which shows that the doctor controlled topic changes. Further
evidence of the physician's control is shown by the fact that 37% of the time
a patient's initial statement was followed by a physician's initial statement,
thus demonstrating that the physician had changed topics (see Table 10). On
the other hand, the patient exhibited little control over topic and topic
changes. Table 10 shows that initial statements by patients were followed
by patient initial statements only 18% of the time, which indicates that the
patient introduced new topies less frequently.

The data clearly demonstrate that the physician controlled the conver-—
sation. Understandably, the nature of the physician-patient relationship
suggests that the physician would control the conversation. Few patients
would object to the physician controlling the conversation; in fact, if the
physician did not control the convexsation, the result might be low patient

satisfaction. This hypothesis has not been tested; yet, the descriptive

ERIC

Aruitoxt provided by Eic:



data from this study indicate that patients expect the physician to control
the interview.

Conclusion four is related to the discussion about control presented
above. The study indicates that 19.3% of the conversation was used by the
physician to give directives, while the patients never gave a directive
(see Table 6). This finding shows how the physician dominated the relation-—
ship. The patient apparently expects the physician to give directives.
Directive type communication is part of the physician's role. Perhaps,
if this role or this expectation is violated, patient dissatisfaction may
be the result.

Previous scholars have not focused on the physician's use of directives.
How a physician gives a directive or advice reveals in part the nature of
the physician-patient relationship because advice giving is inherently a
situation in which one party projects control over the other party. The
manner in which this control is exercised by tha physician appears to be
a critical aspect of the relationship.

Conclusion five allows even greater insight into how physicians give
directives. For satisfied patients, the physician's directives were often
followed by another directive or statement of explanation. To a lesser
degree, initial statements of an explanatory nature were followed by diree-

tives. The Markov analysis for the speaker/style dimensions indicated that

directive followed; however, the analysis also indicated that 31% of the
time a physician made an initial statement after a directive (see Table 10).
The following comments by the physician that participated in the present

study illustrate this type of communication pattern:
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Okay, I'll give you these little capsules. I want you

to take one in the morning and one in the evening about

12 hours apart, and that will tend to dry out the drip

and make you fgel better . . .
Notice, that the initial comments are used to direct the patient, while
the final comment explained the directive. In addition, many times the
physician preceded a directive with some type of explanation. In fact,
the sixth most frequently occurring speaker/style interact was a doctor's
initial statement followed by a doctor's directive (see Table 9). For
instance, the physician in this study said:

Well, there may be a little nicotic infection. So,

I want you to use this (an ointment) every time it's

in water, several times a day . .

Here the physician explained the reason for the treatment prior to actually

giving the directive. 1In general, the various analyses and the representa-

pPhysician e:plained his directives. Thus, patient satisfaction appears to
be related to a physician explaining his directives.

Conclusion six is a further extension of the findings about directives,
but the conclusion i1s a product of the speaker/content analysis. Table 2
shows a relatively equal balance of doctor cognitive statements (30.8%) and
doctor conative statements (28.7%). A statement was coded as cognitive if
the comment dealt with verifiable information. For instance, when the phy-
sician commented that "You've gotten a little infection in the tearduct,”
this was coded as a cognitive comment. Clearly, in this instance, the
physician was giving the patient information and most of the cases where a
statement was coded "doctor cognitive" (IA) the physician was giving the
patient factual information. Conative statements usually meant the physician

either gave a directive or advice about what should@ be done in the future.
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r W

ERIC

Aruitoxt provided by Eic:



21
Directives were more authoritarian in nature, such as "Don't drink milk,"
while a statement like, “It's probably not a good idea for you to drink
any milk," was advice expressing less authority. This balance between
doctor conitive and doctor conative statements can be construed to mean
a relative balance between physician advice and information.

A few scholars have produced findings that address the issue of the
relationship between cognitive and conative information. Skipper (1965)
found that dissatisfaction was often related to patient's receiving an
inadequate amount of information. Freemon et al. (1971) discovered that
offering information freely to patients was related to high levels of
patient satisfaction. While researchers have not found that a relative
balance of physician advice and information is related specifically to
patient satisfaction, the conclusion seems important for future investi-
gation.

