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EBACKGROUND We designed this observa-
tional cohort study o assess the association
hetween patient-centered communication in pri-
mary care visits and subsequent health and med-
ical care utilization.

ranciom, and 313 of their patents participated.

Olfice  visles were audiotaped and scored for

patient-centered  comumunication. I additon,

patients were asked for their perceptions of the
patient-centeredness of the visil. The outcones
were: (D) patients’ healtb, asscssed by a visual ana
logie seale on symptom discomfort and concern;

(2) sellreport of health, using the Medical

Ourcomes Stuedy Short Form-36; and (3) medical

¥ care utilization variables of diag-

nostic tests, referrals, and visits o

the family physician, assessed by

chart review, The 2 measures of
paticnt-centeredness were corre-
lated with the outcomes of visits,
acjusting for the clustering of
patients by physician and control-
ling for confounding variables.
mRESULTS Paticni-centered
communication was comelated with the paticnts’
perceptions of finding common ground.  In addi-
tion, positive perceptions (hatl the total score and
the subscore on tinding common ground) were
associated with better recovery from their discom-
fort and concern, better cmotional health 2
months fater, and fewer diagnostic tests and reler-
rals.

W CONCLUSIONS Patient-centered communi-
cation influences patients” health through percep-
rions that their visit was patient cengered, and
especially  through  perceptions  that  common
ground was achieved with the physician, Patient-
centered  practice improved  health siatus and
increased the cfficiency of care by reducing diug-
nostic tests and referals.

a KEY WORDS Physician-paticat relations:
lamily  practice; patient-centered  care. (f fam
Praici 2000: 49 796-804)
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eing patient centered s a core vilue of oedicine
for many physicians, The principles of paticnt-
ceniered medicine cute hack o the ancient Greek
school of Cos, which was interested in the particu-
lars of cach patent. More recently similar concepts
have arisen ina variery of tickds of human encdeay-
ot the concept of physical diagnosis and deeper
diagnosis of Baling,’ the clientcentered therapy of
Rogoers,® the total-person approach o patient prob
lems in nuresing ol Neaman and Young,' the hiopsy-
chosocial model of Engel,” and the disease- versus
patient-centered . medical practice of - Byveme and
Long. Tu the pust decade the patient-centered con-
cepts of Gerles and colleagues™ have been applied
t0 the hospital scuing.
In the seting of primary care, and specitically fame-
ily practice, patient-centered concepts incorporaie 6
interactive components, The first component s the
physician's exploraton of hoth the paticnts” discase
and 4 dimensions of the illness expericnce including:
thetr feelings aboue being ill, their ideas about what i
wrong with them, the impact of the problem on their
claily functioning. and their expectations of - what
should be done. The second component is the physi-
ciar's understanding of the whole person. The thind
component is the patient and physician finding com-
mon ground regarcding management.  In the fourth
component the physician incorporates . prevention
and health prometion inte the visit. The fifth com-
ponent is the enbancenent ol 1he patient-physician
relationslip, Finally, the sixth component reguires
that puticnt-centered. practice be realistics Oar study
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aclelresses the first 3
patient centered does not mean that phivsicians abdi-
cate comrol 1o the patient® but ruther that they Find
common ground in understanding the putients and
more fully respond W thelr unigue needs!

Wit are the henefits of being patient centered?
Previous rescarch of specific communication vari-
ables indicates that  patient-centered  encounters
result i (1) the duzation of the office visit remaine
ing the same™ (2) beter paticnt sutisfaction,” (3)
higher physician sadsfaction.” and 1) fewer mal
practice complaints.”  We focas ore 2 other out-
comes: patients” health and efficiency of care.

ol these components. Buing

MEBETFHODS
Qur stucdy was designed o test the hypothesis tha
adult patients whose first visit in an episode of -

ness is patient centered will, by 2 months afwer the
First visit: (1) more frequently demonsirate recovery
from the symptom Gand recovery from the concermn
about the symiptonm); (2) demonstrate better self-
repored health, and (3) experience less subsequent
medica] care Ge, Tewer visits, dingnostc tests, and
referrals). compared withy patients whose visit is not
patient centered,

