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Doctor-patientt communication: a review of the literature 

II Introduction 

Communicationn between doctors and patients is attracting an increasing amount of 
attentionn within health care studies. During the past two decades, descriptive and 
experimentall  research has tried to shed light on the communication process during 
medicall  consultations. However, the insight gained from these efforts is limited. 
Thiss is probably due to the fact that among inter-personal relationships, the doctor-
patientt relation is one of the most complex ones. It involves interaction between 
individualss in non-equal positions, is often non-voluntary, concerns issues of vital 
importance,, is therefore emotionally laden, and requires close cooperation [1]. While 
sophisticatedd technologies may be used for medical diagnosis and treatment, inter-
personall  communication is the primary tool by which the physician and the patient 
exchangee information [2]. 

Certainn aspects of doctor-patient communication seem to have an influence on 
patients'' behavior and well-being, for example satisfaction with care, adherence to 
treatment,, recall and understanding of medical information, coping with the disease, 
qualityy of life, and even state of health [3-20]. 

Interactionn and communication are especially important in the case of life threatening 
diseases,, such as cancer. The 'bad news consultation' for instance, has become an 
importantt topic for research over the last 20 years [21-34]. Recently, researchers of 
communicationn have increasingly been paying attention to psychosocial aspects of 
cancer.. For this reason, studies from psychosocial oncology will serve as examples in 
thee following review. The presented literature refers mainly to British, Dutch and 
Americann data, with cross-cultural references where they are thought appropriate. 

Too understand more fully why communication between doctors and patients (and 
cancerr patients in particular) is such a powerful phenomenon, it is important to 
lookk at 1) the different purposes of medical communication, 2) the analysis of doctor-
patientt communication, 3) the specific communicative behaviors displayed during 
consultations,, and 4) the influence of communicative behaviors on certain patient 
outcomes. . 
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22 Doctor-patient communication: different purposes 

Threee different purposes of communication between doctors and patients can be 
distinguished:: creating a good inter-personal relationship, exchanging information, 
andd making treatment-related decisions. 

2.11 Creating a good inter-personal relationship 

Creatingg a good inter-personal relationship between doctors and patients can be 
seenn as an important purpose of communication [20,35-37]. Roter and Hall [20] 
statee that "...talk is the main ingredient in medical care and it is the fundamental 
instrumentt by which the doctor-patient relationship is crafted and by which 
therapeuticc goals are achieved". From this viewpoint, a good inter-personal 
relationshipp can be regarded as a prerequisite for optimal medical care. 

Communicationn researchers have different opinions on how to define a good 
interrelationship.. Some authors refer to this relationship mainly as a social 
relationshipp where 'good manners' are most important. Necessary 'ingredients' are: 
laughingg or making jokes, making personal remarks, giving the patient compliments, 
conveyingg interest, friendliness, honesty, a desire to help, devotion, a non-judgemental 
attitude,, and a social orientation [9,10,36,38,39]. 

Otherr authors with a more clinical/psychotherapeutical background claim that 
thee importance of a good doctor-patient relationship is determined by its therapeutic 
qualities.. Irwin et al. [40] see clinical medicine as communication between two 
peoplee aiming to establish or sustain an effective working relationship in which 
mutuall  trust exists. Many of the concepts used by these psychotherapeutically oriented 
researcherss are based on Carl Rogers' 'client-centered' theory. He distinguished 
basicc 'core conditions' which are crucial to the efficacy of the therapy: empathy, 
respect,, genuineness, unconditional acceptance, and warmth [41,42], Even though 
differentt authors define empathy in different ways, they agree that this core condition 
mustt be considered very important [17,43]. 

Empathiee doctor-patient relations consist of: eliciting feelings, paraphrasing and 
reflecting,, using silence, listening to what the patient is saying, but also to what he 
iss unable to say, encouragements and non-verbal behavior [44-48]. 

AA closely related school of thought is represented by the so called 'patient-centered' 
method.. Here, the doctor-patient relationship is viewed as egalitarian, as is the case 
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withh the client-centered method. It is defined in terms of doctors' responses which 
enablee patients to express all their reasons for coming, including symptoms, thoughts, 
feelingss and expectations [49]. The key to this approach is 'attention to these 
dimensions,, the goal is to follow patients' leads, to understand patients' experiences 
fromm their point of view' [50]. The ideal medical interview integrates the patient-
centeredd and physician-centered approaches: the patient leads in areas where he is 
thee expert (symptoms, preferences, concerns), the doctor leads in his domain of 
expertisee (details of disease, treatment) [51]. This is consistent with what Levenstein 
ett al. [52] call 'reconciling the two agendas'. This type of relationship is similar to 
whatt Roter & Hall [20] call 'mutuality', which is one of the four prototypes of doctor-
patientt relationships distinguished by them. Exchanges in which the doctor facilitates 
patientt participation, and exchanges which reflect the doctor's role as an interpreter 
andd synthesizer, comprise 10% of physician talk [53]. Roter et al. [53] point out that 
'littl ee attention has been given to these kind of statements in the literature, but they 
mayy be critical markers for a relatively more egalitarian exchange..'. The growing 
numberr of publications concerning 'shared decision-making' can be seen as a result 
off  a growing interest in doctors and patients as equal 'partners' in the relationship. 

2.22 The exchange of information 

Anotherr main purpose of medical communication is promoting the exchange of 
informationn between the doctor and the patient [53,54]. Information can be seen as 
aa resource brought to the verbal interactions by both parties [55]. The exchange of 
informationn consists of information-giving and information-seeking [37]. 

Fromm a medical point of view, doctors need information to establish the right 
diagnosiss and treatment plan. From the patient's point of view, two needs have to be 
mett when visiting the doctor: 'the need to know and understand' (to know what is 
thee matter, where the pain comes from) and 'the need to feel known and understood' 
(too know the doctor accepts him and takes him seriously). In order to fulfi l doctors' 
andd patients' needs, both alternate between information-giving and information-
seeking.. Patients have to impart information about their symptoms, doctors need to 
activelyy seek out relevant information. Once the diagnosis and treatment plan has 
beenn established, doctors have to efficiently impart this information to their patients. 
Patients'' 'need to know and understand' may lead to additional information-seeking 
aboutt what has just been told. 
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Althoughh patients almost always want as much information as possible, physicians 
seemm to underestimate patients' desire for information. Several studies report that 
wheree cancer is concerned, the need for information is especially great [1,7,26,27,56-
61].. Blanchard et al. [571 for example, found that 92% of the interviewed cancer 
patientss desire all information about their disease, good or bad. Much of cancer 
patients'' dissatisfaction with the exchange of information stems from a lack of 
concordancee between the perceptions of patients and doctors [1]. When informing 
cancerr patients about their disease, doctors may define medical information 
objectivelyy (type of disease, its stage, type of treatment) while patients define it in 
termss of its personal relevance (will I fully recover? how much pain will I have?). As 
aa result, the physician may feel he has given precise and relevant information, 
whereass the patient may feel he has learned nothing new [1]. A recent study showed 
thatt 47% of cancer patients reported that no information had been given about 
handlingg of their disease, although the majority desired such information [62], 
Physicianss should therefore first encourage their patients to discuss their main 
concernss without interruption [63], Also, doctors should strive to elicit patients' 
perceptionss of the illness and the feelings and expectations associated with the disease 
inn order to achieve effective exchange of information [50,52], 

2.33 Medical decision-making 

Anotherr purpose of medical communication is to enable doctors and patients to 
makee decisions about treatment. Traditionally the ideal doctor-patient relationship 
wass paternalistic: the doctor directs care and makes decisions about treatment. 
Duringg the last two decades, this approach has been replaced by the ideal of 'shared 
decision-making'' [1,55,57,58,60,64]. 

