1‘ mBACKGROUND We designed this observa-
i tonal cohort study to assess the association
| between patient-centered communication in pri-
maty care visits and subsequent heaith and med-
! ical care utilization.
| aMETHODS We selected 39 family physicians at
1 random, and 315 of their patients participated.
: Office visits were audiotaped and scored for
patient-centered  communication. In addidon,
patients were asked for their perceptions of the
patient-centeredness of the visit. The outcomes
| were: (1) patients’ health, assessed by a visual ana-
logue scale on symptom discomfort and concern,
| (2) selireport of health, using the Medical
_ Outcomes Study Short Form-36; and (3) medical
care utilization variables of diag-
| cee COMMENTA R v nostic te‘sts, refe.rr.als, and visits to
about this article by the fanrnly physician, assessed by
‘; Ronald M. Epstein, MD, chart review. The 2 measures of
- . . patient-centeredness were corre-
The Science of Patient- lated with the outcomes of visits,
Centered Care”

Hoeowwennoenntossd s

ON PAGE 803 patients by physician and control-
‘ ling for confounding variabies.
w RESULTS Patient-centered
|_ communication was correlated with the patients’
M perceptions of finding common ground. In addi-
tion, positive perceptions (both the total score and
|| - the subscore on finding common ground) were
; associated with better recovery from their discom-
: M _ fort and concemn, better emotional health 2
‘ | months later, and fewer diagnostic tests and refer-
| rals. - :
il 2 CONCLUSIQNS Patient-centered communi-
_L ‘r cation influences patients’ health through percep-
| | tions that their visit was patient centered, and
| . especially through perceptions that common
‘ i ground was achieved with the physician. Patient-
1 centered practice improved health siatus and
|| increased the efficiency of care by reducing diag-
i nostic tests and referrals.
! ‘ s KEY WORDS Physician-patient relations;
! | . family practice; patient-centered  care. (J Fam
. Pract 2000; 49:796-804)

The Impact of Patient-Centered Care on Outcomes |

MOIRA STEWART, PHD; JuDitH BELLE BrOWN, PHD;
ALLAN DoONNER, PHD; 148 R McWimnney, OC, MD; JuLian OaTEs, MD:
W. WAYNE WESTON, MD); AND JOHN JORDAN, MD
Tondon, Ontario, Canada

adjusting for the clustering of.

| 796 W The Journal of Family Practice * SEPTEMBER 2000 » VOL. 4%, NO. 9

esses the first
ent centered doe
‘control 1o the |

What are the be
ious research
tles indicates. th
it in: (1) the du
the same®" (2
gher physician sa

ftice complaints
Sies: patients’ he:

Being patient centered is a core value of medicing - gtudy was des
t patients who
centered medicine date back to the ancient Greek
school of Cos, which was interested in the particy
lars of each patient.! More recently similar concey
have atisen in a variety of fields of human endeay:
or: the concept of physical-diagnosis and dee'pé
diagnosis of Balint? the client-centered therapy
Rogers,’ the total-person approach to patient prob
lems in nursing of Neumnan and Young,* the biopsy
chosocial model of Engel;? and the disease- versu
patient-centered medical practice of Byme an
Long® In the past decade the patient-centered cof
cepis of Gerteis and colleagues’ have been applié
to the hospital setting, g
In the setting of primary care-and specifically fam
ity practice, patient-centered concepts incorpora
interactive components. The first component is !
physician’s exploration. of both the patients’ diseas¢
and 4 dimensions of the illness expetience including
their feelings about being ill, their ideas about what ls
wrong with them, the impact of the problem or: their
daily functioning, and their expectations of whit
should be done. The second component is the physt:
cian's understanding of the whole person. The third
component is the patient and physician finding com:
mon ground regarding management. In the fourth
component the physician incorporates preventiof
and health promotion into the visit. The fifth coi
ponent is the enhancement of the patient-physician
relationship.  Finally, the Sixth component require
that patient-centered practice be realistic. Our study
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sses the first 3 of these components. Being
o centered does not mean that physicians abdi-
control to the patien® but rather that they find
on ground in understanding the patients and
fuly respond to their unique needs’”

