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Abstract 

 The doctor-patient relationship is one of the most important social interactions in the 

modern world.  Due to the pervasiveness of health in all areas of life, understanding the 

interactions and outcomes of this unique relationship is of great value to society and each 

member of the public.  In order to investigate doctor communication style, surveys were drafted 

to measure patient satisfaction and perceived severity after a fabricated diagnosis scenario.  

Patients are brought into the lab under the assumption that they will encounter this scenario with 

a medical student that is preparing for his final practical exam.  However, the “medical student” 

is a confederate.  When manipulating doctor communication style, three groups are created: 

compassionate doctor, clinical doctor, and a control doctor.  Ten participants will encounter each 

doctor.  After this interaction, each participant will fill out the survey.  The results of this study 

will create an experimental foundation for the doctor-patient relationship, allowing researchers to 

possibly develop a training program for doctors that will benefit society and perhaps prolong life. 
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Introduction 

 Healthcare is a necessary function of society; oftentimes patient satisfaction is 

overlooked due to the industry's obligatory nature, as well as our fast-paced society.  However, 

this dynamic should not be ignored if we want to maximize longevity and overall life 

satisfaction.  Therefore, studying the doctor-patient relationship in an experimental setting is the 

kind of cutting-edge research needed to improve this inevitable component of human interaction 

and life. 

 Researchers such as van Os and Triffaux completed a longitudinal study of schizophrenia 

patients and their relationship with their treating physicians.  It was found through their "two-

way communication checklist" that increasing discord between doctor and patient over a period 

of six months had a negative impact on the patient's outcome and decreasing discord had a 

positive effect (van Os & Triffaux 2008).   

 Also in 2008, Clever, Jin, Levinson, and Meltzer found a correlation between doctor 

communication and satisfaction with the medical visit (2008).  Although their data was collected 

from over 3,000 patients, their source was hospital-supplied discharge surveys; the researchers 

were forced to manipulate this nonscientific data by using a two-stage linear regression between 

the items they wanted to use in their study (Clever et al. 2008).     

 Another doctor-patient communication study was completed by Krupat, Yeager, and 

Putnam in 2000; their main concern was perceived roles of the patient vs. doctor (survey one) 

and how that affected their satisfaction with written medical encounter scenarios (survey two).  

The scenarios in survey two were written as one "controlling" doctor/communicator and one 

"open" doctor/communicator.  Outcomes of the study included a higher "patient" satisfaction 
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with doctors that matched their role preferences and higher satisfaction with the open 

doctor/communicator (Krupat, Yeager, & Putnam 2000). 

 A more applied study was done by Dowsett et al. in 2000.  This study looked specifically 

at cancer dynamics in relation to patient-centered communication vs. doctor-centered 

communication.  All participants had been through breast cancer treatment, or were emotionally 

close to a breast cancer patient; four videos were shown during the study, one to each randomly 

assigned group - good prognosis scenario/patient-centered approach, good prognosis 

scenario/doctor-centered approach, bad prognosis scenario/patient-centered approach, and bad 

prognosis scenario/doctor-centered approach.  All participants preferred the patient-centered 

approach (Dowsett et al. 2000). 

 Each one of these past studies progressively relates more and more to the components 

and methods of the proposed study.  They serve as an established cornerstone of research, which 

I hope to build upon through experimental data, something this up-and-coming topic has surely 

lacked in the past.  

 Participants will be assigned to one of three groups upon arrival at the lab, creating a 

between-subject design.  Each participant will independently go through a diagnosis scenario 

with someone they think is a medical student (this person is really a research confederate).  The 

independent variable in this study is the communication style of the doctor; the group one doctor 

will be warm and friendly ("compassionate"), group two will be cold and detached ("clinical"), 

and group three will be neutral across the continuum posed by groups one and two ("control").  

There are two dependent variables: satisfaction as a patient in the scenario and perceived severity 

of the illness diagnosed.  Both will be measured using a self-report survey given to the 
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participants.  Patients think they want a compassionate doctor - however, will that affect the 

perceived risk associated with the particular diagnosis? 

Hypothesis 1: Participants that meet with the compassionate doctor  

will experience greater patient satisfaction than those who meet with  

the neutral and clinical doctors. 