Data Collection and Participants
For our observalional cohort study Jdatl were col
lected at S peints: (D the research assistant identiticd
eligible patients in the physiciun’s office hetore the
visi (2 the office cncounter was aadiotaped and
scored Tor patient-centered communication: (3) the
rescarch assistant held o postencovnter interview
with the patient; (13 we assessed, by chart review,
the use of medical care during the 2-month follow
ups and 3) we conducted a follow up telephone
interview with patients 2-months afier the encounter,

Physician Selection. Physicians were recriited
tromn the 250 family physicians practicing in London.
Ontario, Canada, and the surrounding ared. They
were randomized within strat o ensure 2 represen-
tative sanple in terms of vear of graduation and geo-
graphic focation and were selected using @ modified
version of the method of Borgiel und colleagues. -

Patients. We approached  paticnts who o were
older than 18 years and had 1 or more recurring prol-
lems whoy presented o their physicin®s office.
Patients were excluded if they were too il or disabled
O answer questions, had oo presenting problem,
were i the office for counseling, wer: accomypunicd
by ancther person, were not fluent in English, were
Barel of hearing, or were cognitively impaired. They
were approached before they saw the phvsician and
were blind o the study hypotheses

Sample Size Estimation. The sample size
required tor correlations of 0.20 1o e delected with
an o set at 005 (2 wiled) and @ B oset 2 0010 was
259" patients. Further inflation by 10% o account
tor the effect of clustering on muliple regression™

he Jowrnal of Family Prac,

is

was thought to be ressonable  (259+(.9=283).
Expecting 73% 1o cooperiate, we aimed to approach
381 patients (2880.75).

Measures*

Measure of Puatient-Centered Communication
Score. 'The patient-centered conumunication score
is based on 3 of the ¢ components of the model of
paticni-centered medicine. ™ The first component
{exploring the disease and the illness experience)
recedved a high score when the physician explored
the patients” symptoms, promprs, feclings, wleas,
function. and expectations, The second component
(understanding the whole person) received a high
score when the physician elicited and explored
issues relating o life eyele. persenality, or life con-
(ext. including family. The third component (finding
common ground) received a high score when the
physician clearty described  the problem and the
management plan, answered guestions about them,
and discassed und agreed on them with the patient.
seoring sheets and procedures are descrbed
detatl elsewhere. ™ Scores could range from O (nol at
Al patient centered) o 100 {very patient centered)

Interrater reliability has been established in earli-
er versions of e measure and tor the current ver-
sion (r=0.69, 034, and Q.80 among 3 raters.” 0.91
among 2 raters,” and 0.83 for n=19 for cur study).
Intrarater reliability was 0.73 (n=201.

Correlanions with giobul scores encompuassing the
3 components supported the validity of the score
(0.03 in an carlier study* and 085 for our study.
n=),

Patient Perception of Patient-Cenleredness.
Based on the patient-contered model. a series of 14
items developed and validated in previous swad-
S owere used 1o assess the palients’ posten-
counter perceptons of how patient centered the
interaction with the physician had beent Items
were averaged into: wotal score, a subscore on
exploring the discase and illness experience, an
finding commen ground.,
patient centeredness,

Patient Recovery from Discomfort and
Concerns. ‘Ihe primary health outcome was the
recovery measure hased on the patients’ self-admin-
istered report on vistal analogue scales (VAS) of the
severity of the symptom they identified as the main
presenting problem and their concern about that
problen: at 2 points: the postencounter interview
and the follow-up 2 months later™ VAS have been
tested for retiability and vadidiy i stadies of pain
and nausea feorrekution of 075 with an intensity

s’

Low scores l'tﬂ)l'ﬁ‘h‘(ﬂﬂft‘d

*Acchart of the virtables inthe mnltivariable analyses i avaiable on
the forrraen' s Web sile a1 waa flanpracicony

The Tytems woere assigned @ prvor, il they were refevan o the 3
compunents of e model of patienl-ceniered medicine, as shown
on the forriad s Weby sine twownw jfampriet,com?
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scorer  Hach of the symptom recovery variables
was continuous.

