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ABSTRACT 

This study seeks to determine which variables are 

responsible for forming physicians' schema of patients. 

Indications from the literature as well as thematic 

analysis of the transcript of a focus group of physicians 

guided the researcher in the formation of a 40-item 

Likert-type questionnaire. One hundred twenty physicians 

returned the questionnaire. Subsequent data analyses 

measures indicated no differences between male and female 

physicians' schema of patient communication. Thematic 

groupings of variables indicated in the focus group 

resulted in the following categories: the category 

"medical school" reflects the theme that physician abuse 

in medical school affects communication with patients, 

"role models" reflects the theme that physicians learn 

communication skills from watching other physicians, 

"patient concealment" reflects the theme that patient 

concealment and deception is an important issue to 

physicians, "ideal patient" is reflective of the theme 

that patients are good people, "difficult communication" 

is reflective of the theme that patients are not difficult 

to communicate with, and "negative attitudes" reflects the 

theme that physicians do not expect communication problems 

from patients. Data analyses indicated positive 

correlations between physician age and experience with the 

ideal patient category, and the patient concealment 

category. Weak negative correlations were found between 

the categories of ideal patient and patient concealment, 

medical school and negative attitudes, role models and 

patient concealment, and medical school and patient 

concealment. The findings indicate a need for increased 

communication skills training for physicians. 
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CHAPTER I 

LITERATURE REVIEW 

Instead of learning all the details of 
cytology, micro-biology, and biochemistry 
before starting clinical work, a medical 
student might just as profitably study 
anthropology, sociology, and symbolic logic 
as his pre-clinical subjects. The knowledge 
to be learned in these subjects is often more 
basic and germane to the care of sick people 
than many of the clinically esoteric or 
irrelevant concepts of contemporary cytology, 
micro-biology, and biochemistry. (Feinstein, 
1967, p. 383-4) 

Introduction 

Partner in Health: The Physician 

Most people designate a spouse, a child, or a friend 

to be among the most important relational partners in 

life. However, we can continue on despite the absence of a 

partner but for one exception. Those partners are present 

at our birth, at our death, and at many monumental stages 

in between. We call these relational partners physicians. 

Physicians deem us alive and deceased. Physicians 

gJ.ve us the label "handicapped" or "healthy." They 

prescribe our medicines, correct our gene pools, and cure 

our illnesses. Only a handful of us come in contact with 

someone else who has this much potential power and control 

over our fate. 

Yet time has changed the role of the physician. Few 

are alive who remember the era of the "family doctor." 

That provider was likely present for many significant 

individual and family events. Thus, the physician had a 

fairly accurate perception of his patients and knew what 

skills, be they relational or medical, his patients needed 

most. 

Unlike the family doctor, many contemporary 

physicians have no or little background information about 
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the patient. Medical histories must be procured, and 

patients must be made to feel comfortable enough with 

their provider to share sensitive and personal data, 

without having the time needed to get to know the 

physician. 

Likewise, the contemporary physician has little 

often 

time 

to get to know the patient. He or she is armed only with 

what information the patient has been able to provide, and 

his or her perception of the individual patient and 

patients in general. 

Today, medical technology dictates that physicians 

can preserve life where it would have failed, and create 

life where it would not have occurred. Yet the result of 

these miracles can be patients with multifaceted serious 

health problems which require the utmost in diagnostic and 

communication skill. 

Reiser and Rosen (1984) assert that communication is 

central to the physician-patient relationship, yet Wyatt 

(1991) argues that physician-patient relationships are not 

a concern of physicians, since less than 1% of articles 

published in any medical specialty address that relation

ship. However, patient satisfaction with the 

communication of the medical encounter has repeatedly been 

shown as a determinant of health outcomes. 

Although many medical journals do not publish 

articles concerning physician-patient relationships, 

health communication literature seeks to shed light on 

such issues as patient compliance and satisfaction and how 

these variables are influenced by communication issues. 

These studies have been primarily descriptive, but they 

confirm that communication is essential for an effective 

medical encounter. In fact, communicating well with 

patients is one of the most important skills of a 

physician. 
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An understanding of the importance of satisfaction 

with the medical encounter as well as how compliance is 

influenced by satisfaction make it clear that 

communication is an important issue for health care. 

Beyond that realization, several other variables are 

important to the communication process. For example, 

schema development shapes how all physicians communicate 

with patients. Furthermore, knowledge of malpractice 

suits, relational communication, medical school and 

training, treatment of medical students, known perceptions 

of physicians, knowledge of physician deception, and 

sociodemographic status of the patient all influence how 

physicians think and behave. The first step, however, is 

a realization of the important role that communication 

plays in the medical encounter. 

Compliance, Satisfaction, and Communication 
in the Health Care Context 

Health communication researchers as well as 

physicians are concerned with patient compliance and 

satisfaction. The following findings confirm that 

dissatisfied patients often do not comply with medical 

orders. For some patients noncompliance with prescribed 

treatments means a delayed healing time, while for others 

it can mean death. 

Compliance 

Compliance with prescribed treatments is dependent to 

varying degrees on physician communication (Burgoon et 

al., 1987; Gillum & Barsky, 1974; O'Hair, 1982). Feinberg 

(1988) writes that although numerous variables have been 

linked to compliance, "perhaps the most significant factor 

is the physician-patient relationship" (p. 171). In fact, 

Garrity (1981) asserts that the degree to which the 
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physician is supportive of the patient and projects a 

positive attitude increases patient compliance. 

Several studies report a compliance rate with medical 

advice of less than 50% (Gillum & Barsky, 1974). To 

improve these rates, physicians should communicate with 

patients so that patients feel comfortable in talking 

about compliance issues (Steel, Jackson, & Gutmann, 1990). 

Another duty of the physician is to communicate 

information about treatments in such a manner that the 

patient is able to understand the regimen (Eraker, 

Kirscht, & Becker, 1984). Yet, a display of physician 

control or dominance creates communication difficulties, 

especially with encounters outside of the doctor's office 

or hospital (Sankar, 1986). 

Satisfaction 

Patient satisfaction has been found to depend on 

effective physician communication (Burgoon et al., 1987; 

Kreps, 1988), and the confidence that patients have in the 

medical care available in their environment (Weiss, 1988). 

Factors Lechman (1983) found to be related to patient 

satisfaction include 

the clarity of physicians' communication to 
their patients about their medical condition 
and treatment, the physicians' affiliative 
expressions of warmth and concern, the 
physicians' collaborative, less directive 
interviewing style, and the patients' 
specific expectation for informative and 
effective care. (pp. 104-105) 

Likewise, patient satisfaction is dependent in part on the 

amount of information and positive communication that 

physicians provide (Feinberg, 1988). 

Hall and Dornan (1988) found from a meta-analysis of 

the satisfaction literature that physician humaneness 

directed towards the patient ranked near the top of a list 

of concerns of patients, and is partially responsible for 
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the degree to which patients comply with orders (Garrity, 

1981; Thorne, 1988). Korsch, Freemon, and Negrete (1971) 

found a direct relationship between satisfaction and 

compliance with the medical encounter. Finally, 

inadequate communication not only leads to decreased 

patient satis-faction with the medical encounter, but also 

lowers the quality of patient-offered information the 

physician receives (Evans, Stanley, & Burrows, 1992). 

The communication of a physician is a variable of 

major import in determining to what extent the patient ~s 

satis-fied with the medical encounter and the degree to 

which treatments will be adhered to. Bearing this in 

mind, physicians must refine their communication skills. 

But first it is necessary to discover what causes 

physicians to communicate as they do. 

Physicians, just like members of any occupational 

group, are not immune to the effects that perceptions and 

schemata have on communication. The common schema that 

physicians hold of patients is responsible for why 

physicians communicate with patients as they do. 

Schemata and Perception in Medical 
Relationships 

Perception is among the factors which have the most 

pervasive effect on communication (Goss & O'Hair, 1988; 

O'Hair, Friedrich, & Wiemann, in press; Roloff & Berger, 

1982). According to O'Hair et al. (in press), this is 

because perception of events and people, or the meanings 

assigned to events and people, determines how one communi

cates. For every experience one has, one receives and 

processes countless bits of information. For example, 

information about the content of the event, the social 

class of the people involved, one's prior experiences, and 

one's expectations contain bits of information that 

influence how one thinks about an event and consequently 
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how one communicates. In fact, Kelly (1955) asserts that 

people develop personal constructs about different events, 

things, and people they come into contact with during the 

course of life. Specifically, Kelly explains his personal 

construct theory by writing that "each individual man 

formulates in his own way constructs through which he 

views the world of events" (p. 12). 

A crucial part of forming constructs is making sense 

of information. The mind organizes bits of information by 

forming schemata. According to Smith (1982), 

cognitive schemata are defined as sets of 
rules or generalizations derived from past 
experience that organize and guide informa-
tion processing about ourselves and others 
in our social experience (p. 28). 

Schemata allow a better understanding of experiences and 

also aid in the ability to predict experiences (O'Hair et 

al., in press), which in turn leads to a construction of 

reality (Kelly, 1955). People develop schemata for roles 

as well as people and events. For example, physicians 

have a schema for what a "patient" is, and they use that 

schema to understand, make judgments about, and predict 

the behavior of patients. In fact, John and Soyland 

(1990) assert that Kelly's theory of personal constructs 

can be used to account for all behavior, although some 

authors contend the corollaries of Kelly's theory are 

contradictory (Henry & Maze, 1989), and Rubin (1985) notes 

that personal constructs are heavily influenced by social 

norms of interaction upon first encounters with an 

individual. 

According to the theories of Kelley (1967, 1973), our 

perception of any role, person, event, or object is 

dependent on a number of variables both acting together 

and singly. Furthermore, perception is colored by whether 

one has been party to something a number of times, once, 

or a few times. Kelley argues that when attributing 
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behavior to someone who has been observed multiple times, 

the observer would take into consideration how unique the 

behavior was, whether the behavior showed consensus with 

what others were doing, and how consistent the behavior 

has been in the past. Considering the number of 

interactions physicians have with patients, it seems that 

the patient schema must be complex. 

A further application to the health care setting 

requires discussion. Patients are the most important part 

of a physician's education and professional life, for 

without patients, there is no way to practice medicine. 

Thus, the schema most basic to the physician is that of 

the patient. 

Before the personal advent of medical training, the 

future physician was likely himself to have been a 

patient. Those experiences of the self as a patient might 

have been responsible for the first schema of "patient" 

for the future doctor. However, when any person receives 

information, he or she allows that information to support 

or change a schema, although proschem~ evaluations are 

easier to accept (O'Hair et al., in press). So as the 

future physician makes the transition from being a patient 

to treating patients, patient schema is altered. 

The schema of "patient" begins to change when the 

future physician enters medical school. The student's 

first and perhaps most important experience with a 

"patient" is with a noninteractive cadaver. In fact, 

Gustavson (1988) asserts "medical students formulate basic 

rules for behavior and attitudes toward patients from 

their experience in the dissection room" (p. 62). 

Experiences with live patients, knowledge of the 

experiences others have with patients, etc., serve to fur

ther embellish the patient schema. The patient schema has 

a profound effect on physician-patient communication 

because the physician can never separate communication and 
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schema. Regardless of the illness, class, race, or gender 

of the patient, the physician will apply his or her schema 

to assign meaning. Furthermore, Smith (1982) writes that 

schemata do not reflect the reality of events, but rather 

events as we interpret them, an interpretation based on 

information about past experiences held in schemata. 

