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The purpose of this thesis is to explore the concept of dyadic concordance in physician-

patient dyads using a parallel survey method. Dyadic concordance was conceptualized as a new 

measure aimed at describing the level of agreement between physician and patient perceptions 

after their medical encounter. This dimension of medical interaction may help to identify 

communication barriers or disparities within physician-patient dyads. The project is designed as 

a preliminary study to test the effectiveness of the concordance instrument with a convenience 

sample of physicians and patients from family medicine and oncology specialties. Results 

showed that dyadic concordance can be a useful measurement of physician-patient interaction 

and can function in a variety of ways. Although results cannot be generalized due to sampling 

limitations, research findings suggest that male patients, minority patients, patients under the age 

of 50, and patients with lower levels of education may produce higher discordance levels with 

their physicians. Levels of dyadic concordance may be influenced by physician communication 

style and should be explored in future studies. The dyadic concordance instrument may be used 

in further research to explore factors associated with higher or lower concordance as well as in 

observational studies to examine how concordance relates to physician-patient communication. 
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CHAPTER 1 
AN INTRODUCTION TO DYADIC CONCORDANCE 

Fundamental problems exist between physicians and patients. Arguably, research has 

created more questions than answers when trying to decide how to meet the goals of physicians 

and patients. Although research has continued in our search for the most efficient medical 

interaction, we are no closer today in instituting a universal paradigm or training program to 

meet the numerous expectations of medical participants. This chapter will provide a brief 

overview of the physician-patient relationship and then suggest a new measure, termed dyadic 

concordance in order to aid researchers in exploring the variable perceptions of physicians and 

patients.  

Introducing the Physician-Patient Dyad 

The physician-patient interaction is a critical component of the medical encounter. 

Communication between doctor and patient has been recorded, discussed, and scrutinized for 

more than fifty years (Parsons, 1951; Szasz & Hollinder. 1956; Balint, 1969; Friedson, 1970; 

Byrne & Long, 1976; McWhinney, 1985; Hall, Irish, Roter, Ehrlich, & Miller, 1994; Charles, 

Gafni, & Whelan, 1997; Eggly, 2002; du Pre, 2005; Street, Gordon, & Haidet, 2007; Teal & 

Street, 2008). It is surprising that within a world of infinite human interactions to investigate this 

one medical interaction may have drawn more attention and produced more literature than any 

other informal interaction in the world. Like any human interaction, this specific medical 

encounter creates a large amount of variability, which is not surprising considering the 

unpredictable nature of human behavior; however, after five decades of research we are still 

struggling to improve facets of physician-patient interaction. 

Scholars have identified critical themes concerning the medical encounter. First, patients 

who describe their relationship with physicians as satisfactory, tend to have higher levels of 
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overall health (du Pre, 2005), listen to their physician’s advice more frequently (Klingle & 

Burgoon, 1995), are more loyal and trusting (Cegala, Mcgee, & McNeilis, 2008), and engage in 

healthier lifestyle behaviors (Roter & Hall, 1992). Consequently, physicians who undertake the 

Hippocratic Oath generally want what is best for their patients, and, at the same, to time improve 

health in their community. When asked, physicians report an interest in seeing their patients 

satisfied regarding their medical care (Wright, Sparks, & O’Hair, 2008; Talen, Grampp, Tucker, 

& Schultz, 2008), but also want to benefit from the medical encounter (Roter & Hall, 1992). To 

facilitate an efficient medical consultation, physicians have suggested that patients need to talk to 

them as well (Halpern, 2007), ask clarifying questions, and follow medical advice (Bryne & 

Long, 1976). Taken together, we can identify essential themes that both patients and physicians 

want out of their medical relationship in order to be satisfied regarding medical care.  

Unfortunately, patients have expressed high levels of dissatisfaction, frustration, and lack 

of confidence in medical care (Heritage & Maynard, 2006). An interdisciplinary focus has 

attempted to rectify fundamental problems in medical care caused by the faltering perceptions of 

both patients and physicians. Part of the problem lies in the decline in the centrality of 

communication during the middle of the 20th century and the corresponding rise of 

communication barriers degrading the process of care (Shorter, 1985). Shorter (1985) and Roter 

(2000) elaborate that physicians wanted to institute a process that increased the accuracy of 

clinical findings and improve the science of medicine. To this end, physicians directed medical 

inquiry away from the patient and instituted a biomedical approach, which focused on scientific 

findings and the process of disease. Although this approach improved medical sciences, 

diagnostic criteria, and various treatment mechanisms, it lost sight of a fundamental aspect of 

medical care: the patient.  
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Shortly after this new medical direction in the 20th century, scholars wanted to find a new 

medical paradigm to address medical dialogue and create a more efficient medical encounter. 

This paradigm would focus on relationship-centered care between physicians and patients, and in 

its first iteration became patient-centered communication (Balint, 1969).      

The concept of patient-centered communication (i.e. patient-centeredness) has existed in 

medical practice and health communication for over three decades and many scholars and 

clinicians have advocated its use within medical consultation over the traditional biomedical or 

paternalistic approach (Balint, 1969; Byrne & Long, 1976; Henbest & Stewart, 1989; Mead, & 

Bower, 2000; Zandbelt, Smets, Oort, & de Haes, 2005). This communication approach was 

designed to shift the locus of control partly away from physicians toward the patient in hope of 

improving medical interactions by increasing levels of patient satisfaction, trust, and confidence. 

Patient-centered consultations reflect recognition of patients’ needs and preferences, 

characterized by behaviors such as encouraging the patient to voice ideas, listening, reflecting 

and offering collaboration (Mead & Bower, 2000).  

Presently, a clear and concise definition for patient centered interactions that could be 

taught to physicians still does not exist within the medical field. Zanbelt et al. (2005) recently 

argued that a “one size fits all” approach or definition of patient-centeredness may not be 

possible if we wish to create a universal definition. On the other hand, a universal definition of 

this communication approach may be crucial for instructing new medical students and accurately 

measuring its effectiveness in clinical application. Arnold and Coran (2008) further speculate on 

the difficulties of teaching a term that is missing a universal definition. They note that if 

researchers and physicians can not agree on a revised definition and approach for patient-

centeredness, then how are medical professors supposed to teach a patient-centered approach to 
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new medical students? Arguably, a universal approach is needed in order to decrease the 

inconsistency in medical dialogue and physician communication styles, while improving the 

perception of medical care. 

A strong emphasis has been placed on this concept due to a documented positive effect on 

the physician-patient dyad, which was the original goal that sparked the medical shift toward 

patient-centeredness. Heritage and Maynard (2006) discuss a trend where, “patients receiving 

patient-centered care tend to show greater primary care attendance, smoking cessation, 

adherence to healthy lifestyle choices, more positive attitudes toward physical and mental health, 

and improvement in their physiological symptoms” (p. 354). 

Further positive effects have been documented (Teutsch, 2003; Mast, 2007), however 

recent concerns have surfaced that the patient-centered approach may no longer be effective for 

all types of patients (Swenson, Zettler, & Lo, 2006; Teal & Street, 2008) Today, physician-

patient disparities are still occurring and depending on the extent of these disparities, have a 

negative impact on health communication and the medical encounter. These disparities range 

from a patient’s lack of confidence or trust in their physician, to overall dissatisfaction among 

minority patients (Commonwealth Foundation, 2001; Ngo-Metzger, Telfair, & Sorkin, 2006). 

Medical dissatisfaction among minority patients is highly reported and may be indicative of 

unequal treatment associated with social and economic inequality, prejudice, or bias (Johnson, 

2004).  

Physicians, patients and scholars still want to achieve the best outcomes for the medical 

encounter. To accomplish this today, perhaps it is time for a new medical approach and new 

research ideas. Many researchers are still trying to improve the notion of patient-centered 

communication, but Arnold and Coran (2008) have proposed a new dyad-centered approach that 
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shifts the focus away from just the physician or patient. Instead, the physician-patient 

relationship is defined as a co-constructed, actively negotiating dyad. A dyad-centered approach 

institutes a more comprehensive framework. Furthermore, to accurately address the historic 

problems between physicians and patients, the dyad-centered approach emphasizes an 

interdisciplinary combination of two paradigms: relational communication theory and patient-

centeredness (Arnold & Coran, 2008).   

Arguably, these two communication approaches have not been utilized in unison within the 

medical field and furthermore, are not adequate individually, because they are missing 

components necessary for consistently successful medical encounters. Additionally, neither 

approach suggests training both the physician and patient in negotiating medical consultations. 

Finally, the dyad-centered approach integrates the need for effective communication between 

physicians and patients in order to address dissatisfaction among minorities, male and female 

patients, and communication disparities common in patients from lower income households. 

Perhaps this is the necessary next step in order to fix many problems in the medical 

encounter. Examining the physician-patient relationship, as a co-constructed encounter, is a new 

direction that could help both physicians and patients account for their differences so each 

participant is more satisfied with the outcome. However, a potential problem remains, how do 

you measure those differences? This study aims to introduce a new measure that can examine 

both physician and patient perceptions of the medical interaction by describing the level of 

agreement between physician and patient perceptions after the medical consultation. This 

measure is called, “dyadic concordance.” 

Conceptualizing Dyadic Concordance 

The idea to measure concordance or agreement between physicians and patients stems 

from a challenge initiated by the accomplished scholar Debra Roter (2000) in an essay on the 



 

 15

evolving nature of the patient-physician relationship. In this essay, she put forth the challenge to 

explain the social context of the medical encounter with regard to both physician and patient 

characteristics. Furthermore, she emphasized the need to create new models of measurement to 

further the research area. Finding the appropriate measure and instrument to evaluate physician-

patient interaction has always been problematic. Two issues need to be examined at the same 

time: how physician communication style impacts the medical encounter and how medical 

barriers facilitate or inhibit positive consultation outcomes.  

In order to identify the potential links between communication style and physician-patient 

barriers (i.e. dissatisfaction with care, patient perceptions of trust and medical competency, 

physician and patient expectations concerning medical visits), a comprehensive measurement is 

needed. Past instruments have only attempted to identify biomedical or patient-centered 

behaviors in the medical interview (Mead & Bower, 2000; Walker, Arnold, Miller-Day, & 

Webb, 2002; Zandbelt et al. 2005) and have rarely combined physician communication style 

with the identification of potential barriers involving a physician’s or patient’s race, class or 

gender. Furthermore, studies trying to develop “valid and reliable measures concerning 

physician-patient communication (e.g. patient-centeredness) have been constrained by lack of 

theoretical clarity and the inevitable difficulties of measuring relationship processes” (Mead & 

Bower, 2000, p. 1091). 

Despite problems in measuring physician-patient interaction, another component seems to 

be missing that can help explain why patient and physician characteristics cause high variability 

in the medical encounter and ultimately lower satisfaction levels. Past communication 

approaches have been strictly one dimensional, and therefore the focus has usually strayed to 

either the physician or patient. We need to re-conceptualize our ideas in order to more accurately 
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measure a co-constructed relationship. Does the physician’s perception influence patient 

behavior or vise versa? How do perceptions shape the medical interaction? These questions are 

important and should be addressed when developing a measure to explore either perception. 

Instruments attempting to explore physician and patient perception individually may not the best 

option. Instead, a measure is needed that can account for both physicians’ and patients’ 

perceptions at the same time and assess those perceptions for effective medical dialogue. 

Furthermore, we need to understand how medical perceptions change and why they may differ 

depending on participant characteristics or medical specialties. 

To accomplish this task, the idea of concordance was re-conceptualized into a useful 

interactional measure. Concordance is simply defined as a state of agreement or harmony; 

however, this definition can also be applied to medical perception. Utilizing the basic definition 

of the word concordance, the concept of dyadic concordance will describe the level of agreement 

between physician and patient perceptions after their medical encounter and provide a numerical 

measure for comparison. This dimension of medical interaction may allow us to further identify 

communication barriers or disparities between physician-patient dyads. Therefore, the main 

objective of this thesis is to measure communication indirectly by focusing on the perception of 

each medical participant. 

The extent to which dyadic concordance can be applied using a paired-survey technique 

will be examined. Dyadic concordance will investigate dimensions of trust and medical 

competency, satisfaction with care, and expectations concerning the medical visit. To assess the 

feasibility of dyadic concordance this study will create a new instrument, using six parallel items 

on separate physician and patient questionnaires aimed at identifying the level of agreement 

between physicians’ and patients’ perceptions of the medical encounter. This instrument will 
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contain the following six parallel questions: (1) assessment of the patient’s self-reported health, 

(2) amount of confidence and trust the patient has in their physician’s medical decisions, (3) the 

patient’s education level, (4) assessment of patient pain rating, (5) perception of how well the 

physician explained the diagnosis, and (6) perception of how well the physician explained 

treatment options. Each item will function as a sample of an important clinical dimension that 

may influence successful medical encounters. Additionally, the instrument will be utilized in two 

different medical specialties in order to identify any relational differences stemming from 

different medical disciplines. This level of analysis has not been attempted in past research 

studies. 

If successful, dyadic concordance can add valuable information to the literature and for 

researchers when attempting to evaluate communication disparities or relational differences. (e.g. 

physician and patient perceptions of trust and medical competency, satisfaction of care, or 

expectations concerning the medical visit). To summarize, the following specific aims guide this 

study: 

• To test if a paired-survey technique can be used to explore dyadic concordance within the 
medical encounter.  

• To explore and document relational differences within physician-patient dyads in two 
different medical specialties. 

Accomplishing these specific aims will help validate this new measure and explore patterns of 

disparities in perceptions that may affect physician-patient dyads. This could be considered the 

next step in understanding perceptions of the medical interaction and help describe the variability 

inherent in physician-patient dyads. Furthermore, results from this measure and from the paired-

survey approach could provide healthcare professionals with necessary information about factors 

that inhibit or facilitate communication behaviors.  
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CHAPTER 2 
BACKGROUND AND SIGNIFICANCE 

This chapter provides the conceptual framework, literature on physician-patient 

interaction, and the rationale that guides this project. Chapter 2 will draw on a wealth of 

information pertinent to the physician-patient dyad and discuss how this relationship evolved 

into a viable research domain. A number of these sources are drawn across disciplines, including 

sociology, communication studies, and medicine. The synthesis of these fields creates a 

comprehensive understanding of what we currently know about the physician-patient dyad and 

examines why patient dissatisfaction is increasing within today’s medical environment. 

Additionally, this chapter will outline the complexity of the medical encounter, methological 

techniques of past studies, and finally, will conclude with a set of research questions that guide 

this study 

The Evolution of Physician-Patient Interaction 

Medical historians have found early depictions of the medical encounter during the time of 

ancient Greek societies. The composition of the physician-patient relationship, along with its 

accompanying medical dialogue was first alluded to in some of Plato’s famous dialogues 

(Hamilton & Cairns, 1961). Since then, the field of medicine has grown exponentially, and with 

rapid growth has become a need to differentiate and specialize. However, early medical 

interaction was quite nurturing, with the focus completely on the patient (Shorter, 1985). This 

mentality started to change in the middle of the 20th century, when the locus of control shifted 

away from the patient and toward a more biomedical or scientific approach to medicine (Short, 

1985).  

This new evolution in medicine emphasized efficiency and productivity, while also curing 

disease and illness. If patients were healthy as a result of doctor’s work, then physicians were 
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meeting their primary goals.  Prior to the 1970s, physicians followed a paternalistic model of 

communication, or a more biomedical model, in treating patients and teaching new physicians 

about the medical interview. Patient satisfaction regarding medical treatment was rarely 

considered as long as individuals were treated for the symptom or illness they brought to their 

physician’s attention. Patients were viewed as objects of science, where a differential diagnosis 

and treatment would cure the patient’s medical problem. Although this approach improved 

medical sciences, diagnostic criteria, and various treatment mechanisms, it lost sight of a 

fundamental aspect of medical care: the patient (Balint, 1969; Roter, 2000).  

This conceptualization was first described in Parsons’ (1951) theoretical book, The Social 

System, where he portrayed the institution of medicine as a social system’s normative 

mechanism for assisting patients who fall ill to return them to their regular work-related capacity 

(Heritage & Maynard, 2006). Parsons’ analysis described medical treatment as a set of 

generalized technical standards or a universalism approach, rather than standards that are 

adjusted to the social characteristics of the patient. Additionally, Parsons (1951) went on to 

elaborate that physicians enact a specific technical focus on medical care rather than a general 

counselor type role. They treat patients without extensive emotional involvement and with their 

best welfare in mind regardless of the patient’s personal interests. 

Although Parsons intended to describe the function of illness, it also provided a new 

viewpoint of the medical field that illustrated fundamental problems with medical paradigms 

during that era. Many scholars believed that medical care was suffering, but argued for decades 

regarding the exact cause (Szasz & Hollender, 1956; Foucault, 1975; Freidson, 1988; Heritage & 

Maynard, 2006). Shortly after this new medical direction in the 20th century, scholars began 
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looking for a new medical paradigm to serve as a solution and began by examining the element 

physicians had forgotten was a critical medical instrument; medical dialogue.  

