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Communication between doctor and patient constitutes a major part of medical 
ABSTRACT care, and its effectiveness has been associated with beneficial patient outcomes.

The present investigation is concerned with patient satisfaction with the medical 
consultation, and our main objective was to examine the extent to which doctors’ communicative 
behaviours and patients’ characteristics predict satisfaction with the clinical encounter in a university 
general practice. As patients (200 of them) went in for the consultation we measured their expectations 
about what would be said or would happen, their basic medical knowledge, and their attitudes towards 
doctors and medicine. As they came out we measured their ratings of the doctors' performance -  
communication of cognition and affect -  and their satisfaction with certain aspects of the consultation. Two 
main findings emerged. First, what the doctors said or did, the affect they showed and, above all, the 
amount and quality of medical information they conveyed, proved to be the leading predictors of 
satisfaction. Second, patients' expectations alone were only weak predictors, but when they were 
examined in conjunction with what actually happened -  that is, the extent to which expectations were met 
by doctors’ performance -  they also played a significant part in satisfaction.
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Introduction

Previous research suggests that the way in 
which doctors communicate with their patients 
has significant effects upon outcomes, one of 
those being satisfaction with health care (for 
example, Korsch & Harding, 1997; Ley, 1988; 
Ong, De Haes, Hoos, & Lammes, 1995; Rutter, 
Iconomou, & Quine, 1996). In the past thirty 
years, patients’ satisfaction has been examined 
extensively. Its evaluation is important not only 
for assessing the quality of health care (Steptoe,

Sutcliffe, Allen, & Coombes, 1991), but also 
because research has shown that dissatisfied 
patients are less likely to comply with medical 
regimens and advice (Burgoon, Birk, & Hall, 
1991; Korsch & Harding, 1997; Ley, 1988; Linder- 
Pelz, 1982; Myers & Midence, 1998), or to seek 
medical treatment and use medical services in 
the future (Taylor, 1995; Ware, Snyder, Wright, & 
Davies, 1983). They are also more likely to 
change their health care provider (Weiss & Senf, 
1990) or seek scientifically unacceptable medical 
advice (Taylor, 1995). Furthermore, there is
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evidence to link satisfaction to improvements in 
patients' health status and other clinical 
outcomes (Fitzpatrick, 1991; Pascoe, 1983; 
Woolley, Kane, Hughes, & Wright, 1978).

In accordance with the implications of the 
literature (for example, Rutter et al., 1996; Taylor, 
1995), the present investigation was concerned 
with the role of communication in predicting 
satisfaction with one’s own doctor as opposed to 
satisfaction with health care in general. The 
design was prospective, and our objective was to 
test more systematically whether patients’ cha
racteristics -what the individual brings to the 
clinical encounter- and/or their perceptions of 
the doctor’s performance immediately after the 
consultation predicted satisfaction. As patients 
went in we measured their expectations about 
what would be said or would happen, their basic 
medical knowledge, and their attitudes towards 
doctors and medicine. As they came out we 
measured their ratings of the doctor’s performa
nce and their satisfaction with certain aspects of 
the consultation. We also recorded patients' de
mographic characteristics. We anticipated grea
ter satisfaction would be predicted by more posi
tive attitudes to doctors and medicine, greater 
basic medical knowledge, and more positive 
evaluations of doctor's performance alone and 
also in conjunction with patients’ expectations 
(i.e., the degree to which expectations were met 
by the doctor). With respect to doctor’s percei
ved performance, we tested whether cognitive fa
ctors (amount and quality of information) and/or 
socioemotional factors (affective tone and inter
personal skills) operated together on satisfa
ction. As previous research has shown, both cog
nition (Ley, 1988) and affect (Korsch, Gozzi, & 
Francis, 1968; Korsch & Harding, 1997) are kno
wn to be important in medical communications, 
but as to their relative importance the evidence is 
still equivocal. The question we therefore asked 
was which of the two contributed more to 
satisfaction.