Additionally, Kelley (1952) noted that individuals 

are likely to conform to group norms in order to 

strengthen affiliation with that group. In the health 

care setting, this means that physician knowledge of how 

other physicians think of patients could shape patient 

schema in an attempt to increase affiliation with other 

health care providers. Also, Roloff and Berger (1982) 

assert that people often do not pay enough attention to 

situational contexts when attributing behavior during the 

schema forming process. In fact, Kelley (1979) proved 

empirically that couples have difficulty in describing the 

behavior of their partners in strict relational terms, 

relying instead on vague illustrations. If these findings 

are indeed true, it becomes easier to imagine how 

physicians could stereotype their patients or place a 

strain on communication because understanding is limited. 

The Foundation of Communication 

When physicians make judgments about patients based 

on their patient schema, they are laying the foundation of 

how to interact with the patient. Sometimes however, that 

past experience has negative overtones, and thus sets the 

stage for less effective physician~patient communication. 

Some of the ineffective communication in medical settings 

results from the patient and physician possessing 

"incongruent frames of reference" (Morton, 1983, p. 1371), 

specifically about illness and health (Helman, 1985). 

Communication in the medical encounter is a major 

determinant of the outcome of the medical encounter. 
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Accordingly, this study seeks to shed light on physicians' 

schemata of patients and how it affects communication. 

Seven bodies of research findings will be reviewed 

that examine variables affecting physicians' schemata of 

patients and subsequent communication with patients. 

These seven areas were identified as those issues 

receiving recognition by the literature. First, the 

effect education and training have on physicians will be 

discussed. Then a discussion of role-modeling in 

residency will ensue, followed by a section on patient 

deception. In the following section, known perceptions of 

patients will be reviewed. Then an examination of medical 

malpractice will highlight a brief history of litigation 

and reasons patients file suits. Next, the traditional 

medical model will be reviewed. Finally, personal 

characteristics of physicians will be seen as variables 

affecting patient schema. 

Education and Training 

Given the complexity of the task of learning about 

the human body, medical students must be committed to 

sleepless nights and work-filled days. But is medical 

school reciprocal of their commitment? In return for 

their hard work, are students getting the training they 

need and the treatment they deserve? 

According to Frederiksen and Bull (1992), medical 

students experience a fragmented education, learning each 

skill one by one. This results in some skills, such as 

those learned in history-taking, seeming more related to 

skills learned for the sake of "cross-examination rather 

than an interaction" (p. 516). Training such as this 

reinforces the tendency for physicians to think of 

patients as not human, but as a personification of illness 

(Spiro, 1992), a model traditionally accepted by the 

medical community (Reiser & Rosen, 1984), which ignores 
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inter-personal and social issues (Leserman, 1981). In 

fact, Sullivan (1992) reports patients and practitioners 

discuss doctors who see the "patient only as a case study, 

and not as a person who may be confused or frightened" (p. 

5) • 

Perceptions of patients as objects, coupled with 

traditional biomedical training lead to bits of 

information, when organized, that develop ideas within the 

schema that communication with patients is unimportant. 

Mizrahi found there was no communication education for the 

group of medical students he interviewed. 

The right circumstances and structured set of 
responsibilities needed to develop competent 
doctor-patient skill never occurred during 
the seven years of formal medical training. 
From the time the doctors-in-training began 
medical school to the time they left the 
internal medicine residency program, barriers 
prevented the assignment of priority to the 
acquisition of this competence. (Mizrahi, 
1986, p. 112) 

Medical Student Abuse 

Another reason physicians might have difficulty being 

sensitive to the needs of patients is that many were 

themselves mistreated during medical school. Silver and 

Glicken (1990) report that Silver's 1982 study was the 

first to shed light on the problem of medical student 

abuse. Silver 

suggested that medical students, like abused 
children, exhibited alterations in attitude 
and behavior that might be the result of 
avoidable, unnecessary, and harmful abuse 
that often went unrecognized or, if 
recognized, was largely ignored. (1990, 
p. 527) 

A 1984 study by Rosenberg and Silver examined student 

comments about abuse experienced in medical school. Some 

physicians reported that their abuse subsequently resulted 
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in a lesser degree of quality relational patient care in 

their own practice. 

Silver and Glicken's 1990 study surveyed, among other 

variables, the rate and incidence of abuse at one large 

medical school and found that by their senior year, 80.6% 

of all students had been abused by senior M.D.'s, Ph.D.'s, 

house staff, volunteers, patients, or other students. 

Furthermore, 69.1% of those who suffered from abuse 

reported it being of "'major importance and very 

upsetting'" (p. 527). 

In building on Silver's research, Sheehan, Sheehan, 

White, Leibowitz, and Baldwin (1990) researched medical 

students' perceptions of the abuse they receive and found 

that fully 25% of students report they would not have 

entered the field of medicine had they known how severely 

they would be abused, while 37% have even considered 

dropping out of school. Sadly, 77% of students report 

they are more cynical about the medical profession as a 

result of the abuse, and 66% feel their peers in other 

professions are more fortunate than they are. 

Knowing that students become more cynical towards the 

medical field during their education, it is appropriate to 

question if that resentment spills over into their 

perceptions of and dealings with patients. 

One of the greatest concerns of medical students is 

interaction with senior staff on hospital rounds, 

according to Moss and McManus (1992). Students have 

reported that "students on ward rounds and in clinics are 

often embarrassed and made self-conscious in front of 

their colleagues" (p. 18). Lublin (1992) reports that 

research concerning medical education has likened it to 

"being a trial by exhaustion and humiliation" (p. 116), 

and that students become "less humanitarian and more 

cynical as they progress through medical school" (p. 116). 

Is patient schema affected by physician abuse? 
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Sensitivity and the Student 

Sensitivity is based upon having accurate perceptions 

and schemata. Wigton {1992) asserts 

While sensitivity to others is important for 
anyone in a pluralistic society such as ours, 
it is all the more important for members of 
the healing professions, who must learn to 
comfort and advise people from diverse cul
tural and ethnic backgrounds. (p. 236) 

What are schools doing to educate their medical 

students about the diversity of patients they will later 

treat? Johnston {1992) reports that a training program 

developed by students at the University of Pennsylvania 

School of Medicine to address insensitivity towards 

minority and female students has been well received. The 

program is based on role play, reenactment of actual 

occurrences, and recognizing differences between groups. 

Evans, Stanley, and Burrows (1992) found that 

training can improve how sensitive the physician is 

towards the patients. Likewise, Fine and Therrien {1977) 

found that empathy training also increases the empathy 

physicians express towards patients. This is seen in the 

physician tending a person, not the manifestation of 

disease. 

However, even excellent training fails the physician 

if hospitals and other medical settings do not foster 

effective communication {Buchanan, 1991). 

The idealism and concern for the patient with 
which house staff may have begun internship 
were quickly effaced in the trauma of the year. 
The conditions of labor as an intern, including 
the overwhelming workload, the degraded status 
of many of the patients, the necessity of 
jockeying for beds, the paperwork, the scut 
[sic] work, the fears--the actuality--of making 
mistakes under what seemed to them like battle 
conditions, all served to lower the regard of 
the interns for the subjectivity of the patients 
and for themselves. Thus, the most important 
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lesson for the interns to learn was how to get 
rid of patients, to GROP. (Mizrahi, 1986, p. 166) 

Having stereotypical, biased, or unsympathetic attitudes 

towards certain groups of patients can make medical care 

ineffective, which is what makes sensitivity issues an 

important part of studying the physician's patient schema. 

Role-Modeling 

According to Hardy (1978), faculty members at medical 

schools have a profound effect on the attitudes and 

specialization choices of their medical students. 

Specifically, students are not encouraged to pursue 

personal interests, but are encouraged to work in high 

technology, non-general practice settings. Students who 

do not seek a specialization are thought less of. 

Ficklin, Browne, Powell, and Carter (1988) echo Hardy's 

concerns, and argue that senior faculty members have a 

special charge to set forth positive behaviors and 

attitudes for their students to model. 

Hardy writes that medical students are "socialized 

into roles that discourage collaborative relationships 

with patients" (1978, p. 208), and are taught to seek 

approval and personal satisfaction from interaction with 

colleagues, not patients. Furthermore, physicians are 

"taught to suppress their emotions and to regard their 

patients as so culturally deprived that parents could not 

even be trusted to take proper care of their own children" 

(p. 205). 

Role models of medical students have the greatest 

effect on the students' "attitudes, values and ethical 

standards" (Lublin, 1992, p. 117). Lublin conducted a 

longitudinal study of several medical student-physician 

pairs and examined what they remembered about each other 

and deemed important. He found that when students were 

asked to give a memorable trait of their mentor, listed 
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number four was the mentor's ability to treat patients 

well. Personality, teaching ability, and professionalism 

made more of an impression on students than quality 

patient care. 

Levenson (1985) asserts that interns listening to 

more experienced physicians disparage the elderly results 

in students having negative perceptions of aging patients 

and those who choose to treat them. In fact, Gruber 

(1977) reports that the positive attitudes of beginning 

medical students towards the elderly are transformed into 

negative attitudes by the time those students are ready to 

enter practice. 

Likewise, a study of physicians at various stages of 

training found that more experienced physicians shape the 

attitudes of those around them. The following is a quote 

from an intern, transcribed by a researcher. 

It's simple. They [students] learn their views 
from disgruntled interns and residents. When 
they went out into the wards the first time, 
they didn't know anything about those patients. 
They were just human beings to them, flesh and 
blood, until they heard the house staff say, 
"Oh, here comes a gomer!" and they'll probably 
be like that when they're interns, too. You 
inherit the attitudes. They're all pervasive. 
(Mizrahi, 1986, p. 29) 

Negative attitudes towards patients manifest 

themselves in physicians' communication with patients. 

Specifically, physicians provide higher quality 

information to those patients most like themselves 

sociodemographically (Mathews, 1983; Pendleton & Bochner, 

1980; Roter, Hall, & Katz, 1988; Waitzkin, 1984; Walker, 

1973;), likely because those patients better fit the 

schema the physician holds about him or herself. 
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Patient Deception: A Problem for Physicians? 

Kerns (1986) writes that "several types of 

falsification may be encountered in the clinical setting, 

including lies, pseudologia fantastica, delusions and 

confabulations" (p. 13). In order for the astute 

practitioner to differentiate between these falsification 

types, he offers five criteria for classification. 

(1) Consciousness-unconsciousness--Is the 
patient aware that he or she is falsifying? 
(2) Goals--Does the symptom primarily serve an 
inner need and a psychological purpose, or a 
situational goal instead? (3) Memory--Is the 
patient's memory otherwise intact? (4) Sensor
ium--Is the patient awake, alert and oriented 
to person, place and time? (5) Content--Is the 
statement reasonable and believable or does it 
defy the laws of nature? Does it seem self
aggrandizing or emotionally neutral? (p. 15) 

Additionally, the difficulties in diagnosis 

associated with both malingering and factitious disorders 

present a problem for practitioners (Overholser, 1990). 

Malingering involves the purposeful and strategic 

fabrication and presentation of symptoms to achieve 

specific rewards. The reasons for factitious illness are 

often unclear because patients suffering from factitious 

disorders truly believe they are suffering from symptoms, 

which are nonexistent or minor. In either case, patients 

create or exaggerate symptoms, providing a challenge for 

the practitioner. 

To further complicate the issue of deceit and patient 

reports, Rankin (1990) writes that while falsified 

accounts reek havoc in the research project, falsified 

reports in the therapeutic relationship help the clinician 

to understand more about the difficulties the patient 

might be suffering from. So while a fabricated account to 

a psychologist might shed light on matters of importance 

to the patient, a fabricated account to a cardiologist 

could prove particularly disadvantageous for the patient. 
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Furthermore, Rosenfeld (1975) asserts that while a 

patient might perceive that he or she is ill, that patient 

might not tell the physician the reason for the office 

visit, and the physician might fail to request this 

information. 