Itt appears logical that in order to make such decisions, patients need information. 
Thee relationship between medical decision-making and patients' informational needs 
hass received much attention. For example one study indicated that patients suffering 
fromm various chronic diseases expressed a strong desire for medical information. 
However,, the same patients also placed responsibility for medical decision-making 
byy their doctor [55]. As noted earlier, the desire for information about diagnosis, 
prognosiss and treatment is especially great among patients who suffer from a life-
threateningg disease [1,7,27,56-58,65]. Again, several studies point in the direction 
off  relative independance between the need for information and shared decision-
making.. Blanchard et al. [57] found that the majority (92%) of hospitalized adult 
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cancerr patients preferred all possible information to be given (either good or bad) 
butt only 69% preferred to participate in treatment-related decisions. Of those wanting 
alll  the information, almost one fourth preferred a more authoritarian relationship 
withh their oncologist. Results from a similar study showed a trend toward increased 
information-seekingg with increased preference for participation in treatment decisions. 
Manyy of the interviewed cancer patients actively sought information, however, 63% 
feltt the doctor should take primary responsibility in the decision-making process. 
Onlyy 10% felt that they themselves should have major involvement [58]. 

Anotherr recent study indicated that women who are newly diagnosed with breast 
cancerr prefer to entrust control over treatment decisions to their physician [66]. 
Fallowfleldd et al. [67] explain the difficulty in giving cancer patients responsibility 
forr medical decisions; it could be that patients will then also assume responsibility 
forr the outcome of treatment. If the disease recurs, patients may feel that they have 
madee 'the wrong choice'. They suggest that what many cancer patients probably 
want,, rather than the ultimate decision on treatment, is more adequate information 
ass to why the physician recommends one treatment over another. 

Medicall  decision-making seems especially difficult where clinical trials are 
concerned.. In a study by Siminoff [59] it was found that 82% of breast cancer patients 
madee final decisions about the treatment. Doctors were very clear about their own 
treatmentt preferences. Overall, patients followed these recommendations. However, 
onlyy 45% of the trial-eligible cancer patients chose to enter offered trials. It appears 
thatt physicians do not communicate recommendation for clinical trials as effectively 
ass non-trial treatments. Especially information about specific benefits of the trial 
wass lacking. In a later study, Siminoff [60] found that patients who did not accept 
theirr doctors' recommendation received more detailed information about the benefits 
off  the treatment and rated side-effects to be both more probable and severe. They 
alsoo felt that their physician appeared less sure about the treatment recommendation. 
Nevertheless,, results indicated that breast cancer patients still rely heavily on their 
doctorss to make therapeutic decisions [60]. However, before patients decide whether 
orr not to share decision-making power, they must first be offered the choice of 
participationn by their doctors. Physicians' willingness to offer a trial to elibible patients 
andd share responsibility for medical decision-making seems to be related to a clearly 
definedd set of attitudes and beliefs that determine future behavior [68]. More specifically, 
aa distinction can be made between so called 'therapists' and 'experimenters', with 
thee majority of physicians (71%) falling in the first category. These 'therapists' are 
reluctantt to enter their eligible patients and wish to preserve the role of physician as 
responsiblee for primary decision-making. 'Experimenters' on the other hand, prefer 
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too share decision-making power with their patients. They view doctors*  loss of personal 
decision-makingg in a clinical trial as a prerequisite for pure scientific research [68]. 

33 Analysis of doctor-patient communication 

Severall  so called 'interaction analysis systems' (IAS), also called observation 
instruments,, have been developed to analyze the medical encounter. Systematic analysis 
off  this encounter can be defined as the methodic identification, categorization, and 
quantificationn of salient features of doctor-patient communications. The rationale for 
thiss analysis, suggested by the literature on this subject, is that aspects of these 
interactionss can modify important components of the health care process [69]. On 
reviewingg the relevant literature, several interaction analysis systems can be identified 
(tablee 1). An underestimated problem in research on doctor-patient communication is 
thee influence of a-theoretical decisions on concrete research. The choice of an 
interactionn analysis system is a good example. Such a system is often chosen because 
off  its availability and/or proven high reliability, and thus without much further thought 
[37].. However, the choice and characteristics of an interaction analysis system are 
criticall  to the nature and utility of research findings. 

Twoo types of interaction analysis systems can be identified: 'cure' systems which 
aree meant to capture the instrumental (task focused) behavior, and 'care' systems 
whichh are meant to measure affective (socio-emotional) behavior [37]. These two 
typee of systems reflect patients' need for cure and care when visiting a doctor: 'the 
needd to know and understand (cure) and 'the need to feel known and understood 
(care).. The Bales' Interaction Process Analysis, where the accent lies on information 
exchange,, can be considered as a cure system [37]. 

Thee Patient-Centered Method [16] can be seen as an example of a more care oriented 
system.. Many medical problems, however, cannot be solved by either instrumental or 
affectivee behavior. An interaction analysis system which attempts to capture both 
typess of behavior, such as the Roter Interaction Analysis System, seems most realistic. 
Besidess the cure-care distinction, observation instruments differ from each other with 
regardd to their clinical relevance (is the system specifically designed for analysing 
communicationn in the medical setting?), observational strategy (coding from video-, 
audiotape,, direct observation or literal transcripts?), reliabilty/validity, and channels 
off  communicative behavior (applicable to verbal, non-verbal behavior or both). Table 
11 shows the differences between twelve interaction analysis systems. 
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44 Specific communicative behaviors 

Besidess the different purposes of communication and ways of analyzing medical 
encounters,, different communicative behaviors can be identified. Research into these 
behaviorss is important because it is yet unclear if patients can discriminate between 
differentt physycian behaviors, e.g. instrumental and affective communication. Some 
studiess show that patients judge competence mainly by their doctor's technical behavior 
[9,12,36],, other study results indicate that patients base their evaluation of the doctor's 
performancee on the quality of the inter-personal skills [73]. In studying these specific 
behaviors,, researchers can also gain insight in the influence of these behaviors on 
patients'' behavior and well-being [20]. As a result, specific recommendations for 
improvingg communication in the medical setting can be formulated. 

4.11 Instrumental (task focused) versus affective (socio-emotional) 
behavior r 

Inn medical communication, one important distinction is that between instrumental 
orr task focused-behavior (cure oriented) on the one hand and affective or socio-
emotionall  behavior (care oriented) on the other. The first type belongs to the cognitive, 
thee second to the emotional domain [37]. Both types of behaviors are integrated into 
thee role functions of the provider. Instrumental behaviors can be defined as 
"technicallyy based skills used in problem solving, which compose the base of 
'expertness'' for which the physician is consulted" [36]. Affective behavior has been 
definedd in different ways by different authors; e.g. 'verbal statements with explicit 
socio-emotionall  content, ratings of the affect conveyed in voice quality and counts 
off  speech errors indicative of anxiety' [36], 'behaviors directed by the doctor toward 
thee patient as a person rather than as a case' [35], or 'behaviors designed to establish 
andd maintain a positive relationship between the doctor and his patient' [10]. 