Method

Participants and procedure

The study was undertaken in the Medical 
Centre at a university in South-East England. The 
Centre is a general practice serving approxima
tely 8,500 patients and the medical staff consi
sted of four white-British GPs, two of them men 
and two of them women. The physicians knew in 
advance that one of the objectives of the study 
was to assess the quality of the service, and they 
all agreed to take part.

Two hundred and fourteen patients were 
approached in the reception room while they 
were waiting to see the doctor. They were asked 
to complete a questionnaire concerning people’s 
views about health and medicine, in the hope 
that the health services provided would be 
improved. The first part of the questionnaire was 
completed immediately before their meeting with 
the doctor (Time 1), and the second part was 
completed by the same patients immediately 
after they saw the doctor (Time 2). Two hundred 
patients agreed to participate in the study: 100 
were men and 100 were women, 145 were 
English speaking and 55 were non-English 
speaking, 108 were under 24 years old and 92 
were over 25, and 112 were students and 88 
were non-students (of those, 34 were members 
of staff and 54 other). For those who refused, the 
most common reason for not participating was 
that they lacked time. The questionnaire was 
answered anonymously and confidentially, and 
the individual doctor concerned was not identi
fied to the researcher. The first part of the ques
tionnaire took on average ten minutes to com
plete, the second fifteen.

Measures

Pre-visit questionnaire (Time 1). The
Attitudes Towards Doctors and Medicine Scale 
(Marteau, 1990) consists of nineteen items 
measured on a 5-point scale from 1 (Strongly
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disagree) to 5 (Strongly agree). Principal 
components analysis revealed no interpretable 
factors, but the nineteen items combined 
produced a Cronbach's alpha of 0.73. A unitary 
scale of all items, “Attitudes to Doctors and 
Medicine” , was therefore created.

Patients’ expectations about the consultation 
were measured by the Medical Interview 
Expectations Scale. The twenty-five items of the 
scale were taken from the Medical Interview 
Satisfaction Scale (MISS; Wolf, Putnam, James, 
& Stiles, 1978) and were rephrased in a way that 
taped both positive and negative expectations 
about what the doctor will say and do. Each item 
was rated on a 5-point scale from 1 (Strongly 
disagree) to 5 (Strongly agree). Patients were 
also offered the “not-applicable” option in case a 
statement was irrelevant to their expectations. 
Scores of 1 and 2 were taken as negative, 4 and 5 
as positive. A total score for each type of 
response was calculated by summing.

Patients’ general medical knowledge was 
measured by the Medical Knowledge Question
naire, which we devised ourselves after the work 
of Boyle (1970), Samora, Saunders, and Larson 
(1961), and Segall and Roberts (1980). There 
were two parts. The first consisted of twelve 
pretested five-option multiple choice items of 
definition: “sedative”, “malignant”, “prognosis”, 
“cerebral” , “ lesion”, “mastectomy” , “heartburn”, 
“the least starchy of the following foods”, 
“jaundice”, “palpitation”, “bronchitis” and “piles”. 
The second part assessed knowledge of the 
location of eight major organs: kidneys, 
stomach, lungs, liver, thyroid gland, intestines, 
heart, and bladder. Patients were presented with 
four line-drawings of the body for each organ, 
and were asked to select the figure with shading 
in the appropriate position. Scores for the 20 
items were coded 0 for an incorrect answer and 1 
for a correct answer. The total score was 
calculated by summing the number of correct 
responses.