ot are the benefits of being patient centered?
ous research of specific communication vari-
" jndicates. that patient-centered encounters
i in: (1) the duration of the office visit remain-
fhe same! (2) better patient satisfaction,” €))
er physician satsfaction,” and  (4) fewer mal-
ice complaints.®  We focus on 2 other out-
es: patients’ health and efficiency of care.

THQDS

study was designed to test the hypothesis that
patients whose first visit in an episode of ill-
is patient centered wil}, by 2 months after the
visit: (1) more frequently demonstrate recovery
the symptom (and recovery from the concem
ut the symptom); (2) demonstrate better self-
tted health; and (3} experience less subsequent
ical care (ie, fewer visits, diaghostic tests, and
mrals), compared with patients whose visit is not
ent centered.

&

ta Collection and Participants

our observational cohort study data were col-
ed at 5 points: (1} the tésearch assistant identified
ble patients in the physician’s office before the
;(2) the office encounter was audiotaped and
ed for patient-centered communication; (3) the
arch assistant held a postencounter interview
the patient; (4) we assessed, by chart review,
Use of medical care during the 2-month follow-
and (5) we conducted a follow up telephone
view with patients 2-months after the encounter.
hysician Selection. Physicians were recruited
m the 250 family physicians practicing in London,
fario, Canada, and the surrounding area. They
tandomized within strata to ensure a represer-
§Mple in terms of year of graduation and geo-
hic location and were selected using a modified
n of the method of Borgiel and colleagues.

than 18 years and had 1 or more recutting orob-
bo presented 1o their physicians office.
his were excluded if they were too ill or disabled
Aswer questions, had no presenting problem,

In the office for counseling, were accompanied
Other person, were not fluent in English, were
f hearing or were cognitively impaired. They
adproached before they saw the physician and
dlind 6 the study hypotheses,
Mple Size Estimation.
.:d for correlations of 0.20 to be detected with

Cat 0.05 (2 railed) and a B set at 0.10 was
2rio, Canadd, " Aents.  Further inflation by 10% to account

¢ effect of clustering on multiple regression*

atients. We approached patients who were.

The sample size
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was thought to be reasonable  (259+0.9=288).
Expecting 75% to cooperate, we aimed to approach
384 patients (288+0.75).

Measures* :
Measure of Patient-Centered Commmunicatio
Score. The patient-centered communication score
is based on 3 of the 6 components of the model of
patient-centered medicine ™ The first component
(exploring the disease and the ilness experience)
received a high score when the physician explored
the patients’ sympioms, protpts, feelings, ideas,
function, and expectations. The second component
(understanding the whole person) received a high
score when the physician elicited and explored
issues relating to life cycle, personality, or life con-.
text, including famity. The third component {finding
common ground) received a high score when the
physician clearly described the problem and the
management plan, answered questions about them,
and -discussed and agreed on them with the patient.
Scoring sheets and procedures are described in
detail elsewhere? Scores could range from O (not at
all patient centered) to 100 (very patient centered).

-Interrater reliability has been established in eardi-
er versions of the measure and for the current ver-
sion (r=0.69, 0.84, and 0.80 among 3 raters,® 0.91
among 2 raters,” and 0.83 for n=19 for our study).
Intrarater reliability was 0.73 (n=20).

Correlations with global scores encompassing the
3 components supported the validity of the score
(0.63 in an earlier study® and 0.85 for our study,
n=46),

Patient Perception of Patient-Centeredness.
Based on the patient-centered model, a series of 14
itetns developed and validated in previous stud-
ies®*® were used to assess the patients’ posten-
counter perceptions of how patient centered the
interaction with the physician had been.t Ttems
were averaged into: total score, a subscore on
exploring the disease and illness experience, and
finding common ground. Low scores represented
patient centeredness.