Communicationn researchers have used different ways of measuring instrumental 
andd affective behavior. Instrumental utterances include behaviors like giving 
information,, asking questions, counselling, giving directions [75], identifying future 
treatmentt or tests, discussing side effects of tests or treatment, discusses test results 
withh patient [73], specifically discussing tumor size, explaining reasons for treatment 
orr nontreatment, explaining concept of micrometastatic disease [59]. Affective 
utterancess consists of items like: very encouraging, very relaxed, extremely friendly, 
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Tablee 1. Interaction Analysis Systems 

Interactionn analysis system Whatt does it measure ? Clinicall relevance 

Bales'' Interaction Process 
Analysis. . 

Brownn University Inter 
personall  Skill Evaluation 
(BUISE)) [70]. 

Interactionn Analysis by 
Maguiree et al. 

Katz'' Resource Exchange 
Analysiss (REA). 

Maastrichtt History-Taking and 
Advicee Checklist [711. 

Medicall  Communication 
Behaviorr System (MCBS) 
[72]. . 

Observerr Checklist (OC) 
[59,, 60]. 

Patient-Centredd Method [16]. 

Physiciann Behavior Checklist 
(PBCL)) [57, 73, 74]. 

Roter'ss Interaction Analysis 
Systemm (RIAS) [75]. 

Stiles'' Verbal Response Mode 
(VRM). . 

Observationn System for 
Analyzingg Interaction 
Betweenn Doctors and 
Cancerr Patients [77]. 

Interaction,, information-
exchangee between participants. 
Focuss on instrumental behavior. 

Surgeons'' interpersonal skills, 
appropriatenesss of physician's 
behaviorr for a particular clinical 
encounter. . 

Interactionn interviewer-patient. 
Focuss on key interviewing 
behaviorss which are thought 
too facilitate disclosure of patients' 
concerns. . 

Interpersonall  behavior in terms 
off  exchanges of'resources' (e.g. 
information,, attention, explanation). 
Alsoo categorizes 'mode' of exchange: 
'initiating'' or 'responding'. 

Physicians'' interviewing skills 
duringg initial interviews 
inn primary health care. 

Timee spent by physicians and 
patientss on specific behaviors 
inn categories of informational, 
relationall  and negative situation 
behaviors. . 

Discussionn of specific treatment-
relatedd topics as doctor or patient 
initiated,, or not having occurred 
att all (based on PBCL). 

Assessingg doctor-patient interaction 
inn terms of its patient-centredness. 

Occurrencee of specific oncologists' 
behaviorss during brief doctor-
patientt encounter (morning rounds). 

Doctor-patientt interaction during 
medicall  consultations. 

Languagee behavior implying inter-
personall  intent between communi-
catorr and recipient. 

Communicationn between cancer 
patientss and oncologists. Emphasis 
onn occurrence of relevant topics, 
topicc as being doctor or patient 
initiated,, frequency of question-
asking. . 

Nott specific to clinical 
situation.. Developed for 
researchh in small group 
discussionss (problem-
solvingg behavior). 

Specificc to clinical situation; 
interactionn between 
surgeonss and patients. 

Specificc to interaction with 
cancerr patients. 

Resourcee categories derived 
fromm clinical setting; 
highh degree of clinical 
relevance. . 

Specificc to clinical situation. 

Specificallyy designed for 
assessingg communication 
thatt occurs in (stressful) 
situationss involving multiple 
health-caree providers and 
familyy units. 

Specificc to interaction with 
cancerr patients (discussion 
off  treatment). 

Specificc to clinical situation. 

Specificc to interaction with 
cancerr patients. 

Specificallyy modified for the 
clinicall  setting (based on 
Bales'' system). 

Nott specific to clinical 
situation. . 

Specificc to interaction with 
cancerr patients. 
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Observationall strategies 

Usuallyy literal transcripts 
fromm audiotapes (or direct 
observation,, videotape). 

Codingg from videotapes. 

Codingg via transcripts 
preparedd from audiotapes. 

Directt observation or 
transcripts. . 

Codingg from direct 
observationn (or videotape). 

Codingg directly from 
audiotape,, using a hand-
heldd electronic data-storage 
device.. Also video or 
livee observation. 

Codingg directly from 
audiotapee (or videotape). 

Codingg directly from audio-
tapee or direct observation. 

Codingg from direct obser-
vationn (or videotape). 

Codingg directly from audio-
tapee (or videotape). 

Codingg via transcripts 
preparedd from audiotape. 

Codingg directly from audio-
tape. . 

Inter-raterr reliability (I.R.R.), 
validity y 

I.R.R.. =.91 [6]. 
Validityy could not be 
retrieved. . 

I.R.R.=.91.. Criterion validity 
=.366 Concurrent validity 
rangingg from .23 to.74 
dependingg on time intervals. 

I.R.R.. ranging from .81 to .91. 
Validityy could not be retrieved. 

Reliability/validityy could 
nott be retrieved. 

I.R.R.. ranging from .70 to .90 
Validityy described elsewhere 
[seee 84]. 

I.R.R.== >.70. Concurrent 
validityy is high. Some evidence 
off  construct- and predictive 
validity. . 

I.R.R.=.88.. Validity could not 
bee retrieved. 

I.R.R.=.91.. Intra-R.R.=.88 
Criterionn validity =.51 and .89. 

I.R.R.. ranging from .85 to 
1.000 (mean .95). Validity 
couldd not be retrieved. 

I.R.R.=.811 [9]. 
Validityy could not be retrieved. 

I.R.R.=.788 [76]. 
Validityy could not be retrieved. 

I.R.R.. ranging from .49 to .78 
(meann .65). 
Validityy could not be retrieved. 
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Channelss of communicative 
behavior r 

Applicablee to verbal and 
non-verball  behavior. 

Applicablee to verbal and 
non-verball  behavior. 

Applicablee to verbal and 
non-verball  behavior. 

Applicablee to verbal and 
non-verball  behavior. 

Applicablee to verbal and 
non-verball  behavior. 

Applicablee to verbal and 
non-verball  behavior. 

Specificc to verbal behavior. 

Restrictedd to verbal behavior. 

Applicablee to verbal and 
non-verball  behavior. 

Applicablee to verbal and 
non-verball  behavior. 

Applicablee to verbal 
behaviorr only. 

Applicablee to verbal 
behaviorr only. 
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openn and honest [10], showing concern, giving reassurance, showing approval, 
showingg empathy [75], introducing self to patient, addressing patient by first name, 
providingg verbal support, touching patient, engaging in small talk [73]. An interesting 
findingfinding in Blanchard's study was that 'addressing the patient by name' was the most 
frequentlyy observed type of behavior. It occurred in 71.8% of all interactions [73]. 