Patient Health Status. The Medical Oucomes
Study Short Form-36 (SF-30) was used 1o assess self-
reporte] seconduary health oucomes. This valid and
reliable measure® is ¢ multidimensional assessiment
of: physical health, mental health, perception of
health, social health, pain, and mole function, Al
were continuous variables except role function, for
which the distribution of scores necessitated
dichotomizing.

Medical Care. The care provided during the 2
months following the sudiotped encounter was
assessed hy chart review (adapted from Bass and
coworkers™) by 3 medical doctors (LR.M., 1O, [
blind to the identity of the family physician and the
patient, and also o the patient-contered scores,
Tterns abstracted were: the otal number of visits dur-
ing the 2 months (continuous variable): the number
and kind of diagnostic tests ordered during the 2
months that were relevant to the problems present-
ed at the audiotaped visit {dichotomons); and the
number and kinds of referrals made during the 2
months that were relevant to the problems present-
ed at the audiotaped visit (dichotomous).

Analysis. ‘lhe hypotheses were tested using
muliple regression for continuous outeomes and
multiple logistic regression for dichotomous out-
comes,” bath adjusted for the effect of the custering
of patients by physician using “procedure mixed” in
SAS for continuous outcomes and using both “pro-
cedure logistic™ and “proceclure IML" in SAS for
dichotomous autcomes.® The unit of analysis was
the patient.

licipate.

CARE |

The following confounding variabies were includ-
ed In preliminary multivariable analyses on the basis
of their univariable relationships with outcomes at the
level of <10 age, sex, muimber of family members
at home, desire o share feelings, who indtianed the
visit, tense personality, coping skills, concomitant
health probiems, socil support, marital staes (mar-
riech wvs other), concomitant life problems, number of
visits 1o the physician in the previous 12 months. and
main problem (1 of 5 groups: digestive, muscu-
loskeletal, respiratory. skin. and other),

Because of substantial sample attririon with so
many covariates, and because only 2 variables
were consistently associated with the outcome
measures, cach subsequent multiviciable analysis
was conducted with each of the primary inde-
pendent varables and the 2 covariates (patienty’
main presenting problem and marital stagus).

RESULTS
Descriptive Results
Of the 102 randomly selected fimily physicians, 83
were eligible because they were sull practicing in the
area and had adequate office space to acconunodate
the research assistant.  Of these. 39 (7% agreed o
participate and compleicd the data collection. The
participants were similar ¢ the refusers Clable 1) in
vear of graduation, practice location Gural or wban:
high or low sociceconomic status) and sex; however,
paticipants were significantly more likely 1o be centi-
ticants of the College of Family Physicians of Canada
than refasers (59% and 27%, respectively; =.007).
Of 404 cligible patonts, 334 (7206) agreed 1o par-
Nineteen ( ~0%) were lost to the study. The

final 315 participants represented an overall

Demographic Characteristics of Physician : p;micipgﬁinn e (){..68%; rhdy I R 1ep
¢ resenitive of the eligible patients, but there
Participants and Refusers § was a higher proportion of men than in the
o i i e e e TOR] grOAP O Cligible: patients,
CHARACTERISTIC PHYSICIANS PHYSICIANS ? Table 2 shows that Uwe slhn majority of
PARTICIPATING (N=39) HEFUSING (N=44) 3 lfinal participants were women, and most
Year of graduation, ; were middle aged and marred. Typical of
mean 1975 1972 o the city, approximately 4 in 10 had more
¢ than 4 bigh school education. The most
Practice location L common presenting problems were respi-
Urban high SES, % 553 455 £ rafory in nature.
Urban low SES, % 15.8 227 E Table 3 shows the deseriptive results
Rural, % 28.% 318 @ lor key vartables.
#
Men, % 71.8 70.7 A Hypothesis Testing Results
© The patiert-centered communication scores
Certificant of the A ibased on the audiotape analysis) were not
College of Family Fosigniticantly related o any of the heald out-
Physicians of Canada, %* 53.0 27.3 ¢ comes afier adjusting for the dustering of
- e v - e patients within practices and after control-
* Chissquare=7.5. df=1, P=007. Yo ling for the 2 confounding  variables,
SES denotes socioeconomic staus & Simpilarly, patient-centered . communication
,e scores were nal related to anv of the 3 med-
RS T S B s 96455 aoemrmmend 0] CATE OULCOMES,
798 M The Jousrual of Famity Pracrice + SEPTEMBEIR 2000 + VOL 4y, NO 9
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Puticnt-centered - communication scores  (hased
on the audiotpe analysis) were significantly corre-
lated in the expected direction, with patient percep-
tions tha lhc [rient and physician found conmon
ground (r =0.16; F=01).  High scores Gindicating
very plluuatwwnrcud COMMUNICIALON) Were Corre-
lated with low putient perception scores (indicating
paticnt-centeredness). The 2 other patient percep-
tion scores Ootal patient perception score and the
subscore on patient perception that the illness expe-
rence was explored) were not signiticanty associat-
ed with patient-centered Communicaion scores.

