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Understanding the concept of attitude is essential to efforts. Neutrals' greatest need is to receive more 
understanding effective physician-patient information regarding change, whereas apathetics 
communication. However, assessing patient attitudes indicate a lack of interest or enthusiasm for the issue 
is not easily accomplished. of change. 

Researchers (c.f. Ajzen, 1988; Triandis, 1971) 
fiequently define attitudes as having cognitive, Patient Satisfaction 
affective, and behavioral components. The essence of Often, patient attitudes toward health care have I 

our attitudes is derived from a variety of influential been conceptualized using a patient satisfaction 
social and psychological sources and leads us to think, construct which is typically viewed as an affective 
feel, and act. Attitudes are emotionally charged ideas orientation toward physicians, nurses, hospitals, and 
which predispose "a class of actions to a particular the health care industry in general. It has become an 
class of social situations" (Triandis, 1971, p. 2). important criterion variable in health communication 
Negative and positive attitudes toward people, research. Patient satisfaction has been linked to 
objects, or ideas influence our behaviors (Fishbein & compliance with treatment advice (Burgoon, et al., 
Ajzen, 1975) and our predisposition toward 1987), recovery (Bass et al., 1986), and factors such 
innovation and change (Rogers, 1983). In addition, as satisfaction with the hospital (Ben-Sira, 1983), with 
when attitudes are combined with reinforced nurses (Morse & Piland, 1981), with medical 
expectations, associated behavioral changes are likely interview (Stiles, Putnam, Wolf, & James, 1979; and 
(Triandis, 197 1). Smith, Polis, & Hadac, 1981), patient referrals 

Satisfaction also appears to be key in (Kasteler, Kane, Olson, & Thetford, 1976), and 
conceptualizing attitudes. Hylton and Lashbrook malpractice suits (Adamson, Tschann, Gullion, & 
(1972) provide a useful attitude model for Oppenberg, 1989). 
operationalizing and classifying attitudes. Patient satisfaction has variously been defined as 
Specifically, they argue for four distinct types of the confidence the patient has with hisher physician's 
classifications: favorable, unfavorable, neutral, and 
apathetic. Conlee and Aleman (1 989), employing 
Hylton and Lashbrook's classification scheme, use 
satisfaction question items to construct an instrument 

those individuals who are neither positively nor 
negativelypredisposed toward change. It is important 
to note that neutrals are generally characterized as examination. 
open to change, and responded positively to change 
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by measuring gender's relationship to patient 
satisfaction and attitudes. 

Socialized gender-roles are molded to conform 
with societal norms beginning in early childhood and 
continuing throughout one's lifetime. Role 
identification is based on modeling behavior of the 
child for the parent, teacher, peers, etc. Whle  
acknowledging the importance of prior socialization, 
researchers argue that medical school socialization 
may change the impact of prior socialization for many 
female physicians (Leserman, 198 1 ; West, 1993). 
Martin et al. (1988) make the argument that a 
dynamic exists between prior and continuing 
socialization: "In some instances new experiences 
may supplant or moderate the influence of earlier 
experiences; in others prior experience may integrate 
the impact of new experiences (p. 333). For males, 
professional socialization continues to reinforce their 
traditional roles, while for women, their traditional 
roles may be challenged. The role of professional 
socialization cannot be ignored with regard to 
professional behavior of physicians. 

Medical socialization for male physicians tends to 
be a continued emphasis of their traditional male 
roles. However, for a women, medical schools force 
her to frame her role identity in a whole new way. 
Martin et al. (1988) assert that, as a consequence of 
female physicians' dual socialization, some of their 
professional behaviors are similar to their male 
colleagues while others are different. 

Research Ouestions 
This study is a preliminary investigation of 

attitudes and satisfaction patients have toward their 
physicians. This is one step in a larger body of 
research designed to describe the complexities of the 
physician-patient relationship. 