Patient Recovery from Discomfort and
Concerns. 'The primary health outcome was the
recovery measure based on the patients’ self-admin-
istered report on visual anatogue scales (VAS) of the
severity of the symptom they identified as the main
presenting problem and their concern about that
problem at 2 points: the postencounter interview
and the follow-up 2 months later.* VAS have been
tested for refiability and validity in stucies of pain
and nausea (correlation of 0.75 with an intensity

*A chart of the variables in the multivariable analyses is available on
the Journal's Web site at www jlampract.com.

The 14 items were assigned a prior, if they were relevant, (o the 3
components of the model of patient-centered medicine, as shown
on the jorrnal's Weh site {www jfampract.com)}.
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score)® Fach of the symptom recovery variables
was continuous.

- Patient Health Status. The Medical Ouicomes
Study Short Form-36 (SF-36) was used 1o assess seif-
reported secondary health outcomes. This valid and
reliable measure® is a multidimensionat assessment
of: physical health, mental health, perception of
health, social health, pain, and role function. All
were continuous variables except role functon, for
which the distribution of scores necessitated
dichotomizing.

Medical Care. The care provided during the 2
months following the audiotaped encounter was
assessed by chart review (adapted from Bass and
coworkers®) by 3 medical doctors ARM,, J.O., ]
blind to the identity of the family physician and the
patient, and also to the patientcentered scores.
Tiems abstracted were: the total 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 o the problems present-
ed at the audiotaped visit (dichotomous); 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. The hypotheses were tested using
multiple regression for continuous outcomes and
multiple logistic regression for dichotomous out-
comes,” both adjusted for the effect of the clustering
of patients by physician using “procedure mixed” in
SAS for continuous outcomes and using both “pro-
cedure logistic” and “procedure IML” in SAS for
dichotomous ouicomes.® The unit of analysis was

the patient.

The following confounding variahles W ~centered

ed in preliminary multivarable analyses ¢
of their univariable relationships with o .
level of P<.1(: age, sex, number of famil
at home, desire (o share feelings, whe
visii, tense personality, coping skills,
health problems, social support, Inarit;l- it
ried vs other}, concomitant life problems :
visits to the physician in the previcus 12 ;n :
main problem (1 of 5 groups: digestiy
loskeletal, respiratory, skin, and other),
Because of substantial sample attrij
many covariates, and because only-
were consistently associated with th
measures, each subsequent multivaria$
was conducted with each of the prm
pendent variables and the 2 covariates:
main presenting problem and marital 3

RESULTS
Descriptive Results :
Of the 102 randomly selected family phy
were eligible because they were still practt
area and had adequate office space to acé
the research assistant. Of these, 39 (47%
participate and compléted the data collectio
participants were similar to the refusers. (T
year of graduation, practice location (rural
high or low secioeconomic status) and sex
participants were significantly more likely :
ficants of the College of FamilyPhysicians:
than refusers (59% and 27%, respectivelyy:

OF 464 eligible patients, 334 (7294) agre
ticipate. Nineteen {~(%) were lost to the

fotal score o
spatient cen
lth outcomes
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entered rece;

TABLE 1
Demographic Characteristics of Physician

Participants and Refusers

final 315 participants represented
participation rate of 68%; their ag
resentative of the eligible patients
was 4 higher proportion of mer;
total group of eligible patients

and referrals
> The PI’Op
Se from 14.6% i
-visit had be
(0 24.3% in the

PHYSICIANS
PARTICIPATING (N=39)

CHARACTERISTIC

. Year of graduation, :

©mean 1975

Practice logation
Urban high' SES,; % B5.3
Urban low SES, % 15.8
Rural, % 28.9
Men; % " - 71.8

- Certificant of the -

Collage of Family™ = -

Y%* 59.0

Physicians of Canada,

PHYSICIANS
REFUSING (N=44)

1972

455
227
31.8

70.7

273

Table 2 shows that the stm g
final participants were wome
were middle aged and married
the city, approximately 4 in‘1
than a high school education
common presenting problems
ratory in nature.”