More likely, illness will be seen as a medical 
dis-order since so much of the doctor's education 
is about medical diagnosis, and not the other 
concerns and requests of patients. As a result, 
the encounter often fulfills limited expectations 
and needs. (p. 43) 

In a specific example, Squire, Huss, and Huss (1991) 

assert that due to increased social pressure not to smoke, 

patients might be reluctant to volunteer the information 

that they do smoke or have been smoking, despite the 

relevancy of this behavior to their treatment, and in 

fact, have documented several cases of this (see also 

Klesges, Klesges, & Cigrang, 1991; Pechacek, Fox, Murray, 

& Luepker, 1984). Thus, physicians are incorrect in 

taking for granted that patients will not conceal, or at 

least not withhold information. 

Known Physician Perceptions 

Sharf (1984) argues that before a physician can 

effectively communicate with a patient, he or she must be 

able to determine how similar the patient is to the 

physician, the extent to which the patient will cooperate 

with the physician, and how to best communicate with the 

patient. In order to assess these concerns, the physician 

must refer to his or her schema of a patient for answers. 

If the physician has inaccurate perceptions of the 

patient, making accurate assessments will be very 

difficult. 

Of course, inaccurate assessments, such as the 

application of a stereotype, lead to ineffective 

communication, and thus to ineffective care. Thus, the 
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perception a physician holds of a patient is very 

important (Tahka, 1984). Yet in a general assessment of 

medical students' ability to accurately perceive anxiety 

and depression levels among patients, Hornblow, Kidson, 

and Ironsides (1988) found that "students had widely 

different and often inappropriate perceptions of patients' 

levels of anxiety and depression" (p. 15). 

Physicians feel more comfortable with patients they 

perceive to be similar to them demographically. In fact, 

patients perceived to be similar receive not only more 

information from the physician (Rater et al., 1988), but 

also more attention from medical practitioners in general 

(Walker, 1973). Physicians as a whole tend to misperceive 

their patients' desire for information, and information 

that is given is dependent on the demographics of the 

patient (Pendleton & Bochner, 1980; Waitzkin, 1984). 

Unfortunately, those patients who are in the greatest 

need of medical care are those most likely to be 

demographically dissimilar to the physician (Walker, 

1973). Pendleton (1983) reports that the degree to which a 

patient is able to assess a physician's positive feelings 

towards him or her is more important in the determination 

of compliance and satisfaction than any other variable. 

O'Hair, Behnke, and King (1983) found that patients value 

the affectivity physicians express towards them more than 

high levels of information they receive. 

Physicians use two methods of classifying patients. 

The first system deals with disease and places patients 

into "'interesting' versus 'uninteresting'" categories. 

Patients are evaluated by examining how unique their 

symptoms are, and whether or not they can be cured. The 

second system is based on social class and behavior and 

puts patients into the "ideal" or "despised" categories. 

Meeting the standards of an ideal patient means being of 

high social class, while some of the characteristics of 
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being a despised patient include being abusive towards the 

self and the physician (Mizrahi, 1986, p. 70). 

I would say one one hundred thousandth of 1 per
cent [are ideal patients], and that's being 
liberal! It certainly will be a negative factor 
and maybe draw me away from general internal 
medicine and make me hit a subspecialty where I 
won't have to deal with the depressed eighty
year-old woman. (Mizrahi, 1986, p. 76) 

Rossman (1977) discusses a case study of an elderly 

blind woman dying of cancer which illustrates 

misunderstanding and misperception in the medical 

encounter. The patient's pleas for an honorable death fall 

on deaf ears as her cancer riddled body fails her. Her 

doctors and nurses perceive a hateful old woman who 

chooses to ignore the technology available to sustain 

life. She is referred to as a spoiled child. Both the 

patient and her health practitioners agree that she needs 

care, but it is the type of care that they disagree on. 

The physicians believe their duty is served by treating 

the patient's dematicated body, while the patient believes 

her physicians should be respectful of her wish to die, 

and respectful of her fears and concerns during the 

remaining days of her life. The case study ends as a 

nurse tries to rip a hand towel, representative of a 

treasured object, from the patient's hands. She dies 

while fighting with the nurse over the right to hold a 

towel. 

The education a physician receives builds the schema 

that patients need only to be healed, not communicated 

with or cared about. One group ~n particular that has 

been documented as having negative perceptions directed 

towards them is the elderly. 

Haug and Ory's (1987) research lead them to believe 

that many physicians today received their training at a 

time when little was known about geriatrics, and little 
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attention was given to the social and behavioral sciences. 

Unfortunately, the elderly patient has a "special need for 

respect and dignity in a therapeutic encounter" (p. 35), a 

need that often goes unrecognized, and if recognized, then 

ignored. 

Levenson (1985) writes that historically physicians 

have perceived elderly patients as senile, and do not 

deliver the same quality diagnosis to older patients as 

younger patients. 

Physicians, no less than the general public, 
have often held stereotyped views of the 
elderly. For example, it has been widely 
assumed that older patients will complain more 
or be forgetful, depressed, or unable to make 
decisions for themselves. "Crocks" and ''garners" 
are terms that some doctors still apply to older 
patients. Such perceptions not only invariably 
color encounters with patients, but also influ
ence how one interprets findings. (Levenson, 
1985, p. 98) 

Yet the aging process does not remove one's personality. 

On the contrary, elderly patients often exhibit the same 

personality and behavior prevalent in their younger years 

(Biggar, 1986). 

Estes and Weiler suggest that ageism results in the 

devaluing of the elderly as patients and a belief that 

treating them is not cost-effective. The authors assert 

that these perceptions are "long-entrenched attitudes on 

the part of the [medical school] faculties" (1989, p. 101) 

about elderly patients. Yet Anderson, Rakowski, and 

Hickey (1988) as well as Meuleman, Davidson, and Caranasos 

(1988) found that medical residents did not have negative 

feelings about their interactions with geriatric patients. 

Physicians, like all people, use stereotypes to help 

organize and store information they come in contact with 

(Blalock & Devellis, 1986). In fact, stereotypes and 

perceptions are further perpetuated by the prevalence of 

stereotyping in medical texts. For example, "sex 
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stereotypes are fostered by textbooks that link female 

patients with mental and emotional disorders" (p. 20), and 

Todd (1989) suggests that gender stereotyping is pervasive 

in the literature. Furthermore, physicians have 

stereotyped chronic disease, a problem common to older 

patients, as "uninteresting and even boring" (Turpie, 

Bloch, Edwards, Rangachari, Patterson, & Tainsh, 1992, 

p.304). 

Medical Malpractice: The M.D.'s Malady 

Prior to 1840, medical malpractice suits were almost 

unheard of (Mohr, 1992). However, shortly after 1840 

citizens began to conceptualize physicians as "individual 

entrepreneurs in an intensely competitive marketplace" 

(Mohr, 1992, p. 6). Physicians were no longer thought of 

as kindly neighbors who tried their best to heal, but as 

businessmen who were responsible for wrongdoing. 

Over and over during the 1840s and 1850s, 
however, the nation's best-educated and most 
professionally -minded physicians observed with 
a sort of defensive incredulity and disbelieving 
horror that many, if not most, of the burgeoning 
numbers of malpractice suits were being lodged 
not against charlatans and amateur hacks, but 
against others like themselves: successful 
regular doctors. (Mohr, 1992, p. 8) 

Mohr (1992) cites four reasons for this attitude 

change. First, many suits resulted from dissatisfaction 

with orthopedic advancements. In the past fractures had 

resulted in amputations, and although physicians learned 

how to keep limbs intact, they were not functional. 

Patients felt that if a physician could save a limb, then 

it should be able to function, and when it did not, claims 

were filed. 

Second, the most qualified physicians were likely to 

take on the most difficult cases, thus increasing the 

likelihood for litigation. Less-experienced physicians 
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could execute an amputation, and though that procedure 

resulted in quite a loss for the patient, little could go 

wrong which would bring a law suit. 

Third, authentic physicians possessed texts and 

manuals which set forth the proper methods of medicine, 

while "quack" doctors, absent of regulations, had no 

standards to follow. Thus, poor doctors had no rules to 

dictate right from wrong behavior. 

Finally, patients had no reason to sue unqualified 

physicians because they made no money. Only trained and 

legitimate physicians commanded enough of a salary to 

interest would-be patient-plaintiffs. It was this reason, 

Mohr (1992) writes, that caused one-time medical 

jurisprudence advocate James Webster to advise mid

nineteenth century physicians not to treat patients 

suffering from both poverty and fractures, because they 

had incentive to sue. 

Based on the history of malpractice that Mohr (1992) 

provides, one can imagine how distressed physicians of the 

1800s must have felt. Undoubtedly, physicians remain 

distressed today not only because of the emotional 

stresses a malpractice suit brings (Lavery, 1988), but 

also because of the monetary implications for the suit. 

Mohr presents a history of malpractice from the 

perspective of a physician. If this history is widely 

accepted by physicians, then patients must appear to be 

potential plaintiffs as well as individuals seeking 

medical care. Although non-physicians may see malpractice 

suits evolving out of a need to correct medical wrongdoing 

1n the pursuit of justice, Mohr's account paints a picture 

of malpractice suits in themselves being great injustices 

to undeserving and innocent physicians. This account is 

likely to influence the physician's patient schema 

negatively. 
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The American Medical Association (1990) writes that 

each year seven out of 100 physicians is likely to have a 

suit filed against him or her, while the American Academy 

of Family Physicians (1987) writes that one in three 

family physicians report they have been sued. This means 

that most physicians will likely be involved in a 

malpractice claim at some point, whether they are a 

defendant or a witness (Bowman, 1992). Even though the 

quantity of claims filed might be decreasing or at least 

failing to increase (Jacobson, 1989), physicians must 

invest excess time and resources in malpractice liability 

insurance and defensive medicine, which could result in 

costs nearing $20 billion annually (Hickson, Clayton, 

Githens, & Sloan, 1992). 

The Traditional Medical Model 

The biomedical model believes that social, 

environmental, cultural, psychological, or behavioral 

variables are not critical factors in disease, which means 

that the interaction between physician and patient is not 

seen as a possibility for either the success or failure of 

a patient's struggle with health. Yet some researchers 

disagree with this premise. 

Medicine's crisis stems from the logical infer
ence that since "disease" is defined in terms of 
somatic parameters, physicians need not be 
concerned with psychosocial issues which lie 
outside medicine's responsibility and authority. 
(Engel, 1977, p. 129) 

If a test is positive, the patient is sick. If a test is 

negative, the patient is healthy. No other variables are 

considered, including the patient's interpretation of 

events (Engel, 1977). Yet almost 75% of all patients want 

to discuss psychosocial concerns with the physician 

(Thomas, 1977). 
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In other words, those physicians adhering to the 

biomedical model do not take into consideration what the 

patient thinks, feels, says, needs, or does to make a 

diagnosis or prescribe a treatment. This sort of behavior 

belies a physician schema which has completely discounted 

the role of the patient in achieving or maintaining 

health. 

Although the biomedical model is ineffective, it has 

proven successful in the sense that technological and 

diagnostic advances have been made under its domain. 

However, physicians are beginning to sense that their 

reliance on this model has not fostered their skills in 

working with patients, skills which are absolutely 

necessary for patient care (Engel, 1973). 

Medical schools have not been traditionally 

supportive of those who seek to enhance their skill by 

researching and teaching skills related to relational care 

(Engel & Salzman, 1973), which would represent a deviation 

from the traditional model. However, there is a growing 

concern with relational care. Besides the work of Engel, 

one of the signs of this growing concern was the 

introduction of the Journal of Behavioral Medicine in the 

late 1970s. Furthermore, Schwartz and Weiss (1977) argue 

that although behavioral medicine and psychosomatic 

medicine, which is congruent with the biomedical model, 

have different origins, there should be no conflict 

between the two areas of emphasis. 