By describing (and defining) the composition of 
the population, we can target our resources to bring 
about change in the most efficient manner. Factors 
such as gender, attitudes, and satisfaction are 
hypothesized to be salient in describing and defining 
sub-groups amenable to change. As such, the 
following two research questions are proposed: 

RQ,: What is the patient satisfaction 
(compliance, respect, and access) toward a 
physician by patient gender and physician 
gender? 
RQ,: What are the patient attitudes 
favorable, unfavorable, neutral, or apathetic) 
toward a physician by patient gender and 
physician gender? 

METHOD 
Participants 

One hundred-fifty-seven adult participants were 
contacted by students to complete a pencil and paper 
survey instrument. 

Instrument 
Participants were asked to complete a three page 

questionnaire including demographic information on 
themselves, demographic information on their 
physician, information on communication satisfaction, 
and attitude information. Patient satisfaction was 
measured using the 14-item Conlee, Vagim, and 
Amabisca (1 993) Patient Satisfaction with Physician 
Care (PSPC) instrument with a previously established 
record of reliability (r=.80 - .93). See Appendix A 
for a copy of the survey questions. This instrument 
measures three dimensions of patient satisfaction: 
Competence, Respect, and Access. 

Subjects were also asked to responded to a second 
set of Likert-type responses to quantify attitudes in 
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terms of the perceived importance of the PSPC items. male and female patient satisfaction scores and 
Four attitude classifications (Favorable, Unfavorable, importance scores for overall satisfaction as well as 
Neutral, Apathetic) were calculated using Hylton and satisfaction and importance scores for the three 
Lashbrook's (1 972) model of attitude formation. This factors, competence, respect, and access. There was 
model utilizes various combinations of patient no significant difference in patient satisfaction scores 
satisfaction and importance scores to construct each by gender (F = .74, p > .05, n = 144). However, there 
classification. Classifications are defined and was a significant difference in Importance scores by 
calculated in the following manner: Favorable - a gender. Importance scores for female patients were 
combination of high satisfaction and high higher (M=63.17) than those for males (M40.34; F 
importance; unfavorable - a combination of low = 7.09, p c .01, n = 142, see Table 2). This would 
satisfaction, and high importance; neutral - a indicate that even though men and women experience 
combination of medium satisfaction and high communication with their physicians as similar, 
importance; apathetic - a combination of medium women perceive patient-physician issues identified in 
satisfaction and low importance. this study as more important than do men. 

Satisfaction scores were divided in three parts. 
The first third indicated low satisfaction, the second There were also no differences in patient 
medium, and the third high. Importance scores were satisfaction scores within each ofthe three dimensions 
divided using a median split with the first half of patient satisfaction: Competence, Respect, Access. 
indicating low importance and the second indicating But again, women felt those issues were more 
high. Thus, the three factor satisfaction scale important than men. The means for all three factors 
(Competence, Accessibility, and Respect) was were significantly different and hlgher for women 
analyzed based on the four attitude classifications than men (see Table 2). While none of these 
(Favorable, Unfavorable, Neutral, and Apathetic). differences were large, the fact that they were 

consistent across the board is consistent, given what 
Results and Discussion we know about gender issues in the physician-patient 

relationship. It is quite possible that females place 
more importance on the quality of the physician- 

The Cronbach Alpha coefficients were consistent patient interaction. For example we know that while 
with past research. The reliability for the overall males' communication tends to be activity centered, 
Patient Satisfaction instrument was .87 and for overall females tend to focus on relationship issues (Coates, 
hportance -83. Reliabilities for the satisfaction were 1986; Har-man,  1985), and that women tend to self- 
acceptable. See Table 1 for a summary of reliability disclose more in conversation leading to greater trust 
scores for each dimension, in relationships (Mark & Alper, 1985). Although one 

could argue that the importance of physician-patient 
Patient Satisfaction and Gender relationships transcends gender, this study mxns to 

One-way analyses of variance were conducted to indicate that women view the interaction as having 
see if there were any significant differences between substantial elements of consequence. They desire 
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finding is also consistent with past research on male? + 

attitudes toward women's power and competence.'' 
Many researchers argue that gender differences in 
communication behaviors is due to perceptions tha* 
women are less powerful than men in our socie* 
(Mulac, Wiemann, Widenmann, & Gibson, 1988) an 

' 

are perceived as less competent (Wheeless $ 
Berryman-Fink, 1985). 