Whenn one reviews the literature it appears that much attention has been paid mainly 
too instrumental focused-exchange. Especially information-giving and information-
seekingg by doctors and patients has been a topic for research over the last two decades. 
Physicians'' contribution to the medical dialogue is 60% (average amount), patients 
contributee only 40% to the conversation [53,78]. In an overview of the literature on 
doctor-patientt communication, Roter et al. [53] report that question-asking by 
physicianss accounts for 23% of the interaction and is therefore the second most frequent 
kindd of exchange for physicians. It usually takes place during history-taking. The 
questionss asked are mostly closed-ended; a 'yes' or 'no' answer is expected. A meta-
analysiss done by Roter et al. [53] revealed that in reviewing physician communication, 
information-givingg is most frequent: 35.3% of all interactions. Waitzkin [79], however, 
foundd that doctors spend very littl e time giving information to their patients - a littl e 
moree than one minute in encounters lasting about 20 minutes. Oncologists even 
deliberatelyy withhold information from their patients on the assumption that total 
disclosuree will cause strong negative emotional reactions on the side of the patients 
[1,29,30,80].. Support for this behavior is provided by the fact that topics concerning 
thee emotional state of the patient (together with economic matters) are the least often 
discussedd [59]. 

Hollandd et al. [81] investigated cultural differences in physician attitudes and practice 
regardingg the revealing of a cancer diagnosis. The word 'cancer' was commonly 
substitutedd for words such as 'growth', 'blood disease' or 'unclean tissue' [81]. Also, 
oncologistss from eight different countries estimated that a low percentage (< 40%) of 
theirr colleagues revealed the word cancer (e.g. Africa, France, Japan, Spain). Twelve 
%% of the oncologists surveyed believed that disclosure of a cancer diagnosis had negative 
psychologicall  consequences, such as depression or anger [81]. 

Doctorss may also feel reluctant to fully inform cancer patients because of their 
ownn negative emotions which may come into play [22,80]. It seems that "doctors 
needd to learn to handle their own anxieties and uncertainties about cancer in a way 
thatt does not hinder the physician-patient communication" [80]. 

AA recent study carried out by Street [2], however, revealed that the amount of 
informationn physicians give to their patients may be influenced by features of patients' 
communicativee styles and personal characteristics. More specifically, patients who 
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askedd more questions, expressed more concerns, and were more anxious received 
moree information than patients asking fewer questions, expressing fewer concerns 
andd showing less anxiety. 

Studiess have also focused on patients' attribution to the medical visit. Roter [78] 
foundd that more than 50% of patients' attribution to the interaction consists of 
information-giving.. However, much of this occurs in response to questions asked by 
theirr doctors. Findings on the information-seeking behavior of patients are somewhat 
inconsistent.. Several studies have reported patients' reluctance to ask questions [82]. 
Forr example Roter [78] states that only 6% of the interaction involves patient question-
asking.. However, Sutherland et al. [58] found that in general, cancer patients were 
activee in obtaining information as indicated by fairly high scores on the 'Information-
Seekingg Questionnaire', which included an assessment of active information-seeking. 
Thee frequency with which patients ask questions seems to be strongly related to the 
prevalencee of doctors' information-giving behaviors. This finding coincides with 
Waitzkin'ss results [79] which show that female patients tended to ask more questions 
andd also received more information from their doctors. Not many studies have focused 
onn identifying factors influencing whether patients verbally attempt to get information 
fromm their doctors. However, recent research has indicated that patient information-
seekingg behaviors were more directly associated with situational or socio-demographic 
factorss [55]. Also, a longer interaction may be necessary for patient attitudes regarding 
desiree for information (and participation in medical decision-making) to manifest 
themselvess in actual information-seeking behaviors [55]. 

Althoughh different descriptions and ways of measuring are being used for 
instrumentall  and affective behaviors, researchers agree about the importance of 
bothh in medical communication [7,37]. There does not appear to be much consensus 
aboutt the relative importance of both types of behavior. Some studies report that 
patientss are not able to distinguish between both types of physician behavior, and as 
aa result assess their doctor's performance on his/her affective qualities [10, 35]. 
Otherss report predominance of instrumental over affective behaviors, and claim 
thatt patients can and do discriminate between the two [9,12,36]. This lack of 
consensuss could be due to the fact that different studies use different criteria for 
assigningg physician communication to either the instrumental or affective dimensions. 
Roterr et al. [9] mention the lack of distinction between the 'intrinsic character of a 
communication**  and its 'affective significance' for the recipient. For example, 
information-givingg in itself is not an affective behavior, it may, however, fulfi l an 
emotionallyy supportive function for the patient [9]. Instrumental behavior can take on 
affectivee significance in two ways: through conveyance (e.g. voice quality), and through 
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interpretationn i.e. the impression created for the receiver of a communication [9,78]. 
Thee above discussion of both types of behavior may lead to the preliminary 

conclusionn that these may well be false dichotomies. The fact that Hall et al. [36] 
believee that all 'face-to-face' behavior carries affective content, even behavior which 
appearss neutral or task oriented, seems to underline this conclusion. 

4.22 Verbal versus non-verbal behavior 

Researcherss have long focused on the verbal components of the medical interview, 
andd in doing so, neglected non-verbal communication between doctors and patients 
[4].. Affective behavior, however, cannot always be verbally perceived. Only 7% of the 
emotionall  communication is conveyed verbally; 22% is transferred by voice tone; but 
55%% is transferred by visual cues, like eye contact, body positioning, etc. [37]. 

Non-verball  behavior has been operationalized in different ways. Tone of voice, 
gaze,, posture, laughter, facial expressions, touch, and physical distance are thought 
too convey the emotional tone of inter-personal interaction [3,4,18,47,83,84]. 

Despitee increased attention in this area, there are not many studies that use a 
systematicc approach to coding non-verbal interaction. An exception to this is an 
investigationn by Larsen et al. [4], who use Mehrabian's classification. When empirical 
studiess do involve non-verbal communication in their classification schemes, they 
oftenn consist of just one or sometimes two or three behaviors, e.g. physical proximity, 
timee spent on chart reviewing [3], the proportion of time the doctor looks at the 
patient,, shows interest [18], sits down while talking to the patient or touches the 
patientt [57,74]. 

Friedmann [85] explains why patients are very sensitive to and observant of the 
non-verball  communications conveyed by their doctors. Illness usually involves 
emotionss such as fear, anxiety and emotional uncertainty. As a consequence, patients 
wil ll  look for subtle cues to find out what they ought to be feeling and/or thinking. 
Also,, most patients are active in searching for information about different aspects 
off  their disease (severity, course, prognosis). Non-verbal communication 'leaks' 
messagess that are not meant to be transmitted [47]. Patients are very sensitive to 
thesee messages, and to inconsistencies between physicians' verbal and non-verbal 
communicationn [43,85], These inconsistencies can be seen as a 'lack of genuineness', 
onee of the 'core conditions' necessary for a good inter-personal relationship according 
too the client-centered approach. 
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4.33 Privacy behaviors 

Inn reviewing the literature on doctor-patient communication, littl e attention has been 
devotedd to privacy, which can be considered as a relevant aspect of the physician-
patientt dyad. Besides physicians*  handling of personal patient files, privacy encom-
passess more than so called 'informational privacy'. Three other sorts of privacy can 
bee distinguished: psychological, social and physical privacy [86]. 