Parsons ideas regarding the actions and mind set of physicians led to two ground breaking 

studies in the 1970s, which consequently, brought popularity to physician-patient interaction as a 

viable research domain and argued the need of vast improvements. First, Korsch & Negrete 

(1972) conducted a study in Los Angeles that observed 800 pediatric cases and recorded parental 

and patient perceptions after the medical interaction. One fifth of the parents left the clinic 

without a clear statement or idea of what was wrong with their child, an alarming and confusing 

situation for any parent. Half of the parents reported that they did not even know what had 

caused their child’s illness. Furthermore, a quarter of the parents reported that they did not have 

the opportunity to ask their greatest concerns and additionally, were never encouraged to do so 

(Korsch & Negrete, 1972). Half of the parents left the medical visit with the opinion that 

physicians did not meet expectations and those physicians were “grossly noncompliant” 

(Heritage & Maynard, 2006, p. 351). This became one of the first studies to uncover major 

communication breakdowns in the medical consultation. 

The second study conducted in the 1970s analyzed a physician’s communication behaviors 

by examining 2500 audio recordings of primary care encounters (Byrne & Long, 1976). Utilizing 

Parsons’ description of the physician and Balint’s (1957) label for Parsons’ analysis as 

paternalistic (i.e. doctor-centered) behaviors, Byrne and Long set out to identify if these doctor-

centered behaviors exist in medical consultations. Results showed that a majority of these 

behaviors were overwhelmingly doctor-centered, and therefore patients were not encouraged to 

provide their opinions or fully participate in medical discussions. Cassel (1985) and Cockerham 

(2007) both provide examples of doctor-centered communication in their work and emphasize 
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that many physicians will start off conversations with closed-ended questions, or do not allow 

the patient to interrupt and ask for further explanations. Furthermore, Cassel (1985) transcribes 

situations where physicians refused to explain medical conditions or anomalies because they felt 

it was beyond patients’ comprehension, thus resulting in patient misunderstanding and 

uncertainty concerning the medical consultation .  

Freund, McGuire, and Podhurst (2003) believe a social distance was created between the 

physician and patient as a result of doctor-centered behaviors. In this atmosphere, the physician 

was assumed to be the knowledgeable expert and the patient a recipient of the physician’s 

advice. Information primarily flowed one way in this interaction (from doctor to patient) instead 

of a mutual dialogue where the patient’s agenda was fully discussed and encouraged.  

Furthermore, the greater the social distance between the physician and patient, the less likely 

either would be able to identify with the other, and the less sensitivity either was likely to have 

toward the other’s problems (Freund, McGuire, & Podhurst, 2003). 

Research by both scholars and clinicians has clearly demonstrated those patients who have 

satisfactory relationships with their physicians have better health outcomes (du Pre, 2005; Street 

et al. 2007) and thus an increased likelihood of complying with their physicians’ advice (Klingle 

& Burgoon, 1995). Eggly (2002) explains, “effective communication during the medical 

interview plays an essential role in determining doctor-patient rapport; patient and physician 

satisfaction; patient adherence to the treatment plan, and, frequently the course of the illness 

itself” (p. 339). For the first time, studies have suggested that doctor-centered behaviors are not 

conducive to a satisfactory health care relationship, and if physicians want to regain patient 

satisfaction, they need to find a more comprehensive and satisfactory model of communication. 
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Research following Parson’s description of the physician-patient interaction has added to 

our understanding of the experience, and in the late 1950s, the mutual participation model was 

documented, where the management of chronic illness allowed the patient full participation in 

working with the physician to control the disease (Cockerham, 2007). One could argue that it 

was this model that led to the evolution of the relationship-centered approach to medical 

communication and the concurrent research to find the best style for communicating with 

patients. 

Arguably, the key to building a strong patient-doctor relationship and delivering high 

quality patient care starts with effective communication. Although a plethora of communication 

models have been debated throughout the literature to replace paternalistic communication 

styles, researchers have advocated one specific communication model, patient-centered 

communication, as the preferred replacement and approach to attaining effective communication 

(Irish & Hall, 1995; Mead & Bower, 2000; Teutsch, 2003; Swenson, Zettler, & Lo, 2006; Mast, 

Hall & Roter, 2007). 

The goals of patient-centered theory have provided a good starting point for discussing 

how to meet the needs of physicians and the expectations of patients in the medical field. Patient-

centered consultations reflect “recognition of patients’ needs and preferences, characterized by 

behaviors such as encouraging patients to voice ideas, listening, reflecting and offering 

collaboration” (Mead & Bower, 2000, p. 1090). In other words, the patient becomes the central 

figure in the medical interview, and the physician allows a more interpersonal collaboration 

regarding the patient’s medical condition and history. 

Past reviews of patient-centered communication have depicted elements of the patient-

centered approach, which focus on six similar components: “(1) exploring disease and illness as 
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an experience, (2) understanding the patient, (3) negotiating management of the illness, (4) 

incorporating prevention and a healthy lifestyle, (5) enhancing the doctor-patient relationship and 

finally, (6) being realistic about time and resource constraints” (Mead & Bower, 2000, p. 1087-

1088). However, researchers have not been in agreement concerning the most important 

components of patient-centered communication. A compilation of studies (Cassel, 1985; Arora, 

2003; Teutsch, 2003; Back & Hutchinson, 2006; Swenson et al. 2006; Mast, 2007; Haskard et al. 

2008) have argued about other components that should be the primary focus such as the patient’s 

concerns (along with fears and symptoms) or objectives for the medical visit, the patient’s 

perspectives, personal values (what is important to them), health beliefs, empathy for the patient, 

and finally non-verbal behaviors displayed by the patient. 

Taken together it is hard to distinguish which components should be taught to physicians 

or medical school students. These studies became ambiguous when trying to help the medical 

community truly grasp what patient-centeredness means, how it can be applied, or why it is a 

viable approach for physicians (Zandbelt et al. 2006). For example, although the original 

intention of this line of research was to address fundamental problems concerning medical 

communication, patient satisfaction and decreasing health outcomes, we are still searching for a 

definition that adequately and comprehensively explains what a patient-centered approach is.  

The definition of patient-centered interaction has been reconceptualized repeatedly since 

the 1960s, ranging from Balint’s (1969) description of “understanding the patient as a unique 

human being” to McWhinney’s (1989)  approach of having the physician “place himself in the 

patient’s world and attempting to view the disease through the patient’s eyes”. Recently, Mead 

and Bower (2000) outlined their conceptual definition of patient-centeredness by explaining five 

key dimensions related to fifty years of research. It is quite possible, this concept is too extensive 
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to sum up in one sentence or conceptual design and therefore, physicians take it upon themselves 

to interpret this framework and apply it into their own practice with mixed results. 

Even if medical professionals and academic researchers can not agree on a simple 

definition regarding patient-centeredness, the overall concept can be explained in order to teach 

old and new physicians how to move away from utilizing a traditional biomedical approach in 

their practice. Today, many researchers have accepted Mead and Bower’s (2000) five 

dimensions as a viable framework to base future conceptualizations.  

Five Key Dimensions of Patient Centeredness 

 The five key dimensions of patient-centeredness, as identified by Mead and Bower are: 

the biopsychosocial approach, the patient-as-person, sharing power and responsibility, 

therapeutic alliance, and the doctor-as-person. These were originally conceived by Mead and 

Bower (2000) in their pursuit of a universal definition for patient-centeredness. Although their 

goal of a simplistic definition did not reach fruition, they were able to explain the differences 

between the biomedical model and patient-centered model and provide direction for anyone 

wishing to improve health communication skills.  

First, Mead and Bower (2000) explained that physicians need to broaden their 

understanding of illness and how illness is perceived by patients. Many illnesses presented in 

hospital teaching sessions can not adequately be classified by conventional illness behavior 

(Morrell, 1972). In these cases, a lack of symptoms and a physician’s reassurance that there is 

nothing medically wrong with them may compound rather than relieve a patient’s suffering. 

Additionally, if a physician continues to utilize a more biomedical approach in these cases, the 

patient may leave the office visit with a skewed perception ranging from physician incompetence 

to lack of faith in their physician’s diagnostic skills. Conversely, patients who do not feel ill and 

report to the physician that they are fine may actually have some classifiable disorder, for 
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example, hypertension. Thus, these examples provide a physician with the first limitations of 

utilizing the biomedical approach and the advantages of adapting a wider explanatory 

framework. Combining biological, psychological, and social perspectives is regarded necessary 

to account for the full range of problems presented in primary care (Mead & Bower, 2000). 

The second dimension, patient-as-person, emphasizes that the biopsychosocial approach 

alone is not sufficient for a full understanding of the patient’s experience of illness (Armstrong, 

1979). For example, a torn anterior cruciate ligament (ACL) in a patient’s knee may not be 

experienced in the same way by two different people. An administrative assistant may 

experience far less distress than a construction worker, who relies on that knee to function 

efficiently in his/her occupation. Decisions in medical treatment may not alleviate suffering for 

all patients, and some patients will need to weigh the costs and benefits regarding medical 

options (i.e. pain tolerance, cancer treatment). Mead and Bower (2000) emphasize “that in order 

to understand illness and alleviate suffering, medicine must first understand the personal 

meaning of illness for the patient” (p. 1089). Personal meaning is significant in understanding 

illness, and patient-centered techniques accentuate the patient as an experiencing individual 

rather than the object of some disease entity (Mead & Bower, 2000). 

Sharing power and responsibility, the third dimension in patient-centeredness, is fairly 

straightforward. Early critiques of medicine, as discussed in the previous section, illustrate a 

more paternalistic relationship between the physician and patient. However, this does not always 

lead to satisfying experiences within healthcare (May & Mead, 1999). Authors of the patient-

centered framework advocate that both the physician and patient should participate equally in the 

general consultation. Lay knowledge of the patient is just as important as the professional 

knowledge gathered by the physician. Reports of patient non-compliance and dissatisfaction with 
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care were attributable to some failure on part of the doctors, not because of a mistake in medical 

practice, but because of a lack of mutual communication (Tuckett, Boulton, Olsen & Williams, 

1985).  

A therapeutic alliance, used consistently in psychology practices, emphasizes that the core 

of a therapist should include attitudes of empathy, congruence, and unconditional positive regard 

if any change is expected in clients (Rogers, 1967). In the biomedical model, developing this 

notion is not as pertinent, but if the patient is to be treated like a ‘real’ person and not just an 

object, inclusion of the therapeutic alliance is essential. Since the patient-centered approach 

highlights the patient as an experiencing individual, physicians should be aware of their verbal 

and nonverbal behaviors and consequently understand the effect those behaviors have on 

patients. 

The last key dimension in the evolution of patient-centeredness, the doctor-as-person, 

concerns the influence of the personal qualities of the doctor. Balint, Courtenay, Elder, Hull and 

Julian (1993) describe the biomedical model as ‘one person medicine’, whereas Mead and Bower 

(2000) describe patient-centered medicine as ‘two-person medicine’. The physician and patient 

are both integral within their medical relationship and are always influencing each other 

throughout the medical interview. Mead and Bower (2000) further point out that physicians need 

to be aware of their emotional responses to patients and that subjectivity, alone, could heavily 

influence patient perception in consultations. Modern theoretical frameworks including aspects 

of patient-centered care also emphasize how these subjective responses may shape positive or 

negative outcomes. 

The Significance and Complexity of the Medical Encounter 

The medical consultation has dramatically evolved from the traditional days of in-home 

medical visits by physicians, to modern medical visits in state-of-the-art hospitals and offices. 
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Physicians have seen a rise in medical malpractice lawsuits in recent years, many citing a failure 

in communication, as a primary reason for litigation (Brenner & Bartholomew, 2005). Though 

patient-centered communication aids the physician in finding out more relevant information 

about their patients and helps promote patient satisfaction, it is not efficient in all medical 

specialties or with every type of patient.  

Arguably, patient-centered frameworks have become increasingly hard to teach and 

evaluate (Zandbelt et al. 2005). Additionally, the lack of a central definition makes this concept 

almost impossible to teach in medical schools throughout the United States. Furthermore, the 

idea of patient-centered communication as a relationship building strategy between physicians 

and patients is a good idea, but still focuses on the physician’s communication style and 

therefore, continues to focus more on one participant than the other. This could lead to additional 

communication barriers or health disparities in the medical encounter. 

Health communication is only one ingredient that complicates medical interaction. The 

influence and perception of health disparities regarding a patient’s gender, race and 

socioeconomic status also need to be accounted for. Each demographic component has been 

found to significantly affect not only the medical encounter, but also a patient’s overall health. 

Many physicians do not have sociological training and therefore, may not be aware of the current 

literature on disparities of disadvantaged groups or how to interpret a patient’s perception during 

the medical encounter. The following subsections present literature on patient sociodemographic 

characteristics and their importance to physician-patient interaction. 

Racial and Socioeconomic Influences 

Differences in overall health throughout the United States stem from social inequality 

when comparing the health profiles of various racial groups. In general, Asian Americans have 

typically enjoyed a high quality of health, while African Americans are especially disadvantaged. 
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Hispanics and Native Americans also have health disadvantages when compared to white, non-

Hispanic individuals (Cockerham, 2007). Recent studies have found that blacks, Hispanics, 

Native Americans, and Asians receive less adequate and less intensive health care than whites 

and additionally, such disparities persist even after taking into account health insurance status, 

age, sex, income, and education (Johnson, Saha, & Arbelaez, 2004).  

A comparison of the life expectancies of African Americans and whites shows that black 

males are especially disadvantaged with respect to longevity (68.8 years in 2002, and on average, 

6.3 years less than white males). Black females follow a similar pattern with a life expectancy of 

75.6 years, which is 4.7 years less than white females (Cockerham, 2007). Underlying issues that 

result in this disparity have been traced to higher rates of cancer, heart disease, hypertension and 

AIDS (Cockerham, 2007). Socioeconomic factors such as poverty, marginal employment, low 

incomes, segregated living conditions, and inadequate education are more common among 

blacks than whites, and furthermore, contribute to poorer health and widen the gap concerning 

health disparities (Link & Phelan, 1995). 

In regards to the availability of medical treatment, race and socioeconomic status are 

closely linked, and minorities are more disadvantaged compared to whites when more complex 

forms of medical treatment are needed. Cockerham (2007) explains this disparity in regards to 

African Americans: 

Blacks, for example, are much less likely than whites to have heart by-pass surgery, 
appendectomies, and other surgical care, and they receive fewer mammograms and tests 
and drugs for heart disease and diabetes. The availability of physicians and hospitals 
providing quality care where blacks live is a major reason for the differences in care. For 
example, the few cardiac surgeons in predominantly black communities, especially in rural 
areas, helps explain why blacks receive fewer coronary artery bypass operations than 
whites (p. 57). 

Additionally, a lack of financial resources and information about health are important barriers to 

health care for low-income minorities. 
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Unfortunately, health data on Hispanics in the United States is limited because, until 1976, 

federal, state, and local agencies grouped Hispanics with the non-Hispanic white category 

(Cockerham, 2007). Although, Hispanics’ relative overall health profile remains slightly better 

than blacks, they are overrepresented among poor or near poor Americans and this culminates in 

higher rates of diabetes, hypertension, tuberculosis, STDs, alcoholism, and cirrhosis of the liver 

(Rogers, Hummer, & Nam, 2000). 

A report on unequal treatment issued by the 2002 Institute of Medicine suggested that 

health disparities are not explained entirely by differences in services or access, but instead exist 

in the broader context of social and economic inequality, prejudice, and bias (Johnson, 2004). 

Researchers at John Hopkins University reported that blacks, Hispanics, and Asians were more 

likely than whites to agree that they would receive better medical care if they belonged to a 

different race; and that medical staff judged them unfairly or treated them with disrespect 

because of their race or how well they spoke English (Johnson, 2004). Within the published 

findings, Johnson noted that, “these differences were somewhat diminished—but not fully 

explained—by differences between racial groups in demographics, health status, source of care, 

or patient–provider communication. We conclude that, overall, racial and ethnic minorities 

perceive bias and a lack of cultural competence in the health care system as a whole.” Cultural 

competence can be defined broadly as the need for health care professionals to recognize and 

respond to their own and their patients' cultures (Teal & Street, 2008). 