Table 3 shows the descript
for key variables.
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* Chi-square=7.3, df=1, P=.007.
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patient-centered  communication  scores (based
fhe audiotape anatysis) were significandy corre-
od in the expected direction, with patient percep-
15 that the patient and physician found common
ound (r =-0.16; P=01). Tigh scores (indicating
patientrcentered communication) were corre-
od with low patient perception scores (indicating
_aient-centerednessy.  The 2 other patient percep-
1 scores (fotal patient perception score and the
hscore on patient perception that the illness expe-
fence was explored) were not significantly associat-
+] with patient-centered conununication scores,

The total score of patients’ perceptions that the
it was patient centered was agsociated with posi-
Hye health outcomes after adjusting for the cluster-
ing of patients within practices and afier controlling
for the 2 confounding variables (Table 4). Patients’
'postencounter levels of discomfort were lower
when they perceived the visit to have been patient
centered than not.

A similar result occurred for 2 other patient health
gutcomes: the patients’ postencounter level of con-
cern (P=02), and the mental health dimension of the
$F-36 measure assessed 2 months after the study
visit (P=.03). The subscore of patient perceptions
that the patient and physicdan found common
ground was associated with orie of the health out-
comes, the patients’ postencounter level of concern
(P=04). There were no sighificant associations of
lhe subscore on patents’ perceptions that the illness
experience had been explored with any of the
patient health cutcome measures.

Padents who perceived that thejr visit had been
patient centered received fewer diagnostic tests
(Table 5) and referrals CTable 6) in the subsequent
2 months. The proportion receiving diagnostic
lests rose from 14.6% in the group who perceived
that the visit had heen patient -centered (rotal
score), to 24.3% in the group who perceived the
Visit was not. The proportion who were referred
doubled from approximately 8% to 16%. These
welationships were found even more strongly for
the subscare on patient perceptions that the patient
and the physician found common ground, but
were not found for the subscore on patient per-
teptions that their illness experience had been
Sxplored. The proportion receiving diagnostic tests
Quadrupled from 4.1% in the group who perceived
that the patient and the physician found common
gtound, to 25.4% in the group who perceived that
ommon ground had not been attained. The pro-
bortion who were referred doubled from 6.1% to
149%.  The number of visits by the patient to the
famﬂy physician during the subsequent 2 months
Ezlg ‘not sigpificanﬂy related to the patient percep-
tTEnii(Jf patient centeredness, although there was a
5 (Pz-%D with the average number of visits in
aSI?Oth in the 4 quartiles of patient perceptions
“Tollows: 1.0, 0.8, 1.2, and 1.3,

p=

ing i the
mmodate

ad more:
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g TABLE 2

Demographic Characteristics of the
Patients

CHARACTERISTIC MNO. (%}
Sex

Women _ 170 (64.0}

Men ’ T 145 (48.0}
Age, years

18-29 ) 74 (23.5}

30-44 ) 115 (36.5)

45-54 41 (13.0)

55-64 40 (12.7)

>65 45 (14.3)
Marital status

Married 190 (60.3)

Other 126 (39.7)
Level of education

Some high school or less 92 (29.2)

Completed high schooci 91 {28.9)

Some college/university or more 113 {36.8)

. Other 19 8.0

Main presenting problems

Digestive 3118.8)

Musculoskeletal 711{22.5}

Respiratory 85 (27.00

Skin 46 (14.8)

Other 82 (26.0)

DISCUSSION

Pathway to Improved Patient
QOutcomes

Patient-centered practice was asscciated with
improved patients’ health status and increased effi-
ciency of care (reduced diagnostic tests and refer-
rals). However, only 1 of the 2 measures of patient-
centered practice showed this result, the measure of
patients’ perceptions of the patient centeredness of
the visit. The measure that was based on ratings of
audiotaped physician-patient . interactions, while
related to the patients’ perception, was not directly
related to health status or efficiency.