If, historically, psychosomatic medicine has 
tended to emphasize etiology and pathogenesis, 
and behavioral medicine treatment and preven
tion, then each has contributed to a comprehen
sive view of disease, and ideally there should 
be no conflict between them (e.g., understanding 
etiology and pathogenesis is essential for 
rational treatment and prevention). (p. 378) 

Schwartz and Weiss' ideological view seems to be 

gaining acceptance by some scholars. Wehlage (1987) 
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reports that students at the Indiana University School of 

Medicine, as well as their instructors, have benefited 

from a training exercise designed to increase awareness of 

the impact a serious health problem has on one's life. 

Students interviewed relatives about how serious illness 

affected their lives, leading students to an awareness of 

"the full range of influences affecting illness and 

recovery" (p. 371). 

Furthermore, according to Haug and Lavin (1981), 

although a minority of patients are beginning to behave 

like consumers when seeking medical care, most physicians 

still assume the dominant and more powerful role in the 

provider-patient relationship. This behavior could be due 

to the responsibilities physicians assume for their 

patients' lives, and is made possible by the expert, 

legitimate, and referent power possessed by the physician 

(Beisecker, 1990). Sankar (1986) argues that when 

physicians sense they are losing control, as is possible 

in a home care setting, the sense of lost control 

adversely "affects communication between patient and 

physician and thus the quality of information obtained in 

that communication" (p. 973). 

Buchanan (1991) suggests that while patients and 

physicians alike have long discerned that some physicians 

are more effective communicators than others, historically 

the physician was not considered to be the source of 

misunderstandings and ineffective communication. Further

more, the longstanding view that physicians are superior 

to patients has lead to a devaluing of patient thought 

(Sharf, 1990), and the "hierarchal relationship between 

doctor and patient has been established as a norm" 

(Buchanan, 1991, p. 63). 

This hierarchal relationship, according to Tuckett, 

Boulton, Olson, and Williams (1985), results from a need 

for the physician to remain the superior relational 
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partner. Specifically, the physician develops methods of 

dealing with the struggles of becoming a doctor, and those 

defense mechanisms result in an adherence to the 

hierarchal relationship and include 

tunnel vision, emotional withdrawal, being busy, 
being obsessed with one or more technical aspects 
of medicine and being omnipotent in his behavior. 
The 'Apostolic' function is a similar defence. 
Whether these defenses help rather than hinder 
and whether in the end they make life more diffi
cult for doctors (and their patients) is an open 
question. (p.216) 

Ironically, the American Medical Association lists as one 

of its Principles of Medical Ethics that the "physician 

shall be dedicated to providing competent medical service 

with compassion and respect for human dignity" (Bruhn & 
Henderson, 1991, p. 382). 

Cousins (1988) presents a medley of responses from 

physicians to the discussion centering on "the importance 

of psychological factors in the treatment of patients" (p. 

1610). 

I am not interested in charming or entertaining 
my patients or winning popularity contests. I 
want to give them the benefit of my special 
knowledge and ability. If I myself were seri
ously ill, I would have no difficulty in 
expressing my preference for a physician who is 
capable of making an absolutely correct diagno
sis and who would know exactly what has to be 
done--rather than choose a physician who is adept 
at sweet talk, or in making friends and influ
encing people, or in gaining recognition as one 
hell of a fine fellow. (Cousins, 1988, p. 1610) 

What this composite seems to suggest is that communicative 

sensitivity, and importance placed on communicative 

sensitivity in the medical context, is utterly foolish. 

This view is supportive of the biomedical model, and 

represents the opposition to altering that model. 
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Relational Communication Strategies 

Although the traditional medical model frowns on 

active patient interactions with the physician, O'Hair 

(1986) discovered that patients can deviate from that 

model and become more active participants. Specifically, 

O'Hair's study found that attempts by physicians to gain 

control over an exchange were greeted by a patient's 

attempt to gain control in the exchange. 

Yet von Friederichs-Fitzwater, Callahan, Flynn, and 

Williams (1991) found that physicians executed twice as 

many attempts at conversation control than did patients. 

This is an indication that the traditional model of 

medicine has yet to be abandoned. If physicians tend to 

follow traditional models, they might not be comfortable 

with a patient who is resisting or challenging his or her 

attempts at conversational control. If the physician's 

schema of a successful interview depends in part on him or 

her having relational control, this behavior on the part 

of the patient might lead to negative feelings towards the 

patient. 

Physician Characteristics Affecting 
Schemata 

Finally, there are several variables unique to each 

physician which are bound to play a role in schema 

formation. In the provider-patient interaction model, 

several physician personal factors are seen as impacting 

on the physician-patient relationship, including personal 

characteristics, patient load, and physician experience 

and specialty (Kreps, O'Hair, & Hart, in press). 

Just as education, abuse, and role modeling affect 

physicians' schemata of patients, so do the personal 

attributes of the physician. For example, male and female 

physicians might have significantly differing schemata of 
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patients. In addition, certain age groups of physicians 

might have similar perceptions of patients. 

It is possible that physicians have a schema for the 

"perfect patient." If there is such a schema, when 

patients do not manifest behavior that matches the perfect 

patient schema, is communication with those patients 

damaged due to negative reactions from the physician? 

Rationale 

The relationship a patient has with his or her 

physician when faced with serious health problems is among 

the most important relationships anyone can have. Yet the 

literature has revealed that many physicians hold a schema 

of patients that research has confirmed to be ineffective. 

The discussion of education and training of 

physicians shows that not only do physicians receive 

poorly structured training, a large portion of students 

are abused in medical school. This abuse leads to a life

time of resentment toward patients. Although the 

information received in education and training is 

processed very early in the physician's career, once that 

information has been ordered into schema, it can direct 

how the physician reacts to patients throughout his or her 

career. Medical training and education help build a 

negative schema of patients, which lead to poor 

communication. 

Furthermore, research also points out the 

deficiencies of role-modeling. Senior physicians display 

negative attitudes towards patients, thus providing poor 

roles for students to model, as well as disparaging 

specialty choices of students. Students learn that some 

older physicians routinely display negative behavior 

toward patients, and that behavior is accepted by other 

members of the medical community •. 
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Deception might also influence physicians' schema of 

patients. While the specialty of the physician many times 

determines the seriousness of the deceit, the literature 

asserts that no doctor should assume that he or she is 

receiving an accurate account of symptoms or behavior from 

the patient. Thus, physicians' schemata reflect the 

notion that patients can be deceptive. 

The literature also revealed a number of reported 

physician perceptions of patients. For example, those 

with chronic disease, typically the elderly, are not well 

thought of. Of course, as previous discussion has shown, 

this is largely the result of modeling behavior displayed 

in medical school by senior physicians. 

The examination of the history of malpractice suits 

shows that while some physician wrongdoing is responsible 

for the filing of suits, patients often have unethical 

reasons for pursuing claims. Most suits were found to 

have no basis for malpractice. Knowledge of the reasons 

patients file claims, experience with malpractice suits, 

and a knowledge of the history of claims can foster a 

negative schema of patients. 

The adherence to the biomedical model is a major part 

of how the physician orders his or her schema. The 

biomedical model ignores the importance of the feelings of 

the patient and is a detriment to communication with the 

patient and quality medical care. 

Personal characteristics of the physician influence 

schema. For example, physician age, gender, and years 

spent in practice all affect schema. 

Finally, how closely the physician judges actual 

patients to behave similarly to his or her schema for the 

"perfect patient" also affects patient schema as well as 

communication with patients. 

By understanding why physicians communicate with 

patients as they do, we take great strides towards 
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understanding how to improve communication. However, the 

first step in understanding the communication of 

physicians is to understand the mind set of physicians. 

Research Questions 

RQl: What is the effect of the following variables on 

physician schema about patients? 

a. education and training 

b. role-modeling 

c. patient deception 

d. known physician perceptions 

e. medical malpractice 

f. traditional model. 

Furthermore, each physician, as well as his or her 

communication, will be influenced by personal factors. 

For example, age, gender, and years spent in practice have 

an impact on communication. The longer a physician is in 

practice, and hence the older that physician is, the more 

experience that person would have had to form patient 

schema. Certainly, this is in contrast to the recently 

graduated physician who has had few physician-patient 

interactions. Additionally, male and female physicians 

might relate to patients differently, or could have had 

different experiences in medical school, which would 

affect subsequent interactions. Do demographics influece 

schema? 

RQ2: What effect do physician variables (age, gender, 

years experience) have on patient schema variables? 
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Study I 

Participants 

CHAPTER II 

METHOD 

A medical director of a large southwestern hospital 

was contacted by the principal researcher for assistance 

with the focus group session. He agreed to providing the 

facilities for the focus group as well as providing a list 

of practitioners to invite to the session. The 18 

selected physicians from his list were subsequently 

contacted by mail and invited to a focus group session 

(see Appendix A). 

Based on the exploratory nature of the research 

questions, investigators determined that a qualitative 

approach was most appropriate to gather data in 

anticipation of the building of a quantitative 

questionnaire. To that end, focus groups were utilized to 

gather support for the physician schemata variables 

discussed in Chapter I, and to gather information to build 

the questionnaire. 

Focus Group 

Focus groups have been noted to be a research method 

well-suited for triangulation and testing hypotheses 

(Folch-Lyon & Trost, 1981; Morgan & Spanish, 1984; 

Schearer, 1981). As part of the preparation for the 

development of the questionnaire, a focus group of 

physicians met with researchers. Physicians were asked a 

series of questions (see Appendix B) that allowed them to 

express opinions about issues raised in the literature 

review. 

Four physicians attended the focus group meeting that 

met in a board room of a hospital for approximately one 

hour. Participants were assured of confidentiality in the 

30 



study, and agreed to the session being audiotaped. 

Participants were offered a summary of the study results. 

Suggestions for conducting a focus group were taken from 

Greenbaum (1988) and Morgan (1988). In fact, Morgan 

(1988) asserts that "an emerging discussion in a focus 

group is in many ways analogous to the process of schema 

or perspective formation in an individual" (p. 27), thus 

supporting the use of the group in this study. 

Thematic Analysis. A transcript of the focus group 

was made from the tape of the session. The principal 

researchers independently conducted a thematic analysis 

from the transcript of the focus group for the purpose of 

identifying and determining the direction of themes (see 

Reynolds & Johnson, 1978, for a discussion on direction 

and magnitude in focus groups). Each coder was provided 

with a transcript of the session, and independently 

circled themes which were reflective of repetitive 

statements or statements stressed as being important by 

the physicians. The principal coder then sequentially 

numbered each circled theme on each transcript, and using 

those numbers was able to make a list of themes as 

identified by each researcher. 

Next, the total number of themes for each coder was 

noted, as well as the net number of themes, since several 

themes were mentioned repetitively. Agreement between 

coders for total number of themes was 86%, agreement 

between net number of themes was 90%. See Table 1 for a 

comparison of theme numbers as identified by researchers. 

The researchers agreed on a net total of 30 distinct 

themes from the focus group (see Appendix C). 

Study II 

Construction of the Questionnaire 

Thirty themes were identified in constructing a 

series of 99 Likert-type closed ended questions to be used 
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Table 1 

Theme numbers as identified by both researchers. 

Researcher one 

Researcher two 

total themes 

43 

37 

net themes 

30 

27 

Percentage of agreement for total theme number: 86% 

Percentage of agreement for net theme number: 90% 
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for the questionnaire. All of the themes identified in 

the focus group were congruent with issues discussed in 

the literature review. An additional 24 closed-ended 

Likert-type questions were written based on the literature 

review. Additionally, five closed-ended Likert-type 

questions were written about defensive medicine and the 

effect of political decisions concerning health care. 

Finally, four open-ended questions were written. 

This list of 131 questions was given to two 

independent reviewers who edited questions and deleted 

questions which were poorly written or duplicated. 

