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Abstract

Background: Patient-doctor communication is a critical success factor in ensuring accurate diagnosis
and treatment. A patient’s satisfaction with such interaction can have positive impact on health
outcomes. This study evaluated patient-doctor communication in two tertiary hospitals in two states in
southeast Nigeria.

Data Source & Methods: Data were collected with a structured questionnaire from 300 patients in
two teaching hospitals. Data were analysed using simple percentages, chi-square test of independence,
binary logistic regression and factor analysis.

Results: Results indicated low level of satisfaction of patients with the quality of communication with
their doctors, the main contributor to their dissatisfaction being ‘doctors’ authoritarian communication
style’. Factors that positively predicted patients’ satisfaction were ‘doctors’ communication skills’
(p=.000), ‘patients’ religious, cultural and language anxiety influence on communication’ (p=.000), and
‘democratic communication’ (p=.009). Doctors adopted the paternalistic approach in interacting with
patients.

Conclusion: Patients reported low level of satisfaction with their doctors’ communicative behaviour.
This would necessitate a shift from the paternalistic to the patient-centred communication approach in

the two hospitals.
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Introduction

Ordinarily, immediately preceding the onset of an
illness should be consultation with a physician or
health expert for possible cure. On the contrary,
many sick people make prior consultations with
friends, family, acquaintances, herbal healers, and
spiritual doctors. The medical doctor can become the
last option, and in many cases, Nigerians believe it is
out-of-hand cases that should go to the doctor
(Anker, Reinhart, and Feeley, 201 1).

Similarly, many patients see doctors as super
humans, and some form of trepidation attends
consultation with doctors. Some sick people are only
satisfied with seeing a doctor. They neither truly
express themselves nor understand the doctor
(Baker, 2010). When patients complain about the
persistence of an illness even after going to hospital,
the problem may lie with communication. Patients’
worries also heighten because of certain hospital
processes, which many patients consider unsettling,
including the involvement of many other medical
personnel (nurses, relatives, administrative staff, etc.)
before a patient finally sees the doctor (Abiola,Udofia
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and Abdullahi, 2014). It is for this reason that patient-
doctor communications have continued to attract the
attention of research in health communication.

This study attempts to ascertain the influence of
patient-doctor communication on patient satisfaction
leading to health outcomes; approaches employed to
guide such communication and the intervening
variables that impinge on the quality and outcome of
such communication. In the Nigerian setting,
particularly, there are many intervening variables that
impinge on healthcare delivery, which studies have
yet to consider in the context of patient-doctor
communication outcomes. Some of them are
stereotypes about doctors, wilful non-disclosure due
to fear of cost of treatment, differences in
communication settings in private and public
hospitals, notions received from self-diagnosis,
influences of friends and family and information from
alternative sources of healthcare such as herbal
healers.

Some studies have used these variables on their
own or in general assessment of patient evaluation of
healthcare, but not on patient-doctor communication
outcomes (Abiola, Udofia and Abdullahi, 2014;
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Mohammed, Idowu, Kuyinu, 2010). It should be
noted that Agenda 2063 of the African Union, in
articles 53 and 57, shows commitment in removing
all barriers to quality health services to citizens.

Additionally, Nigerian hospitals are noted for
facility problems, which may be a starting point of
patient evaluations and expectations. A study on
primary health care in rural Lagos indicated that 78%
of health centres had inadequate supply of water,
electricity and poor toilet facilities; there were
deficiencies in basic equipment, ambulance services,
and physical access to facilities (Mohammed, Idowu,
and Kuyinu, 2010; Ogaji, Giles, Daker-White and
Bower, 2016). In line with the views of Juran and
Gryna (1993), the level of congruency in the
expectations of patients and processes in healthcare
as well as hospital staff attitudes prior to seeing the
doctor often have significant impacts on healthcare
outcomes. Similarly, patients’ socio-demographic
attributes and system attributes greatly influence
patient-reported experiences on health care (Lewis,
1994, cited in Ogaji, Giles, Daker-White and Bower,
2016).

Literature review

Patient satisfaction and health outcomes

Usually, the initial influence of doctor’s interaction
with a patient is the assurance in the patient that
recovery may or may not be imminent. Such
communication can therefore become the first
therapy towards full recovery and psychological
balance. As noted by ledema and Manidis (2013),
effective communication heals, while subZtandard
communication may have negative effects.
Researchers are agreed that patient-doctor
communications can have significant therapeutic
effects (Travaline, Ruchinskas and D’Alonzo 2005;
Fong &Longnecker 2010,Brédart, Bouleuc&Dolbeault
2005, Moore, Vargas, Nunez&Macchiavello 2011,
Anthony, Berman, Darry &Chutka 2016).

Patient-doctor communication can also build a
relationship that helps patients to live better life after
recovery (Brédart, Bouleuc and Dolbeault, 2005).
When such interactions go wrong, they can lead to
misdiagnosis and wrong treatments, and can become
issues in medical malpractice lawsuits (Moore,
Vargas, Nufez and Macchiavello, 201 I).

Al-Abri and Al-Balushi (2014) define patient
satisfaction as the level of agreement between
patients’ notions about ideal care and their
perceptions of the care received. The authors believe
that future communication and health behaviours
towards doctors and doctors’ prescriptions depend
significantly on patient satisfaction. Therefore, when
patients have a favourable perception of healthcare
provision, there is said to be patient satisfaction.
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Patients need to be satisfied with the clinical
procedure because such satisfaction is in itself a
central variable in measuring healthcare delivery and
health outcomes (Powell, 201 |; Murante, 2010; Al-
Abri&  Al-Balushi, 2014;  Andrabi, Hamid,
Rohul&Anjum, 2012).