The relationship of patients’ perceptions of
patient centeredness with their health and efficiency
of care was both statistically and clinically significant.
Specifically, recovery was improved by 6 points on
a 100-point scale; diagnostic tests and referrals were
half as frequent if the visit was perceived to be
patient centered.

The associations we found may imply a potential-
fy important pathway (which could be tested in futare
trials), such as the one shown in the Figure. The
pathway suggests a process through which patient-
physician communication influences paticnts’ health,
by first influencing the patients’ perceptions of being
a full participant in the discussions during the
encounter, Such a pathway has been noted by Sobel,
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whose review suggested a pathway © explain the
lack of a direct relationship between patient educa-
tion programs and patient health where there was a
telationship between patient perceptions about their
health and health outcomes. Sobel called this path-
way “a biology of self-confidence.”  He and others™
stress the critical role of patient perceptions in the
healing process, which highlight that a person’s sub-
jective experience influences biology.

"How do we understand the results that show the
ratings of the audiotape were not directly related to
the outcomes, but the patient-centered perception
measure was related to outcomes? One interpreta-
tion is that observable skills are'not as important as

- patient perceptions.  Although there is some evi-
dence that skills training can improve both physi-
cians” hehavior and patients’ health® our findings
and those of Bensing and Sluijs* indicate that differ-
ences in interviewing skills may not be associated
with patient responses. Physicians may learn to go
through the motions of patient-centered interview-
ing without understanding what it means to be a
truly attentive and responsive listener. The implica-
tions of the current findings for educators are that
education about communication should go well

understanding of what it means w© be 3 tesp
partner for the patient, during hoth that phage o
visit in which the problem is discussed and g
the discussion of treatment options acayps: -
examples of such education approaches gre
group discussions between patients and phy:
to flustrate the patients’ experiences and nees
reviews of videotaped interviews with stand;qr.
patents participating in the review, Placing
importance on the patients’ perceptions reci
the influence of these perceptions on the pati
subsequent health and  epitomizes being:
patient centered.

Views that the visit was patient centere& it
ed perceptions about the discussion of the p ind that pat
(exploring the illness experience} as well as: d prac
sion and agreement about treatment options ¢ '
common ground).  There is a substantial B
research supporiing the importance of these:
sions. The Headache Stdy found that pati
ceptions that a full discussion of the probless
taken place predicted resolution of headaches
year® In keeping with our results, which fou
finding common ground was more strongly a
ed with outcomes than exploring the illness:|
ence, Riccardi and Kurtz* stressed that the phys Iy signific

putcome stugd
that patient a

10Ns) Was ass
ith the efficie
by reducing

-diagnostic 1

beyond skills waining to a deeper
TABLE 3

Descriptive Results for Key Variables

nically signific:
e number

VARIABLES
independent variables
Patient-centered communication score {range 8 to 93)

Patient assassment of level of discomfort before the visit
Patient assessment of level of concemn before the visit
Dependent variables
Patient level of discomfart postencounter
Patient lavel of discomfert 2 months later
Patient level of concern postencounier
Patient level of concern 2 months later
Multidimensional health®
Physical health
Mental heaith
Parception of health
Social health
Pain :
Role function (55.9% good, 34.1% poor)t
Medical resource use
Number of visits
Diagnostic tests (one or more 19.4%)t
Referrals {one or more 9.5%)t

Patient perception of patisnt centeredness total scare {1 t¢ 2.9)
Patient perception that the illness experience has been explored (1 to 3.3)
Patisnt perception that the patient and physician found common ground (1 to 3.3)