The woml score of patients” perceptions that the
Visit wis patient centered was associated with posi-
tive health outcomes after acjusting for the cluster
ing of patients within practices and after controlling
fer the 2 confounding variables (Table 41 Patients
postencounter levels of discomfort were lower
when they perceived the visit o have been patient
certered than not

A similar result occurred for 2 other patient health
outcemes: the patients’ postencounter level of con-
cern (7= 02, and the mental health dimension of the
SE-36 measure assessed 2 months afwer the study
visit (P=.05) The subscore of patient perceptions
that the patient and physician found  conunon
ground was associved with one of the health our
comes, the patients’ postencounter level of concern

(=04, TThere were no significan associations of

the subscore on patients” perceptions thi the dlness
expericnee had been explored with any of
putient health outcome meuasures,

Patents who pereeived that their visit had been
puticnt centered recetved fewer diagnostic tests
Clable 3 and referrals (Table 6) in the subsequent
2 months. The proportion receiving dlagnostic
fests rose from 14.6% in the group who percemved
that the visit had been patient centered  (total
scorel. to 2434 in the group who perceived the
visit was not. The proportion who were referred
dovbled from approximately 84 1o 10%. These
relationships were found even more strongly for
the subscore on patent perceptions that the patient
and the physicin found  common ground, but
woere not found for the subscore on patient per-
cepiions that their ilness expericnce had been
explored. The proportion receiving <liagnostic wests
quadrupled from 4, 1% in the group who pereeived
that the patient and the physician found common
ground, 1o 254% in the group who perceived that
common ground had not been attained. The pro-
portion who were referred doubled from 6.1% 10
Fa 0% The number of visits by the patient to the
family physician during the subsequent 2 months
was not significanty related o the patient percep-
tions of patient centeredness. althoush there was o
trend €21 1) with the average number of visits in
2 months in the -+ quartiles of patient perceptions
as follows: 10,08, 1.2, and 1.3

B P S O  W n

TABLE 2

Demographic Characteristics of the
Patients

CHARACTERISTIC AO. (%}
Sex

Women 170 {64.00

Men 145 {48.0)
Age, years

18-29 74 {23.5)

30-44 115 {36.5)

45-54 41 (13.01

55-64 401{12.7}

265 45{(14.3)
Marital status

Married 190 {60.3)

Other 1251{39.7)
Level of education

Some high schoa! or less 92 {29.2)

Completed high school 91 {28.9)

Some college/university or more 113 (35.8)

Other 19 (6.0
Main presenting problems

Digestive 31 8.8)

Musculoskeletal 1{22.5}

Respiratory 51{27.0)

Skin 8{14.8)

Other 2{26.0)

DISCLSSTON

Pathway to improved Patient
OQutcomes

Patient-centered  practice way  associated  with
improved patients” health status and increased offi-
cienwy of care Creduced di lu]m[ic tests and refer-
rals)., However only 1 of the 2 measures of paticni-
ceniered practice showed this result, the measure of
patients” perceptions of the patient centercdness of
the visit. The measure that was based on rtings of
audiotaped  physician-paticnt  intesactions,  while
related 1o the patients” perception, was not directly
related to health statas or efficiency.

The relatonship of patients’ perceptions of
patient centeredness with their health and efficiency
of vare was both statistically and clinically significant.
specifically, recovery was improved by O points on
a 100-point scale; diagnostic tests and referrals ware
hall as Trequent if the visit was perceived 1o be
patient centered.