Cultural competency is important in medical communication, and sensitivity or adaptation 

of different communication styles, by the physician, may be needed for interactions with patients 

across ethnicities. Some evidence suggests that bias and stereotyping by clinicians may 

contribute to differences in patient care and racial disparities in health outcomes (Teutsch, 2003). 
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Physicians lacking cultural competency or not recognizing the needs of their minority patient, 

may become frustrated and less effective in their communication efforts during the medical 

interview (Teutsch, 2003). Symptom reporting by patients may reflect their own distinct cultural 

values, and if not recognized by physicians, could lead to less accurate diagnoses. A couple 

examples of this stem from regional culture differences among ethnicities in the United States. In 

southern California, a commonly held belief by Latinas is that breast cancer is attributed to sinful 

behavior, thus many of these individuals will either seek out repeated voluntary breast screenings 

or lack thereof based on their own perceptions or beliefs if they discover a breast lump (Chavez, 

Hubbell, McMullin, Martinez, & Mishra, 1995). Another example involves the stigma of 

depression among Asian Americans, which is generally unreported, yet many Asian patients 

report fatigue and weight loss in the medical interview similar to depressed patients. Finally, 

among Hispanics in New York, many will lead physicians away from recommending surgery to 

treat breast cancer because they think surgery leads to metastases (Kundhal & Kundhal, 2003). 

Minority patients also report lower satisfaction levels when asked about their medical care. 

A study conducted by Ngo-Metzger and colleagues (2006) reported that Asian Americans were 

less likely than white patients to report that they were very satisfied with their care overall and 

less likely to have a great deal of trust in their doctor. Furthermore, minority patients and 

individuals from lower socioeconomic backgrounds tended to receive less health-related 

information from their physicians compared with non-minorities and individuals from higher 

socioeconomic backgrounds (Ngo-Metzger et al. 2006). Another study (Schoenbaum, Collins, 

Tenney, Hughes, & Audet, 2002) found that across all racial and ethnic groups, respondents who 

perceived that their doctors did not understand their background and values, or did not listen to 

everything they had to say, were less likely to be very satisfied with their care. 
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The Influence of Gender 

Like race and income characteristics, gender can also influence perceptions in the medical 

encounter and may start with a man or woman’s perception of overall health or their quality of 

life. Today, males exceed female death rates at all ages and also lead females in the top causes of 

death: heart disease, cancer, cerebral vascular diseases, accidents, and even, pneumonia 

(Cockerham, 2007). Although men may die sooner, women fall ill at much higher rates, and thus 

may not live the best quality of life at older ages. The National Center for Health Statistics 

(2004) reported that women have higher rates of acute illness, including parasitic disease, 

digestive, and respiratory conditions. Women also have higher rates of chronic illness, including 

hypertension, thyroid conditions, chronic enteritis and colitis, diabetes, and arthritis (Cockerham, 

2007). All this adds up to a lifetime of medical intervention for both genders, but how each 

gender perceives that interaction may be different for the patient and the physician.  

Gender equity within healthcare has also been a major concern in medicine. Research in 

the 1980s and 1990s focused on females as a underprivileged group, but in recent years there has 

been a shift away from talking about women as underprivileged, to talking about gender (Doyal, 

2000). Current research examining the two genders in health interactions emphasizes the social 

construction of gender identities (Doyal, 2000) and the nature of the relationship between 

different combinations of male-female physician-patient dyads. 

Today, researchers identify gender as one source of systematic variation in the medical 

encounter (Doyal, 2000; Street, 2002; Gorman & Read, 2006). Issues stemming from gender 

differences are not just limited to the patient, but some research does show that patients, 

regardless of sex, often vary their medical responses depending on the physicians’ gender (Roter 

& Hall, 1993).  
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Female patients generally receive more information, ask more questions, and have more 

partnership building with physicians than male patients (Cooper, 2002). Less is known about the 

effects of physician gender, but similar studies have shown that female physicians exhibit more 

empathy, engage in more positive talk, partnership building, question asking and information 

giving compared to their male counterparts (Cooper, 2002).  In other words, female physicians 

and patients are more likely to engage in patient-centered behaviors during the consultation.  

However, research does suggest that male and female physicians may approach the patient 

interview differently, which could lead to a variation in clinical characteristics. In the past, 

physicians expressed difficulty in diagnosing women with heart disease, due to a common stigma 

that coronary heart disease was an illness found primarily in older men (Bakalar, 2007). Adams 

et al. (2007) examined 112 male and female primary care physicians while they watched video of 

professional actors portraying patients who all had medically apparent symptoms of heart disease 

(Adams et al. 2007). Findings suggest that both male and female physicians picked up more 

psychological cues from female patients than from male patients. Additionally, even though 

older aged patients are more at risk for heart disease, female physicians paid significantly less 

attention to female patients’ ages than those of males (Adams et al. 2007). 

Examining Complexity and Agreement in the Medical Encounter 

The previous subsections outlined potential problems with demographic disparities that 

may influence the medical encounter. Numerous approaches have tried to examine how these 

disparities influence physician-patient interaction and why they are important. Strong evidence 

has reported that cultural differences between physicians and patients are serving as a barrier to 

effective communication (Betancourt, Green, Carillo, & Park, 2005). Dissatisfied patients, are 

complaining about poor communication and are quite frustrated, and as a result are currently 

filing malpractice claims (Brenner & Bartholomew, 2005). Breakdowns are occurring during 
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patient handoffs to medical residents and these residents may not be consistently notifying their 

attending physicians of critical post-operative events (Greenberg et al. 2007). Patients are not 

telling physicians what is important to them and instead may just display non verbal hints 

(Halpern, 2007); however, non verbal behaviors are often misinterpreted by physicians (Mast, 

2007).  

Employing a patient-centered approach may not solve all negative outcomes. Some 

patients may prefer a different style of communication, and therefore no single approach may be 

adequate for all patients. For instance, many older patients prefer a more doctor-centered 

relationship and would rather leave important decisions at the sole discretion of their physician 

(Irish, 1997). Other patients have adopted a consumer’s approach to the medical encounter, 

seeking as much information as possible, and utilizing their physicians as consultants (Haug & 

Ory, 1987).  

Accounting for each negative outcome and attempting to identify why the medical 

encounter drastically varies from one situation to another is a difficult task. Concerns about 

variations in standards of medical care throughout medical specialties have created a surge in 

research to quantify key components regarding quality of care (Roland, 1999). To my 

knowledge, no study has been able to account for the wide variation in potential outcomes 

involving the physician-patient dyad. This has led to a number of studies only isolating one 

variable and trying to explain as much variation as possible in that one component of medical 

interaction.  

Measuring Physician-Patient Interaction 

Due to the complexity of the medical encounter and the variability between physicians and 

patients, scholars have struggled to reliably measure physician-patient interaction. At the time of 

publication, Mead and Bower (2000) found twenty-three different studies that attempted to 
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measure the medical interaction utilizing a plethora of methodologies. However, most fell short 

in some aspect of reliability and/or validity, and thus have not developed into a universal 

measuring instrument for other researchers to apply. Finally, none of the twenty-three studies 

were able to effectively measure all five of Mead and Bower’s dimensions regarding patient-

centered communication. 

It has been suggested that a patient-centered approach to medical care is contingent on the 

physician possessing certain attitudes and values (Grol, de Maeseneer, Whitfield, & Mokkink, 

1990), personality traits (Balint, 1964) or even specific communication styles (McWhinney, 

1985). Methodologies incorporating these elements into statistical scales that measure 

physicians’ relationship-centered attitudes or values are usually from self-report questionnaires 

that examine a myriad of psychological attributes. Arguably, there are a number of reliability and 

validity issues associated with these types of scales and self-report questionnaires. For example, 

Cronbach’s alpha scores may be low, and thus the internal consistency of these scales may come 

into question (Mead & Bower, 2000). Deleting specific items from scales in order to increase 

their internal consistency may restrict the measurement of physician-patient interactions due to 

high variability in human behaviors and communication styles.  

Self-reported scales are not the only methodologies currently being implemented when 

attempting to measure the complex social environment between physician-patient dyads. Since 

the paradigm of patient-centeredness can be conceptualized clinically, another research approach 

involves the observation of consultation behaviors. Such observational studies have contributed 

to different approaches: first, a rating scale that focuses on how much or how well a specific 

physician behavior was performed, and second, a verbal behavior coding system that involves 
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categorizing and coding specific elements of physician and patient dialogue. These approaches 

have also been used individually and in combination with mixed results. 

Verbal behavior coding or other interaction coding instruments appear to be frequently 

used and adapted throughout the literature. The most reliable include Bales’ (1950) Interaction 

Process Analysis (IPA), Stiles’ (1978) Verbal Response modes (VRM) and Roter’s (1977) 

Interaction Analysis System (RIAS). More recently, a new verbal coding instrument has entered 

the literature, Zanbelt and colleagues’ (2005) patient-centered behavior coding instrument or 

PBCI. The PBCI was developed to determine the occurrence of physician’s facilitating and 

inhibiting behaviors and also utilizes the Eurocommunication scale with the goal of explaining 

more physician-patient variation than other conceptual approaches. 

All of these coding schemes share the same function of sorting medical dialogue into 

mutually exclusive categories. Most often, these instruments use videotape or audiotapes to 

analyze the frequencies and proportions of speech and then focus on discovering the intent or 

effect of the chosen words/phrases rather then the literal meaning of what is actually said. This 

type of methodology is effective if the researchers are trying to analyze a specific physician 

behavior or its effect on patient satisfaction; however, they struggle to explain why multiple 

physician or patient behaviors may cause one outcome over another. If that outcome is negative, 

it becomes difficult to assess a solution to the presented problem. 

Problems measuring patient-centered interactions highlight its conceptual problems. 

Multiple definitions have caused too much variability in the types of measures utilized to 

evaluate medical interactions. If physicians are not taught the same communication style or 

scheme and are left to navigate the medical encounter individually, than it becomes too difficult 

to explain varying results. Scholars are in agreement that both physicians and patients want a 
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satisfactory and efficient medical consultation, while at the same time improving patients’ 

overall health, but the question remains: how do we achieve this ultimate goal?   

Influences of Physician-Patient Relationship 

Further exploration of the medical encounter may need to include an examination of 

physician and patient perceptions concerning the medical consultation. Arguably, examining 

perception is a complicated procedure due to the unpredictability of human behavior. Figure 2.1 

shows how potential physician-patient factors may influence their medical satisfaction, medical 

decisions, and the relationship between physicians and patients. These factors are further divided 

into micro and macro level constructs in order to show that both theoretical divisions need to be 

accounted for when investigating the physician-patient relationship. First, the status of the 

physician and patient must be reported, which requires the recognition that sociodemographic 

variables will shape personal values of both physicians and patients. In turn, each participant’s 

status and associated values will impact their own perception of the medical encounter along 

with their knowledge of communication skills. Other influences would include the physician’s 

communication style and their level of cultural competency. The idea behind Figure 2.1 is to 

show that if we examine the patient’s perception and the physician’s perception regarding the 

medical encounter, then we may be able to explain how those perceptions influence other 

individual characteristics in medical interaction.  

Physician-patient agreement has been examined in end-of-life care discussions 

(Desharnais, Carter, Hennessy, Kurent, & Carter, 2007), within the validation of measuring 

instruments (Ahle´na, Mattsson, & Gunnarsson, 2007), and in examining whether providing 

feedback to the doctor can improve physician-patient concordance (Liaw, Young & Farish, 

1996). Although, these recent articles have started examining physician-patient agreement and 

assessing what that means, a large amount of work remains. For instance, the effect of patient or 



 

 37

physician demographics on concordance levels was rarely discussed, only one study linked 

communication style to variation in concordance, and to my knowledge, no study has attempted 

to measure and describe concordance variation between medical specialties. Therefore, this 

appears to be viable research domain in need of attention. 

Few studies have attempted to account for the congruence or agreement between 

physicians and patients. Krupat and colleagues (2000) investigated the extent to which the 

individual orientations of physicians and patients and the congruence between them are 

associated with patient satisfaction. Their concordance instrument examined which roles doctors 

and patients believed each should play in the course of their interaction. Results showed that 

patients were highly satisfied with their physician when the physician had a matching orientation 

or was using a patient-centered approach (Krupt et al. 2000). Another study explored physician-

patient congruence and its association with patient satisfaction, adherence, and health (Jahng, 

Martin, Golin, & DiMatteo, 2005). Results indicated that when patients and their physicians 

shared similar beliefs about patient participation, patient outcomes tended to be more positive.  

Research Questions 

The overall intent of this thesis is to explore physician-patient perception with a measure 

of dyadic concordance and create an instrument that can examine this measure in a variety of 

ways. In the past, studies have developed measuring instruments that primarily focus on only one 

specialty, only a few dimensions of patient-centeredness, or only one interactants perception. 

Additionally, the inability to effectively measure communication style and its effect across 

different combinations of the physician-patient dyad, has led to disagreement among physicians 

and scholars concerning the most efficient style of the medical interview. Examination of the 

physician’s perception, patient’s perception, and family or spouses perception have all been 
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studied previously. However, few studies have tried to examine the physician and patient’s 

perception at the same time. 

This study will add to the current body of literature by examining dyadic concordance and 

how it can be applied in order to provide additional information to aid this area of research. 

Furthermore, this study will investigate how perceptions differ between patient demographics 

and between two medical specialties. Upon successful implementation, the measure of dyadic 

concordance could be used to improve the reliability and validity of current measuring 

instruments. Additionally, using dyadic concordance to describe the variability between 

physicians and patients could be useful as an evaluative tool for any healthcare professional and 

in any medical practice. The strength of this perception measure lies in its flexibility; therefore 

the following research questions are posed: 

• Can a paired-survey technique can be used to explore dyadic concordance within the 
medical encounter? 

• How do the perceptions and relational differences of physician-patient dyads differ 
between the medical specialties of oncology and family practice? 
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Figure 2.1. Factors That Effect Satisfaction, Medical Decisions, and Relationship between Physicians and Patients 

Patient 
Centered

Doctor 
Centered

Communication
Style 

Perception 

Non-
verbal 

Verbal

Communication 
Skills 

Race 

Gender

SES 

Health 
Education

Attitude 

Gender 

Cultural 
Competency 

Macro Constructs Macro ConstructsMicro Constructs



 

 40

CHAPTER 3 
RESEARCH DESIGN AND METHODS 

Physician-Patient Questionnaires 

In order to measure the physicians’ and patients’ perceptions of their interaction, four 

individual questionnaires were created: separate profile sheets for physicians and patients (see 

appendix A & B), and two parallel survey instruments (see appendix C & D). Profile sheets 

collected sociodemographic characteristics (e.g. gender, race/ethnic background, birth date, 

income) from participants and in addition, the patient profile sheet included three extra questions 

to identify the patients’ household income, occupation, and experience with the corresponding 

physician. 

Both survey instruments asked physicians and patients about their medical encounter and 

documented participants’ perceptions of their medical communication in order to assess dyadic 

concordance. This new approach to measuring perception allows us to look at the concordance or 

discordance of each participant’s answers concerning their medical interaction. Six parallel items 

measure perceptions regarding the physicians’ explanation of diagnosis, explanation of 

treatment, patients’ level of pain, patients’ education level, amount of confidence and trust 

patients’ have in their physician’s medical decisions, and finally patients’ self-reported health. 

These questions can be grouped into three areas of importance regarding the medical encounter: 

(1) dimensions of trust and confidence, (2) physician-patient perceptions of key clinical 

elements, and (3) perceptions of overall interaction.  

Although the strength of this instrument lies within its measurement of dyadic 

concordance, additional patient perceptions regarding their medical interaction can be examined. 

Two groups of questions were included to assess medical satisfaction and quality of care. The 
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first group details patients’ perceptions of confidence and trust in their physicians’ medical 

decisions, and is explained by three survey items: 

• How much confidence and trust did you have in the doctor treating you? 
• Did the doctor treat you with a great deal of respect and dignity? 
• Did the doctor understand your background and values? 

 
The second group examines patients’ perceptions concerning physicians’ level of listening, 

inquiry into unanswered questions, and amount of shared decision making. This was 

accomplished from the following three questions: 

• Did the doctor listen to everything you had to say, strongly agree, agree disagree, or 
strongly disagree?  

• Did you have questions about your care or treatment that you wanted to discuss, but did 
not? 

• Did the doctor involve you in decisions about your care as much as you wanted, almost as 
much as you wanted, less than you wanted, or a lot less than you wanted? 

In summation, the patient survey covers important areas of the physician-patient 

consultation, while also measuring dyadic concordance between six parallel questions. Patterns 

from each of the included topics were analyzed for known health disparities documented in past 

research studies. This provided the necessary data to test the validity of the overall instrument. 

Sample 

A total of ten consenting physicians and fifty patients were enrolled from a convenience 

sample of family medicine and oncology clinics in the southeast. For each physician, five 

patients were surveyed for a total of fifty dyads. This exploratory study utilized a convenience 

sample, so therefore may not be representative. Equal distributions of participants have been 

collected from both medical specialties.  

Although the physician sample was small, six male physicians and four female physicians 

provided an almost even divide between the two genders. However, the convenience sample only 
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provided three minority physicians (1 African American, 1 Hispanic, 1 Asian); without 

collecting more data, this sample will not be sufficient to test any physician racial associations 

among concordance variables. Physician ages ranged from 31 to 59, with a median age of 42, 

and a total of seven are categorized under the age of 50. Physicians reported a wide variation of 

medical experience (after residency), ranging from less than 5 years to more than 20 years of 

practice. Only two physicians engaged in formal communication training after medical school. 