Hypothesis 2: Participants that meet with the clinical doctor will  

experience less patient satisfaction than those who meet with the  

neutral and compassionate doctors. 

Hypothesis 3: Participants that meet with the compassionate doctor  

will perceive the diagnosis as less severe than those who meet with  

the neutral and clinical doctors. 

Hypothesis 4: Participants that meet with the clinical doctor will  

perceive the diagnosis as more severe than those who meet with  

the neutral and compassionate doctors. 
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Method 

 Approximately thirty undergraduate students recruited from entry-level psychology 

courses at a Mid-Atlantic university will participate in this study; there will be ten students in 

each group/condition.  As there will be no manipulation of a subject variable, there is no specific 

goal for demographic information; this study will use the researcher's accessible participants.  

All potential participants will be given an informational packet, including an informed consent 

form with cover story and a study interest form - they will be asked to turn in the study interest 

form if they want a chance to participate.  Through simple random sampling, thirty participants 

will be chosen from the interested population.  These thirty students will then sign up for a study 

time.  Each block of time will be reserved for three participants so that each condition will be 

tested in each block; random assignment to conditions will be used to determine which patient is 

matched with which doctor. 

Participants 

 Materials used during the task include the script and the evaluative measure.  The script 

used for the diagnosis will be reviewed by medical doctors in order to imitate a real diagnosis 

scenario, which will increase both mundane and psychological realism.  After completing the 

task, participants will fill out a measure that was largely inspired by Schneider and Tucker's 

DPCI (1992), Krupat, Yeager, and Putnam's PPOS (2000), Hagihara and Tarumi's doctor 

communication evaluation measure (2006), and van Os and Triffaux's 2-COM (2008) .   A 

proposed version of this measure could be  supplied upon request.  It will assess Doctor 

Communication Style Evaluation, Patient Satisfaction, and Perceived Severity of Diagnosis. 

Apparatus 
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 Participants will enter the lab under the impression that they are evaluating a medical 

student's attempt at diagnosing patients with a disease.  In order to control emotions or schemas 

of known disease (which could have an effect on perceived severity), this scenario will involve a 

fabricated disease. However, the lab setting will seem quite real so that there is sufficient 

ecological validity; the "medical student" will be dressed like a doctor, and the room itself will 

mimic a typical examination room.  As each block of participants arrives, they will be seated in a 

small "waiting room" where they will have the study verbally explained to them.  They will be 

told that they are going to help prepare one of three medical students for his final exam in order 

to receive his medical license; it will be emphasized that their honest opinion on the follow-up 

survey is important because it will help the student better prepare for the final exam.  The 

researcher explaining the study will then exit the room, and one-by-one a "medical assistant" will 

call out the participants' names and take them to their specific examination room (there is one 

room for the compassionate doctor, one for the clinical doctor, and one for the control doctor).  

Once in the room, the participant, now acting as a patient, will wait for their specific doctor.  

When the doctor enters the room, the scripted dialogue will begin: participants will not be given 

time for a question and answer period, or to respond in any way.  Each doctor will stand two feet 

away from the patient and each identical dialogue will take approximately ninety seconds - the 

only difference between these scenarios should be the communication style of the doctor.  After 

the scenario is complete, the doctor will dismiss his patient to the survey room where participants 

will fill out the survey measure.  After the measure is completed, all three participants will be 

debriefed about the true purpose and use of the study. 

Procedure 
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Proposed Analyses 

 Analyses for this study would be congruent to those evaluating other experiments with 

the same design, called three-group designs.  They are so named because they involve one 

independent variable (communication style of the doctor) with three levels (compassionate, 

clinical, and control).  Further, this study is a between-subjects three-group design, meaning that 

each level/group is a unique set of participants.  When analyzing a between-subjects three-group 

design, I would conduct a one-way ANOVA to determine if any significance was found for 

dependent variable one (patient satisfaction).  If any significance was found, I would then 

conduct multiple t-tests comparing each possible dyad combination of dependent variable one 

and the independent variable.  If none of the t-tests showed significance, I would merely be able 

to assume that the ANOVA returned significance in error.  If one, two, or all of the t-tests 

showed significance, I would be able to pinpoint what created the significance originally 

discovered by the ANOVA.  In order to analyze dependent variable two (perceived severity) 

with the independent variable, I would replicate the above process. 
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Discussion 