Researchers then compared the decisions of the independent 

reviewers. Questions deleted by both reviewers were 

discarded, and questions which were recommended by both 

reviewers were included as were several questions 

recommended by one reviewer. This process was devised by 

both principal researchers, who had final judgment as to 

whether or not the editing recommendations should be 

heeded. Additional items were deleted when the researchers 

discovered redundancies. This left a total of 40 closed 

ended questions and four open-ended questions which were 

used to construct the final questionnaire, although 

analysis of the open-ended questions was not a part of 

this study. The questionnaire and the instructions for 

completing it can be found in Appendix D. 

Participants 

The physicians who participated in this study 

practice medicine in a mid-sized southwestern city that 

serves as a regional medical center. Physicians with 

listings at local hospitals and with entries in the yellow 

pages of a telephone book were considered potential 

subjects. See Table 2 for specific demographic 

information. The average physician was a 47-year-old male 

family practitioner with 18 years' practicing experience. 
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Table 2 

Demographics of the sample. (N=120) 

Variable 

Gender 

Male 

Female 

No response 

Variable 

Age 

Variable 

Years practicing 

Frequency 

34 

105 

12 

3 

Mean 

47.3 

Mean 

18.27 

Percentage 

89.7 

10.3 



Distribution of the Questionnaire 

Four hundred seventy-three physicians were identified 

in the metropolitan area. This list did not include 

osteopaths or dentists. After envelopes were typed and 

alphabetized, the duplicates were removed. Zar's table of 

random numbers was used (Frey, Botan, Friedman, & Kreps, 

1991) to identify which 373 envelopes would be selected to 

rece1ve the first mailing of the questionnaire. The 

primary researcher used the last two digits of her birth 

date to locate a starting point on the table, and from 

there used the last digit of the five-digit numbers to 

indicate which envelopes would be chosen, moving left to 

right, top to bottom on the page. The questionnaires and 

directions were mailed with first class postage. 

After three weeks, 100 more physicians were chosen in 

the same manner as the first round and also mailed the 

questionnaire. This mailing was an attempt to increase 

response number. After waiting three more weeks, all 

physicians of the total group of 473 who had not yet 

responded were again sent the questionnaire. This final 

mailing of the original questionnaire resulted in 120 

total questionnaires being returned. Of the 473 

physicians identified for the first questionnaire, 76 

could not be reached by mail, leaving a total of 397. Of 

the 397 physicians reached by mail, 120 responded for a 

response rate of 30.2 percent. 

Variables 

This study employed six dependent variables. The 

dependent variables are reflective of issues which affect 

schema development in physicians, for example, difficult 

communication experiences with patients, negative 

attitudes manifested on the part of patient, construct of 

an ideal patient, role models from training and residency, 

medical school experiences, and concealment and deception 
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on the part of the patient. The category of medical 

school reflects the theme that physician abuse in medical 

school affects later communication with patients. The 

category of role models reflects the theme that physicians 

learn communication skills from watching other physicians. 

The category of patient concealment reflects the theme 

that patient concealment in the medical encounter is an 

important issue. The category of ideal patient is 

reflective of the theme that patients are good people. 

The category of difficult communication is reflective of 

the theme that patients are not too difficult to 

communicate with. Finally, the category of negative 

attitudes reflects the theme that physicians do not expect 

communication problems from patients. 

The independent variables include age, years of 

experience, and gender of the subjects. Analysis of the 

variable specialty was beyond the scope of this study due 

to limitations of the computer program used for this 

analysis. 
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CHAPTER III 

RESULTS 

Descriptive Statistics of the Questionnaire 

Table 3 presents the means and standard deviations of 

each item of the questionnaire. This is a replication of 

the actual questionnaire sent to physicians. 

Factor Analysis of Questionnaire 

A factor analysis was conducted on the results of the 

questionnaire distributed to physicians. All forty 

questionnaire items were submitted to a principal 

component analysis with varimax rotation resulting 1n a 14 

factor solution. Table 4 presents those items that loaded 

on each factor using a .60/.40 purity criterion. These 

results were uninterpretable, and further data reduction 

routines on the remaining items did not seem warranted. A 

unidimensional solution did not seem possible. Instead, 

questionnaire items were grouped according to their 

theoretical association and according to the results from 

the focus group. 

Questionnaire items were grouped into the following 

categories: medical school, items 11, 16, 30, 31, and 40; 

patient deception, 12 and 35; physician perceptions, 1, 2, 

3, 4, 6, 9, 14, 18, 24, and 29; communication 

difficulties, 10, 17, 19, 20, 21, 22, and 34; malpractice 

concerns, 15 and 23; traditional biomedical model, 33 and 

37; economic and political restraints, 5, 28, and 39; 

family members, 8, 13, 26, and 32; elderly patients, 27 

and 36; and doctor attributes, 7, 25, and 38. Separate 

principal components analyses were conducted on these 

dimensions. A .60/.40 purity criteria was used for all 

factor analyses. 

The medical school category (items 11, 16, 30, 31, 

and 40) resulted in a three-factor solution. Table 5 
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Table 3 

Means and standard deviations for questionnaire items. 
(very strongly disagree = 1, strongly disagree = 2, 
disagree= 3, undecided = 4, agree =5, strongly agree = 
6, very strongly agree = 7) 

Item Mean 

1. Sometimes patients act 2.33 
inappropriately because 
they feel bad. 

2. The best patients give doctors 5.21 
complete and accurate information 
about their illnesses. 

3. The most desirable patients do 5.33 
not assign responsibility for 
their poor health to doctors. 

4. Doctors are expected to adjust 1.96 
their way of communicating to be 
clear to particular patients. 

5. Interpersonal relations between 3.21 
doctors and patients will not be 
affected by medically-related 
economic restraints. 

6. The ideal patient has no plans 4.53 
to test the doctor. 

7. Doctors try to avoid getting 4.13 
too close to their patients. 

8. Angry family members pose a 2.37 
difficult communication 
situation for doctors. 

9. The best patients want to get 5.50 
better. 

10. Doctors experience a lot of 3.75 
communication difficulties with 
patients. 
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Standard 
Deviation 

.98 

1.35 

1.28 

.92 

1.69 

1.42 

1.29 

1.24 

1.50 

1.30 



Table 3 

Continued. 

Item Mean 

11. How students were treated 4.47 
in medical school influences 
how they communicate with 
patients. 

12. Some patients deny facts 2.14 
about their health. 

13. Doctors are expected to 2.26 
communicate effectively with 
family members. 

14. It is not a major concern of 2.42 
patients that doctors spend 
enough time with them. 

15. Legal and medical journals 5.48 
over-estimate the importance of 
doctor-patient communication. 

16. Doctors do not learn patient- 3.23 
related communication skills 
formally from a medical 
curriculum. 

17. Patient attitude is the most 4.28 
important determinate of doctor 
communication. 

18. Patients are very demanding. 3.91 

19. Of all the communication 3.86 
difficulties doctors can 
experience, a language barrier 
with a patient is the most 
difficult. 

20. Noncommunicative patients pose 2.48 
no serious problems for the doctor. 

21. Doctors have a difficult time 3.62 
communicating "bad news" to 
patients. 
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Standard 
Deviation 

1.43 

.92 

.81 

1.16 

1.20 

1.37 

1.24 

1.35 

1.50 

1.01 

1.23 



Table 3 

Continued. 

Item Mean 

22. Patients influence doctors' 3.53 
communication by putting physicians 
on the defensive. 

23. Knowledge of malpractice 2.35 
suits leads doctors to practice 
defensive medicine. 

24. The best patients express 4.51 
sensitivity towards a doctor's 
feelings and concerns. 

25. Doctors prefer patients who 4.39 
display an appropriate sense of 
humor about the medical condition. 

26. Doctors can check a patient's 3.94 
level of understanding by asking 
family members what the patient 
understands. 

27. Elderly patients often make 4.85 
undesirable patients. 

28. The quality of patient care 3.36 
will be lowered by medically-
related economic restraints, and 
will result in hurt and anger. 

29. Patients are not concerned 2.92 
about doctors causing additional 
health problems. 

30. Learning how to communicate 4.87 
with patients was accomplished 
by observing role models and/or 
senior doctors. 

31. How doctors were treated by 3.55 
peers and senior doctors in 
medical school influences how 
doctors interact with patients. 

40 

Standard 
Deviation 

1.15 

1.06 

1.24 

1.23 

1.21 

1.30 

1.55 

.98 

1.21 

1.41 



Table 3 

Continued. 

Item Mean 

32. Doctors appreciate family 4.71 
members being present for a 
medical encounter. 

33. Doctors place more trust in 4.78 
what a clinical test can tell 
them about a patient than what 
personal information the patient 
can offer. 

34. Doctors' communication with 4.24 
patients is based partially on the 
social status of the patient. 

35. It is not important whether or 2.08 
not patients are honest or what 
their agenda is. 

36. The age of a patient has no 3.05 
relevance on how doctors respond 
to him or her. 

37. Doctors enjoy communicating 4.60 
with patients who have interesting 
or unique health conditions. 

38. A doctor's area of specialty 3.03 
does not influence his or her 
communication with patients. 

39. Interpersonal relations between 2.81 
doctors and patients will not be 
affected by medically-related 
political restraints. 

40. Doctors learn that 5.01 
communicating with peers is more 
important than communicating with 
patients. 

41 

Standard 
Deviation 

1.10 

1.22 

1.44 

1.06 

1.35 

1.13 

1.37 

1.40 

1.13 



Table 4 

Questionnaire items which loaded on each factor using a 
.60/.40 purity criterion. 

Item Factor Loading Mean 
14 1 .696 2.42 
39 1 .642 2.81 
12 2 .631 2.14 
13 2 .723 2.23 
35 2 .636 2.08 

11 3 -.796 4.47 
31 3 .712 3.55 
27 4 .786 4.85 
6 5 .670 4.53 
9 5 .766 5.50 

1 6 .772 2.33 
33 7 .689 4.78 
40 7 .809 5.07 
32 8 .762 4.71 
24 9 .867 4.51 

18 10 .866 3.91 
21 11 .844 3.62 
7 12 .771 4.13 
30 13 .886 4.87 
23 14 .726 2.35 

Table 5 

Questionnaire items according to category one, medical 
school, which loaded on each factor using a .60/.40 
purity criterion. 

Item Factor Loading Mean 

11 1 -.881 4.45 

31 1 .891 3.55 

16 2 -.780 3.23 

30 2 .790 4.87 

40 3 .974 5.07 

42 



presents those items that loaded on each factor. The 

patient deception category (items 12 and 35) resulted in a 

one-factor solution. Table 6 presents those items that 

loaded on each factor. Physician perception, category 

three, (items 1, 2, 3, 4, 6, 9, 14, 18, 24, and 29) 

resulted in a four-factor solution. Table 7 presents 

those items that loaded on each factor. Category four, 

communication difficulties, (items 10, 17, 19, 20, 21, 22, 

and 34) resulted in a three-factor solution. Table 8 

presents those items that loaded on each factor. 

Malpractice concerns (items 15 and 23) resulted in a one

factor solution, making a rotated structure unnecessary. 

Table 9 presents both items which loaded on that factor. 

Category six, the traditional biomedical model (items 33 

and 37), resulted in a one-factor solution, making a 

rotated structure unnecessary. Table 10 presents both 

items which loaded on that factor. Economic and political 

restraints (items 5, 28, and 39) resulted in a one-factor 

solution, making a rotated structure unnecessary. Table 

11 presents the items which loaded on that factor. 

Category eight, family members (items 8, 13, 26, and 32), 

resulted in a two-factor solution. Table 12 presents 

those items that loaded on each factor. Elderly patients 

(items 27 and 36) resulted in a one-factor solution, 

making a rotated structure unnecessary. Table 13 presents 

the items which loaded on that factor. Category ten, 

doctor attributes (items 7, 25, and 38), resulted in a 

two-factor solution. Table 14 presents those items that 

loaded on each factor. 