Post-visit questionnaire (Time 2). Doctors’ 
perceived performance was measured by the

Medical Interview Satisfaction Scale (Wolf et al., 
1978), which is designed to tap three dimensions 
of the doctor’s perceived performance: cognitive  
(amount and quality of information giving), 
affective (amount and quality of positive emo
tions), and behavioural (the doctor’s technical 
competence). As at Time 1, patients were also 
offered the “not-applicable" option in case a 
statement was irrelevant to the meeting they had 
just had. In order to test for the independent 
effects of doctors’ perceived performance on 
satisfaction, two types of measures were cons
tructed. First, there was the number of positive, 
negative and uncertain responses. That is, the 
number of items for which patients scored 4 and 
5 were taken as positive, 1 and 2 as negative, 
and 3 as uncertain. The “not-applicable” cases 
were dropped from the analysis. Second, there 
was the doctor’s cognitive, affective and beha
vioural performance, based on actual item- 
scores (from 1 to 5). For four cognitive items, two 
affective items and one behavioural item, many 
patients responded “not-applicable”, and the 
items were therefore dropped, leaving five cogni
tive, seven affective, and seven behavioural. 
Reliability checks showed that all three scales 
had satisfactory reliability: a = 0.87, 0.85, and 
0.80.

In order to test for the com bined  effects of 
patients' expectations and doctors’ perceived 
performance on satisfaction, four concordance 
measures were constructed. The four Time 1/2 
measures took into account the doctor’s per
ceived performance in relation to each correspo
nding expectation: positive expectations met, 
which consisted of the number of items for which 
patients scored 4 or 5 on both the Medical Inter
view Expectations Scale and the corresponding 
Medical Interview Satisfaction items; positive 
expectations unmet, which consisted of the 
number of items for which patients scored 4 or 5 
on the Expectations Scale bu t 1, 2 or 3 on the 
corresponding Medical Satisfaction item; nega
tive expectations met, which consisted of the 
number of items for which patients scored 1 or 2
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on both scales; and negative expectations un
met, which consisted of the number of items for 
which patients scored 1 or 2 on the Expectations 
Scale but 3,4 or 5 on the corresponding Medical 
Interview Satisfaction item.

Finally, there was the Satisfaction with 
Consultation Scale, which we devised ourselves. 
It consists of six 5-point items ranging from 1 
(very dissatisfied) to 5 (very satisfied), covering 
satisfaction with the information given by the 
doctor, the warmth and supports s/he showed, 
his/her examination skills and behaviour, the 
treatment or advice s/he suggested, the time he 
spent with the patient, and the time the patient 
spent in the waiting room. Reliability checks 
showed that the last item correlated poorly with 
the other five, and it was therefore dropped. The 
remaining five items were combined into a single 
scale, and Cronbach's alpha was 0.89. There 
was also a separate item for assessing satisfa
ction overall.

Results

Satisfaction

The first thing we examined was satisfaction 
measured on the five-item scale. Overall, 159 
patients (79.5%) scored between 20 and 25 and 
so were either satisfied or highly satisfied. 
Analysis of the items one by one showed that the 
only aspect which raised dissatisfaction was the 
time patients spent in the waiting room; fifty- 
seven patients (28.5%) were dissatisfied or highly 
dissatisfied.

Predicting satisfaction: univariate analy
ses. The next part of our analysis tested for rela
tionships between patients’ demographic cha
racteristics and satisfaction. One-way analysis of 
variance revealed no significant effects for sex. 
However, there were reliable effects for age and 
status. First, as to age, younger patients were 
less satisfied with the consultation than were 
older patients, F(1,194) = 7.0, p < 0.01. Second,

as to status, students were more dissatisfied with 
the consultation than non-students F(1, 194) = 
11.0, p < 0.001. The difference in status, howe
ver, may well be an artefact of age, since stude
nts were significantly younger than non-students 
x2(2 ,N  =  200) = 53.4, p < 0.001.