The associatons we found nuy imply o potential-
Iy mportant pathway (whicl: could be wested in funare
tals). such as the one shown in the Figure,  The
pathway suggests 4 process. through which patien-
physician communication influences patients’ hewth,
by first influencing the puticnts” perceptions of being
a0 full participant i the  discussions during the
chncounter. Such a pathway bas been noted by Sobel,

Phe jowsne! of Family Practice = SEUPTUMBIR 2000 < WOL, 49, NG, 2 M 188
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whaose review suggesied a pathway 10 explain the
lack of a direct relationship between patient cduca-
tion programs and patient health where there was a
relationship between patient perceplions about thedr
health and healtls outcomes.  sobed called this path-
way ‘i biology of self-confidence.™ He and others®
stress the critical role of patient perceptions in the
healing process. which highlight that «0 person's sub-
jective experience influences biology.

How do we understand the results that show the
ratings of the audiotape were not direcly related o
the outcomes, bur the patient-centered perception
measure was related o owcomes?  One interpreta-
tion is that observable skills are not as mportant as
patient perceptions,  Although there s some evi-
dence that skills waining can improve both physi-
cians' behavior and patients health,” our findings
and thase of Bensing and Sluijs® indicate that ditfer-
ences in interviewing skills may not be associated
with patient responses. Physicians may learn to go
through the motions of paticni-centered interview
ing withour understanding what it means to be u
truly attentive and responsive listener. The implica-
tions of the carrenr findings for educators are that
education about communication should  go well

bovond skills training to a4 deeper

understanding off what it means 0 be o responsive
partner for the patient, during both that phase of the
visit in which the problem is discussed and when
the discussion of reatment options oceurs, Two
examples of such cducation approachies are: small
group discussions between paticnts and physicins
ter illustrate the patients” experiences and needs, and
reviews of videctaped interviews with stanedardized
patients participating in the review, Placing prime
miportinwe on the patents’ perceptions recognizes
the influence of these perceptions on the patients’
subsequent  heulth and  epitomizes being truly
patient centered.

Viewvs that the visit was patient centered inchaed-
cd pereeptions about 1the discussion of the problem
(exploring the illness experience’ as well as discus-
sion and agreement about treatiment options {(finding
commen ground). There is a substantal hody of
rescarch supporting the importance of these discus-
sions. The Headache Stdy found that patients” per-
ceptions that o full discussion of the problem had
taken plice predicted resolution of headaches afier |
year ™ In keeping with our results, which found that
finding commen ground was more strengly associat-
od with outcomes than exploring the illness experi-
ence. Riccardi und Kurte™ stressed that the physicians’

st e R AR SRS el R e e Y S SRS I A R TR P A R T T R TR S I T e L 2 s el

“  VARIABLES

{  Independent variables
: Patient-centered communication score {range 8 to 93}

4

Descriptive Results for Key Variables

MEAN (5D

50.7 117.90)

§
¢ Patient perception of patient centeredness total score (1 to 2.9)

1.5{0.37)
? Patient perception that the illness experience has been explored (1 to 3.3} 1.210.29) ;
5 Patient perception that the patient and physician found common ground {1 to 3.3} 1.7 {0.50}
¥ Patient assessment of level of discomfort before the visit 63.2 (27.40)
&« Patisnt assessment of leval of concern befcre the visit 45,1 (32.70)
. Dependent variables ;
é‘g Patient level of discomtort postencounter 45.0 {28.50) :
i Patient level of discomfort 2 months later 19.8 (27.50) i
@ Patient level of concern postencounter 22.8125.10) §§
g Patient level of concern 2 months later 20.0 (29.30) :
I Multidimensional health* :
;; Physical health 7.4 (1.60) j
¢ Mental health 107 (4.20) 5
Perception of health 11.3(5.30) :
; Social health 1.8 (120 i
: Pain 2.8 {1.30) "
% Role function 165.9% good, 34.1% poor}t ;
? Medical resource use Q
f Number of visits
@ Diagnostic tests {one or more 19.4%)1 1.4 {(1.40) ’
i Referrals {one or more 9.5%)1 i
; P e+ s < < war < b e o o - e P — e we . o i
2 sD denowes seindarck deviation
% Sfeasured Dy the Medical Outcomes Siady shar Forne- 30
P FCEetomous virkables, pereerus in parentheses,
Qg' i o R B B R R L P e 0 g e LN P R, L R e - il FRiT R HE TR G o o L EE d‘sﬁ
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explanaton o the “ ’
pativnts was the crucial
phase of the visit. Also,
akey euwtcome study has
tound that patient agree- ¢
meni with the physiciun
about the nature of the