Based on the previous analyses, items loading on the 

same factors were submitted to another principal 

components analysis in a search for unidemensionality. 

This analysis resulted in a unidimensional solution for 

the following components: medical school, 11 and 31; role 

models, 16 and 30; patient concealment, 12 and 35; ideal 
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Table 6 

Questionnaire items according to category two, patient 
deception, which loaded on each factor using a .60/.40 
purity criterion on an unrotated basis. 

Item 

12 

35 

Table 7 

Factor 

1 

1 

Loading 

.828 

.828 

Questionnaire items according to category three, 
physician perception, which loaded on each factor 
using a .60/.40 purity criterion. 

Item Factor Loading 

1 1 .823 

4 1 .837 

2 2 .716 

9 2 .770 

6 3 .621 

24 3 .619 

14 4 .622 

18 4 .779 

44 

Mean 

2.14 

2.08 

Mean 

2.33 

1.96 

5.21 

5.50 

4.53 

4.51 

2.42 

3.91 



Table 8 

Questionnaire items according to category four, 
communication difficulties, which loaded on each 
factor using a .60/.40 purity criterion. 

Item Factor Loading 

10 2 .763 

17 2 -.759 

19 3 .746 

21 1 .737 

22 1 .764 

Table 9 

Mean 

3.75 

4.23 

3.86 

3.62 

3.53 

Questionnaire items according to category five, 
malpractice concerns, which loaded on each factor 
using a .60/.40 purity criterion on an unrotated basis. 

Item 

15 

23 

Factor 

1 

1 

45 

Loading 

.728 

-.728 

Mean 

5.48 

2.35 



Table 10 

Questionnaire items according to category six, 
traditional biomedical model, which loaded on each 
factor using a .60/.40 purity criterion on an unrotated 
basis. 

Item 

33 

37 

Factor Loading 

.751 

.751 

Mean 

Table 11 

1 

1 

Questionnaire items according to category seven, 
economic and political restraints, which loaded on 
each factor using a .60/.40 purity criterion on an 
unrotated basis. 

Item Factor Loading 

5 1 .679 

28 1 .781 

39 1 -.831 

46 

4.78 

4.60 

Mean 

3.21 

3.36 

2.81 



Table 12 

Questionnaire items according to category eight, 
family members, which loaded on each factor using a 
.60/.40 purity criterion. 

Item Factor Loading Mean 

8 2 .882 2.37 

13 1 .546 2.26 

32 1 .844 4.71 

Table 13 

Questionnaire items according to category nine, 
elderly patient, which loaded on each factor using a 
.60/.40 purity criterion on an unrotated basis. 

Item 

27 

36 

Factor 

1 

1 

Loading 

.734 

.734 

47 

Mean 

4.85 

3.05 



Table 14 

Questionnaire items according to category ten, doctor 
attributes, which loaded on each factor using a 
.60/.40 purity criterion. 

Item 

7 

38 

Factor 

1 

2 

Loading 

.759 

.879 

48 

Mean 

4.13 

3.03 



patient, 2, 3, and 6; malpractice, 15 and 23; traditional 

biomedical model, 33 and 37; demanding patients, 14 and 

18; difficult communication, 21 and 22; negative 
attitudes, 10 and 17. 

The two-item dimensions, medical school (11 and 31), 

role models (16 and 30), patient concealment (12 and 35), 

malpractice (15 and 23), traditional biomedical model (33 

and 37), demanding patients (14 and 18), difficult 

communication (21 and 22), and negative attitudes (10 and 

17), all resulted in a one-factor solution with both items 

of each category loading on that factor. The dimension 

with three items, ideal patient (2, 3, and 6), also 

resulted in a one-factor solution with all three items 
loading on that factor. 

Reliability 

Reliability analyses in the form of Cronbach alpha 

coefficients were performed for the purpose of determining 

which categories were satisfactory for subsequent 

analyses. Categories of malpractice, traditional 

biomedical model, and demanding patients, which are 

reflective of questionnaire items 15 and 23, 33 and 37, 

and 14 and 18, respectively, produced low correlation 

coefficients that resulted in probabilities greater than 

.OS. 

Categories of medical school, role models, patient 

concealment, ideal patient, difficult communication, and 

negative attitudes, which are reflective of questionnaire 

items 11 and 31, 16 and 30, 12 and 35, 2-3 and 6, 21 and 

22, and 10 and 17, respectively, produced moderate reli

ability coefficients. See Table 15 for exact reliability 

coefficients. All variables were retained for subsequent 

analyses in spite of disappointing reliability estimates. 

With only two items representing variables, it was not 

expected that large reliabilities would be discovered. 

49 



Table 15 

Cronbach alpha reliability coefficients for items 
representing categories of medical school, role 
models, patient concealment, ideal patient, 
difficult communication, and negative attitudes. 

Items Category Coefficients 

11, 31 medical school .74 

16, 30 role models -.62 

12, 35 patient concealment .54 

2, 3 ideal patient .59 

2, 6 ideal patient .so 
3, 6 ideal patient .56 

21, 22 difficult communication .46 

10, 17 negative attitudes -.67 

50 



Analysis of Variables 

This study was interested in determining the effect 

of physician variables on questionnaire components 

representing aspects of physicians' patient schema. 

Physician age, gender, and years of experience were used 

as predictor variables to this end. Age and experience 

were represented as continuous variables and gender was 

treated as a dichotomous variable. 

Analysis of Variance (Gender) 

Separate analysis of variance procedures were 

performed to determine the effect of gender on the patient 

schema (dependent) variables. None of the analyses 

yielded significant results. There were no differences 

between male and female physicians concerning their views 

on difficult communication, F (114) = .12, R = .73; ideal 

patients, F (114) = 2.67, R = .11; role models, F (115) = 
0.00, R = .98; medical school, F (115) = .85, R = .36; and 

patient concealment, F (115) = .42, R = .52. The variable 

negative attitudes, F (115) = 2.76, R = .099, approached 

significance. Table 16 depicts the means for each of 

these variables. 

Correlation Analysis 

Physician age and experience were correlated with the 

patient schema variables to determine their statistical 

relationships, as were patient schema variables correlated 

with each other. See Table 17 for results of the 

correlation analysis. 

A strong positive correlation (r = .83, R = .0001) 

was found between physician years of experience and 

physician age. A weak positive correlation (r = .19, R = 
.04) was found between age and the ideal patient category. 

The correlation (r = .17, R = .07) between patient 

concealment and physician age was weak and positive. 
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Table 16 

Analyses of variance on means for each 
dependent variable based on gender. 
(Var = variable, Dif = difficult communi
cation with patients, Neg = negative attitude 
on the part of patients, Ide = ideal patient 
construct, Rol = role model, Med = medical 
school, Con = concealment issues) 

Var 

Dif 

Male 

Female 

Neg 

Male 

Female 

Ide 

Male 

Female 

Rol 

Male 

Female 

Med 

Male 

Female 

Con. 

Male 

Female 

52 

Mean 

7.13 

7.33 

7.97 

8.75 

15.2 

13.5 

8.09 

8.08 

8.03 

7.67 

4.23 

3.92 



Table 17 

Pearson correlation coefficients between 
variables age and years experience and patient 
schema variables, and between all patient schema 
variables. (Var = variable, Exp = years 
experience of physician, Dif = difficult 
communication with patients, Neg = negative 
attitude on the part of patients, Ide = ideal 
patient construct, Rol = role model, Med = 
medical school, Con = concealment issues; 
p > .05 = *, p > .005 = **, p > .0005 = ***) 

Age 

Exp 

Dif 

Neg 

Ide 

Rol 

Med 

Con 

Age 

Exp 

Dif 

Neg 

Ide 

Rol 

Med 

Con 

Var 

Age 

.83*** 

.08 

.13 

.19* 

.09 

.02 

.17 

Var 

Ide 

.08 

.08 

-.18* 

Var 

Exp 

.04 

.06 

.18* 

.01 

.05 

.20* 

Var 

Rol 

.07 

-.18* 

53 

Var 

Dif 

.08 

.12 

-.17 

-.12 

.02 

Var 

Med 

-.22* 

Var 

Neg 

.12 

.02 

-.25** 

.13 

Var 

Con 



Another weak positive correlation (r = .18, Q = .05) was 

found between physician experience and the ideal patient 

construct. The correlation between physician experience 

and patient concealment was also weak and positive (r = 
.20, Q = .03). A weak negative correlation (r = -.25, Q = 
.007) was found between medical school and negative 

attitudes. A weak negative correlation (r = -.18, Q = 
.05) was found between role models and patient 

concealment. The correlation between medical school and 

concealment (r = -.22, Q = .01) was weak and negative. 

Finally, a weak negative correlation (r = -.18, Q = .06) 

was found between the ideal patient construct and patient 

concealment. 
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CHAPTER IV 

DISCUSSION 

To review, separate analysis of variance procedures 

were performed to determine the effect of gender on the 

patient schema variables and no significant results were 

yielded; males and females showed no difference concerning 

their views on any of the six retained categories. 

The analysis of variance procedures performed to 

determine the effect of gender on the patient schema may 

have yielded insignificant results because the sample size 

in general was small, and also because male participants 

numbered 105 while female participants numbered 12. For 

the 117 participants who revealed their gender, females 

comprised 10%. On the other hand, since males and females 

experience identical schooling and training, their 

perceptions of communication with patients could be very 

similar. 

Weak correlations were found between physician age 

and ideal patient, physician experience and the ideal 

patient, physician experience and patient concealment, the 

ideal patient and concealment, medical school experiences 

and negative attitudes, role models and concealment, and 

medical school and concealment. A strong correlation was 

found between physician years of experience and physician 

age. 

The weak positive correlation between physician age 

and the ideal patient category (items 2, 3, and 6), as 

well as physician years in practice and the ideal patient 

category, may indicate that as physicians age and practice 

medicine, they grow to believe that most patients are good 

people. Taken together, the responses given to these 

questions indicate that as physicians spend more time with 

patients, whether it be due to increasing age or 

increasing years of experience, they tend to view patients 
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more positively. Furthermore, the longer that physicians 

practice, the more chances they have to build 

interpersonal relationships with patients. The 

satisfaction from those relationships could tinge 

perceptions of patients in general. 

Kelley's (1967, 1973) work indicates that as a person 

interacts with others over time, his or her perceptions of 

an event are influenced by how congruent the behavior is 

with past occurrences. Furthermore, perception is 

influenced by how many times one has witnessed an event or 

particular transaction. This assists in explaining this 

study's finding that as physicians age, they grow to view 

patients more positively. Each time physicians experience 

positive exchanges with patients or evaluate them 

positively, they are strengthening their schema of 

patients as being good people. Thus, the physician's 

patient schema might improve as the physician spends more 

time with individual patients as well. 

The responses to the open-ended questions, although 

not formally analyzed for this study, provide insight to 

the quantitative responses. Participant eight, with 17 

years' experience, responded that the ideal patient 

comes to visit the medical practitioner in a 
spirit of cooperation, providing history to best 
of his/her ability, cooperating during the 
examination and testing, and also having reason
able expectations of medical care system. The 
ideal patient participates actively and intelli
gently in treatment decisions, and complies with 
proposed, agreed upon treatment plan. 

This answer clearly refers to the importance of accurate 

information, yet it addressed other issues that make the 

ideal patient. 

Another example which reinforces the concept of the 

ideal patient is found in the response of participant 

twelve, who has 15 years' experience. 
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An individual capable of listening carefully, 
understanding efforts at informed consent, 
without flippantly dismissing risk, or on the 
other hand, being censored by the idea. A clear 
historian is also an ideal. 