Patient characteristics were evenly distributed among the convenience sample, and 

contained 29 males (58%), 21 females (42%) and 19 minorities (38%). Racial distribution among 

patients included 10 African Americans (20%), 6 Hispanics (12%) and 3 Asians (6%). No other 

racial categories were reported among participants. The ages varied extensively among patients 

encompassing a range of 19 to 92, with a median age of 54. More than half of patient participants 

were over 50 years of age. Two thirds of patient participants reported a yearly household income 

of over $60,000, and 64% completed at least some college coursework. Interestingly, all 

participants in the study completed at minimum a high school diploma. One third of patients did 

not pursue any post-high school coursework.  

Recruitment and Procedures 

After obtaining IRB approval, physicians were contacted via email, phone call, and pre-

arranged one-on-one appointments to introduce the study and gauge their interest. Upon showing 

interest in the study, meetings were arranged with physicians to discuss the informed consent 

process and overview of the study. Once enrolled, a physician profile sheet was given to the 

doctor and once complete, was filed under a sequential physician ID number. Only one profile 

sheet was filled out per physician and all identifying information was kept confidential.  

Several physicians were interested in discussing the project, but after meeting decided to 

opt out and not participate in the study. Sixteen physicians were contacted and six physicians 
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choose not to participate. Out of the six declining physicians, five specialized in family medicine 

and only one specialized on oncology. It is possible that family medicine physicians were 

worried about receiving negative evaluations during the study, even though all results would be 

kept confidential. Perhaps, they felt their time was too limited. Finally, some physicians may be 

aware of inefficient communication skills and not want to be examined, or may be generally 

disinterested in scientific research. Physicians were allowed to withdraw from the study at any 

time, however, none of the enrolled physicians elected to withdraw over the course of the study. 

Patients of enrolled physicians were approached during clinic or office hours during the 

time period in which the principal investigator was present. Consent was sought and obtained 

prior to each patient’s medical appointment (preferably in a private exam room while waiting to 

see their physician). Since the institutional review board strongly regulates screening procedures, 

due to the federal health information protection act (HIPPA), patients could not be screened prior 

to their medical visit for any demographic information. Only patients who were over the age of 

18 were included in the study.  

Upon patient consent, each was assigned an ID number and dyad number that would relate 

them to their corresponding physician. Patients received a profile sheet to complete prior to the 

medical consultation. Physician interaction surveys were inserted into patients’ medical charts 

for the physicians to fill out immediately after the interaction. In order to protect patient 

confidentiality, two procedures were followed: first, physicians were never informed about 

enrolled patients, and second, surveys were also placed into non-enrolled patient records 

randomly so physicians could not track or identify enrolled patients. Physician questionnaires 

were completed after every medical consultation and surveys regarding non-enrolled patients 
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were separated and discarded by the principal investigator after individual study sessions. 

Enrolled physicians were briefed on this procedure prior to their enrollment.  

Patient surveys were administered after their consultations and only after the physician left 

the examination room or office. The principal investigator was not in the room during the 

medical interaction in order to avoid any confounding effects concerning participant observers. 

However, the investigator did remain in the room while the patient filled out the questionnaire in 

order to answer any questions he or she may have concerning the survey, study or procedures. 

Family members or friends of the patient were allowed to remain in the room strictly at the 

patient’s discretion, but were not allowed to influence the patient’s answers (i.e., suggesting 

answer choices, giving their opinion on answer choices, or asking the patient to explain their 

answer choice).  

Patients with cognitive or serious communication impairments that may limit patients’ 

ability to complete the survey were not enrolled in the study. Although patients could not be 

formally screened regarding cognitive, physical, or emotional difficulties, their informal 

interaction was noted by the investigator and could be withdrawn, if serious concerns arose 

during that interaction. Ultimately, none of the enrolled patients depicted any cognitive, physical, 

or emotional difficulties that would jeopardize this study and as a result, no patients were 

withdrawn. 
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CHAPTER 4 
RESULTS 

This chapter provides results of analyses conducted to answer four primary research 

questions. In the first section, descriptive statistics illustrate the sample distribution for both 

physicians and patients. The sample distribution is primarily extracted from physician and 

patient profile sheets that accompanied the paired-survey instrument. Next, two sections are 

devoted to individual physician and patient findings compiled from physician and patient 

surveys. Individual physician results focus on descriptors concerning medical training, their 

perception of communication training for physicians, and finally, prior experience with patient 

participants. The corresponding patient section examines reported health descriptors and 

variables describing patient perception in the medical encounter. Finally, the last two sections of 

this chapter are devoted to measuring dyadic concordance. Dyadic concordance is examined 

through the use of cross-tabulations and significance tests which examine each parallel question 

for all fifty physician-patient pairs. Further tests compare concordance results to ordinal and 

dichotomous dummy variables from the physician and patient profile questionnaires. The last 

section provides results from a more in-depth analysis that illustrates how concordance 

methodology can explore interactional differences between the medical specialties family 

medicine and oncology.  

Physician Medical Characteristics 

Table 4-2 examines the physicians’ characteristics which include clinical training and 

experience with enrolled patients. The ten physicians reported a wide variation of medical 

experience (after residency), ranging from less than 5 years to more than 20 years of practice. 

Only two physicians engaged in formal communication training after medical school. Since 

advanced health communication is not mandatory after medical school, it was surprising to find 
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two physicians with training within this small sample. One physician received advanced training 

in the form of a seminar class and the other attained training at a national conference. Even 

though only two physicians in the study sought additional communication training, 9 out of 10 

physicians felt communication skills were extremely important in medical practice. Since prior 

medical experience with the same patient could facilitate better interaction and therefore lead to 

higher dyadic concordance, each physician-patient dyad was asked about their experience with 

each other. Among the 50 physician-patient dyads, 32 (64%) confirmed that this was their first 

visit with each other. 

Patient Frequencies and Individual Results 

Table 4-3 reports patient health descriptors and encounter characteristics regarding their 

medical visit. Three quarters of patients reported some degree of pain with a mean score of 5.5 

out of 10. Self-reported health was negatively skewed, with 68% of patients reporting only fair 

or poor health. Arguably, this may reflect the recruitment of half of the patient sample from 

oncology clinics; the study’s inclusion criteria did not exclude patients based on illness or any 

other health issues. 

Questions regarding patients’ perceptions of confidence and trust showed that 86% of 

patients reported a great deal or fair amount of confidence and trust in the physician treating 

them. Only seven patients (14%) reported little confidence or trust in their physician. However, 

frequencies do show that among the 32 patients who were seeing their physician for the first 

time, 93% reported having a great deal or fair amount of confidence and trust in their physician. 

Furthermore, almost all patients (48 out of 50) felt their physician treated them with a great deal 

or fair amount of respect and dignity. 

Patient variance did exist when asked if their physician understood their background and 

values. Only 62% of patients responded favorably (strongly agree or somewhat agree) compared 
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to 24% responding that they somewhat disagreed and 14% responding that they strongly 

disagreed.  

Among the minority patients included in the sample, 74% disagreed when asked if they 

thought their corresponding physician understood their background and values. Additionally, 

they were five times more likely to disagree compared to non-minorities and chi-square results 

confirmed a significant association (p < .001). Two additional significant associations existed 

among minority patients, over half felt their physician spent less time than they wanted (p =.058) 

and 53% reported they had unanswered questions following the medical consultation (p =.054). 

Furthermore, numbers within some crosstab cells were less than the expected count when 

computing the chi square analyses, suggesting that a more robust sample may add more 

statistical power and increases significant associations. Additional analyses did not reveal 

associations of age, gender, or household income with the patients’ perceptions of whether their 

physician understood their background and values. 

Most patients (78%) felt their physician listened to everything they had to say, and 64% 

did not have any unanswered questions. Additionally, 76% reported that their physician involved 

them as much as they wanted during the medical visit. These results suggest that a majority of 

patients in this study had a positive view of their consultation with their physician.  

Dyadic Concordance among 50 Physician-Patient Dyads 

Dyadic concordance was measured by comparing the responses from physicians and 

patients on six concordant items that appeared in both physician and patient questionnaires. 

These parallel questions assessed physician and patient perceptions of (1) patient self-reported 

health, (2) patient confidence and trust in their physician, (3) patient education level, (4) patient 

pain rating, (5) physician explanation of diagnosis, and (6) physician explanation of treatment.  
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A seventh question on the physician survey asked if the physician inquired about any 

unanswered questions before the end of the medical consultation, while a similar question on the 

patient survey asked if the patient left the medical consultation with remaining unanswered 

questions. Although these two questions were not exactly parallel, both described another aspect 

of interaction that may affect patient satisfaction and treatment adherence. Furthermore, one 

could argue that addressing patient questions is crucial in dyadic medical interaction and may 

improve patient outcomes after a medical visit. Therefore, this area will also be examined 

alongside the dyadic concordance results. 

As presented earlier, dyadic concordance among physician-patient dyads was defined by a 

physician’s correct estimation of their patient’s response, on a given subject relevant to the 

medical consultation. Exact concordance resulted when the physician response and the patient 

response were equal on two parallel questions. Arguably, a physician response that deviated by 

+/- 1 from the patient response may not have been that different from exact concordance and 

since this is a measure of human interaction, some error should be acceptable. Therefore, for the 

purposes of this study, physician responses that were either exact or deviated by +/- 1 from the 

patient’s response were considered concordant. Dichotomous concordance variables were 

created following the above concordance rules and utilized to illustrate frequency distributions 

and examine within crosstab analyses. 

Dummy variables were constructed for patient gender, age, education, income, race, and 

experience with their physician. Cross tabulations (2x2 tables) were constructed to investigate 

the relation of independent variables with dyadic concordance. When applicable, chi-square 

analyses were run to test for significance. Two measures were used to determine significant 

associations among independent variables. First, if the statistical test was run between two 
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dichotomous variables, than Fischer’s exact test was used. Fisher’s exact test is recommended 

when trying to analyze associations among small sample sizes. Finally, since Fisher’s test can 

only be utilized in 2x2 analyses, all other chi-square tests used Pearson’s measure to determine 

statistical significance. The alpha level was set to 0.10 since the study included a small sample 

size and the project was designed as a preliminary study to test the effectiveness of the dyadic 

parallel survey method. 

Total Concordance 

Total concordance was measured by assessing all potential interactions that included 

agreement between the patient and physician. As the survey instrument included six concordant 

or discordant opportunities per medical encounter, with a sample of 50 dyads, this provided a 

total of 300 opportunities where the physician and patient could agree regarding their 

consultation. Arguably, numerous concordant opportunities exist in a medical encounter, and 

although this a valuable measure to assess, it will always be restricted by instrument design. 

Among the 300 concordant opportunities, a physician or patient selected “don’t know,” or did 

not include an answer 48 times. This provided a new total of 252 measurable opportunities for 

the physician and patient to agree.  

Listed in table 4-4 is the frequency of total concordance by the patient’s characteristics. 

Male patients were the same (32%) compared to female patients (30%). A large difference 

existed between the discordance of minority and non-minority patients. Minority patients were 

more likely to not agree with their physician, which resulted in 37% discordance. The 

perceptions of non-minority patients matched within +/- 1 to the response of their physician 76% 

of the time. Older patients were more concordant (73%) than younger patients (65%) and 

patients with previous experience with their physician produced a higher level of concordance 

(70%). The patient’s reported household income only produced a slight difference in 
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concordance between those who earned sixty thousand a year (69%) and patients who earned 

less (70%), however, regardless of income, one-third of these patients produced a discordance 

response. Finally, patients with college degree were more likely to be concordant (74%), than 

patients without a four year degree (65%).  

These results provide evidence that gender, minority status, education, and age may have 

the largest impact on the level of agreement between the physician and patient. Although, each 

patient characteristic may have a different effect on the medical encounter, larger sample sizes 

are needed to report larger distributions of disparities when comparing levels of dyadic 

concordance.  

Concordance and Patient’s Self Reported Health 

Two-thirds of patients scored their self reported health (SRH) as poor or only fair. On 

average, physicians rated their patients’ SRH as 2.32 (out of 5), compared to a patient’s average 

rating of 2.10, with lower values representing poorer health. Most physicians either guessed or 

assumed the patient’s SRH in 34 consultations; however in 16 interactions (32%) physicians 

responded that they did not know their patient’s SRH. 

This leads to the question, why would some physicians mark a definitive response while 

others did not attempt a guess? Table 4-8 shows the number, frequency, and chi-square results of 

don’t know (DK) responses by a patient’s sociodemographic characteristics and their prior 

experience with the corresponding physician. Male patients caused more inconsistent responses 

from their physician compared to female patients, since 75% of DK responses occurred with a 

male patient (24% of total interactions). Additionally, Fisher’s exact test showed patient gender 

to be statistically significant (p ≤ .10). No further significant associations were found when 

analyzing DK responses with patients’ race, income, or age. 
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DK responses were also compared to first visits among physicians and their patients. 

Eleven out of 16 (p < 0.01) of the DK responses occurred when a physician met with his/her 

patient for the first time. Table 4-10 shows the distribution of DK responses by a physician’s 

clinical experience. One might expect that physicians who were more experienced would be 

more aware of their patient’s SRH. However, a majority (87%, p < 0.05) of the DK responses 

were from experienced clinicians (10+ years experience). 

Table 4-11 presents the crosstabulation between physician and patient responses regarding 

the patient’s SRH. Bolded numbers along the diagonal represent exact concordance between 

physician and patient. DK responses were not included in the concordance/discordance analyses 

and were treated as missing data. Dyadic concordance (see Table 4-5) occurred in 29 of the 34 

interactions (85%). On this first parallel item, only five interactions were discordant and when 

physicians and patients were not in agreement, the difference between both responses was quite 

small. Discordant responses primarily overestimated the patient’s SRH, and some examples 

would include physicians rating the patient’s SRH as “excellent” when the patient rated SRH as 

“only fair.”  

Tables 4-6 and 4-7 summarize the extent of concordance by patients’ sociodemographic 

characteristics, education, and experience between physicians and patients on the parallel items 

for SRH. Physicians misperceived a female’s SRH more often than males (4 out of 5 times), 

younger patients more often than older patients (4 out of 5 times), and patients with higher 

incomes (4 out of 5 times). Although, first time patients might be expected to have higher 

discordance with their physician when compared to returning patients, the opposite relationship 

occurred. Four out of five discordant interactions occurred with established patients. However 

due to the small sample number of discordant interactions, Fisher’s exact test could not estimate 
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statistically significant associations. Larger sample sizes among discordant responses might have 

allowed for stronger tests of statistically significant associations.  

Concordance and Patient’s Confidence and Trust in their Physician 

Univariate statistics showed that physicians tended to overestimate (mean= 3.90) how 

much confidence and trust their patients reported regarding medical decisions. Physicians felt 

their patients had a great deal of confidence and trust in 70% of medical interactions, but patients 

only reported a great deal of confidence and trust 48% of the time. In fact, physicians seemed 

quite confident that patients would have either a great deal (70%) or fair amount (8%) of 

confidence and trust in their decisions. The only other response from physicians was “don’t 

know” (DK) which occurred in 11 interactions (22%). Patients were quite varied in their reports 

of confidence and trust: 38% felt they had a fair amount of confidence and trust, while 14% 

reported not too much or none at all.   

The answer choice, “don’t know” only appeared on two physician survey items (patients’ 

self-reported health and confidence & trust) among the six parallel questions. Tables 4-9 and 4-

10 examine physician DK responses by patient demographic characteristics and by physicians’ 

clinical experience. No significant associations were found among patient variables. However, 

small sample sizes and cells would limit any statistical testing. Frequencies show small 

associations compared to the results regarding SRH. Male patients, non-minorities, higher 

incomes, and older patients were more likely to provoke DK responses from physicians. Fisher’s 

exact test did find a statically significant association between first visits (p < 0.01) and DK 

responses. Most (91%) of all DK responses included a first time patient. Clinical experience was 

strongly associated (p < 0.01) with DK responses; all DK responses were reported by physicians 

with ten or more years of clinical experience.  
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Table 4-12 illustrates the crosstabulation between physician and patient responses 

regarding confidence and trust. Bolded numbers along the diagonal represent exact concordance 

between physician and patient. Consistent with SRH results, DK responses were not figured into 

concordance/discordance values. Dyadic concordance (within +/-1) occurred in only 35 of the 50 

interactions (see Table 4-5). However, after removing DK responses, dyadic concordance 

occurred in 35 out of 39 interactions or 90%. This result is much higher compared to 

composition of exact item response between physicians and patients. Arguably, confidence and 

trust are critical components in patient satisfaction and adherence to potential treatment. 

Implications and strategies for gaining a patient’s trust have been discussed in past studies 

(Klingle & Burgoon, 1995; du Pre, 2000; Eggly, 2002; Street, Gordon, & Haidet, 2007; Cegala, 

Mcgee, & McNeilis, 2008). Therefore, perhaps it is warranted to also examine exact 

concordance, and in this case, the results are quite different compared to the previous measure of 

dyadic concordance.  