Finally, conclusion seven indicates that patient satisfaction was
related to physician and patient responses that were relatively parallel
across content areas. Table 4 shows, with only two exceptions, when the
speaker changes the most probable resulting comment is in the content area
of the previous speaker. For instance, if the physician made a cognitive
statement, the most probable patient response would be another cognitive
statement. An excerpt from the transcripts further illustrates this
parallel concept:

Patient: Yes, it hurts.
Doctor : Does it hurt? Where does it hurt?

Notice that the patient deals with the affective-physiolegical content
area and the ghysigiaﬁ':esgcnas with an affective-physiological comment.

This suggests a high degree of reciprocity between the physician and patient

0o
D
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in terms of the topics discussed and this communication behavior was
ultimately correlated with patient satisfaction.

Cozzi et al. (1969) found that patient satisfaction was related to
the number of blocking comments (i.e. comments that were not in accord
with previous statements) or disconfirming statements made by the phy-
sician. Patient satisfaction was high when the physiecian made few block-
ing comments, while patient satisfaction was low when the physician made
a high number of blocking comments. Since the data in the present study
is coded differently from that of Gozzi's et al. (1969), exact comparisons
cannot be made; however, some legitimate conjecture appears to be in order.
Since the present study indicates that the physician and patients responded
to one another in basically the same content areas (see Tables 4 and 5)
the findings appea. "o suggest that a low number of blocking comments were
made by the physieian. All the patients in the present study were satis~
fied; therefore, the results of this study and the findings of Gozzi et al.

(1969) appear to support each other.

Future Research

The procedures used in this study and the resulting findings are
significant for several reasons. First, this research adds credibility
to the argument that physician-patient communicative activity can be re-
lated to satisfaction. Second, the findings produced in this investigation
suggest certain communication expecte' onsthe patient may have about the
physician. The seven conclusions presented in this study can be viewed as
patient expectations, and since previous research has demonstrated that
meeting the patient's expectations is a critical factor in developing sat-

isfaction, future research should find these ccnclusions to be of considerable

ERIC

Aruitoxt provided by Eic:



23
value. Finally, this study has employed a new method of analysis which
can be used in future investigations looking at physician-patient communi-
cation. This analysis system allows insight into some areas of the medical
interview which have not been investigated by other researchers (e.g. the
physician®s use of directives). These insights could prove beneficial in
a long range research effort designed to look at physician-patient com~
munication in more detail.

Bk variety of questions and research possibilities are stimulated as

a result of the findings of this study. Future research should consider

the following questions and issues:

1. The sample employed in this investigation included
only college students as patients; thus, certain
questions arise about the generalizability of the
conclusions. Do physiciansg speak differently to
college students? Do college students as patients
respond differently to doctors? Does the interac-
tion between doctor and patient differ at college
infirmaries, hospitals, and physicians' private
offices?

%]
Ll

Interesting questions emerge from an analysis of the
demographic data. For instance, do patients respond
to female doctors differently than male doctors?
Does the sex of the patient cause any differences in
the nature of the interaction between the doctor and
patient? How does the age or socio-economic status
of the patient affect physician-patient interaction?

3. Research should seek to clarify the relationship be-
tween physician-patient communication and patient
recall. Can the physician-patient interaction analy-
sis system explain high and low recall levels of
patients? What is the relationship between patterns
that increase patient recall and satisfaction? Are
the patterns similar or opposite to each other?
Answers to these questions will eventually begin to
help physicians communicate effectively to patients
sc as to encourage patient compliance.

4. Questions pertaining to the relationship between
patient recall and satisfaction leading to com-
pliance need to be considered. Can key factors
which lead to patient compliance be rank ordered?
How can the patient's satisfaction and recall scores

25
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be mathematically equated to the patient's compliance
level?