Likewise, participant twenty-two, with 21 years' 

experience, lists the attribute of being a "good 

historian" as one belonging to an ideal patient. Finally, 

participant thirty-four, with 15 years' practicing 

experience, provides an interesting response: "An ideal 

patient is an honest one, a patient who will give the 

doctor all the information about his or her medicine and 

other factors that might help the doctor to arrive to a 

correct diagnosis." 

The weak positive correlation between patient 

concealment (items 12 and 35) and years in practice, 

indicates that as physicians spend increasing time 

practicing medicine, awareness of patient concealment 

becomes more of a concern. The response to the 

questionnaire items is reflective of the probability that 

the longer one is in practice, the more experiences one 

has had with deception events, or the more significant 

those deception events have become, the more important 

patient concealment and deception indeed become in health 

care. 

Indeed this finding was clearly echoed in the 

qualitative responses. Participant eighteen, who has 35 

years' experience, writes that the ideal patient is simply 

"honest" while participant nineteen, with 12 years' 

experience, provides more of a rationale with his answer. 

''Patients that when they seek your evaluation as a 

specialist, trust and honesty on their part are most in 

order to establish from the beginning a good patient

doctor relationship." 

A weak negative correlation was found between the 

ideal patient (items 2, 3, and 6) and patient concealment 
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(12 and 35) issues. This finding indicates that those 

physicians who believe that patient concealment is an 

important issue are not likely to think of patients as 

ideal. Physicians who have had difficulties with 

deceptive issues may be more likely to view patients in a 

negative light, possibly because they are becoming more 

suspicious and cynical, just as physicians who have not 

had problems with patient deception are likely to have a 

positive view of patients. 

A negative correlation was found between medical 

school experiences (11 and 31) and negative attitudes (10 

and 17). Those physicians who do not expect communication 

problems from patients also do not believe that physician 

abuse in medical school affects communication. 

Conversely, those physicians who do believe abuse in 

medical school affects physician-patient communication may 

expect more communication difficulties from patients. 

Physicians who have had negative experiences as medical 

students might be more conscious of difficulties with 

patients, or possibly have a higher expectation of 

negative interactions. 

These findings are somewhat similar to the collective 

work of Silver and Silver and Glicken. They report that 

medical students are not well-treated in medical school, 

and that their poor treatment is manifested in strained 

relationships with their own patients in years to come. 

While this study does not assign blame for poor 

relationships to those students who were treated poorly in 

medical school, its findings do indicate a correlation 

between difficulties physicians have early in their health 

care experiences and relationships with patients later. 

A weak negative correlation was found between role 

models (16 and 30) and patient concealment (12 and 35). 

This finding can be interpreted in two ways: physicians 

who learn communication skills from watching other 
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physicians do not think concealment is an important issue, 

or physicians who do not learn communication skills from 

watching other physicians do think concealment is an 

important issue. Learning communication skills from 

watching other physicians places the emphasis on passively 

observing another person try to maintain or develop a 

relationship. Due to this emphasis, physicians may learn 

to focus on themselves in later medical encounters, as 

well as focusing on other physicians as opposed to 

patients in general, and either do not notice patient 

deception, or dismiss it as being unimportant since the 

physician is perceived to be the main force in any medical 

encounter. Another possibility is that role models do not 

address issues of deception with their residents. 

The work of Kelley (1952) offers another explanation 

for this finding. He asserts that individuals conform to 

group norms in order to increase affiliation with that 

group. If role models do not display concern about 

patient deception, their residents may learn to suppress 

any concern they have about patient deception in an 

attempt to become more like other group members. As with 

some of the other quantitative correlations found, the 

qualitative questionnaire did not seek to establish any 

specified correlations. However, previous examples of 

responses concerning role models and responses concerning 

deception indicate that both variables are important 

determinants of communication. 

Finally, a weak negative correlation was found 

between medical school (items 11 and 31) and concealment 

issues (items 12 and 35). Physicians who believe medical 

student abuse affects communication do not believe that 

patient concealment is an important issue, or physicians 

who do not believe that medical student abuse affects 

communication do believe that patient concealment is an 

important issue. Possibly those who believe student abuse 
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does not affect communication, just as those who believe 

deception is not an issue, do so because they are in 

denial. To some perfectionist or egocentric physicians, 

admitting that student abuse affected communication might 

be perceived as an indication that they are not able to 

effectively manage all obstacles presented during 

training. Likewise, admitting that concealment is a 

problem may be like admitting that there are some 

variables during medical encounters which are out of the 

control of the physician. Another possibility is that 

those who have been abused or mistreated become so self

centered that the behavior of others is no longer an 

issue, only their past trauma is worth devoting attention 

to. 

Both treatment of medical students and deception were 

noted as determinants of communication in the qualtitative 

responses. Participant forty-one notes that "training, 

communication, and peers" are past experiences which all 

influence his communication with patients, and participant 

fifty-two discloses that "medical school, residencies and 

practice" all shape his current communication with 

patients. 

Furthermore, several categories of communication 

concerns did not make it to the final levels of analysis, 

but were proved to be issues worthy of study from the 

responses of the focus group. The questionnaire items 

reflective of concerns about malpractice and political and 

economic restraints were both strongly indicated as 

determinates of interaction from the focus group. 

Interestingly, participants did indicate on the open-ended 

questionnaire that both economic restraints and 

malpractice are issues which affect communication. 

Participants twenty-five and forty-two note that 

"malpractice" is one of the most troubling aspects of a 

negative communication experience. Participant 
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fifty-seven gives a particularly troubling prediction 

about future changes in the health care system: 

I believe that lowering reimbursements will 
ca~se more physicians to see the elderly more 
qu1ckly--1ess communication, those difficult 
problems will become burdens and physicians will 
try to "punt" them. This problem should be 
evident as many quality physicians no longer 
take new medicare patients. 

This study sought to explain the variables which 

influence physicians' schema of patients, and subsequent 

communication with patients. Although some of those 

variables were formally identified by the data analysis, 

others which were indicated as important by the literature 

review and focus group were not. In short, this study 

provides some answers about determinates of physician 

communication with patients, but perhaps most importantly 

it illuminates areas worthy of further investigation. 

Implications 

There are several ways other researchers can use 

these results for further work. A series of focus groups 

in different settings with different participants for each 

session would be appropriate for further work. Another 

possibility would be conducting a series of focus groups 

with one set of participants in the same setting in an 

attempt to achieve some level of trust and gather breadth 

as well as depth of information from one group. This 

would make the building of the questionnaire more certain. 

A secondary area of concern highlighted by this study 

is the following: Do physicians not respond well to self

report measures? Some prominent health care researchers 

have noted there is little agreement about what should be 

studied in this field and the methodology used to study 

it. A study utilizing interviews to determine how 

physicians feel about self-report measures and why they 

61 



feel the way they do would benefit those in the field 

grappling with the difficulties of selecting a 
methodology. 

It would 

physicians to 

osteopaths. 

be interesting to study how the responses 

this study compare to the responses of 

Health communication researchers should 

of 

explore the possibility that osteopaths might respond 

differently to questionnaires than physicians. Osteopaths 

undergo a much more holistic and patient-centered training 

than do M.D.s, and therefore might have a significantly 

different perception of patients based on their training 

and education. However, any replication of this study 

must utilize a much larger number of physicians with 

concerted efforts to target female physicians. 

The positive correlations between physician age and 

experience with the ideal patient category and physician 

experience and patient concealment need to be further 

explained. While the first correlation indicates that as 

physicians spend more time in practice they grow to see 

patients as having potential for being ideal, the second 

correlation indicates as physicians spend more time in 

practice they grow to see concealment as an especially 

important issue. The findings indicate a growing optimism 

towards patients tinged with awareness of the impact of 

deception. These correlations could be indicative of 

increased cognitive complexity on the part of the 

physician. 

Yet the correlations have equally compelling 

implications when considered separately as well. What 

causes a physician to perceive increasingly positive 

evaluations of patients in terms of communication as they 

age and log years of practice? What specifically makes 

the difference between how younger physicians perceive 

patients and how older physicians perceive patients? A 

62 



better developed or more complex patient schema might be 
the explanation. 

Also, the finding that concealment is more of a 

communication concern to older physicians is interesting 

as well. What causes this increased recognition of older 

physicians? Possibly younger physicians simply have had 

not enough deception experiences. Another possibility is 

that younger physicians, having just received their 

training from an institution which devalues patients in 

general, are more confident and conceited about their 

healing abilities, and discount the possibility that 

patient deception could negatively impact any work they 

might do. Yet another explanation is that older 

physicians are more other-centered, while younger 

physicians are more self-centered and thus are not 

concerned with patient deception. 

The finding that physicians who believe that patient 

concealment is an important issue are not likely to 

believe that patients can be ideal is worthy of further 

investigation. Are deception episodes so important that 

they have a negative influence on the patient schema in 

general? If this is the case, do physicians who are 

concerned about deception immediately assume all patients 

are possible deceivers? If so, how would a perception 

like this further influence communication? 

It is possible that some specialties experience more 

deception episodes than others. For example, emergency 

room physicians and physicians who concentrate on 

rehabilitation could be candidates for a higher than 

average level of deception episodes. One of the 

physicians in the focus group group session implied that 

he felt most patients who sought medical treatment in the 

emergency room were doing so inappropriately, or for 

inappropriate reasons, and furthermore that deception and 

concealment were major concerns for him. If this is the 
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case, how does an increase in deception episodes influence 

communication? If some groups are found to have increased 

exposure to deception, this points to the need for 

specialized training in deception detection, as well as 

techniques for effectively managing deception. 

The negative correlation between medical school 

experiences and negative attitudes can be interpreted in 

two ways: first, physicians who do not expect 

communication problems from patients also do not believe 

that physician abuse in medical school affects 

communication, and second, physicians who do believe abuse 

in medical school affects physician-patient communication 

do expect communication difficulties from patients. The 

first step in future research concerning these findings is 

to survey a group of physicians to locate participants who 

report they were mistreated in medical school. Second, a 

determination needs to be made if this is also the group 

who expects communication difficulties from patients. If 

there is a congruence between those two groups, the next 

step is to determine if the actions of those physicians 

somehow precipitate communication difficulties with 

patients. If physicians who are unhappy with their 

medical school experience are experiencing negative 

communication with patients, this points to a need for 

skills training to learn how to interact with patients 

more appropriately in spite of previous unpleasant 

experiences. In short, physicians in this group would 

need to be desensitized in order to effectively treat 

patients. 

The weak negative correlation between role models and 

patient concealment can also be interpreted in two ways: 

first, physicians who learn communication skills from 

watching other physicians do not think concealment is an 

important issue, or second, physicians who do not learn 

communication skills from watching other physicians do 

64 



think concealment is an important issue. Again, 

physicians who learn to communicate with patients by 

focusing on the behaviors of other physicians may become 

physician-centered in their communication and come to 

ignore the influence a patient can have on the medical 

encounter. The appropriate remedy for this is again 

communication training. Requiring physicians to play the 

role of a patient, as well as enrollment in an 

interpersonal communication course might prove to convince 

physicians that they are not the only important part of a 

conversation. In fact, Evans, Stanley, and Burrows 

(1992), Johnston (1992), and Wehlage (1987) have found 

that training programs do improve physician communication 

skills. 

Similarly, the negative correlation between medical 

school mistreatment and concealment issues can be 

interpreted in two ways: first, physicians who do believe 

medical student abuse affects communication do not believe 

that patient concealment is an important issue, or second, 

physicians who do not believe that medical student abuse 

affects communication do believe that patient concealment 

is an important issue. This may be yet another example of 

ego-centric beliefs on the part of the physician, and once 

again a possible answer to the discounting of patient 

influence on the medical encounter is communication skills 

training. Before any professor becomes a professor, that 

person spent years living as a student, experiencing the 

educational system as a student. This requirement 

hopefully makes professors better educators and 

researchers since they have their experiences as a student 

to guide their behavior. However, a comparable 

requirement is not made of doctors; they usually do not 

spend as much time as a patient as they do a practicing 

physician. Thus, they may have a more difficult time 
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conceiving of the role of the patient, and the importance 

of a patient's influence. 