Psychologicall  privacy entails a patient's 'ability to control affective and cognitive 
inputss and outputs, to think and form attitudes, beliefs or values, and the right to 
determinee with whom and under what circumstances [the patient] will share thoughts 
andd feelings or reveal intimate information' [86]. However, asking personal questions 
andd revealing intimate information is unavoidable if the doctor wants to establish 
ann effective diagnosis and treatment. The extent to which physicians communicate 
inn a more aggressive, high-control style, may be perceived by patients as violations 
off  their psychological privacy. 

Sociall  privacy extends beyond informational and psychological privacy and includes 
thee patient's 'ability and effort to control social contacts in order to manage 
interactionss or maintain status divisions' [86]. The degree of formality in a situation 
ass well as how personal the conversational topics and language are define social 
privacyy [85]. Doctors' behavior during patient examinations are governed by societal 
norms;; it appears that during medical interactions less social privacy is desired. 
Sustainedd eye contact, for example, may be perceived by the patient as too intimate 
forr the relationship, thus violating norms in the medical context. 

Physicall  privacy concerns the extent to which a patient 'is physically accessible to 
others'' [86]. Obviously, during medical examinations patients have very limited 
physicall  privacy; intimate touch is unavoidable and necessary. Some physician 
behaviorss have been identified by patients as violations of physical privacy: watching 
aa patient while getting ready for an examination, touching the patient unexpectedly, 
overhearingg intimate conversation or activity [86], Studies, however, show 
contradictoryy results concerning patients' appreciation of physicians' touch [4,87]. 
Physicall  privacy can be seen as an important element of non-verbal communication 
andd can have a large impact on the quality of the inter-personal relationship between 
doctorss and patients. 
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4.44 High versus low controlling behaviors 

Severall  researchers mention physician versus patient controlling behaviors as 
importantt aspects of medical communication [10,13,70,88,89]. Stewart & Roter [89] 
statee that 'the most common forms of the doctor-patient relationship exist on a 
spectrumm of high and low control'. If there is high physician control (and low patient 
control),, he will be dominant in the relationship, meaning that the doctor will make 
decisionss in what he perceives to be the patient's best interest. This type of relationship 
iss similar to what Roter & Hall [20] call 'paternalism', one of the four prototypes of 
controll  in the doctor-patient relationship. Stewart & Roter [89] note that the traditional 
form,, where the doctor has high control, is still the most common one in medical 
practice.. This type of'doctor-centered' relationship can be regarded as the opposite 
off  the 'patient-centered' relation, which is more egalitarian. 

Piattt et al. [88] use the term 'high control style' as an example of 'clinical hypocom-
petence'' in internal medicine. It involves behaviors such as asking many questions 
andd interrupting frequently. This way the doctor keeps tight control over the interaction 
andd does not let the patient speak at any length. 

'Control'' was used by Kaplan et al. [13] as one of three categories for classifying 
doctor-patientt communication. An utterance is classified in the control category when 
itt is aimed at controlling the behavior of the other party. They distinguish three patterns 
whichh describe all conversation during the consultation, including 'physician direction' 
(questions,, interruptions, etc. by the doctor), 'patient direction' (questions, interruptions 
byy the patient) and 'affect/opinion exchange'. The first two patterns include controlling 
behaviors. . 

Bullerr et al. [10] state that there are two general styles displayed by physicians 
duringg medical visits: affiliation (affective behavior) and control. Control 'includes 
behaviorss that establish and maintain the physicians control in the medical interaction*: 
dominatingg conversations, verbally exaggerating to emphasize a point, dramatizing, 
beingg very argumentative, constantly making gestures when communicating. 

Itt appears that the difference in control in medical communication may stem from 
thee patient's limited understanding of medical problems and treatment, heightened 
uncertainty,, doctors' control of medical information, and the institutionalized roles 
prescribedd for the doctor and the patient [35,83]. 
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4.55 Medical versus everyday language vocabularies 

Despitee the substantial body of research describing doctor-patient communication 
whichh has accumulated over the last 25 years, relatively littl e attention has been 
devotedd to the vocabulary adopted during medical consultations. Vocabulary can be 
seenn as an 'ingredient' of the communication process, active during all doctor-patient 
interactions. . 

Doctorss are bilingual: they speak their native everyday language (EL), but they are 
alsoo fluent in medical language (ML). Patients are typically unfamiliar with ML and 
aree only conversant in their everyday language. Communicative norms should favor 
strategiess that maximize communicative effectiveness between health professionals 
andd their patients [90]. Thus it can be expected that when communicating with their 
patients,, physicians switch from ML to EL. On the other hand, patients may have 
somee basic understanding of ML, and might attempt to use it for the sake of com-
municativee effectiveness. 

Bourhiss et al. [90] found that physicians reported switching to EL when com-
municatingg with their patients. However, patients and nurses did not perceive this. 
Patientss reported attempting to switch to the ML of the health professional. Doctors, 
however,, did not report a change in patients' vocabulary register. The use of ML by 
physicianss was regarded as a source of problems for patients, while EL was seen to 
promotee better understanding. When discussing medical issues with their patients, it 
mayy be difficult for doctors to clearly differentiate between the two vocabularies. 

Hadloww et al. [91] examined the understanding of common health terms by doctors, 
nursess and patients. The results of this survey showed that clear differences of 
understandingg of common medical and psychological terms exist between doctors, 
nurses,, other health care professionals and patients. The level of correct 
understandingg was highest for physicians (70%) and lowest for patients (36%). The 
widestt gap in physician-patient understanding was with respect to common 
psychologicall  terms, e.g. depression, migraine, eating disorders. Terms like these 
aree often used in doctor-patient interactions. However, they appear to have both a 
clinicall  and a lay meaning, constituting a basis for misunderstanding. This could 
leadd to patient dissatisfaction and perhaps non-adherence to treatment advice [91]. 
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55 The influence of communicative behaviors on 

patientt outcomes 

Besidess identifying and analyzing communicative behaviors, communication 
researcherss have become interested in the consequences of'talk'. Several physician 
behaviorss seem to have an influence on patients' behavior and well-being. So called 
'patientt outcomes' have been used in health care studies to assess the extent of this 
influence.. 'Outcome' as it is used in health care studies can be defined as 'an 
observablee consequence of prior activity occurring after an encounter, or some portion 
off  the encounter, is completed' [15]. Many different patient outcomes have been 
identifiedd for use over the last two decades, for example satisfaction, compliance 
(adherencee to treatment), knowledge, understanding, coping, quality of life/health 
status,, recall, psychiatric morbidity (anxiety, depression), recovery. Some of the 
frequentlyy used outcomes which seem to be indicators of the effectiveness of doctor-
patientt communication will be discussed below. 