Exact concordance results in only 46% of the physician-patient interactions, when 

compared to a more inclusive measure of dyadic concordance (90%). Further analyses illustrate 

an overestimation of confidence and trust by the physician, which could cause the physician to 

switch from a patient-centered communication style to a more paternalistic style in order to 

speed up the medical consultation (Teutsch, 2003). Exact concordance further yields a 

disagreement in 21 of 50 interactions, not including the 11 DK responses. DK responses could be 

grouped with discordant interactions since physicians reporting a DK response did not even try 

to wager a guess, and regardless of assumption, did not match their patient’s response. If DK 

responses were grouped with discordant interactions, then the distribution would change to 32 of 

50 discordant responses.  
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The patient’s gender, race, age, income or experience with their physician did not produce 

any patterns or significant results. However, having a college degree was significant (p < 0.10) in 

Fisher’s exact test. All discordant responses included patients without a college degree, but due 

to the small sample size among discordant dyads (n = 4), it is unclear whether the association 

would still exist in a larger sample. When a crosstabulation was run between exact concordance 

and college degrees, the association was no longer significant and discordant responses were 

evenly distributed between patients with and without college degrees. 

Concordance and Patient Education Level   

Physicians in most of the dyads (40 out of 50) reported that their patient was either a high 

school graduate (22%) or college graduate (58%) when asked about their patient’s highest level 

of education. However, in actuality, 36% of the patients reported high school was their highest 

level of education and 30% reported they were college graduates. Results show that physicians 

tended to overestimate their patient’s education level, which could inhibit communication if 

physicians use terminology that does not match a patient’s level of comprehension. Since patient 

education level utilizes clear and concise categories on the survey questionnaires, and physicians 

should know patient education level from the medical history, exact concordance will be 

reported for this set of parallel questions.  

Only 29 interactions (58%) were concordant with regard to the patient’s education level 

(see Table 4-5 and Table 4-13) among all 50 dyads. Physicians overestimated their patient’s 

education level 12 times (24%), and in seven different medical consultations, physicians reported 

their patient obtained a college degree, when their patient’s highest level of education was only a 

high school diploma. Chi-square results revealed a significant association with a p-value less 

than 0.01. Patients without a college degree (p < 0.01) were more likely to be mislabeled by their 
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physician (see Table 4-7) in addition to minority patients (p < 0.10, see Table 4-6). No further 

significant associations or frequencies were discovered. 

Concordance and Patient Pain Rating 

  A majority of patient (n=41) reported some degree of pain among the 50 consultations. 

Patients’ average pain rating was 5.50 (median 6.00) on a scale from 1 to 10. Physicians reported 

an average patient pain rating of 4.24 (median 3.00). Overall, these results suggest physicians are 

slightly underestimating the degree of pain their patients report. Two-thirds (33 out of 50 dyads) 

provided concordant responses (see Table 4-5), but only 16 out of 50 dyads (32%) matched 

answers exactly. Perception of pain is not an easy observation to make, and therefore, responses 

that are within +/-1 from each other could be quite similar and therefore are classified in this 

study as concordant.  

Table 4-14 depicts the crosstabulation for physician and patient pain level responses, with 

exact concordance bolded along the diagonal. This table can be used as a tool to illustrate 

concordant or discordant responses and where they fall on the rating scale. The disparity between 

physician and patient responses is larger in regards to pain rating than any other item. Twenty 

percent of the dyads showed a discordance of -3 or greater from the patient’s response. This is a 

fairly large underestimation of pain by the physician, and in some cases, were 4 or even 5 levels 

away from their patient’s response. Physicians overestimated their patient’s pain only 4 times 

among the 17 discordant interactions.  

Physicians were able to correctly predict older patient’s pain rating within (+/-1) more 

often than younger patients (see Table 4-6). More than two-thirds (11 out of 17) of the discordant 

responses occurred with patients under the age of 49 (p < 0.05). Patient age was the only variable 

that was statistically significant association in the chi-square tests.  
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Concordance and Physicians Explanation of Diagnosis 

   A total of 37 physician-patient dyads reported discussing a diagnosis during the medical 

consultation. Physicians were asked how well they had explained their diagnosis to the patient 

and reported a mean score of 9.57 on a scale of 1 to 10, showing that physicians were quite 

confident in their explanations (a rating of 10 would indicate a perfect explanation). Only three 

interactions produced a physician rating of 7 or 8, whereas every other score was either 9 or 10.  

When patients were asked how well the physician had explained the diagnosis, the mean rating 

of 7.95 was lower than the physicians’ however, only half responded that they understood 

everything their physician had explained. Fewer than one fourth (22%) of patients reported that 

they only understood some or only a little of what their physician had said. These results suggest 

that physicians were sometimes misperceiving confused patients.  

Table 4-5 indicates that 51% (19 out of 37) of responses were concordant and table 4-15 

shows the full crosstab of physician and patient responses regarding the physician’s explanation 

of the diagnosis. On only one occasion, did a patient rate the physician’s explanation higher than 

their doctor. Every discordant response resulted from the physician rating the explanation much 

higher than the patient, and some disparities were quite high. 6 out of 18 of the discordant 

response differed by 4, 5 or 6 response levels suggesting a misunderstanding among patients that 

was not perceived by their physicians.  

Tables 4-6 and 4-7 report the frequencies and chi-square results of dyadic concordance 

regarding patient sociodemographic characteristics. One variable stands out among the others: 

minority patient dyads are more likely to be discordant (71%, p < 0.05) than non minorities. 

Furthermore, only four minority patient dyads were concordant out of all of the interactions. 

Medical experience did not increase concordance among physicians when examining this 

parallel item.  
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Concordance and Physicians Explanation of Treatment 

A total of 42 physician-patient dyads reported discussing a treatment during the medical 

consultation. Physicians were asked how well they had explained their treatment to the patient 

and reported a mean score of 9.77 on a scale of 1 to 10. Again, physicians were quite confident 

in their explanations since a rating of 10 would indicate a perfect explanation, therefore nearly all 

(98%) of the physicians rated their treatment explanation as 9 or 10. Patients reported a higher 

mean (8.00) regarding explanation of treatment than for their assessment of the diagnosis. 

However, only 50% of patients rated their physician’s explanation as a 9 or a 10, and 33% of 

patient responses rated their physician’s explanation as a 7 or lower. This resulted in a dyadic 

discordance of 48% (see Table 4-5). Six patients provided a rating of 5 or less (see Table 4-16) 

and, perhaps more perplexing; their corresponding physician rated the same explanation as a 9 or 

10. This may be the largest disconnect among all concordant items. Further analysis showed that 

these same patients also left the medical visit with unanswered questions and low levels of 

satisfaction.  

Male patients were more likely to disagree with their physician’s rating than female 

patients concerning the physician’s explanation of treatment (see Table 4-6), along with minority 

patients. Patients without a college degree were more likely to disagree with their physician’s 

rating (see Table 4-7) and additional analyses showed that these patients were also less likely to 

understand everything their physician had said. Although frequencies of each independent 

variable showed small frequency associations, none of the variables were statistically significant 

in chi-square analyses. This is most likely due to small sample sizes and low cell counts. It is 

possible that gender, race, and education could be significant with a larger sample size. 
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Results Concerning Unanswered Questions 

Table 4-4 also depicts physician and patient responses with regard to unanswered 

questions. Physicians were asked if they had asked the patient about any unanswered questions 

and 72% reported that they did. Patients were asked if they had questions they had wanted to 

discuss but did not, and only 36% reported that they had left the medical visit with unanswered 

questions. This suggests that a majority of physicians were trying to identify and address any 

misconceptions or confusion before the end of the medical consultation.  

Dyadic Concordance within the Medical Specialties Family Medicine and Oncology 

As a final testing step for the paired survey method,  descriptive statistics were run to 

examine if relationships existed between the specialties family medicine and oncology. 

Crosstabulations, frequencies, and t-tests were run separately with the 25 dyad pairs from each 

area of medicine. The first analysis compared the mean response difference between physician 

and patient parallel answers. Larger differences (whether negative or positive) indicated greater 

discordance. Additionally, a t-test was run to determine statistical significance among the means. 

Table 4-17 displays the results for both specialties. Since both specialties only contained 25 

dyads, and some concordant items further lowered the sample size depending on DK responses, 

little association was found between concordance and independent variables. Therefore, these 

results are largely descriptive and primarily compare concordance values using univariate 

statistics. 

Results examining dyadic concordance of a patient’s SRH (see Table 4-18) indicate that 

family medicine interactions were overall more discordant than dyads from oncology. Among 

the 29 concordant dyads, nearly half (47%; p < 0.05) included oncology dyads, while 38% (p < 

0.05) included family medicine. However, all five discordant interactions regarding SRH came 

from Family medicine interactions and each discordant response was due to an underestimation 



 

 59

by the physician. Oncologists were slightly more likely to report that they did not know their 

patient’s SRH (56%) than family medicine physicians (44%). T-test results did not indicate a 

significant difference when comparing the means of both specialties. 

Frequencies examining the patients’ confidence and trust in their physician were not 

statistically significant in either family medicine or oncology. Family medicine dyads were 

slightly more concordant (54%) than oncology dyads (46%), which was due to oncology 

physicians responding with slightly more DK answers (see Table 4-19). Patients within the study 

averaged less confidence and trust (3.16) in their physicians compared to patients in oncology 

(3.44) and further testing showed this association to be strongly significant with a p-value of 

0.001. 

As results indicated from the overall sample, physicians in both family medicine and 

oncology assumed their patients were either high school or college graduates. It is unclear 

whether physicians guessed their patients’ education level or mistakenly wrote an incorrect 

response. Family medicine interactions were more discordant (64%), oncology patients had less 

variation in their highest level of education, and oncologists only deviated from their two 

primary responses five times, and three of those occasions consisted of previous patients (whom 

the physician personally knew). Similarly, family medicine physicians deviated only four times. 

Unfortunately, results do not explain why physicians were only choosing between two potential 

categories or why those categories did not match up more frequently with patient responses. 

Surprisingly, among the 9 discordant responses in family medicine, 6 out of 9 differed by a 

maximum of 3 categories. This means that family medicine physicians were assuming their 

patient received a college education when the patient reported only a high school degree. The 

largest mistake by oncologists was only a difference of two categories. 
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Concordance results for a patient’s reported pain level showed oncologists produced higher 

concordance (58%) compared to family medicine physicians (42%). Again, family medicine 

physicians were more discordant (65%) and tended to underestimate their patient’s pain by a 

higher margin (-1.28, p < 0.001) than oncologists (-0.12, p < 0.001). Additionally, among the 

discordant responses in Family medicine, physicians perceived their patient’s pain rating 3, 4 or 

5 units away from their patient’s rating 9 out of 11 times. By comparison, the oncologists’ largest 

margin of error was a difference of 3 units and only occurred in 2 interactions.  

On average, patient’s rated their oncologist’s explanation of diagnosis higher (8.67) than 

patients from family medicine dyads (7.11). Earlier results reported that physicians in both 

specialties rated themselves quite high (mean= 9.57), which led to a rather large disparity in 

concordance data. Family medicine dyads accounted for 64% of the discordance when compared 

to oncology dyads (36%). Further analysis (see Table 4-16) shows a significant association (p < 

0.001) between the average margin of discordance in family medicine dyads (2.28) and oncology 

dyads (1.21). Similar results were found when comparing physician and patient responses to the 

explanation of treatment. Again, family medicine dyads were more discordant (55%, p < 0.05) 

and among the discordant responses illustrated a larger margin of difference (2.17, p < 0.001) 

compared to oncology dyads (1.46, p < 0.001).  

Overall, these results show that measuring dyadic concordance provides new information 

and sheds light on how physician and patient perceptions may differ during the medical 

consultation. The instrument includes some flaws, which are easily corrected, but excels in 

providing informative input that indirectly relates to health communication. Dyadic concordance 

may reveal something intriguing and different and furthermore, could be useful in examining 

how physicians’ communication style impacts patient perception and satisfaction.  In summation, 



 

 61

the findings show male patients, minorities, and patients under the age of 50 were more likely to 

differ from their physician’s perception during the medical consultation. Discordance was also 

found among patients with higher salaries, no college degree and with patients visiting their 

physician for the first time. Family medicine consultations produced a higher rate of discordance 

when compared to oncology consultations. Among the six components, family medicine 

consultations produced higher discordance levels when measuring the patient’s self reported 

health, patient education level, patient pain rating, explanation of diagnosis, and explanation of 

treatment. Patients further reported that more family medicine physicians did not ask them if 

they had any questions compared to patient reports in oncology. These results and their 

implications will be discussed in chapter five. 
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Table 4-1. Frequency of characteristics for physicians (N= 10) and patients (N= 50) 
Characteristic No. (%) 

 Patient Physician 
Demographics   

Male 29      (58%) 6      (60%) 
Female 21      (42%) 4      (40%) 
Minority 19      (38%) 3      (30%) 

Race   
White 31      (62%) 7      (70%) 
Black 10      (20%) 1      (10%) 
Hispanic 6      (12%) 1      (10%) 
Asian 3        (6%) 1      (10%) 

Age   
Median age, years (range) 54    (19-92) 42    (31-59)
Under 50 22      (44%) 7      (70%) 
Over 50 28      (56%) 3      (30%) 

Household income, yearly (US$)   
Under 60k 17      (34%) - 
Over 60k 33      (66%) - 

Education   
High school graduate or less 18      (36%) - 
Some college/college graduate 22      (44%) - 
Post-college education 10      (20%) - 

Notes: Percentages in table are rounded to nearest whole percent. 
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Table 4-2. Frequency of physician characteristics concerning medical training and experience    
with patients 

Characteristic No.       (%)
Physician Characteristics (N=10)  
Years in practice  

<5 2      (20%) 
5-10 2      (20%) 
10-20 4      (40%) 
20+ 2      (20%) 

Formal communication Training  
Yes 2      (20%) 
No 8      (80%) 

How important are communication skills in 
medical practice?  

 

Not important 0       (0%)  
Moderately important 1     (10%) 
Extremely important 9     (90%) 

  
Physician-Patient Dyad (N=50)  
1st visit with patient?  

Yes 32    (64%) 
No 18    (36%) 

Notes: Percentages in table are rounded to nearest whole percent. 
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Table 4-3. Patient health descriptors and reported health encounter characteristics from patient 
surveys (N= 50) 

Characteristic N/Mean 
(%/range) 

Pain rating  
Responding yes 38    (76%) 
Mean rating of pain (low=1; high=10)         5.5 

Diagnosis  
Interactions in which diagnosis was discussed 39      (78%) 
Mean perception of physician explanation (low=1; high=10) (range) 7.95   (3-10) 

Treatment  
Interactions in which treatment was discussed 42     (84%) 
Mean perception of physician explanation (low=1; high=10) (range) 8.00  (2-10) 

Self rated health status  
Excellent or very good 8     (16%) 
Good 8     (16%) 
Only fair or poor 34   (68%) 

Physician listened to everything I had to say  
Strongly agree or agree 39    (78%) 
Strong disagree or disagree 11    (22%) 

Patients with unanswered questions after medical interaction  
      Minority 9      (50%) 
      Total 18    (36%) 
Patients who report physician did not spend enough time with them   
      Minority 10    (56%) 
      Total 18    (36%) 
Confidence and trust in physician  

Great deal or fair amount 43   (86%) 
None or not too much 7     (14%) 

Physician understands your background and values  
      Minority (disagree or strongly disagree) 14    (74%) 
Physician treat you with respect and dignity (yes) 48    (96%) 
Notes: Percentages in table are rounded to nearest whole percent. 
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Table 4-4. Total concordance out of 300 physician-patient opportunities by patient characteristics 
Patient Characteristic N Total Concordance 
  Concordant Discordant
Gender  

Male 141 68% 32% 
      Female 111 70% 30% 
Minority    

Yes 98 63% 37% 
      No 174 76% 24% 
Age    

50 or older 142 73% 27% 
      Younger than 50 110 65% 35% 
Household income    
      ≥ 60k 163 69% 31% 
      ≤ 59k 89 70% 30% 
College degree (4-year or higher)    

Yes 125 74% 26% 
      No 127 65% 35% 
First visit    

Yes 81 68% 32% 
      No 171 70% 30% 
Notes: Percentages in table are rounded to nearest whole percent. Concordance was achieved if physician response 
was +/-1 from patient response among parallel question. N=48 DK/NA responses were excluded from the frequency 
calculations. 
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Table 4-5. Frequency of concordant/discordant responses between physician-patient dyads on 
parallel questions 

Item      n      (%) N DK/NA
Patient self reported health  34 16/0 

Concordant 29  (85%)   
Discordant 5    (15%)   

Confidence & trust in physician  39 11/0 
Concordant 35  (90%)   
Discordant 4    (10%)   

Patient education level  50 - 
Concordant 29   (58%)   
Discordant 21   (42%)   