Also, one finding approached significance and 

deserves further research attention. A weak negative 

correlation (R = -.16, 2 = .07) between role models (items 

16 and 30) and difficult communication (items 21 and 22) 

was found. Physicians who believe doctors learn 

communication skills from training believe patients are 

difficult to communicate with. Conversely, physicians who 

believe doctors do not learn communication skills from 

training believe patients are not difficult to communicate 

with. As noted in the work of Mizrahi, residents learn 

communication skills from watching senior physicians 

communicate with patients. Mizrahi argues that the 

majority of physician-patient communication is negative in 

nature, and residents learn from watching that negativity. 

His research aptly explains this finding. Physicians who 

are trained by observing difficult communication 

experiences may come to expect difficult communication. 

Limitations 

Two specific issues account for most of the diffi

culties with this study. First, only 120 questionnaires 

were returned. Such a small sample limits data reduction 

procedures such as factor analysis. Enclosing stamped 

self-addressed envelopes with the questionnaires may have 

increased the response rate. 

Second, although self-report measures are an accepted 

means of obtaining quantitative data, there were 

indications that several of the subjects resented 

answering the questionnaire. Many of the questionnaires 

were returned with extremely negative and even hostile 

remarks about the wording of the survey, the letter 

accompanying the survey, and quantitative research in 

general. In short, of the minority of physicians who 
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returned the survey, an impressive number indicated 

dissatisfaction with the sampling method. These factors 

may have influenced the results. 

Third, more than one focus group should have been 

used to generate proposed questionnaire items. The group 

used did generate ideas, but only four physicians were in 

attendance. 

Fourth, the questionnaire should have contained fewer 

items. Perhaps 40 Likert-type items appeared overwhelming 

to subjects and caused a lower return rate. 

Fifth, of those 117 participants who indicated 

gender, only 12 were female. Having a larger sample of 

females for the analysis might have produced different 

results. As a comparison, of the 15,454 M.D.s conferred 

in 1989, 33 percent were females. 

Sixth, more surveys could have been obtained if 

additional rounds of mail-outs where possible. However, 

due to time constraints this was not possible. 
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APPENDIX A 

INVITATION TO FOCUS GROUPS 

January 20, 1993 

Dear Medical Practitioner, 

Thank you for allowing me a moment of your time. I 

am writing you to request your presence on Tuesday, 

February 2, in the large physicians' conference room from 

12 noon to 1:15 p.m. 

Two researchers from Texas Tech University are 

conducting a research project on physician-patient 

communication. Their specific objective is to determine 

perceptions that physicians have toward patients in 

general and variables that affect perceptions about 

patients. 

Dr. Dan O'Hair, Communication Studies Department 

Chair and associate editor of Health Communication, along 

with Marsha Clowers Hart, master's student and instructor, 

will be conducting a focus group interview involving a 

free exchange of ideas concerning the physician-patient 

relationship. The session will be audio-taped for 

research purposes. 

I would greatly appreciate your participation in this 

research effort. No special preparation is required of 

you, just your time and a willingness to express your 

opinion. I look forward to seeing you there. Thank you 

for your time. 

Please R.S.V.P. to Terry Bynum at 793-4167 if you 

cannot attend. 

Sincerely, 

Robert J. Salem, M.D. 

Medical Director, Methodist Hospital 
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APPENDIX B 

QUESTIONS POSED TO FOCUS GROUP 

1. How does the ideal patient communicate? 

2. What do you think that patients expect from physicians 

in terms of communication? 

3. What are some of the most difficult communication 

difficulties you have had with patients? 

4. How do patients influence communication with you? 

5. What is the best approach for dealing with a patient 

with poor communication skills? 
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APPENDIX C 

THEMES FROM FOCUS GROUPS 

1. The ideal patient gives a physician complete, 

accurate information about the nature of his or her 

illness. 

2. The ideal patient never blames a physician for 

his or her health problems. 

3. The ideal patient expects a physician to treat a 

health problem, not cause one. 

4. The ideal patient is honest, and has no hidden 

agenda. 

5. The ideal patient has no plans to "test" the 

physician. 

6. The ideal patient wants to get better. 

7. The ideal patient can accurately answer questions 

regarding his or her illness. 

8. Some patients deny facts about their health. 

9. Physicians make judgements about each patient's 

level of intelligence and subsequently try to communicate 

with each patient so that he or she can understand 

information. 

10. It is possible for physicians to become close to 

patients and bond with them. 

11. Patients expect physicians to be able to 

communicate clearly to patients on each individual 

patient's level. 

12. Patients expect physicians to communicate health 

related information to the family. 

13. Patients expect physicians to communicate 

thoroughly with them and spend enough time with them. 

14. According to legal and medical journals, 

effective physician-patient communication is very 

important. 
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15. Physicians did not learn patient-related 

communication skills formally as a part of a medical 

curriculum and communication with peers, not patients, is 

stressed. 

16. Patient attitude is the most important 

determinant of physician communication. 

17. Patients are very demanding. 

18. Language barriers create the most difficult 

communication difficulties physicians have with patients. 

19. Physicians experience few difficulties in 

communicating with patients. 

20. Noncommunicative patients create the most 

difficult communication experiences physicians have with 

patients. 

21. Physicians have a difficult time communicating 

"bad news" to patients. 

22. Family members create the most difficult 

communication experiences for physicians, especially if 

they are angry. 

23. Patients influence physicians' communication 

with them by putting physicians on the defensive. 

24. The best patients express sensitivity towards a 

physician's feelings and concerns, and often use humor to 

do so. 

25. A patient's behavior is controlled by his or her 

illness. 

26. The best way for physicians to deal with 

patients having poor communication skills is to ask them 

to repeat information or paraphrase information. 

27. The best way for physicians to deal with 

patients having poor communication skills is to ask 

patients' family members to decide whether or not the 

patient understands. 

28. Physicians appreciate family members being 

present. 
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29. Physicians do not appreciate family members 

being present. 

30. Economic restraints will create a very difficult 

communication environment where hurt and anger and common, 

and where the basic interpersonal components of patient 

care will be forsaken. 
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APPENDIX D 

INITIAL QUESTIONNAIRE AND LETTER 

MAILED TO PHYSICIANS 

March 18, 1993 

Dear Medical Practitioner 

You have been selected by the Texas Tech Univer-sity 

Medical Communication Research Group to partici-pate in a 

study of physician-patient communication. The attached 

questionnaire should take 10 to 15 minutes to complete. 

In no way will responses be identified with any individual 

questionnaires. One of our greatest concerns is your 

confidentiality. 

The TTU Medical Communication Research Group is 

attempting to construct a model of physician percep-tions 

of physician-patient communication behavior. The results 

of this study and another study on physician perception 

will build that model. 

After completing this questionnaire, mail it to: 

TTU Medical Communication Research Group 

Department of Communication Studies 

Box 4209 

Lubbock, TX 79409-3083 

A summary of the results of this study will be made 

available to those who wish to receive them. Please 

provide the necessary information at the bottom of page 

four to indicate you wish to receive that summary. 

Again, we are pleased you have been selected to 

participate in this study, and greatly appreciate your 

timely responsiveness. 

Sincerely 

Dan O'Hair, Ph.D. 

Director 
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Please write in answers on the right and answer the 

questionnaire according to the following scale: 

very strongly disagree 

strongly disagree 

disagree 

undecided 

1 

2 

3 

4 

specialty: 

age: 

agree 5 years in practice: 
strongly agree 6 

very strongly agree 7 gender: M F 

1. Sometimes patients act inappropriately because 

they feel bad. 

2. The best patients give doctors complete and 

accurate information about their illness. 

3. ___ The most desirable patients do not assign 

responsibility for their poor health to doctors. 

4. ___ Doctors are expected to adjust their way of 

communicating to be clear to particular patients. 

5. ___ Interpersonal relations between doctors and 

patients will not be affected by medically-related 

economic restraints. 

6. The ideal patient has no plans to "test" the 

doctor. 

7. Doctors try to avoid getting too close to their 

patients. 

8. ___ Angry family members pose a difficult 

communication situation for doctors. 

9. The best patients want to get better. 

10. Doctors experience a lot of communication 

difficulties with patients. 

11. How students were treated in medical school 

influences how they communicate with patients. 

12. Some patients deny facts about their health. 
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very strongly disagree 1 

strongly disagree 2 

disagree 3 

undecided 4 

agree 5 

strongly agree 6 

very strongly agree 7 

13. Doctors are expected to communicate effectively 

with family members. 

14. It is not a major concern of patients that 

doctors spend enough time with them. 

15. ___ Legal and medical journals over-estimate the 

importance of doctor-patient communication. 

16. Doctors do not learn patient-related 

communication skills formally from a medical curriculum. 

17. Patient attitude is the most important 

determinant of doctor communication. 

18. Patients are very demanding. 

19. Of all the communication difficulties doctors can 

experience, a language barrier with a patient is the most 

difficult. 

20. Noncommunicative patients pose no serious 

problems for the doctor. 

21. Doctors have a difficult time communicating "bad 

news" to patients. 

22. Patients influence doctors' communication by 

putting physicians on the defensive. 

23. Knowledge of malpractice suits leads doctors to 

practice defensive medicine. 

24. The best patients express sensitivity towards a 

doctor's feelings and concerns. 

25. Doctors prefer patients who display an 

appropriate sense of humor about the medical condition. 
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very strongly disagree 1 

strongly disagree 2 

disagree 3 

undecided 4 

agree 5 

strongly agree 6 

very strongly agree 7 

26. Doctors can check a patient's level of 

understanding by asking family members what the patient 

understands. 

27. ___ Elderly patients often make undesirable patients. 

28. ___ The quality of patient care will be lowered by 

medically-related economic restraints, and will result in 

hurt and anger. 

29. Patients are not concerned about doctors causing 

additional health problems. 

30. ___ Learning how to communicate with patients was 

accomplished by observing role models and/or senior 

doctors. 

31. How doctors were treated by peers and senior 

doctors in medical school influences how doctors interact 

with patients. 

32. Doctors appreciate family members being present 

for a medical encounter. 

33. ___ Doctors place more trust in what a clinical test 

can tell them about a patient than what personal 

information the patient can offer. 

34. Doctors' communication with patients is based 

partially on the social status of the patient. 

35. It is not important whether or not patients are 

honest or what their agenda is. 

36. ___ The age of a patient has no relevance on how 

doctors respond to him or her. 
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very strongly disagree 1 

strongly disagree 2 

disagree 3 

undecided 4 

agree 5 

strongly agree 6 

very strongly agree 7 

37. Doctors enjoy communicating with patients who 

have interesting or unique health conditions. 

38. A doctor's area of specialty does not influence 

his or her communication with patients. 

39. Interpersonal relations between doctors and 

patients will not be affected by medically-related 

political restraints. 

40. Doctors learn that communicating with peers 1s 

more important than communicating with patients. 
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Please answer the following questions. Full sentences as 

well as phrases are acceptable. 

1. Describe the ideal patient. 

2. What past experiences influence how you communicate 

with patients? 

3. What specific variables influence how you think about 

patients? 

4. What are the most troubling features of a negative 

communication experience? 

Yes, I would like to have a summary of the findings of 

this project. Please send the summary of results to the 

following address: 

name 

organization 

street 

city 

Please send your request to: 

Texas Tech University 

Department of Communication Studies 

Box 4209 

Lubbock, TX 79409-3083 
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