5.11 Patient satisfaction 

Patientt satisfaction as outcome measure is by far the most recognized and widely 
used.. This hass to do with the fact that it has a 'logical and intuitive appeal' [13]. Yet 
patientss are frequently dissatisfied with the information they receive [62,82]. Also, 
thee proportion of dissatisfied patients has remained remarkably constant over the 
lastt 25 years [92-94]. The median % dissatisfied for hospital patients is 38, for general 
practicee and community samples it is 26, and for psychiatric patients it is 39 % [82]. 
Thiss is partly due to the fact that physicians often underestimate patients' desire for 
information.. In 65% of the encounters doctors underestimated patients' desire for 
information,, in 6% they overestimated, and in 29% they estimated correctly [79]. In 
aa recent study by Castejón et al. [62] results showed that 52% of the interviewed 
cancerr patients reported desire for additional information, especially about prognosis, 
treatmentt and handling of their disease. 

Studiess have investigated the impact of instrumental and affective behaviors on 
patientt satisfaction. Roter et al. [9,78] found that doctors' instrumental behaviors, 
especiallyy doctors' information-giving, were significantly related to patient satisfaction. 
Doctors'' affective behaviors showed weaker relationships to satisfaction. Smith et al. 
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[3]]  also found that higher levels of information-giving by the doctor, time spent in 
discussionn of preventive care by the doctor, and greater interview length were 
positivelyy associated with patient satisfaction. Increased time spent in patient chart 
revieww led to decreases in satisfaction. Buller et al. [10] predicted a positive 
associationn between physicians' expression of affective behavior and patients' 
satisfactionn with health care. This hypothesis was supported. Doctors who behaved 
inn a more dominant, controlling style of communication produced less patient 
satisfaction.. Bensing [18] also concludes from her study that affective behavior 
(especiallyy non-verbal behavior: eye contact, shown interest) appears to be the most 
importantt factor in determining patients' satisfaction. 

Anotherr investigation examined interactions between oncologists and cancer 
patientss during morning rounds [73] and the impact of these behaviors on cancer 
patientt satisfaction [74]. Overall, using the patient's first name, attempting to establish 
privacyy during an examination, a series of routine social skills (e.g. sitting down 
whilee talking to the patient, not interrupting), identifying future tests/treatments, 
andd discussing plans for discharge were physician behaviors associated with higher 
satisfaction. . 

Otherr studies have investigated the relationship between doctors' patient-centered 
behaviorss and patient satisfaction [8,16]. Patient-centered care was defined as care 
inn which the physician responded to the patients in such a way as to allow him/her 
too express all of the patient's reasons for coming, including: symptoms, feelings, 
thoughtss and expectations [16]. Although in both studies no significant relationships 
weree found, the consultations with patient-centered scores in the highest quartile 
hadd the greatest percentage of patients highly satisfied [16]. Significant results were 
foundd in relation to outcomes such as patients*  reported compliance (subjective 
measure)) patients' feeling of being understood, resolution of patient concerns and 
thee doctor having ascertained patients' reasons for coming [8]. These findings coincide 
withh the results obtained by Like & Zyzanski [11] who found that when patients' 
requestss are met, it increases their satisfaction with the medical encounter. 

Larsenn et al. [4] studied the relationship between doctors' non-verbal activities 
andd patient satisfaction. A higher non-verbal score in overall doctors' 'immediacy' 
(degreee of closeness in interactions) was associated with higher patient satisfaction. 
Ann interesting finding was that physicians' touch was associated with lower 
satisfaction.. It is possible that touch was perceived by the patients as a violation of 
theirr physical privacy. In Scarpaci's study [87], however, being touched by the 
physiciann was frequently cited by the Chilean patients as a reason why they believed 
thatt the care they received was good. Apparently, cultural differences play a role. 
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5.22 Patient compliance/adherence to treatment 

Patientt compliance is also a widely used outcome, and is considered an indicator of 
thee effectiveness of physician-patient communication. However, unlike patient 
satisfactionn study results do not indicate a clear association between doctor-patient 
interactionn and subsequent patient compliance. Where cancer patients are concerned, 
lackk of information may lead to exploration of alternative cancer treatments [95]. The 
factt remains that patients often fail to follow medical advice. The average percentage 
off  patients likely to be non-compliant seems to be between 40 and 50 % [82]. 

Siminofff  et al. [60] examined the communicative factors influencing cancer patients* 
acceptancee or rejection of an oncologist's treatment recommendation. Patient 
decisionss were most strongly influenced by the oncologist's recommendation (80% 
readilyy accepted). The small minority who did not accept their doctor's recom-
mendationn (20%) were told in more specific terms what the benefits of treatment 
wouldd be. These patients also rated side effects to be more probable and severe, and 
assessedd their doctor's recommendation as less strong. 

Carterr et al. [5] found a positive relationship between 'sharing opinions' and 'patient 
knowledgee about illness', and subsequent adherence to medical recommendations. 
Inn an overview of Roter's meta-analysis [78] it was shown that compliance was 
weaklyy related to physician behavior. Compliance was only associated with more 
information-givingg and positive talk. Compliance was negatively related to doctors' 
questionn asking and negative talk. 

Stewartt [8] examined physicians' patient-centered behaviors, namely those in which 
thee patients' points of view are actively sought by the physician. Results demonstrated 
thatt a high frequency of patient-centered behavior was related to higher reported 
compliance.. It did not, however, have an effect on objectively measured compliance, 
namelyy better pill counts. 

5.33 Patient recall and understanding of information 

Otherr outcome measures used to assess the quality of the doctor-patient relationship 
aree patients' recall and understanding of information. Review of the literature 
suggestss that patients often do not recall or understand what the doctor has told 
them.. In an overview of three different investigations, it was shown that the 
percentagee of general practice patients not understanding what they were told about 
thee diagnosis varies between 7 and 47 %. Between 13 and 53 % of these patients did 
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nott understand what had been told about the prognosis of the disease [82]. Smith et 
al.. [3] found that close physical proximity increased patient understanding. Larsen 
ett al. [4] also found that a higher score in overall physician immediacy (degree of 
closenesss in interaction, such as leaning forward) was associated with higher 
understanding.. More touching on the other hand, led to lower scores in understanding 
thee information given. Besides physical closeness, understanding was significantly 
relatedd to the amount of time spent by the doctor on providing information and 
medicall  opinions. Increased chart reviewing led to decreases in patient under-
standing,, possibly because this activity interferes with making eye-contact and 
communicationn in general. 

Apartt from not understanding the information imparted, patients are often unable 
too recall a great deal of what they are told in a consultation. Well known phenomena 
inn communication studies are the so called 'primacy' and 'recency' effects, in which 
eitherr the first (primacy) or last (recency) communications are the most salient and 
thereforee remembered best. It is often stated that in order to improve patient recall 
off  orally presented information the most important information, such as the disclosure 
off  bad news, should be presented first [97,24]. Still the fact remains that the 
percentagee recall of information by hospital patients varies between 40 and 80 % 
[82].. When the information is particularly upsetting, like hearing the diagnosis of 
cancer,, most patients are too stunned to register any further information given to 
themm [26,31,33,34,80]. As a consequence, cancer patients often feel they lack 
information,, which in turn can lead to feelings of uncertainty, anxiety, depression 
[7,27,67,96]. . 