Patient Attitudes and Gender 
Patient satisfaction and importance scores were 

combined to identify four discrete attitude categories: 
favorable, unfavorable, neutral, and apathetic. Overall, 
25.9 % of the subjects were favorable, 12.9% were 
unfavorable, 18.5 %were neutral, 18.5 were apathetic, 
and 24.2 %were "other." Other is an undifferentiated 
category of individuals who rate an item low on 
satisfaction that they also report is unimportant to 
them. Theoretically, if you are highly dissatisfied 
with a phenomenon, then you must care about it. This 
undifferentiated category may reflect a certain 

' ambivalence in attitudes toward physician-patient 
issues on the part of patients and may in fact reflect 
the need to consider adding it as a fifth category to the 
current attitude classification typology. 

is the fact that a higher 
s fall into the Favorable, 
a1 categories while more men 
and Ambivalent categories. 

the finding that women view 
. the patient satisfaction with physician care factors as 

more important. 
Underlying much of the physician-patient research 

is the notion that the relationship and its functional 
outcomes is a result of the interactional dynamics of 
the medical episode. According to Ben-Sira (1976), 
one way to understand the physician-patient 
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g&tiionship is fiom a functional approach, which 
W account for role expectations based on 
"internalization of norms'.' and the "value orientations 
@actenzing the social situation @. 3)" and a social 
achmge theoretic approach, which would account 
for previous interactions experienced by the pair. He 
goes on to explain that, as patients, we expect 
physicians to behave in certain ways constrained by 
medical ethics and standards of medical competence. 
Thus, the perception of and outcome of the patient- 
physician relationship is the result of the 
reinforcement of those role expectations. That 
reinforcement is more likely to take place as a result 
of af5ective rather than cognitive communication 
behavior. 

One aspect of the interactional relationship that 
Ben-Sira and others don't discuss is the role 
expectations physicians have for patients based on an 
additional set of norms, values, and previous 
encounters. Although this study does not deal with 
physicians' perceptions or affective responses to 
patients, they are certainly important variables to the 
overall model and should be considered. Future 
studies comparing patients' and physicians' 
expectations for the interaction in the relationship 
might be very revealing. Nevertheless, the 
importance of directing the primary focus to patients' 
perceptions of physician behaviors has been well 
documented (c.E Street & Wiemann, 1 988, who report 
that physicians' perceptions of their own 
communication behavior to be unrelated to patients' 
satisfaction with medical care received). 

Conclusion 
In recent years the relationship between a 

physician and a patient has been exposed to a 
changing climate of health care delivery systems. The 
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Table 1 

Reliability Coefficients for PSPC 

Instrument Alpha Prob. 

Patient Satisfaction .86 .OOO 

Competence 

Respect 

Access 

Importance 

Competence 

Respect 

Access 

Patient Attitudes 

Table 2 

Differences in Means for Importance Scores by Gender 

Variable n Mean sd F sign. 

Overall Importance 

Males 

Females 

Importance of Competence 

Males 

Females 

Importance of Respect 

Males 

Females 

Importance of Access 

Males 

Females 
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Appendix A 
Instrument 

Note: Each item used two five-point likert scales, 
one for agreement. the other for importance. 

1. My physician makes me feel everything be all 
right (gives me hope). 

2. My physician does not talk down to me. 
3. My physician is not constantly interrupted with 

telephone calls when conferring with me. 
4. My physician pays attention to my symptoms 

and takes me seriously when I say something is 
wrong. 

5. My physician is the best in the field. 
6.  I feel my physician is very knowledgeable. 
7. I have a lot of confidence in my physician's 

medical capability. 
8. My physician treats me as a whole person, not 

just the particular "part" that is ailing. 
9. My physician returns calls in a timely manner. 
10. My physician is usually available (easily 

accessible). 
1 1. My physician keeps flexible hours, not just nine 

to five. 
12. My physician is usually available if needed on 

week-ends. 
13. My physician understands my need for a second 

opinion and is not insulted when I want one. 
14. My physician speaks in laymen terms that I 

understand. 