B > - FERNE A N 1 i

Diagram summarizing the relationships found among the
measure of patient-centered communication, patient

perceptions of patient centeredness, and outcomes.

reatment and the noeed ) -
- - . = Measure of Patgnt hew
for  follonv-upy  were ‘ ; \
. , . § Centered Communicaton HEALTH GUTCOMES
strongly assocuted with ‘ - .
- * lgvel of discomfor
thedr recovery,” $ _ l v ‘Q discornfor
* Lavel 0F concern
- 1 SIGNIFICA * mental
Efficiency of X SIGNIFICANT tal heaith
: 5 Pa 01
Medical Care : SIGRIFICANT MEDILAL CARE DUTCOMES
We found tat patient- :
: * diagnostic tests
centered praciice ‘ ITQ tosts
R ) e ratarrals
tassessed by pationts Patent perception  Palient perception
PCTCCNTonNs? was associ-

> that the dooto
:ng! with the efficieney o | gunlored the
of care by reducing sub- lness axperience
sequent dingnostic teses

and  refermds by laldt,

that the docor
and the patients T

fosnegd conmon |

dfter controlling for key

contounding vartaldes,

These results were both
statistically signiticant
and clinieally signitica,
Alsos the number
subscquent visits 1 the family physician was lower

of : ao

Calthougl nar signaticanthy) when the puatient por
cetved  the study visit 1o Do patient
Elficiency in health service delivery was also found

centeredd.

i randemized il of compassionie care in e

emergency  departiment setting withh homeless
pativnts" in their study of continaity of care
Norwegian  general  practice. Hjondahl o and

Borchgrevink™ found thar dizgnostic tests were 1o
times more likely 1o be ordered for patienis abour
whom phvsicians reported the least previous knowd
velae compured with patients in whont they had
reported fallest knowledge, Also, patients Tud only
half the chanee of heing referved if their physionms
knew then and their histose ™

One possible interpretation of the resulis of our
study st patient-centered phyvsicians order fewer
tests and rofer fess often. However, countering Utis
interpretidion is the fact that individual physicans in
our study showed a0 ange of  patieni-ceniered
seores, as wel as a runge in test ordering and refor
ral. In addition, the stadsdeal analysis 1ook account
ol the clustering of patients within o physician’s
Practee

AN dllernative interpretaton is i patents’ per-
ceptions mav iatluence  resourcy
wiys, For esample, increased particindion during
the visi nuay reduce patients” anxiety o theie por-
need  for investigauons  and  refernds,
Altcrmnively, putients’ perception that the phivsician
fas not understeod thedr problemy may provoks:

use in seventl

ceivedd

NG
aroaurd ‘
!
;
Peraem cotrehation s b oo
Ivelple rearessions or tenlgeie Lagisie st sesis Ll D e Clslering anad controlin,
2 vontounding varnhles
* v g o i3 #

insccurities resulting o reguest for father medical
terventons,  Also, b patic s openly express their
discontent with the eneounter there vy be an
Dcrease i phvsicims ansiety and o fowering of
thicir threshold For dingnestic uncertainm, resulting in
Furthor investigatons o reterrals,

Cortainly the finding thar the failure 1 he patent
contered tas porceived D the patientr swas rokned 1o
higher rates of referral aned dingnostic wests should be
a coneern for medical eduscation and healthy e
poliev. Perhaps of most importance s e the
ruients” experienee of being o pasticipating member
i thie discussion of the problem ind the geament
process may tenslite e the patients’ reduced
need Tor further investigstion or refermab—sanalane-
ously reducing e phvsicians” need s well,

These Hndings counter & Common misconcer-
tom: that heing patient centercd means responcding
o every whim of the patents thereby increasing
expenses o the healdn care sysiem