Otherr studies have investigated the effects of doctors*  instrumental and affective 
behaviorss on patient recall. Roter et al. [9] found that especially the amount of 
medicall  information imparted was highly associated with recall. Affective behaviors 
weree more weakly related. Possibly, the relative absence of medical information, 
nott the presence of affective behavior per se led to poorer recall. In a meta-analysis 
off  the literature, recall of information was best predicted by doctors' information-
givingg behaviors [78]. 

5.44 Patients' health outcomes/psychiatric morbidity 

Recentlyy researchers have been increasingly interested in the question whether 
outcomess like patient satisfaction, compliance, recall etc. are sufficient measures 
forr assessing the effectiveness of the doctor-patient relationship. If the ultimate aim 
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off  medical care is to produce optimal health outcomes then, ideally, effective doctor-
patientt communication should lead to the better health of patients. Patient 
satisfaction,, compliance, and other widely used outcomes, do not necessarily address 
thee patients' health status. For example, patients may be satisfied with inadequate 
healthh care, and strict adherence to doctors' treatment recommendations does not 
alwayss guarantee better health. However, health status or quality of life as patient 
outcomess are least used in empirical studies of doctor-patient relationships [14]. 

Kaplann et al. [13] investigated the relationship between specific aspects of physician-
patientt communication and 'better health' measured physiologically (blood pressure 
orr blood sugar), behaviorally (functional status) and more subjectively (patients' 
perceptionn of overall health status). The results showed that more patient and less 
physiciann controlling behaviors (questions, interruptions), more affect (particularly 
negativee affect expressed by doctor and patient), more information-giving by 
physiciann in response to effective information-seeking by the patient were related 
too better patient health status. These findings suggest that the physician-patient 
relationshipp may have important consequences for patients' health outcomes. The 
authorss conclude that the doctor-patient relationship can be seen as a primary bond 
thatt may act as a form of social support. "Physician behaviors that reinforce patients' 
self-confidence,, motivation, and positive view of their health status may therefore 
indirectlyy influence patients' health outcomes" [13]. 

Psychiatricc morbidity can be regarded as closely related to health status and 
qualityy of life. It is an outcome measure frequently used in psychosocial oncology 
studies.. Lack of information seems to play an important role in psychological 
difficultiess that can arise during the diagnosis and treatment phase of cancer, 
suchh as uncertainty, anxiety, depression, and problems with coping [7,28,61, 
67,80,96,98].. A recent study by Castejón et al. [62] indicated that the most depressed 
andd anxious cancer patients reported desire of additional information. Another 
studyy showed that breast cancer patients who thought they had received inadequate 
informationn were twice as likely to show signs of psychiatric morbidity (depression, 
anxiety)) 12 months after the operation, compared to those patients who claimed 
too have been adequately informed [67]. 
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66 Concluding remarks 

Duringg the last three decades, there has been a shift of attention from the biomedical 
sidee to the humanistic side of medicine. Fortunately, the realization that these two 
domainss of medicine are of equal importance is becoming widespread. Despite the 
growingg interest for a more biopsychosocial model of medicine, the former is still 
consideredd as 'science', whereas the latter is regarded more or less as 'art'. 

Beingg a multifaceted and multidimensional phenomenon, the doctor-patient 
relationshipp is one of the most complex social relations [1,37] and therefore an 
especiallyespecially difficult topic for research. In their efforts to understand this relationship, 
sociall  scientists have focused on different aspects of the doctor-patient interaction. 
Ass a result, knowledge gained from research is not well integrated. Where doctor-
patientt communication is concerned, several variables can be identified. These will 
bee discussed below. 

6.11 Background variables 

Severall  background variables seem to play an important role in doctor-patient 
communication.. First, wide cultural variations, and even widely disparate differences 
withinn a culture exist, regarding doctor-patient communication [81,87]. Studies show 
thatt cultural differences exist concerning for instance the beliefs about the elements 
off  good medical care. What constitutes 'good medical care' is "determined culturally 
withinn a specific historical and geographic context" [87]. 

Secondly,, patients, physicians and social scientists have different opinions of the 
doctor-patientdoctor-patient relationship. Some consider this relationship as a prerequisite for 
optimall  medical care - creating an egalitarian relationship becomes a goal in itself. 
Thiss type of relationship can be described best by, as Roter and Hall phrase it, 
'mutuality'' or 'patient-physician partnership' [20]. Others have a more pragmatic 
viewpointt and see the doctor-patient relationship more as a 'means to an end' - the 
relationshipp makes it possible to establish the right diagnosis and treatment plan. 
Heree the doctor-patient relationship is regarded as physician-controlled. Roter and 
Halll  [20] refer to this relationship as 'paternalism'. Differences in the underlying 
theoreticall  notions about the doctor-patient relationship have resulted in seperate 
researchh traditions, each producing their own data. As a consequence, these studies 
havee not contributed to a better integration of results. 
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Thirdly,, many different types of patients and doctors exist. Several patient 
characteristicss have been studied to examine their influence on doctor-patient 
communication,, e.g. various socio-demographic, psychological and psychosocial 
variables,, their physical appearance and health [57,58,99-101]. Social scientists 
agreee about the relevance of patient characteristics like these since they can have a 
profoundd impact on the doctor-patient relationship, and communication in particular 
[20].. Studies have also investigated physician characteristics, such as various socio-
demographicc (gender, age, social class origin) and personality variables (introversion 
versuss extroversion, expressing emotions via non-verbal cues, recognizing patients' 
non-verball  expressions). Studies have shown that these individual characteristics 
cann potentially affect how doctors talk with their patients [20], 

Fourthly,, patients have different diseases. Patients with various diseases have 
beenn included in communication studies, ranging from acute to chronic, mild to life 
threateningg illnesses. It seems plausible that patients with different diseases have 
specifiedd needs and expectations regarding their communication and relationship 
withh the physician. Also, patients may have different needs and expectations 
dependingg on the particular stage of their illness, especially where chronic diseases 
aree concerned. 

6.22 Process variables 

Soo called 'process variables', which occur within the medical encounter, also play 
ann important role. These variables refer to the actual content of communication 
betweenn doctors and patients. The review shows that many different types of 
communicativecommunicative behaviors can be identified. Communication researchers agree that 
perhapss the most important distinction is that between instrumental or task focused-
behaviorr (cure oriented) on the one hand, and affective or socio-emotional behavior 
(caree oriented) on the other. As mentioned earlier, despite the consensus about the 
importancee of the two types of behavior, researchers disagree about their relative 
importance.. Until recently, communication studies focused mainly on either one of 
thee two behaviors. It seems plausible, however, that certain communicative behaviors 
aree positively associated with others. 

Soo far, research which focuses on the interrelationship between doctors' instrumental 
andd affective behaviors shows contradictory results [18,36,37,102]. Studies such as 
these,, however, could result in the description of'behavior typologies'. Identification 
off  these typologies seems to enable prediction of physician behavior. For example 
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Taylor'ss description of'experimenters' and 'therapists' makes it possible to determine 
physicians'' future behaviors concerning willingness to offer trials to eligible patients, 
sharingg responsibility for medical decision-making, and disclosure of undesirable 
informationn [29,68]. Yet the fact remains that in doctor-patient communication research 
'information-giving'' is the element of instrumental behavior which is most studied 
[37].. Especially doctors' information-giving behavior has been the focus of attention. 