MEAN (D)

50,7 {17.90)
15 037
1.2 (0.29)
1.7 {0.50)
53.2 (27.40)
45.1 (32.70) more likely to |
physicians repc
45.0 {28.50}
19.8 {27.60)
22.8125.10)
20.0 (28.30]
‘possible ntery
7.4 (1.80) that patient-ce
< 14.7 (4.20)
11.3 (6.30)
1.8(1.20)
2.8 (1.30)

dlerative intery
may  influenc

SD denotes standard deviation.
"Measured by the Medical Oulcomes Study Short Form-36.
hichotomous variables, percents in parentheses.
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M2y recluce pa
Sneed for i
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understood  th
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on 18] the
was the crucial
sed f the visit.  Also,

" atcome study has

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

perceptions of patient centeredness, and outcomes.
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and the nalure of the

ot and the need

Weasure of Patient

Placm_g Oliow—gp W?}e Centered Communication
ons recoy ¥ associated with
n the: covery.” :
s being SIGNIFICANT

iency of NS P01

entered. dical Care T
of the.:pm found that patient- 7 $ *
well 4 ered practice
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care by reducing $ib- illness experience
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referrals by half,

Patient perception
that the doctor
and the patients
found commeon
ground

NS

/

HEALTH QUTCOMES
o |evel of discomfort
e | ovel of concern
+ mental health

SIGMIFICANT
P=05t

MIEDICAL CARE CUTCOMES
s diagnostic tests
« referrals

i-controlling for key

ounding variables.

se results were both
fistically  significant
clinically significant. - cofifounding variables.

*Pearson correlation =0.16, P=.01.
hiultiple regressions or multiple logistic regressions adjustéd for clustering and

controlling for

i

o, the number of =
sequent visits to the family physician was lower
though not significaﬁﬂy) when the patient per-
ved the swdy visit to be patient centered.
iciency in health service delivery was also found
a randomized trial of compassionate care in the
ergency department  setting with homeless
tients* In their study of continuity of care in
rwegian  general — practice, Hjortdahl  and
rchgrevink® found that diagnostic tests were 10
ies more likely to be ardered for patients about
hom physicians reported the least previous knowl-
pe compared with patlents in whom they had
vorted fullest knowledge. Also, patients had only
£ the chance of being referred if their physicians
ew them and their history.®
‘One possible interpretation of the results of our
y is that patient-centered physicians order fewer
sts and refer less often. [owever, countering this
terpretztion is the fact that individual physicians in
urostudy showed a range of patient-centered
ores, as well as a range in test ordering and refer-
In addition, the statistical analysis took account
_ th_e clusiering of patients within a physician’s
lice,
“An aliernative interpretation is that patients’ pet-
eptions may influence resource Use in several
4ys. For example, increased participation during
the visit may reduce patients’ anxiety and their per-

tived need for investigations and referrals. -

The Journal of Family Practice

insecurities resulting in a request for further medical
interventions. Also, if patients openly express their
discontent with the encounter there may he an
increase in physicians’ anxiety and a lowering of
their threshold for diagnostic uncertainty, resulting in
Further investigations and referrals.

Certainly the finding that the failure t© e patent
centered (as perceived by the patient) was related to
higher rates of referral and diagnostic tests should be
1 concern for- medical education and health care
policy. Perhaps of most importance s that the
patients’ experience of being a participating member
in the discussion of the problem and the treatment
process may translate o the patients’ reduced
need for further investigation or referral—simultane-
ously reducing the physicians’ need as well.

These findings counter a COMMOD misconcep-
ton: that being patient centered means responding
to every whim of the patient, thereby increasing
expenses Lo the health care system.

Limitations
Approximately 30% of the patients refused to partic-
ipate, and although the participants represented the
age distribution of eligible patients, men were over
represented in the study. Nonetheless, sex was not
identified as a confounding variable for the associa-
tions studied.