Limitatians
Approsinutely 300 of U patents refused o purtic
ipattes. and alihougly the paticipants represented the
age distributon of eligible pativnis, men were gver-
represented in the stady Nonetheless: ses wis noy
ilenniticd as o contouncling variable for the associa
fiors tucdied

Although o measiye of severity was possible.
the varablos epresenting concurrent healthe prots-
lenes and concurrent Tiie problems were considered

ONLPTEAMBLR oo = Al 45 Nivo v B 801
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Multiple Regression of Patient Perception of Patient Centeredness Total Scores in

SE denares stuncaril erros

% Relation to Patients’ Postencounter Level of Discomfort, Controlling for Baseline £
% Discomfort (N=297) f
B e e e e+ e s e o o e e S -

§ OUTCOME: PATIENTS' LEVEL OF BISCOMFORT

4 INDEPENDENT VARIABLES COEFFICIENT SE COEFFICIENT/SE I

§ Patient perception of patient

? centeredness, total score 6.04 2.70 224 03 "
i Besaline level of discomfort 0.84 0.04 22.50 0001 :
: Patients’ main presenting problems %
§ * Digestive 8.18 4.07 152 13
7 * Musculoskeletal 247 3.39 0.7 48

§ * Respiratory 6.6 3.25 2.02 04

| e Other 2472 324 0.75 48

i; Patients’ rmarital status -0.63 2.03 031 0.76 |
§ MEAN LEVEL OF DISCOMFORT, BY CUARTILES OF THE PATIENT PERCEPTION OF PATIENT CENTEREDNESS TGTAL SCORE §
% QUARTILE MEAN

£ First quartile—perception that the visit was patient centerend 42.5

ﬁﬁ Second guartile 45.0

@Qg Third guartile 457

g Fourth guartile—perception that the visit was not patient centered 48.8

g %"\“h:il;"“w’v\dlr‘fimf:él f(:! 1|l£‘ c‘illﬁll‘r;rvw;l ;)! p:;u:r}::i‘ :\wﬂhl; g‘uﬂ‘;uIll‘ta....:1llt[Vu’i{l}'ufltngwlhuljw.:.’ L:nlvumundviﬂg \:n'i;;lii:‘: ‘lel;in:ﬁ qﬁr:wnhlmgvpr::hi}lw:; J:]E o
§ nuaritl stares)

;

i

T A il s £ ‘i‘-ﬁ&%
i

i Multiple Logistic Regression of Patient Perception of Patient Centeredness Total %
i Scores in Relation to Diagnostic Tests During the Subsequent 2 Months (n=297) i
o e e i £ e e i
i DUTCOME: DHAGNOSTIC TESTS ORDERED (YES/NG) g
§ INDEPENDENT VARIABLES COEFFICIENT SE COEFFICIENTISE 4 §
? Patient perception of patient i
¢ centeredness, total score 0.74 0.38 .96 05 %
i Patients’ main presenting problems [
e Digestive 117 089 1.98 05 ¢
1 » Musculoskelatal 0.27 053 0.52 &1
§ * Respiratory 0.05 (.40 011 3 i
: ® Other -0.71 0.64 1.11 .26 .
? Patients’ rmarital status 0.64 (.31 2.06 04 f
4 ¥
§ PROPORTION OF PATIENTS RECEIVING DIAGNOSTIC TESTS, BY QUARTILES OF THE PATIENT PERCEPTION OF PATIENT %‘
§ CENTEREDNESS TOTAL SCORE i
v QUARTILE PERCENT RECEIVING TESTS g”
; First quartile—perception that the visit was patient centered 146 g
4 Second quartile 17.0
F Third quartite 195 I
§ Fourth quartile—perception that the visit was not patient centerad 243 &
% NOTE: Adjustng for the cdustering of paticnss within pracices and conteelling for 2 conlounding variables (o presenting problem and @;
o nnurital scsd B
% ST cdenotes stindand error &
g i
i ;
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OUTCOMES OF PATHUNT-CENTEREDRD CARYE

b s S 0

: Multiple Logistic Regression of Patient Perception of Patient Centeredness Total
Scores in Relation to Referrals During the Subsequent 2 Months (N=297)