Future research should take the findings of descriptive
empirical research and design experimental studies to
clarify cause-effect relationships. What would happen
to a patient's satisfaction level if the physician did
not explain his directives? What would happen to a
patient's satisfaction level if the physician responded
to the patient's comments in completely different con-
tent areas? For instance, what would happen if the
patient made an affective-psychological comment, but
the physician consistently responded with a cognitive
statement? How would a patient's satisfaction level

be affected if the physician only gave advice and d4id
not give information?

dissatisfaction need further investigation. What are
the norms of communication behavior for dissatisfied
patients? Are these norms opposite to those for satis-
fied patients? Can key factors which lead te patient
satisfaction and dissatisfaction be rank ordered?
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TABLE 1

Ranking of Speaker/Conteant Categories
from Static Analysis for Highly satisfied Patients

Rank Dimension percentage
1 IA 30.8%
2 ID 28.7%
3 ITA 13.3%
b IC 10.1%
5 I1IC 5¢5%
6 1B Del%
7 IIB 3+6%
8 11D —2:6%

100,0%
TABLE 2

Ranking of Content Categories Broken Down by Speakers
from Static Analysis for Highly Satisfied Ppatients

Doctor Patient
Rank Dimension Dimension
1 IA (30.8%) IIA (13.3%)
2 ID (28.7%) IIC ( 5.5%)
3 IC (10.1%) IIB ( 3.6%)
b IB ( 5.29%) IID ( 2.6%)




TABLE 3

Percentage of Occurrence of Speaker/Content Interacts
for Highly Satisfied Patients

antecedent units

IA

subsequent units

IB IC ID

IIA

IIB

IIC

IID

IC
ID
IIA
IIB
I1IC

IID

12, 5%
9%
2.4%
7.1%
5.1%
7%
1.6%
. 5%

5% l.1% 1.1%
A% 1.8% 2.2%
1.5%6 2.2% 13.3%
3% JBE 2,u4%
1.1 0% .5%
3% 1.3% 5%
2% J2% 1.0%

5. 5%
L

6%

« 5%
« 2%
9%
. 3%
9%
«1%
1%

%

1%
2.2%
2%
1.1%
« 0%
1.2%
1%

5%
« 2%
. 0%
1.1%
5%
. 2%
1%
. 2%
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TABLE 4

kankings of &peaker/Content Categories

from Interact Analysis for Highly Satisfied Patients

Frequency of
Rank Interact Fercentage QOccurrence

1 ID—>1D 13.3% 146
2 IA—> IA 12.5% 137
3 A= 1D 749% 87
4 ID—> 1A 7.1% 78

S IA=—>ITA 5. 5% 60

b IIA—2 IA 5.1% 56
7 IIA—2 ITIA 3.0% 33
8 IA—> IC 2.6% 28
9% 1D —>IIA . 2.5% 27

10 IC —> IA 2.l 26

11% IIA—> 1ID 2, b 26

12 IC~—)11C 2.,2% 24

13 IC—> ID 2.2% 24

14 IC —> IC 1.8% 20

# jndicates speaker transition

o
©
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TABLE 5

Transition Probabilities from Speaker/Content Categories
for Highly Satisfied patients

subsequent units

IIB| 21% 32% 0% 13% 3%  26% 0% 5%
IIC| 29% 546 23% 8% 10% 2%  2l% 2%
IID| 21% 7% 7% 38% 14% 3% 3 7%

I IB 1C ID  IIA IIB IIC IID

TA| k0% 24 8% 264 18% 2% 2% 2%
@ IB 19% 10% 23% 23% B% " 1l% 2% L,
i§ IC| 23% ha  18% 21% il% 29 21% 0%
g ID| 25% 5% 8% Ub% 84 3% 1% 4%
g ITA | 38% 2% 6% 18% 23% 2% B 3%
%

<



TAELE 6

Rankings of Speaxer/Style Categories from Static Analysis
for Highly satisfied patients

Rank Dimension Percentage

1 71 35,4%
2 I4 19.3%
3 111 17.8%
. 12 12.8%
13 7.3%

L, 0%
113 3.3%
II4 0.0%
100.0%

=i
[al
M

TABLE 7

Ranking of Style Categories Broken Down by Speakers
from Static Analysis for Highly Satisfied patients

‘Doctor Fatient
Rank Dimension Dimension

1 I1 (35.4%) II1 (17 .8%)
2 I4 (19.3%) 112 ( 4.0%)
3 12 (12.8%) II3 ( 3.3%)

4 I3 ( 7.3%) II4 ( 0.0%)




TABLE 8

Percentage of Occurrence cfrspaaker/étyle Interacts
for Highly Satisfied Patients

antecedent units

[
[l

I2

subsequent units

13

T4

II11

I12

I13

114

Il
I2
13

II1l
II2
113
114

S
R

.