Although no measure of severity was possible,
the variables representing concurrent health prob-
lems and concurrent life problems werc considered

+ SEPTEMBER .2Q00 -+ YOL. 49, NO. 9 B 801
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Multiple Regression of Patient Perception of Patient Centeredness Total Scores ultiple Log
Relation to Patienis’ Postencounter Level of Discomfort, Controiling for Basé. Scores i
Discomfort (N=297) ' I
' . WIE: REFERRA
QUTCOME: PATIENTS' LEVEL OF DISCOMFORT ENDENT VAR
INDEPENDENT VARIABLES COEFFICIENT SE COEFFICIENT/SE : ant perception o
Patient perception of patient . ) rednass, tot:
centerednass, toial score 6.04 2.70 2,24 . iants’ main prese
Baseline level of discormfort ) 0.84 0.04 2250 ]
Patients’ main presenting problems -~ - i Lsculoskeletal
* Digestive ) 6.18 4.07 1.52 5
» Musculoskeletal : 2.42 3.39 0.71 g
* Respiratory £.56 3.25 2.02 od nts' marital sta
* Other : 242 3.24 0.75 :
M OF PAT
Patients’ marital status -0.63 2.03 0.3 RTIO

MEARN LEVEL OF DISCOMFORT, BY QUARTILES OF THE PATIENT PERCEPTION OF PATIENT CENTEREDMESS TOTAL sco
DUARTILE MEAN

First quartile—pearception that the visit was patient centered 425 nd qugrm!e
Second quartile T 450 i

. . ile—per
Third quartile ) 45.2 uarie et
Fourth guartile—perception that the visit was not patient centered 43.8 djusting for the
NOTE: Adjusting for the clustering of patients within practices and controlling for 2 confounding variabled (main presenting probler ites standard er

marital status),
SE denotes standard error.

smudtivariable
interpretatio
patient-cent
ws and subs
the audiotape
yortant essen

Muliiple Logistic Regression of Patient Perception of Patient Centeredness Tot:
Scores in Relation to Diagnostic Tests During the Subsequent 2 Months (n=29

OUTCOME: DIAGNOSTIC TESTS ORDERED {YES/NO)

INDEPENDENT VARIABLES COEFFICIENT SE COEFFICIENT/SE i physicians
Patient perception of patient . ber of strengtt
centeredness, total score _ 0.74 0.38 1.96 bility and va
Patients' main presanting problems dnd it was |
» Digestive 1.17 0.59 1.98 Also, it was ¢
» Musculoskeletal 0.27 . 0.53 0.52 atient percer
* Respiratory - 0.05 0.40 0.1 nterview, 2
o Other 0.71 0.64 M esearch shot
Patients’ marital status 0.64 0.31 2.06 ‘physicians’ s
: - ith the patien
PROPORTION CF PATIENTS RECEIVING DIAGNOSTIC TESTS, BY QUARTILES OF THE PATIENT PERCEPTION OF PATIENT e perceptio
CEMTEREDNESS TOTAL SCORE Su
QUARTILE PERCENT RECEIVING TE 4 ized in clinic
First quartile—perception that the visit was patient centered 14.6 ould be note
Second guartile 17.0 only from
19.5

Third quartile Carg receiv
Fourth quartile—perception that the visit-was not patient centered 243 Hon, it woulc

NOTE: Adjusting for the clustering of patients within practices and controlling for 2 confounding variables {main presenting probledi 2

marital status). : patients w
SE denotes standard error. g potentially
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Multiple Logistic Re
scores in Relation to Refe

gression of Patient Perception of Patient Centeredness Total
rrals During the Subsequent 2 Months (N=297)