GUTCOME: REFERRALS

INDEPENDENT VARIABLES COEFFICIENT SE COEFFICIENT/SE #
Patiant percaption of patient

centeredness, total score 0131 049 268 .01
Patients’ mzin presenting problems
* Digestive -1 1.16 1.52 .33
* Musculoskelstai 057 0.52 .71 27
* Respiratory -0.77 0.67 2.02 25
s Othar 039 0.67 075 55
Patients’ marital status 071 2.03 (.49 b

PROPORTION OF PATIENTS REFERRED, BY QUARTILES OF THE PATIENT PERCEPTION OF PATIENT CENTEREDNESS TOYAL
SCORE

% OUARTILE PERCENT REFERRED
P Fyst gquartile—perception that the visit was patient centered 7.8
Second guartie 4.3
Third auartile 6.9

Fourih quantile—perception that the visit was not patient centered 8.2
: ST Admstng for the clustering of parients wathin prictives e conrolling for 2 confounding varfaliles Cyain prosenting problem and
it stetusy

SE cdenores sindard error,

SRR R D 0 TR R e R R AT L i e o R = g &%

in the analysis strtegy. They were not relaied 1o the could also build on these results ubout resource uti-
outcome variables and were therefore not entered lization and wssess the specinic kinds and actual costs
inteo the multivariable analyses. of the diagnostic tests and referrals.

One interpretation ol the lack of association It could be argued that the results of our study
hetween paticnt-centered scores on the andiotaped demonstrated simply that people with positive per-
mterviews and subsequent health outcomes may ceptions wnd less severe problems achieved better
I that the audiotape measwre has fatled o capture health and more efficient services. We counter this
the important essence of the dvmomic interaciion interpretation with 2 thouglts. First, the preliminary
between physicians and patients. The measure had step in our analysts included confounding varkbles
a number of strengths, howevers i had been tested to control for a variety of relevant varables (e, per-
for reliability and validity (compared with a global sonality andd concomitant health problems). Only 2
rating). and it was based on 2 theoretical frame- confounding variables svere influential enough 1o
work.  Also, it was correfated with one component remiain in the final analysis: marital stas and diag-
of the putient perception measure of 4 patient-cen- nostic code of the main presenting  problem,
tered interview. a finding which  indicates  that Second, patient perceptions were not independent
future research should be directed wward deter- of the physician-patient visit. They were influenced
nuning physicians” skills and behaviors that corre- significantly by the communication score hased on
fate: with the patients” positive perceptions, espe- the audiotaped encounter, implyving that the meas-
cially the perception that common  ground  has ure of perceptions was tapping not merely the
been reached.  Such behaviors could then be paticnts’ general outlook on life, but also an apor-
cimphasized m clinical weaching,. rnt interactive component of visits between paticnts

It should be noted that the uidization data were and physicians,
availuble only from the participating practices and
not from care received elsewhere. Although this is CONCLLESTENS
a limitation, it would be expected that this lack of Patient-centered  practice was  associared  with
duta would  minimize the current relationship improved health status (less discombort, less con-
Between patient-centered  practice and  utilization, corn, and better mental health) and increased etfi-
hecause patients with less favorable perceptions cieney of care (fewer dingnostic tests and referrals).
woilld be potentiadly more likely to seek care else- Patients” perceptions of the patient centeredness
where, Also. drug costs and hospital costs were not of the visit, but not the measure of audiotaped intee-
included wnd require further study. Future rescarch actions. were direetly associued with the positive

The fvarval of Family Pracerce + SEPTEMBER 2000 - VOLo 49 NO. % B 803



| CUTCOMES OF PATIENT

outcomes, The subscore on patients’ pereeption of
finding common ground was more strongly associ-
ated with the posilive outcomes than the subscore
on patients’ pereeption about exploring the illness
experience,

Medical education should go bevond skills train-
ing o encourage physicians’ responsiveness © the
patients” unique experience. Therefore, involving
real patients and standarclized patients in teaching
programs is recommendled.

Tealth service arganizations must recognize that
efficiencies acerue from patient-centered  pracrice
and encourage such practice through structures that
enhance continuity of the patient-physician relation-
shipr und through meaningful education programs.
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