Itt is still unclear, however, whether patients can discriminate between instrumental 
andd affective physician behaviors [9,10,12,35,36], It could well be that patients do 
nott perceive these two behaviors as distinct aspects of care, in which case it would 
bee illogical for communication researchers to regard them as separate. As stated 
earlierr in this review, a preliminary conclusion would be that instrumental versus 
affectivee behaviors may be false dichotomies. Doctors' affective behaviors could 
indeedd be regarded as technical skills. This idea finds support in the fact that medical 
studentss can be taught several interviewing techniques focusing on affective behaviors 
[17,103-1101. . 

6.33 Outcome variables 

Too assess the effectiveness of doctor-patient communication, many different patient 
outcomesoutcomes have been used in health care studies. Social scientists agree that outcomes 
suchh as satisfaction, compliance, recall and understanding of information are good 
indicatorss of the consequences of'talk'. However, these outcomes are what Beekman 
ett al. [15] call 'short-term and intermediate outcomes'. The limitation of using short-
termm outcomes is that the possible long-term consequences are unknown. For 
examplee a patient may intend to comply with the recommended medical treatment 
butt may not show any symptom resolution over a longer period of time. 

Becausee of the growing attention and changing policy with respect to informed 
consent,, the quality of doctor-patient communication is evaluated in terms of the 
information-givinginformation-giving behaviors of the physician. As a result, outcomes such as patient 
recalll  and understanding of the information transferred are commonly used in 
communicationn studies. However, littl e is known about the influence of such 
informationn on patients' health status [14]. Measures of patient's health status are 
leastt used in studies investigating the doctor-patient relationship. Still the fact remains 
thatt to ultimately improve longer-term patient outcomes, such as quality of life, 
healthh status, symptom resolution or survival, research should identify communi-
cativee behaviors and interactions that produce these desired outcomes. 
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6.44 Towards a theoretical framework 

Ultimately,, apart from describing the many different variables that seem relevant, 
thee most important goal would be to establish a systematic theory of doctor-patient 
communication.. Such a theory would relate background, process and outcome 
variabless (figure 1). It would also lead to clear hypotheses regarding these relations. 

Startingg with the relationship between background and process variables, cultural 
variationss appear to have an effect on the information-giving behavior of physicians 
[81].. For example 'truth telling' in the case of a cancer diagnosis may be considered 
humanee in one culture, and cruel in another [81]. There is, however, a clear trend 
towardss open communication between doctors and cancer patients worldwide [30, 
81]. . 

Figuree 1. Theoretical framework of doctor-patient communication 

Backgroundd variables 

culture e 
doctor-patientt relationship 
typess of patients and 
doctors s 
diseasee characteristics 

Actuall content of 
communication n 

communicativee behaviors: 

-- instrumental behaviors 
-- affective behaviors 

Patientt outcomes 

short-termm and 
intermediate,, e.g.: 

-- satisfaction 
-- compliance 
-- recall and understanding 

off  information 

long-term,, e.g.: 

-- health status, 
-- psychiatric morbidity 

J J 
Severall  factors seem to play a role in this shift towards disclosure; e.g. concern for 

patients'' rights as consumers of medical care (which led to societal pressures) and 
questioningg of the authority of physicians [81]. Probably, insight into the positive 
relationshipp between information-giving from doctors and subsequent patient 
compliancee to treatment and/or advice [5,78,95] contributed to the 'truth telling' 
practicee in most countries. Apart from its effect on the disclosure of a cancer diagnosis, 
culturall  differences may have other important consequences for communication 
duringg medical encounters. Empirical data about the impact of cultural aspects on 
physicians'' affective behaviors are lacking. 

36 6 



Doctor-patientt communication; a review of the literature 

Inn all likelihood, the way the doctor-patient relationship is seen can have conse-
quencess for the actual content of communication. For example if the relationship is 
regardedd as a paternalistic one with high physician control, then it is to be expected 
thatt instrumental/task oriented behaviors are salient in the encounter. Studies could 
bee carried out to examine the relationship between these two variables. 

Also,, different patient and physician characteristics appear to have an effect on 
doctor-patientt communication. Yet it is unclear how these various patient and doctor 
characteristicss relate to one another and if these distinctions are uniformly negative 
orr positive in their influence on communication specifically and patient care in 
general. . 

Neww studies could also give insight into how 'disease characteristics' influence doctor-
patientt communication; e.g. how does the staging of chronic, life-threatening diseases 
influencee the communicative behaviors of physicians? The fact that physicians like 
theirr healthier patients more than their less healthy ones [101], could imply that 
physicianss also communicate differently with their healthier patients compared to 
theirr less healthy ones. If this is indeed the case, doctors' communicative behaviors 
mayy also differ depending on the particular phase of the patient's illness. However, so 
farr no empirical evidence is available to support such expectations. 

Moree is known about the relationship between process and outcome variables, as 
cann be concluded from paragraph 5: 'the influence of communicative behaviors on 
patientt outcomes'. However, most of the data available concern short-term or 
intermediatee patient outcomes, such as satisfaction, compliance or recall of information. 
Inn order to achieve more effective interventions, future studies could focus attention 
onn specific aspects of the doctor-patient interaction which have most significant effects 
onn long-term patient outcomes, such as quality of life or health status. 

Finally,, how do background variables influence patient outcomes? As stated earlier, 
culturall  aspects seem to play a role in patient's appreciation of physician's touch. 
Studiess on patient satisfaction with touch show contradictory results [4,87]. It seems 
plausiblee that cultural differences have an influence on other patient outcomes, 
besidess satisfaction. Future studies could investigate the impact of culture on various 
outcomess relevant to doctor-patient communication. 

Anotherr study investigated patient and physician perceptions of their relationship 
andd how these perceptions related to patient satisfaction [111]. Results showed that 
physicianss who see their relationship with patients as a 'partnership' have more 
satisfiedd patients compared to physicians who have a more authoritarian relationship. 
Possiblyy the way the doctor sees the relationship affects the way he or she talks to 
patients.. These different communicative behaviors in their turn influence patient 
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satisfaction.. Probably, background variables as well as process variables play an 

importantt role. 

Hall'ss study [112] showed that healthier patients are more satisfied than those 

whoo are less healthy. Again the dissatisfaction of sicker patients may stem in part 

fromm doctors' communicative behaviors. Sicker patients may cease acting appreciative 

becausee they are not getting cured. Also, patients who do not feel very well are 

likelyy to act unresponsive or irritated [20]. The effect could be that less healthy 

patientss receive more negative reactions from their doctors, which in turn may lead 

too dissatisfaction. Again both background and process variables appear to influence 

patientt satisfaction. 

Inn summary, background variables seem to influence communicative behaviors, 

thesee behaviors in their turn have an effect on patient outcomes. Whether all of 

thesee variables are in fact related to each other, and if so, in what way, should be 

studiedd empirically. A theory relating these different variables could result in the 

developmentt of interventions which improve communication in the medical setting, 

thee doctor-patient relationship, and patient outcomes. In this review we have tried 

too set the framework for such a theory. 
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