NDEPEMDENT VARIABLES COEFFICIENT
tiant perception of patient
centeredness, total score 0.131
patients’ main presenting problems
» Digestive 2111
» Musculoskelatal 057
« Respiratory 0.77
o Other . 0.39
0.71

patients’ marital status

PROP
SCORE
QUARTILE

Second quartile

_Third quartile
:Fourth quartile-—perception that the visit was not p

GRTICN OF PATIENTS REFERRED, BY QUARTILES OF THE PATIENT PERCEPTION OF PATIENT CENTEREDNESS TOTAL

First guartile—perception that the visit was patient centered

atient centered

SE COEFFICIENT/SE F
049 268 01
1.16 1.62 33
0.52 : 071 27
0.67 2.02 25
0.67 0.75 .bb
2.03 0.49 b

PERCENT REFERRED
7.9
4.3
8.9
16.2

= NOTE: Adjusting for the clustering of p
avital status),
SE denotes standard error.

I3
| P

stients within practices and controlling for 2 confounding variables

(main presenting problem and

e analysis strategy. Theywere 1ot related to the
uicome variables and were therefore not entered
o the multivariable analyses. ‘

“'One interpretation of the lack of association
elween patient-centered scores on the audiotaped
terviews and subsequent health putcomes may
o that the audiotape measure has failed to capture
he important essence of the dynamic interaction
between physicians and patients. The measure had
‘number of strengths, however; it-had beer tested
for reliability and validity (compared with a global
nting), and it was based on 4 theoretical frame-
ork. Also, it was correlated with one component
the patient perception measure of a patient-cen-

lining physicians’ skilis and behaviors that corre-

te with the patients’ positive perceptions, espe-

dally the perception that corumon ground has

--bfif:n reached. Such behaviors could then be

mphasized in clinical teaching.

Tt should be noted that the utilization data were

vallable only from the participating practices and
Ot from care received elsewhere. Although this is
Uimitation, it would be expecied that this lack of
iitt:v would minimize the current relationship
b cen patient-centered practice’ and utilization,
9 g&usﬂ patients with less favorable perceptions
E\i\'rh d be potentially more likely seely care else-
Hldere. Also, drug costs and hospital costs were not
Reluded and reqquire further study. Fuiure research

en and

The Journai of Family Practice

could also build on these resilts about resource uti-
tzation and assess the specific kinds and actual costs
of the diagnostic tests and referrals.

It could be argued that the results of our study
demonstrated simply that people with positive per-
ceptions and less severe problems achieved better
health and more efficient services, We counter this
interpretation with 2 thoughis. First, the preliminary
step in our analysis included confounding variables
to control for a vadety of relevant variables (e, per-
sonality and concomitant health problems). Only 2
confounding variables were influential enough 0
remain in the final analysis: marital stams and diag-
nostic code of the main presenting problem.
Second, patient perceptions were not independent
of the physician-patient Visit. They were influenced
significanily by the communication scofe based on
the audiotaped encounter, jmplying that the meas-
ure of perceptions was’ tapping not merely the

patients’ general outtook. on life, but also an impor-
Lant interactive component of visits between patients

and physicians.

CONCLUSIONS
Patient-centered  practice  was assocjated with
improved health status (less discomfors, less con-
cern, and better mental health and increased effi-
clency of care (fewer diagnostic tests and refecrals).

Patients perceptions of the patient centeredness
of the visit, but not the measure of audiotaped inter-
actions, were directly associated with the positive

+ SEPTEMBER 2000-.~ VOL. 49, NO.-9 W 803
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outcomes. The subscore on patients’ perception of
finding common ground was more strongly associ-
ated with the positive outcomes than the subscore
on patients’ perception about exploring the illness
expernence. .

Medical education should go beyond skills train-
ing 10 encourage physicians’ responsiveness 1o the
patients' unique experience. Therefore, involving
real patients and standardized patients in teaching
programs is recommended.

Health service organizations must recognize that
efficiencies accrue from patiént-centered practice
and encourage such practice through structures that
enhance continuity of the patiént-physician relation-
ship and through meaningful education programs.
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