Patient pain rating  50 - 
Concordant 33   (66%)   
Discordant 17   (34%)   

Explanation of diagnosis  37 0/13 
Concordant 19   (51%)   
Discordant 18   (49%)   

Explanation of treatment  42 0/8 
Concordant 22   (52%)   
Discordant 20   (48%)   

Physician asked patient about unanswered questions 36   (72%) 50 - 
Patients who report having unanswered questions 18   (36%) 50 - 
Notes: Percentages in table are rounded to nearest whole percent. Concordance was achieved if physician response 
was +/-1 from patient response among parallel question. 
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Table 4-6. Frequency of concordant/discordant responses of parallel questions by patient 
sociodemographic variables 

 Gender Minority Age 
 M F No Yes ≤  49 ≥ 50 
Patient self reported health (N=34)       

Concordant 16  
(94%) 

13  
(76%) 

16 
(84%) 

13 
(87%) 

12 
(75%) 

17 
(94%) 

Discordant 1  
(6%) 

4  
(24%) 

3 
(16%) 

2 
(13%) 

4 
(25%) 

1 
(6%) 

Confidence & trust (N=39)       
Concordant 18  

(86%) 
17  
(94%) 

20 
(91%) 

15 
(88%) 

17 
(94%) 

18 
(86%) 

Discordant 3  
(14%) 

1  
(6%) 

2 
(9%) 

2 
(12%) 

1 
(6%) 

3 
(14%) 

Patient education level (N=50)       
Concordant 20  

(69%) 
16 
(76%) 

25*  
(81%) 

11* 
(58%) 

15 
(68%) 

21 
(75%) 

Discordant 9 
(31%) 

5 
(24%) 

6* 
(19%) 

8* 
(42%) 

7 
(32%) 

7 
(25%) 

Patient pain rating (N=50)       
Concordant 20 

(69%) 
13 
(62%) 

20 
(65%) 

13 
(68%) 

11** 
(50%) 

22** 
(79%) 

Discordant 9 
(31%) 

8 
(38%) 

11 
(35%) 

6 
(32%) 

11** 
(50%) 

6** 
(21%) 

Explanation of diagnosis (N=37)       
Concordant 11  

(52%) 
8 
(50%) 

15** 
(65%) 

4** 
(29%) 

8 
(50%) 

11 
(52%) 

Discordant 10 
(48%) 

8 
(50%) 

8** 
(35%) 

10** 
(71%) 

8 
(50%) 

10 
(48%) 

Explanation of treatment (N=42)       
Concordant 11  

(46%) 
11 
(61%) 

16 
(57%) 

6 
(43%) 

8 
(50%) 

14 
(54%) 

Discordant 13 
(54%) 

7 
(39%) 

12 
(43%) 

8 
(57%) 

8 
(50%) 

12 
(46%) 

Notes: *.05 < p ≤ .10, **.01 < p ≤ .05, ***p ≤ .01  Percentages in table are rounded to nearest whole percent. Chi-
Square results are taken from Fisher’s exact test due to small sample size 
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Table 4-7. Frequency of concordant/discordant responses on parallel questions by patient 
income, college degree and prior experience with physician 

 Income College degree 1st visit 
 ≤ 59k ≥ 60k No Yes No Yes 
Patient self reported health (N=34)       

Concordant 11 
(92%) 

18 
(82%) 

16 
(89%) 

13 
(81%) 

23 
(85%) 

6 
(86%) 

Discordant 1 
(8%) 

4 
(18%) 

2 
(11%) 

3 
(19%) 

4 
(15%) 

1 
(14%) 

Confidence & trust (N=39)       
Concordant 11

(79%) 
24
(96%) 

16* 
(80%) 

19* 
(100%) 

29 
(94%) 

6 
(75%) 

Discordant 3
(21%) 

1
(4%) 

4* 
(20%) 

0* 
(0%) 

2 
(6%) 

2 
(25%) 

Patient education level (N=50)       
Concordant 11 

(65%) 
25 
(76%) 

14*** 
(56%) 

22*** 
(88%) 

23 
(72%) 

13 
(72%) 

Discordant 6 
(35%) 

8 
(24%) 

11*** 
(44%) 

3*** 
(12%) 

9 
(28%) 

5 
(28%) 

Patient pain rating (N=50)       
Concordant 12 

(71%) 
21 
(64%) 

17 
(68%) 

16 
(64%) 

21 
(66%) 

12 
(67%) 

Discordant 5 
(29%) 

12 
(36%) 

8 
(32%) 

9 
(36%) 

11 
(34%) 

6 
(33%) 

Explanation of diagnosis (N=37)       
Concordant 9 

(64%) 
10 
(43%) 

10 
(56%) 

9 
(47%) 

9 
(41%) 

10 
(67%) 

Discordant 5 
(36%) 

13 
(57%) 

8 
(44%) 

10 
(53%) 

13 
(59%) 

5 
(33%) 

Explanation of treatment (N=42)       
Concordant 8 

(53%) 
14 
(52%) 

9 
(43%) 

13 
(62%) 

14 
(52%) 

8 
(53%) 

Discordant 7 
(47%) 

13 
(48%) 

12 
(57%) 

8 
(38%) 

13 
(48%) 

7 
(47%) 

Notes: *.05 < p ≤ .10, **.01 < p ≤ .05, ***p ≤ .01 Percentages in table are rounded to nearest whole percent. Chi-
Square results are taken from Fisher’s exact test due to small sample sizes 
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Table 4-8. Frequency of physicians’ “don’t know” responses regarding their patient’s self 
reported health and characteristics 

 N        (%) 
Patient gender  

Female 4    (25%)* 
Male 12  (75%)* 

Patient race  
Minority 4     (25%) 
Non-minority 12   (75%) 

Patient income  
≤ 59k 5     (31%) 
≥ 60k 11   (69%) 

Patient age  
≤  49 6     (38%) 
≥ 50 10   (62%) 

First visit with patient  
Yes 11  (69%)***
No 5    (31%)***

Notes: *.05 < p ≤ .10, **.01 < p ≤ .05, ***p ≤ .01  Percentages in table are rounded to nearest whole percent. 
Percentages computed from overall sample of N= 50. Chi-Square results are taken from Fisher’s exact test due to 
small sample sizes 
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Table 4-9. Frequency of physicians’ “don’t know” responses regarding their patient’s confidence 
and trust in their medical decisions by patient characteristics 

       N    (%) 
Patient gender  

Female 3   (27%) 
Male 8   (63%) 

Patient race  
Minority 2   (18%) 
Non-minority 9   (82%) 

Patient income  
≤ 59k 3   (27%) 
≥ 60k 8   (63%) 

Patient age  
≤  49 4   (36%) 
≥ 50 7   (64%) 

First visit with patient  
Yes 10 (91%)***
No 1   (9%)*** 

Notes: *.05 < p ≤ .10, **.01 < p ≤ .05, ***p ≤ .01 Percentages in table are rounded to nearest whole percent.  
Percentages computed from overall sample of N= 50. Chi-Square results are taken from Fisher’s exact test due to 
small sample sizes 
 
 
 
 
Table 4-10. Frequency of physicians’ “don’t know” responses by physician’s medical experience 

(N=50) 
 Clinical experience after residency 
 < 5 years 5-10 years 10-20 years > 20 years 
Patient’s self reported health 0  (0%)** 2  (13%)** 9  (56%)** 5  (31%)** 
       Number of interactions (out of 50) 10 10 20 10 
Patient’s confidence and trust 0  (0%)*** 0  (0%)*** 6  (55%)*** 5  (45%)***
       Number of interactions (out of 50) 10 10 20 10 
Number of Physicians 2 2 4 2 
Notes: *.05 < p ≤ .10, **.01 < p ≤ .05, ***p ≤ .01 Percentages in table are rounded to nearest whole percent. 
Significance is reported from Pearson’s 2-sided chi-square 
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Table 4-11. Illustration of dyadic concordance by comparing physician and patient response 
when asking about the patient’s self reported health 

  Patient response  
 1 

Poor 
2 

Only fair 
3 

Good 
4 

Very good 
5 

Excellent 
Total 

 
 
Physician 
response 
 

1 Poor 11 4 1 0 0 16 
2 Only fair 2 2 0 0 0 4 
3 Good 2 0 1 1 0 4 
4 Very good 0 1 2 4 0 7 
5 Excellent 0 1 0 1 1 3 
9 Don’t know 5 6 4 1 0 16 
Total 20 14 8 7 1 50 

 Notes: Bold numbers represent exact concordance where physician response = patient response. This study defines 
concordance as +/-1 from exact concordance. Physicians’ responding “don’t know” is not factored into dyadic 
concordance. 
 
 
 
 
Table 4-12. Illustration of dyadic concordance by comparing physician and patient response 

when asking about the patient’s confidence and trust in their physician 
  Patient response 

 1 
None at 

all 

2 
Not too 
much 

3 
A fair 

amount 

4 
Great deal 

Total 

 
Physician 
response 
 

1 None at all 0 0 0 0 0 
2 Not too much 0 0 0 0 0 
3 A fair amount 0 1 1 2 4 
4 Great deal 1 3 14 17 35 
9 Don’t know 1 1 4 5 11 
Total 2 5 19 24 50 

 Notes: Bold numbers represent exact concordance where physician response = patient response. This study defines 
concordance as +/-1 from exact concordance. Physicians’ responding “don’t know” is not factored into dyadic 
concordance. 
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Table 4-13. Illustration of dyadic concordance by comparing physician and patient response 
when asking about the patient’s highest level of education 

  Patient response  
 1  

HS 
grad 

2 
Business, 
technical, 
vocational 

school 

3  
Some 

college, no 
four-year 

degree 

4 
College 

grad 

5  
Post grad 
training 

Total

 
 
Physician 
response 
 

1 HS grad 10 0 0 1 0 11 
2 Business, 
technical or 
vocational 
school 

 
0 

 
0 

 
0 

 
2 

 
0 

 
2 

3 Some college, 
no four-year 
degree 

 
1 

 
0 

 
2 

 
0 

 
0 

 
3 

4 College grad 7 3 2 12 5 29 
5 Post grad 
training 

0 0 0 0 5 5 

Total 18 3 4 15 10 50 
 Notes: Bold numbers represent exact concordance where physician response = patient response. This study defines 
concordance as +/-1 from exact concordance. 
 
 
 
Table 4-14. Illustration of dyadic concordance by comparing physician and patient response 

when asking about the patient’s pain rating 
  Patient response  

 0  
No 
pain 

1 
Low 

2 3 4 5 6 7 8 9 Total 

 
 
 
Physician  
response 

0 No pain 8 0 0 1 0 0 0 0 0 0 9 
1 Low 2 3 1 0 0 0 0 0 0 0 6 
2 2 0 1 1 1 1 2 0 0 0 8 
3 0 0 0 2 1 0 1 2 1 0 7 
4 0 0 0 0 0 1 1 0 0 0 2 
5 0 0 0 0 0 1 0 1 2 0 4 
6 0 0 0 0 1 0 0 2 0 0 3 
7 0 0 0 0 0 0 2 2 2 0 6 
8 0 0 0 0 0 0 0 1 0 1 2 
9 0 0 0 0 0 0 1 0 2 0 3 

 Total 12 3 2 4 3 3 7 8 7 1 50 
Notes: Bold numbers represent exact concordance where physician response = patient response. This study defines 
concordance as +/-1 from exact concordance. 
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Table 4-15. Illustration of dyadic concordance by comparing physician and patient response 
when asking about how well the physician explained the diagnosis 

  Patient response  
  1 

Not 
well 

2 3 4 5 6 7 8 9 10 
Very 
well 

Total

 
 
 
Physician 
response 

1 Not well 0 0 0 0 0 0 0 0 0 0 0 
2 0 0 0 0 0 0 0 0 0 0 0 
3 0 0 0 0 0 0 0 0 0 0 0 
4 0 0 0 0 0 0 0 0 0 0 0 
5 0 0 0 0 0 0 0 0 0 0 0 
6 0 0 0 0 0 0 0 0 0 0 0 
7 0 0 0 1 0 0 0 0 0 0 1 
8 0 0 0 0 0 0 1 0 0 1 2 
9 0 0 1 1 2 3 1 1 0 0 9 
10 Very well 0 0 0 2 0 0 0 6 7 10 25 

 Total 0 0 1 4 2 3 2 7 7 11 37 
Notes: Bold numbers represent exact concordance where physician response = patient response. This study defines 
concordance as +/-1 from exact concordance. 
 
 
 
Table 4-16. Illustration of dyadic concordance by comparing physician and patient response 

when asking about how well the physician explained the treatment 
  Patient response  
  1 

Not 
well

2 3 4 5 6 7 8 9 10 
Very 
well 

Total

 
 
 
Physician 
response 

1 Not well 0 0 0 0 0 0 0 0 0 0 0 
2 0 0 0 0 0 0 0 0 0 0 0 
3 0 0 0 0 0 0 0 0 0 0 0 
4 0 0 0 0 0 0 0 0 0 0 0 
5 0 0 0 0 0 0 0 0 0 0 0 
6 0 0 0 0 0 0 0 0 0 0 0 
7 0 0 0 0 1 0 0 0 0 0 1 
8 0 0 0 0 0 0 0 0 0 0 0 
9 0 0 1 1 0 1 2 1 1 0 7 
10 Very well 0 1 0 1 1 2 3 6 5 15 34 

 Total 0 1 1 2 2 3 5 7 6 15 42 
Notes: Bold numbers represent exact concordance where physician response = patient response. This study defines 
concordance as +/-1 from exact concordance. 
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Table 4-17. Mean difference between physician and patient parallel responses by the specialties 
family medicine (n=25) and oncology (n=25) 

 Family medicine
 

Oncology
 

Patient self reported health 0.44b -0.06a

Confidence & trust in physician 0.52***d 0.61***b

Patient education level 0.40f 0.36f

Patient pain rating -1.28***f -0.12f

Explanation of diagnosis 2.28***b 1.21***c

Explanation of treatment 2.17***b 1.46***e

Notes: *.05 < p ≤ .10, **.01 < p ≤ .05, ***p ≤ .01 Significance was tested using a t-test of the mean differences  
a Mean computed from N= 16.  b Mean computed from N= 18. c Mean computed from N= 19 d Mean computed from  
N=21. e Mean computed from N= 24. f Mean computed from N= 25. 
 
 
 
 
 
 
Table 4-18. Frequency of concordant/discordant responses of parallel questions by the specialties 

family medicine and oncology 
 Family 

medicine 
 

Oncology 
 

N DK/
NA 

Patient self reported health   34 16/0
Concordant 13  (72%)** 16  (100%)**   
Discordant 5    (28%)** 0    (0%)**   

Confidence & trust in physician   39 11/0
Concordant 19  (91%) 16  (89%)   
Discordant 2    (9%) 2    (11%)   

Patient education level   50 - 
Concordant 16  (64%) 20  (80%)   
Discordant 9    (36%) 5    (20%)   

Patient pain rating   50 - 
Concordant 14  (56%) 19  (76%)   
Discordant 11  (44%) 6    (24%)   

Explanation of diagnosis   37 0/13
Concordant 7    (39%) 12  (63%)   
Discordant 11  (61%) 7    (37%)   

Explanation of treatment   42 0/8 
Concordant 7    (39%) 15  (63%)   
Discordant 11  (61%) 9    (37%)   

Physician asked patient about unanswered questions 14  (39%)** 22  (61%)** 50 - 
Patients who report having unanswered questions 13  (72%)** 5    (28%)** 50 - 
Notes: *.05 < p ≤ .10, **.01 < p ≤ .05, ***p ≤ .01 Percentages in table are rounded to nearest whole percent. Chi-
Square results are taken from Fisher’s exact test due to small sample sizes 
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Table 4-19. Frequency of physicians’ “don’t know” responses by the specialties family medicine 

and oncology (N=50) 
 Family 

medicine 
 

Oncology 
 

Patient’s self reported health 7   (64%) 9   (56%) 
Patient’s confidence and trust 4   (36%) 7   (44%) 
Notes: Percentages in table are rounded to nearest whole percent. 
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CHAPTER 5 
DISCUSSION  

In the opening chapter, the significance for studying physician-patient interaction was 

outlined and there is a need for additional research if we wish to keep improving the physician-

patient relationship. Due to large amounts of variability between human interactions, it is 

important to examine multiple dimensions of the physician-patient encounter and suggest 

potential solutions with reported findings. Arguably, research has created more questions than 

answers when trying to decide how to meet the needs or goals of physicians and patients. 

Literature has documented that research has not provided a comprehensive solution to meet the 

expectations of health care professionals (Talen, Grampp, Tucker, & Schultz, 2008), patients 

(Brenner & Bartholomew, 2005; Swenson et al. 2006), or researchers (Cardarelli & Chiapa, 

2007). Additionally, the Institute of Medicine (IOM) issued two reports (2000, 2001) weighing 

in on America’s health care quality and documenting several inefficient dimensions of physician-

patient interaction. The IOM further argued that a new level of partnership needs to occur 

between physician-patient dyads and a potential solution may be for health care professionals to 

adopt some aspect of patient-centered care.  