£
Wl
W

6.1%
6.7%
1.9%
2.4%

«0%

8.0% 1.8%

7% 4%
0% 1.5%
5%
2% 2.5%
0% 3%

-0% nl%

0% 0%

« 3%

8.1%
1.6%

«1%
7%
+ 0%

>
o

5.7% 5.0%
2,84

1.9%
bo7%
2,2%
3.2%
.8%
1%
0%

0% 1.3%

« 0%
« 0%

. 5%
o U%
+6%
5%
0%
1%
+ 0%

0%
0%
.0%
0%
.0%
0%
0%
.0%



TALLE 9

Rankings of Speaker/utyle Categories
from Interact Analysis for Hignly Satisfied Fatients

Frequency
Rank Interact fercentage of Qccurrence

1 I1-> 11 13.2% 145

2 Th—>1k 8.14% 89
3 I1>12 &40 88
% 111> 11 6.7% 73
5 I4->713 6.1% 67
5 I1-31h 5.7% 62
7% I1->111 5.0% 55
g* I3-5TI1 b.7% 52

L, 5% 4g
10 1115111 3¢2% 35

9 I12->11

11 111->112 3.2% 35
12 12-> I4 2.8% 31
13 12 - 12 2.7% 30
Ll IIL-> 13 2. 5% 27
15% 113> 11 2.49% 26
16% b= 111 2,2% 2k
17 112 > Il 1.9% 21
18 4> 12 1.9% 21
19 12 111 1.9% 21
20 11 -7 13 1.8% 20
21 111> I4 1.6% 18

#designates speaker transitions

o
)
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TAsLE 10

fransition Probabilities from Speaker/Style Categories for
Highly satisfied patients

subsequent units
Il 12 13 "14 11l - 1iz I13 IIk

1l 6% 23% 54 lew k% 0% KA 0%

12| 35% 21% 3% 22% 15% 0% L 0%

5 13| 7% 0% 209 W% 6h% 0% 5% O
g I+ 31%  10% 3% 2%  1l% 0% 3% 0%
3 111| 37% 1% 1h% 9% 184 186 3%  Op
2 opre| wss  op 7% 24 206 2% 0% 0%
“ 13| vos on 3% 2% 3% 0% D Ok

ik} 0% 0% 0% 0% 0% 0% 0% 0%




Appendix A

Patient Questionnaire

For each question cneck the appropriate blank;
l. How mucn information did you receive from the doctor
apout your illness?

__ Nothing at all
A s5light amount

A moderate amount

A great deal
2, Regarding this information about my illness, I felt:

Hishly satisfied
Moderately satisfied
S5ligntly satisfied
Slightly dissatisfied
oderately dissatisfied
Highly dissatis{ied

3. How much infovmation did you receive from the doctor
about how to get well?

Nothling at all

A slignht amount

A moderate amount
A gFreat deal

4., Regarding this information about how to get well, I felt:

Hizhly satisfied
Moderately satisfied
Slightly satisfied
Slightly dissatisfied
lioderately dissatisflied
~ Hirhly dissatisfied

5, As a person, I felt that this doctor was;

Very likeable
Likeabvle
Neutral
Unlikeaple

Very unlikeavle




In terms of nis medical sxill, I feel that this is,

T

Excellent
Above average
Average

Below average
Foor

]

7. How well do you think the doctor understood what you
told himgs

Completely understood
lModerately understood
Slightly understood
Slightly misunderstood
Moderately misunderstood
_Completely misunderstood

1

8. Overall how satisfied were you with your visit to the
clinie?

_ Highly satisfied
Moderately satisfied
Slightly satisfied
Slightly dissatisfied
Moderately dissatisfied
Highly dissatisfied

i

T.” Sex lale ___  Female

21-30 30-40

o
-

ge 15-20 _ i
4L0-50 50-60 over 60

3. kducation

Grade school

Junior high

High school

Completed high school
College

Completed college
Graduate school

[T

4, Ethnic origin

Rlack
Mexican-American
Cauvcasian
Oriental

Other

1
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