 If all four hypotheses are proven true within the confines of our study, it would 

demonstrate that compassionate doctors make their patients feel more satisfied than clinical 

doctors, although these patients would feel that their diagnosis was less severe than patients of 

the clinical doctor.  The opposite comparison would also be true.  This finding would be in line 

with previous correlational and field research, as referenced in the literature review.  With these 

ideas being proven in an experimental research setting, additional and more detailed experiments 

could fall in line with past research.  We could eventually use this data to enhance the medical 

field - however, one more very important question would need to be answered (as discussed 

below in the "Future Directions" section) in order to do so. 

Interpretation of Results Consistent with Hypotheses 

 If all four hypotheses were proven false within the confines of our study, it would 

demonstrate that compassionate doctors make their patients feel less satisfied than clinical 

doctors, although these patients would feel their diagnosis was more severe than patients of the 

clinical doctor.  The opposite comparison would also be true.  This finding would refute previous 

research; we would need to decipher if the third variable problem occurred or if experiments are 

insufficient to study this topic.  Basically, this finding would indicate that doctor communication 

style would require further scrutiny to determine proper applicability.  

Interpretation of Results Inconsistent with Hypotheses 

 Due to the attempt of creating equivalent conditions (words of diagnosis, length of 

scenario, etc.) this study fails to extend the operational use of certain nonverbal communication 

behaviors that would further enhance the overall communication style of a doctor.  For example, 

Limitations 
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a compassionate doctor would be more likely to overextend the length of words and pauses, use 

more eye contact, and stand closer to the patient than a clinical doctor.  Further, it is unlikely that 

these personalities would choose the same words when having to actually diagnose a patient.  

Therefore, the major limitation of this study is assessing variation among real-life situations: 

alas, this is the major limitation of experimental research as a whole.  Replications that 

manipulate these variables could be conducted.  Another limitation is the small sample size 

(N=30, 10 participants per condition): more participants would yield more compelling results.  In 

addition to the usefulness of supplementary participants, more researchers (with two or three 

doctors acting each communication style) would create a more linear relationship between the 

independent and dependent variables, aside from something like appearance or voice of the 

researcher/doctor.  Overall, these limitations are recognized in this study - but not controlled - 

because the researcher wishes to create a simple foundation for future experimental research that 

explores all of these variables. 

 In addition to replications that can address the above limitations, the implications of this 

research are endless.  Once the hypotheses are proven correct or incorrect, the next step would be 

to study how patient satisfaction and perceived severity of diagnosis affect recovery.  

Understanding what doctor communication style elicits low/high patient satisfaction and 

low/high perceived severity, and what effect these emotions have on rate of survival will unlock 

a very useful key for the entire population.  Once again, the doctor-patient relationship is one of 

the most important connections we make in our existence, and we should strive to understand its 

dynamics: it may be a matter of life and death. 

Future Directions 
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Informed Consent Form 

This experiment is being conducted by Rebecca DiClemente as a class project for 

Research Methods at West Virginia University. This experiment is under the supervision of Dr. 

Kyonka in the Department of Psychology. It deals with the doctor-patient relationship. If you 

agree to participate, you will act out a diagnosis scenario with a medical student.  The 

experiment should take about twenty minutes. 

Your participation in this experiment is voluntary and you are free to withdraw at any 

time without penalty, and remove any data that you have contributed. Your responses to the 

survey will be anonymous. This informed consent will be kept separate from your responses. The 

responses that you provide will be used by this student for the purpose of learning about research 

methodology, and will not be reported outside of the class. If you have any questions about the 

way that you have been treated in this study or about how your data will be used, contact Dr. 

Kyonka. 

 Thank you for your participation.  

 

 

 I acknowledge that I am at least 18 years old and that the purposes and procedures of this 

experiment have been explained to me to my satisfaction. I understand that my participation is 

totally voluntary and that I am free to withdraw at any time with no penalty. Knowing this, I 

freely consent to participate. 

 

Signed ______________________________________________ 

Date ________________________________________________ 