Arguably, crucial elements of medical communication and dyadic interaction (i.e., human 

perception, relational theory, cultural competency) have not been exhaustively documented in 

past literature. This is partly due to various methodological problems that have plagued the 

measurement of patient satisfaction (Aragon & Gesell, 2003), patient centeredness (Mead & 

Bower, 2000) and shared-decision making (Elwyn et al. 2001). Only a few studies have explored 

how simultaneous physician and patient perceptions of each other influence the medical 

consultation (Krupt et al. 2000; Jahng et al. 2005; Ahle´na et al. 2007; Zebiene et al 2008).  
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Measuring and describing agreement between physicians and patients gained momentum 

in the mid-nineties when Liaw, Young, and Farish (1996) developed a conceptual framework to 

study doctor-patient discordance. In their study, patients were assessed before and after the 

consultation in regards to their main health problem, treatments, investigations ordered, their 

satisfaction with the consultation, and whether their expectations were met. Additionally, patient 

information was compared to physician notes and the corresponding medical record in order to 

assess concordance. This study provided useful information regarding the patient perspective and 

issues in medical charting, but did not truly assess the physician perception of the interaction. 

Since the mid-nineties, few studies revisited physician-patient concordance. Some studies have 

analyzed concordance in different aspects of care (Ahle´na et al. 2007; Zebiene et al. 2008), but 

have missed a critical component of perception and did not describe the level of agreement or 

how it fluctuates between both physicians and patients in relation to sociodemographic variables.  

Past communication approaches have been strictly one dimensional, and therefore the 

focus has usually strayed to either the physician or patient. Therefore, there may be a need to re-

conceptualize our notion of physician-patient relationships to more accurately measure a co-

constructed relationship. Therefore, a measure is needed that can account for both the physician 

and patient’s perception at the same time and assess those perceptions for effective medical 

dialogue. Furthermore, additional research is needed to understand how medical perceptions 

change and why they may be different, dependent on the composition of participant 

characteristics or medical specialties. 

In order to accomplish this task, the idea of concordance was re-conceptualized into a 

useful interactional measure. Concordance is simply defined as a state of agreement or harmony; 

however, this definition can also be applied to medical perception. Utilizing the basic definition 
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of the word concordance, the concept of dyadic concordance will describe the level of agreement 

between both physician and patient perceptions after their medical encounter and furthermore, 

provide a numerical measure for comparison. This dimension of medical interaction may allow 

us to further identify communication barriers or disparities between physician-patient dyads. 

Therefore, the main objective of this study was to measure communication indirectly by focusing 

on the perception of each medical participant. Two research goals were examined: (1) how does 

dyadic concordance vary when compared to patients’ gender, age, race, income, education, and 

experience with physician and (2) what information might be valuable when using a paired-

survey method to measure dyadic concordance within family medicine and oncology.    

In addition to measuring concordance, the patient survey instrument included two 

additional consultation dimensions that explored a patient’s confidence and trust in their 

physician’s medical decisions and their perception of time management during the medical 

consultation. Both additions could lead to relevant information since arguably, a patients’ 

perception of time management during the medical consultation may be quite different from 

physicians. Patients want to spend as much time as possible during the medical encounter in 

order to address all of their pertinent questions and comprehend medical dialogue. However, 

physicians may want to make the medical consultation as efficient as possible, while adhering to 

any time constraints in their schedule or dictated by medical policies. This could cause 

physicians to provide shorter clinical explanations or not address all of a patient’s concerns. 

Therefore, if one goal of the medical consultation is to provide a satisfactory medical encounter 

for both the patient and physician, then recognizing time constraints and finding an efficient 

solution for both participants is crucial.  
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Patient responses could help identify their particular perceptions and needs in relation to 

the physician’s ability to explain medical diagnoses or treatments, and to follow up on any 

unanswered questions. Additionally, patients were asked to report their self-reported health, 

which could be compared to clinical findings for the assessment of perceived health. Finally, one 

item of cultural competency was measured by asking the patients if they felt their physician 

understood their background and values. This measure is useful when combined with other 

survey items because it allows for the assessment of potential communication barriers resulting 

from a lack of cultural competency.  By no means was this an exhaustive examination of cultural 

competency, and better models exist if trying to accurately measure culturally competent 

interactions (Teal & Street, 2008). 

Adding extra assessments to coincide with dyadic concordance benefited this pilot study in 

the following ways. First, since the medical consultation was not video taped or audio recorded, 

the additional questions aided the instrument and dyadic concordance measure by providing a 

more in-depth examination of the physician-patient encounter. Second, assessing dyadic 

concordance is not the only measure of importance and adding additional questions helps test the 

feasibility of a more complex instrument for future adaptations. This iteration of the paired-

survey instrument was primarily a test of feasibility, and not necessarily intended to complete a 

comprehensive investigation of dyadic interaction. However, the instrument did excel at 

exploring several critical perceptions from the overall patient sample in addition to dyadic 

concordance.    

A total of 50 patients were enrolled in the study, and although this sample was not 

representative, it did provide quality data concerning local area patients and how their 

perceptions of medical encounters. Findings revealed that a majority of patients believed their 
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physician treated them with respect and dignity. Furthermore, 78% of patients felt their physician 

listened to everything they had to say and 64% responded that not only did their physician spend 

enough time with them, but also answered all their questions. Taken together, we can infer that 

physicians included in this study did not utilize a paternalistic model of communication but 

employed a more relationship-centered interaction. If the interactions were primarily doctor-

centered or strictly paternalistic, then patient perceptions of their clinician would be expected to 

be lower, especially when patients were asked if they were allotted time to voice concerns (Back 

& Hutchinson, 2006). Additionally, we would have expected lower scores when patients were 

asked if physicians listened to those concerns (Teutsch, 2003), or treated them with respect and 

dignity (Grol et al. 1990).  

Communication styles that reflect cultural competency include understanding a patient’s 

background and values (Beach, Saha, & Cooper, 2006), medical beliefs (Flores, 2000), and how 

stereotypes impact medical consultations (Malat & Hamilton, 2006). To assess one element of 

cultural competency, patients were asked to assess their physician’s understanding of their own 

background and values. This is an important perception to assess because health disparities are 

quite prevalent today (Gorman & Read, 2006; Cardarelli & Chiapa, 2007) and disparities related 

to patient characteristics may emerge during the medical consultation (Van Ryn & Burke, 2000; 

Ngo-Metzger et al. 2006). This follows on recent reports recommending the use of culturally 

competent communication because it may decrease racial and ethnic disparities (Teal & Street, 

2008).  

Findings from this study suggested some alarming patterns. Among the minority patients 

included in the sample, 74% disagreed when asked if they believed their physician understood 

their background and values. They were five times more likely than white patients to disagree, 
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and chi-square results confirmed a highly significant association (p < 0.001). Furthermore, two 

additional significant associations (p < 0.06) existed among minority patients: over half felt their 

physician spent less time than they wanted, and 53% reported they had unanswered questions 

after the medical visit. Only one quarter of white patients felt their physician did not spend 

enough time with them and consequently only 25% reported any unanswered questions.  

It is unclear what led to these outcomes and perhaps physicians were utilizing a 

paternalistic communication approach (i.e., physicians make the decisions) during these medical 

encounters, which arguably may have led to negative responses (Charles et al. 1997). Patients 

with past negative medical experiences or with extensive medical experience may have been 

primed or sensitive to perceived problems and therefore, more likely to report those issues on 

questionnaires. Furthermore, it is difficult to determine whether these discrepancies may be the 

result of the physician misinterpreting similar behaviors from different patients or if any 

stereotyping or prejudice is occurred. Unfortunately, the measuring instrument does not provide 

enough depth with regard to cultural competency or information on physicians’ perception of 

racial attitudes to explain this finding. However, these results do suggest that some disparity 

exists between minority patients’ perceptions and their physicians.  

This data may reflect similar patterns discussed in past literature. For example, patients 

who visited physicians of a different race were generally less satisfied and rated their interactions 

with those physicians as less participatory than racially concordant dyads (Cooper-Patrick et al. 

1999; Saha et al. 1999). Many racial and ethnic minorities also reported poor communication 

with their physician, which could lead to more problems during the medical interaction (Flores et 

al. 2002; Cardarelli & Chiapa, 2007). Finally, physicians may fail to process individual patient 
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behavior, therefore being swayed by a set of beliefs or attitudes that lead to the misidentification 

of minority concerns (McKinlay, 1997).  

Three-quarters of patients reported some measure of pain and responded negatively when 

asked about self-reported health, which compares to samples obtained from more representative 

oncology populations (Malin et al., 2006). If the measuring instrument evaluated a larger sample 

from a variety of medical specialties, then patient health descriptors would most likely be 

different and more evenly distributed across answer choices.    

Dyadic Concordance, Perception, and Implications for Practice 

Physician-patent communication has been scrutinized for decades amid reports of patient 

dissatisfaction, medical errors, health disparities, increased malpractice litigation, and lack of 

interpersonal care. Numerous models for improvement have been suggested; however, many of 

these negative outcomes have not dramatically decreased and still occur today. One aspect of the 

physician-patient relationship, dyadic concordance, has rarely been discussed, and perhaps could 

provide further insight into health communication and possible avenues for decreasing negative 

medical outcomes. 

Examining Total Concordance 

Since 50 physician-patient interactions provided six opportunities per dyad to measure 

concordant perceptions, a total of 300 concordant opportunities were assessed. Among those 

opportunities, 252 included parallel responses which could be examined for concordance. Two-

thirds of measured opportunities were classified as concordant, which depicts room for 

improvement since one-third of the opportunities missed their mark. In particular, male patients, 

minorities, and patients under the age of 50 were more likely to differ from their physician’s 

perception during the medical consultation.  
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Since gender has been identified as one source of systematic variation in medical 

encounters (Street, 2002), it was not surprising to find variability among male and female 

patients. Literature has documented distinct differences in clinicians’ perception of male and 

female patients. Elderkin-Thompson and Waitzkin (1999) believe a gender bias may exist in the 

medical encounter, where physicians misperceive the seriousness and nature of women’s 

symptoms. Additionally, physicians may misattribute women’s health problems to emotional 

issues or stress (Hall & Roter, 1995) and potentially misperceive their education level along with 

their need to communicate (Todd, 1989; West, 1993; Beck, 2001). However, female patients in 

this study were more concordant with their physicians than male patients, therefore providing a 

counter argument to the findings of these earlier studies. It is possible that physicians were able 

to find out more about female patients during the medical encounter, making them more likely to 

match their patient’s response and perception. Past literature has confirmed that female patients 

are more likely to openly express feelings of concern and ask questions (Roter et al. 1991; Hall et 

al. 1994; Bernzweig, Takayama, Phibbs, Lewis, & Pantell, 1997; Kiss, 2004). 

Discordance in this study between minority patients and their physicians may be tied to a 

multitude of medical disparities involving race and ethnicity. Stepanikova et al. (2006) have 

reported that minorities may provide their physicians with lower scores on indirect measures of 

trust. Minority patients may also be subject to the social distance hypothesis and provide lower 

interactional scores for their physician (Malat, 2001). Finally, it is possible that the race of the 

physician may impact minority patient ratings. Dyadic racial discordance could result in lower 

satisfaction scores, trust, and decreased participation in medical decision-making (Saha et al. 

1999; Cooper et al. 2003; Stepanikova et al. 2006). Taken together, past associations regarding 
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minority patient perceptions seem to support the findings from this instrument and lend 

credibility to the methological design. 

Discordance was also found among patients with higher salaries, no college degree and 

with patients visiting their physician for the first time. Patient education level may be an 

important dimension to examine for the medical consultation. If physicians know or ask about 

patients’ terminal education, then they can adjust their communication style to appropriately 

reflect potential comprehension levels. It was surprising that this instrument found more 

discordance in patients with higher salaries, because literature suggests lower salaries may create 

more discordance due to the physician underestimating patient comprehension. This association 

is likely comparative to findings concerning patient education and socioeconomic status (SES) 

since there is evidence that an individual’s SES may have an impact on physician behavior, 

diagnosis, treatment explanations, and patient perception during the medical encounter (van Ryn 

& Burke, 2000; Epstein, 2005). Research has identified that individuals from lower 

socioeconomic backgrounds tend to receive less health-related information from their physicians 

compared with individuals from higher socioeconomic backgrounds (Ngo-Metzger et al. 2006). 

Utilizing this instrument to measure the total dyadic concordance out of all concordant 

opportunities is a useful approach to evaluating the physician-patient encounter. It has the 

potential to catch a snapshot of communication barriers and sociodemographic disparities for 

individual physicians, or a team of physicians. Perhaps the strength of the instrument lies in its 

adaptability to measure interaction in a multitude of ways. The following section illustrates a 

more specific utilization for the concordance instrument, where six components of the medical 

encounter were examined for each physician-patient dyad. 
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Interpreting Discordance  

The first component of the instrument explored dyadic concordance in patient’s self 

reported health (SRH). Every patient reported their perception of SRH, however, physicians only 

responded in 34 of the 50 interactions. Physicians selected “don’t know” (DK) as their answer 

choice for 16 interactions. At first glance, it could be assumed one or two individual physicians 

may have marked DK in all of their interactions, therefore showing a measure of consistency in 

respect to their own perception. However, this was not the case; the DK responses were spread 

out among 6 out of 10 physicians. Furthermore, the six physicians were quite varied in their 

responses, selecting “don’t know” for a few patients and selecting a definitive answer for the rest 

of their patients. Similar patterns were also found with regards to patients’ confidence and trust 

in their physician. Among the 50 dyads, physicians selected DK 11 times. Results mirrored those 

from the SRH component, where male patients elicited a majority of the DK responses from their 

physicians.  

Why do some medical interactions elicit DK responses from physicians, while other 

interactions involving the same physician elicit a direct response?  An analysis of 

sociodemographic variability shows male patients accounted for 75% (p < 0.10) of physicians’ 

DK responses when asked about their patient’s SRH and perception of confidence and trust. No 

other patient sociodemographic variable was statistically significant. Physicians may have had a 

harder time reading male patients and their associated verbal and non verbal cues. Female 

patients tend to be more talkative (Gorman & Read, 2006) and empathic (Kiss, 2004), therefore, 

allowing the physician more opportunities to evaluate and read female patients’ perceptions 

during the medical encounter.  

When comparing the two components assessing the patient’s SRH and confidence and 

trust, physicians also had difficulty reading the perceptions of first time patients. This may be 
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expected since the physician had not developed an in-depth relationship yet with the new patient. 

However, this could present an opportunity to engage the new patient in a more patient-centered 

communication style, which would allow the physician to get a better read on their new patient. 

Additionally, incorporating a more patient-centered approach to communication could improve 

the way physicians relate to and communicate with patients leading to more positive patient 

perceptions for matters such as trust, respect and general satisfaction within the medical 

encounter (Cegala, Mcgee, & McNeilis, 2008). It is unclear what communication style each 

physician utilized or whether they changed communication styles during the medical 

consultation because the instrument lacked components to distinguish between communication 

styles.  

The third component measured the physician’s perception of their patient’s education level 

and the highest level of education achieved by the patient. Almost all physician responses varied 

between two answer choices: high school graduate or college graduate. Rarely did physicians 

select any other answer choice. It is unclear why physicians only picked 2 out of 6 choices 80% 

of the time and unfortunately, this created 42% discordance among all the dyads. Further 

analyses identified higher discordance among male patients, minority patients, and patients 

without a college degree. This may imply that physicians were not reviewing medical and 

personal history prior to every interaction. One last possibility could result from physicians 

stereotyping some patients, however, more information would need to be collected with an 

instrument designed to measure stereotypes and prejudice before this possibility could be 

validated. 

The last three components measuring dyadic concordance produced the largest and 

potentially most problematic discordance levels in the study. These items measured the 
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concordance between clinical evaluations and explanations. Physicians were asked to assess their 

patient’s pain level and assess how well they explained a diagnosis or treatment. Patients were 

also asked parallel questions. Overall, physicians had a lot of confidence in their ability to 

explain diagnoses and treatment options, however this was not equally perceived by their 

patients. In fact, almost one-half of all patients responded differently than their physician and 

their ratings differed from physicians quite dramatically. Although this paired survey technique 

succeeded at identifying this potential disconnect between physicians and patients, it does not 

provide enough detail to determine why only half of the patients reported that they did not 

comprehensively understand clinical explanations. 

Sociodemographic differences may help provide more information, but also add another 

layer of complexity to the results. Minority patients were more discordant when assessing their 

physician’s explanation of the diagnosis, but not treatment. There was more discordance between 

younger patients and physicians when assessing the patient’s degree of pain. Additionally, older 

patients produced higher discordance levels when asked about physicians’ explanation of 

treatment and diagnosis. Furthermore, patients with lower education produced more discordant 

responses regarding treatment explanation, but not the diagnosis. Theses disparities may stem 

from physician difficulty in reading patient’s verbal and non verbal behavior. Without video 

taping or tape recording the interaction, however, it is difficult to assess if the patient was 

confused at any time during the interaction or if the physician detected patient confusion.  