Patient satisfaction is often attended by positive
health outcomes, which entails deducible changes in
health after medical attention (King and Hoppe,
2013). Flocke, Miller and Crabtree (2002) did a cross
sectional study looking at 2881 patient visits of 138
family doctors and categorised physicians' interaction
styles into four categories: person-focused,
biopsychosocial, biomedical and high physician
control by the use of a primary care instrument. The
study indicated that physicians with a person-focused
interaction style with patients were associated with
the highest reported quality of care by patients, while
physicians with high control styles were associated
with the lowest reported quality of care. Similarly,
Kelley, Kraft-Todd, Schapira, Kossowsky and Riess,
(2014) demonstrated  that patient-clinician
relationship has a small, but statistically significant
effect on healthcare outcomes.

Approaches and models of patient-doctor
communication

Doctors use different approaches in discussing with
patients. This study considers two broad approaches,
namely, patient-centred approach and paternalistic
approach. Roter (2010) defines patient-centeredness
as a biopsychosocial approach to medical treatment
that upholds patients’ preferences, experiences and
expectations, with the patient having ample
opportunity to contribute in the healthcare they
receive in a mode that promotes partnership and
understanding.

Researchers have attested to the potency of the
patient-centred approach in health service delivery
(Wynia and Matiasek, 2006); Frosch, May, Rendle,
TietbohlElwyn, 2012; Frampton, Charmel, Guastello,
2013 &Guastello, 2014; Roter 2010). King and Hoppe
(2013), for instance, found that good patient-centred
communication is associated with patient recall,
patient understanding and patient adherence to
therapy.

In patient-centred approach, the major goal is to
get care givers to expand upon the biomedical
approach to communicate with the patient. This
approach, which is based on moral philosophy,
implies (I) helping patients feel understood through
inquiry into patients’ needs, perspectives and
expectations; (2) attending to the psychosocial
context; and (3) expanding patients’ involvement in
understanding their illnesses and in decisions that
affect their health (Epstein, Franks, Shields, Meldrum,
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Miller, Campbell, and Kevin, 2005; LeBlan, 2015;
The paternalistic approach is basically doctor-
centred. The approach puts the entire burden of
communication and health decisions on the doctor in
much the same way parents dictate to their children
in key decisions (Roter, 2010; Hellin, 2002). The
paternalistic approach is seen as hard-line approach
where the doctor has the autonomy of decisions and
expects submissiveness from the patient (Kapa and
Sooriakumaran, 2007; Murgic, Hébert Sovic, and
Pavlekovic, 2015).

Roter (2010) looks at the relationship as a
therapeutic visit whose procedure and outcome
depend on the approach used. The model talks about
the goals of the visit, patient values and physician
roles. When the approach is paternalistic, the doctor
determines the goal of the visit, presumes patient
values and takes the role of a guardian. The process
can also be based on mutuality in which goals of the
visit are negotiated, patient values are explored and
the doctor becomes an advisor. If it is based on
consumerism, the visit yields technical information,
patient values are unexamined and the doctor
becomes a consultant.

Citing Chanin (nd), Wilkins (2014) warns doctors
against thinking only in terms of what the patient
needs, and also consider how the patient will
consider what the doctor is prescribing. Wilkins
believes that there is nothing doctors can do and that
prescriptions will be of no effect if the patient refuses
to adhere to them. Therefore, the ultimate aim
should be to assure patient satisfaction and accession
to doctor’s prescriptions.

Intervening variables in doctor-patient
communication

It is not enough to simply outline the benefits of
patient-doctor communication and the approaches to
it. Research evidence suggests that there are
intervening variables that influence the outcomes of
patient-doctor communications such as culture,
education, gender, economic status and religion.
(Ademola and Okunola, 2013; Marana 2010; Zadeh
and Mozaffari, 2014).

A study in Egypt found that gender was a factor in
whether women would discuss sexual matters with
male doctors (Eltony, Saboula and Hussein, 2013).
Taylor, Nicolle and Maguire (2013) reported in a
study in the United Kingdom that access to
healthcare could be lost when some, particularly
Muslims, refuse to allow a female patient to be
examined by a male doctor and even a son would not
discuss his mother’s condition with a female doctor.
Bertakis, Franks and Epstein (2009) in a study of 100
family physicians and internists with clinical practices
in the Rochester, New York area, reported that
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Dean and Street 2014).
patients’ gender can affect the interactions between
physicians and patients. Religion also plays a vital role
in what patients tell their doctors and is seen as an
aspect of wellbeing (Bradshaw and Ellison, 2010;
Pargament and Saunders, 2007).

On economic status, Gao, Burke, Somkin and
Pasick (2009) developed what they called power
distance in cultural and social relations. They used
terms such as low power distance and high power
distance, in which emphasis is placed on how people
of various statuses relate. When one party in a
relationship considers another party as highly-rated,
there is said to be high power distance. In Nigeria
(where there is high power distance) the average
patient sees the doctor as all-knowing, and this
usually affects patient confidence level, the quality
and extent of communication due to cultures of
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