Since many patients reported levels of lower self reported health and indicated a specific 

level of pain, it is possible that the physical or emotional demands of their illness could interfere 

with decision making (Harvey, Kazis & Lee, 1999) and affect concordance compared to 

physicians’ perceptions. This could also lead physicians to misperceive many elements of the 
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medical encounter. The best way to correct these discrepancies is not always clear, but it is 

important to take steps to maximize effective communication in order to ensure positive 

consultation outcomes.  

How we interpret concordance and discordance should be carefully evaluated in future 

studies. Potential conceptual or evaluative issues may reside when distinguishing physician-

patient agreement versus concordance level. In other words, are all manifestations of 

concordance good? If a scenario exists where a patient negatively rates a physician’s explanation 

of diagnosis and the corresponding physician also rates their explanation negatively, then the 

potential for concordance is high. However, that type of concordance represents the 

acknowledgement of inefficiency. Therefore, it is important to explain what that concordance 

means and how it would be measured in a study’s conceptual design. Discordance should also be 

carefully examined. If a physician under/over estimates patient pain, resulting in discordance, 

what does that mean? Perhaps, some physicians are good diagnosticians and recognize more non 

verbal behavior in reference to pain than the patient. On the other hand, patients could inflate or 

exaggerate their level of pain in many situations. This measure could be subjected to 

misinterpretation and researchers should discuss the level of dyadic discordance/concordance 

and to what extent does that level matter. 

Comparing Medical Specialties 

Examining dyadic concordance between several medical specialties may provide a useful 

way to indirectly assess interaction or communication and compare those differences across 

various medical fields. The feasibility test related to this phase of the study explored the same six 

components in order to maintain consistency. However, it is possible to utilize different 

interactional components relevant for individual medical specialties, in order to provide a more 

efficient and relevant concordance instrument. 
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After measuring dyadic concordance between the six components of interaction, analyses 

reported a higher rate of discordance within family medicine consultations compared to oncology 

consultations. Among the six components, family medicine consultations produced higher 

discordance levels when measuring the patient’s self reported health, patient education level, 

patient pain rating, explanation of diagnosis, and explanation of treatment. Patients further 

reported that more family medicine physicians did not ask them if they had any questions 

compared to patient reports in oncology.  

Both specialties followed similar response patterns, where they were equally prone to label 

their patient’s educational degree as a high school or college diploma, believe their patients had a 

high degree of confidence and trust in their medical decisions, and rate their diagnosis and 

treatment explanations at a very high level. A strength of the concordance instrument was the 

ability to distinguish the degrees of discordance between specialties regarding each of the six 

components. For example, when physicians in Family medicine were asked to assess their 

patient’s highest level of education, their discordant response differed by three categories above 

what the patient reported 67% of the time. This means that the Family medicine physicians 

enrolled in this study were assuming their patients had completed a college education when the 

patient only completed high school. This may have an effect on the type of communication style 

chosen and how a physician chose to explain medical information. Furthermore, if this led to 

incorrectly assuming the comprehension level of the patient, it may have resulted in inefficient 

decision making or misconceptions on behalf of the patient.  

Physicians’ perception of pain may be a more important skill set in some specialties 

compared to others. Arguably, physicians needing this skill in their practice could utilize dyadic 

concordance in order to evaluate their performance or the performance of a resident or student. 
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Even if not used as an evaluative tool, it could still prove useful if trying to maximize the 

effectiveness of medical care. The instrument was able to extract two significant pieces of 

information: the level of agreement between physician and patient and whether the physician 

underestimated or overestimated the patient’s perception of pain. Combining this information 

with diagnostic criteria could aid the physician in making informed choices that satisfy both 

parties.   

Family medicine physicians and Oncologists differed in their perceptions of patient pain, 

diagnosis explanation, and treatment explanation. Family physicians were more discordant than 

Oncologists on all three measures and among the discordant interactions, were also more likely 

to have larger errors on all three measures. Some interactions did produce fairly large 

misconceptions, where the physician response differed from the patient response by five or more 

units, but this primarily resulted in Family medicine consultations only. Due to sampling 

restrictions and conceptual design, findings can not conclude that Oncologists had better 

communication practices or outcomes than Family physicians, but this pattern should be 

explored further in future studies.  

Oncology patients often look towards their health care providers to meet several key 

information and support needs (Rose, 1990). Therefore, efficient and empathic communication is 

emphasized between patients and Oncologists due to the fear of a cancer diagnosis, complexity 

of medical information, and uncertainty regarding the course of their disease or treatment 

benefits (Siminoff, Ravdin, Colabianchi, & Sauders-Sturm, 2000). It is quite likely that two 

different communication styles were used, and that oncology training is more likely to include 

relationship-centered communication training (Arora, 2003; Back & Hutchinson, 2006). 



 

 91

Implications for Practice 

The concordance instrument is a successful approach to measure dyadic concordance and 

could benefit medical interaction in a variety of ways. First, the instrument is highly flexible and 

additional components could be added in order to assess different interactions than the ones 

tested in this study. With further testing and more comprehensive items, the instrument could be 

used to evaluate medical students or experienced physicians after a consultation. Physicians 

could utilize the concept of dyadic concordance in order to create a more satisfactory medical 

encounter for their patients, especially if they run a private clinic or practice. Additionally, the 

parallel items that conceptually measure dyadic concordance could be extracted and incorporated 

into existing or validated communication instruments. This may provide an exhaustive 

examination of physician-patient communication and allow the researcher to explain more 

variability than ever before. 

Suggestions for Instrument Improvement 

Overall, the instrument was able to successfully measure multiple aspects of physician-

patient interaction and produced quality data within a feasibility study. However, it was not 

designed to provide an exhaustive analysis of physician-patient communication or distinguish 

between physician communication styles. It may be difficult to craft an instrument which can 

provide that level of detail using a survey technique. To accomplish this feat, a mixed methods 

approach combining paired surveys and video taping/audio recording could provide the 

necessary design. However, adding questions or scales that can distinguish between physician 

communication styles could be added to the current instrument. This would provide more data to 

accompany dyadic concordance, and allow a researcher to report changes in physician 

communication style during the medical consultation.  



 

 92

When asking the patient to assess physician understanding of their own background and 

values, questionnaires should be specific in order to decrease the chance of interpretation error. 

The corresponding question on the concordance instrument for this study was a bit vague and 

should have included more detail. When patients are asked about their background and values 

they could interpret the statement in several ways. They may wonder if the survey is referring to 

their heritage, ethnic values, family background, or perhaps background and values related to 

medical decisions. Breaking this question into several items would help describe cultural 

perceptions more distinctively and allow for a more accurate analysis along side concordance 

data. 

The sampling needs to be more representative to allow for generalizations of the findings. 

Increasing the sample size from this study would also add greater reliability to the results, and 

allow for more powerful statistical tests and evaluations. The instrument was designed to analyze 

dyadic interaction and therefore not originally meant for population inferences. In my opinion, 

the instrument should be used as an evaluative tool in medical practice, with the end goal of 

increasing positive medical outcomes for both physicians and patients.  

Improving Physician-Patient Interaction: Suggestions for Future Research 

Literature evaluating physician-patient encounters has slowed due to a decrease in new 

ideas or reliable measures. Since health care disparities have arguably increased, more research 

within the field is warranted. Within the last ten years, scholars have generated more questions 

than answers. For example, what is the most effective communication style? Is there a universal 

definition of patient-centeredness? How do you teach patient-centered communication to 

physicians? Do patients need medical communication training too? How about cultural 

competency training? Each question has a multitude of answers, but few solutions. Perhaps a 

critical component is missing from the current body of research and this study argues that the 
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perception of both physicians and patients needs to be analyzed, alongside communication 

measures, in order to provide a more comprehensive assessment of medical interaction. 

If the ultimate goal for physician-patient encounters is to create satisfactory relationships, 

increase patient compliance, improve illness outcomes, and reduce health disparities, then a 

communication approach is needed that can account for each goal. Paternalistic communication 

styles create the worst disparities (Roter, 2000; Back & Hutchinson, 2006) and the suggested 

solution was adopting a patient-centered approach (Balint, 1969; Byrne & Long, 1976; 

Cockerham, 2007). However, patient-centered communication has struggled to establish a viable 

conceptual model and evaluative approach in order to achieve desired goals. Currently, 

culturally-competent communication is being emphasized as a solution to accompany patient-

centered communication, with the hope of eliminating consistent problems in the physician-

patient relationship. It remains uncertain if this will solve a majority of communication barriers 

or disparities, but it should help. Adding dyadic concordance into the mix of research ideas will 

account for another missing aspect of interaction by providing valuable data on both patients’ 

and physicians’ perceptions of the medical encounter.  

It is hard to predict how physician-patient interaction will change over the next decade, but 

this study adds a new piece of information that should prove to be a valuable asset when 

measuring the perceptions of physicians and patients. In conclusion, evaluating those perceptions 

as a measure of dyadic concordance, can add an important dimension to studying healthcare 

interaction.  
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APPENDIX 
SURVEY INSTRUMENTS 

Physician Profile 
 

Please check or write in your response to the questions below. 
 
1. Gender       
 [ ] Male [ ] Female 
 
 
2. What is your racial or ethnic background? 
 [ ] White/European  

[ ] Black/African-American  
[ ] Hispanic/Latino  
[ ] Asian/Pacific Islander    
[ ] American Indian or Alaskan Native     
[ ] Other: ______________ 

 
 
3. How old are you? 
  

_________________ 
 
 
4. Where did you receive your medical education? 
 _________________________________________________ 
 
 
5. Number of years in practice: 
 [ ] less than 5  [ ] 5-10 [ ] 10-20 [ ] 20 or more 
 
 
6. Have you had any formal training in communication skills with your patients outside of 
medical school (i.e. seminars, lectures, conferences, group training)? 
 [ ] yes  [ ] no 
  
If yes, please specify ________________________________________________ 
 
 
 
7. How important are physician’s communication skills with patients? 
        [ ] Not important     [ ] Moderately important [ ] Extremely important 
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Patient Profile 
 

Please check or write in your response to the questions below. 
 
1. Gender       
 [ ] Male [ ] Female 
 
 
2. What is your racial or ethnic background? 
 [ ] White/European  

[ ] Black/African-American  
[ ] Hispanic/Latino  
[ ] Asian/Pacific Islander    
[ ] American Indian or Alaskan Native     
[ ] Other: ______________ 

 
 
3. How old are you? 
  

_________________ 
 
 
4. How much is your YEARLY total household income before taxes (including income from all 
sources and from all members who live in your household)? 
 
 [ ] under $9,999 
 [ ] $10,000 - $19,999 
 [ ] $20,000 - $29,999 
 [ ] $30,000 - $39,999 
 [ ] $40,000 - $49,999 
 [ ] $50,000 - $59,999 
 [ ] $60,000 - $69,999 
 [ ] $70,000 or more 
 
 
5. What is your occupation? 
 
 __________________________________________ 
 
 
6. How long have you seen this physician? 
  
 __________________________________________ 

 



 

 96

Physician’s Interaction Survey 
 

Answer the following questions by checking or circling the answer that relates to you. 
 
1) In general, how would your patient describe their self-reported health? 

[ ] Excellent 
[ ] Very good 
[ ] Good 
[ ] Only fair 
[ ] Poor 
[ ] Don’t know 

 
2) How much confidence and trust do you feel your patient has in your medical decisions 
regarding diagnosis or treatment? 

[ ] Great deal 
[ ] A fair amount 
[ ] Not too much 
[ ] None at all 
[ ] Don’t know 

 
3) What is your patient’s educational level? 

[ ] High school incomplete (grades 9-11) 
[ ] High school graduate (grade 12 or GED certificate) 
[ ] Business, technical or vocational school after high school 
[ ] Some college, no four-year degree 
[ ] College graduate (BS, BA or other four-year degree) 
[ ] Post-graduate training or professional schooling after college (e.g., toward a master’s 
    degree or PhD, law or medical school) 

 [ ] Don’t know 
 
4) If your patient is in pain, rate the amount of pain your patient is feeling? 

1 2 3 4 5 6 7 8 9 10 
         (Low)                  (High) 
 
5) If a diagnosis was made, how well did you explain the diagnosis to your patient? 

1 2 3 4 5 6 7 8 9 10 
      (Not well)                   (Very well) 
 
6) If treatment options were discussed, how well did you explain the course of treatment for 
your patient? 

1 2 3 4 5 6 7 8 9 10 
      (Not well)                   (Very well) 
 
7) Did you ask your patient if they had any unanswered questions regarding their care or 
treatment that they wanted to discuss before the end of the medical consultation? 

[ ] Yes   [ ] No 
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Patient Interaction Survey 
 
Answer the following questions by checking or writing in the best answer that relates to your 
situation. 
 
 
1) What is your reason for today’s doctor visit (Please be specific)?  

 
______________________________________________________ 
 
______________________________________________________ 
 
 

2) What is your educational level? 
[ ] High school incomplete (grades 9-11) 
[ ] High school graduate (grade 12 or GED certificate) 
[ ] Business, technical or vocational school after high school 
[ ] Some college, no four-year degree 
[ ] College graduate (BS, BA or other four-year degree) 
[ ] Post-graduate training or professional schooling after college (e.g., toward a master’s 
degree or PhD, law or medical school) 

 
 
3) Are you in any pain today? 
 [ ] Yes  [ ] No  (if no, skip to question 5)  
 
 
4) On a scale of 1-10, how much pain are you currently in? 

1 2 3 4 5 6 7 8 9 10 
        (Low)                 (High) 
 
 
5) Did you receive a diagnosis today of any ailment, injury or illness? 

[ ] Yes                [ ] No  (if no, skip to question 7) 
 
6) How well did your doctor explain the diagnosis of your ailment, injury or illness? 

1          2          3           4           5          6         7         8          9         10 
      (Not well)                                                                                         (Very well) 
 
7) Did you receive a course of treatment today for any ailment, injury or illness? 

[ ] Yes                 [ ] No  (if no, skip to question 9)  
 
8) How well did your doctor explain the course of treatment for your ailment, injury or 
illness? 

1 2 3 4 5 6 7 8 9 10 
      (Not well)                     (Very well) 
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9) In general, how would you describe your own health? Would you say it is excellent, very 
good, good, only fair or poor? 

[ ] Excellent 
[ ] Very good 
[ ] Good 
[ ] Only fair 
[ ] Poor 

 
10) Thinking about today’s doctor visit, how would you answer the following question: 
“The doctor listened to everything I had to say.” 

[ ] strongly agree 
[ ] agree 
[ ] disagree 
[ ] strongly disagree 

 
11) Did you have questions about your care or treatment that you wanted to discuss, but 
did not? 

[ ] Yes 
[ ] No 

 
12) Did the doctor spend as much time with you as you wanted, almost as much as you 
wanted, less than you wanted, or a lot less than you wanted? 

[ ] As much as wanted 
[ ] Almost as much 
[ ] Less than wanted 
[ ] A lot less than wanted 

 
13) Did the doctor involve you in decisions about your care as much as you wanted, almost 
as much as you wanted, less than you wanted, or a lot less than you wanted? 

[ ] As much as wanted 
[ ] Almost as much 
[ ] Less than wanted 
[ ] A lot less than wanted 

 
14) Regarding today’s doctor visit, did you understand everything the doctor said, most of 
what the doctor said, some, or only a little of what the doctor said? 

[ ] Everything 
[ ] Most 
[ ] Some 
[ ] Only a little 

 
15) How much confidence and trust did you have in the doctor treating you—a great deal, 
a fair amount, not too much, or none at all? 

[ ] Great deal 
[ ] A fair amount 
[ ] Not too much 
[ ] None at all 
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16) Did the doctor treat you with a great deal of respect and dignity, a fair amount, not too 
much, or none at all? 

[ ] Great deal 
[ ] A fair amount 
[ ] Not too much 
[ ] None at all 

 
17) I feel that my doctor understands my background and values. 
 [ ] Strongly agree 

[ ] Somewhat agree 
[ ] Somewhat disagree 
[ ] Strongly disagree 

 
18) If you could choose, would you prefer to be treated by a doctor who is male or female 
or do you have no preference? 

[ ] Prefer male doctor 
[ ] Prefer female doctor 
[ ] No preference 
[ ] Depends on type of doctor 

 
19) Have you had any of the following medical conditions? (check all that apply) 
 [ ] Heart Disease 
 [ ] Diabetes 
 [ ] Stroke 
 [ ] Cancer - specify ___________________________________ 
  

[ ] Major Surgeries- specify ____________________________ 
 
[ ] Other- specify _____________________________________ 
[ ] None of the above 
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