The next stage of our analysis used 
Pearson’s correlations, and tested for all possible 
relationships between satisfaction and, respecti
vely, Time 1 measures, Time 2 measures, and 
Time 1/2 measures. Of the Time 1 variables, only 
negative expectations were related reliably to 
satisfaction -and the relationships were inverse (r 
= -0.22, p < 0.05). That is, the negative expecta
tions patients brought to the consultation played 
a major part in dissatisfaction. There were no 
associations with attitudes, positive expectations 
or medical knowledge. At Time 2, however, a 
clear constellation of associations emerged. Both 
measures assessing doctor’s perceived perfor
mance -that is, the number of positive, negative 
and uncertain responses, and the three ratings of 
performance based on actual item scores- were 
significantly correlated with satisfaction: number 
of positive responses (r = 0.45, p < 0.001), 
number of negative responses (r = -0.57, p < 
0.001), and number of uncertain responses (r = 
-0.53, p < 0.001); cognitive performance (r =  
0.78, p < 0.001), affective performance (r = 0.81, 
p < 0.001), and behavioural performance (r =  
0.73, p < 0.001). Similarly, all four Time 1/2 mea
sures were strongly associated with satisfaction: 
positive expectations met (r = 0.39, p < 0.001), 
positive expectations not met (r  =  -0.53, p < 
0.001), negative expectations met (r = -0.28, p < 
0.001), and negative expectations not met (r = 
-0.17, p < 0.05).

Predicting satisfaction: Multivariate analy
ses. From univariate analyses we moved finally 
to multivariate analyses. As shown previously, of 
the Time 1 measures only negative expectations 
were correlated reliably with satisfaction. The 
pattern was confirmed when all Time 1 measures 
were entered into a multiple regression analysis: 
negative expectations were the sole predictor of
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satisfaction (inversely), and the remaining 
variables failed to reach significance (Table 1).

We next examined the effects of Time 2 
measures. As can be seen in Table 2, the first set 
-number of positive, negative, and uncertain 
responses- all predicted satisfaction, and ne
gative responses and uncertain responses were 
the most reliable. To gain more insight into the 
nature of doctors’ perceived performance we tur
ned to the scales of perceived performance, na
mely cognitive, affective and behavioural. Recall 
that these measure actual item-scores in contrast 
with num ber o f items (the forms of our previous 
measures). The three scales were entered into a 
multiple regression analysis, and the results are 
given in Table 3: the main predictors of satisfa
ction were cognitive and affective performance. 
There was no effect of behavioural performance.

After examining the separate effects of Time 1 
and Time 2 measures, we next performed a 
hierarchical regression analysis, in order to asse
ss the total percentage of variance explained and 
the unique contribution of each block of measu
res to satisfaction. Block 1 consisted of the four 
Time 1 variables, and Block 2 the three Time 2 
variables (positive, negative and uncertain respo
nses). Block 1 was entered first, followed by 
Block 2 (Table 4). On its own, Block 1 accounted 
for 7 per cent of the variance in satisfaction. The 
addition of Block 2 led to an increment of 41 per 
cent, raising the total amount of variance explai

ned to 48 per cent. As can be seen in Table 4, all 
Time 2 or Block 2 measures predicted satisfa
ction significantly. Negative expectations failed to 
reach significance in the hierarchical regression, 
although in the previous analysis they had played 
some part in predicting satisfaction (Table 1), 
albeit only at the 5 per cent level of significance.

Having tested for the independent and cumu
lative effects of Time 1 and Time 2 measures, the 
final part of our analysis examined the com bined  
effects of Time 1/2 measures -that is, the four 
composite measures of patients’ expectations 
and doctors’ perceived performance taken toge
ther. The four composite measures were entered 
into a multiple regression analysis, the results of 
which are shown in Table 5: negative expecta
tions not met by the doctor, and once again, me
dical knowledge, were both unrelated to satisfa
ction. By contrast, the number of positive and ne
gative expectations the doctor met, the number 
of positive expectations he or she failed to meet, 
and attitudes, were all found to predict satisfa
ction significantly. The variance explained was 39 
per cent.

The data thus indicate that what the doctors 
said or did, the humaneness they showed and, 
above all, the amount and quality o f m edical infor
mation they conveyed, proved to be the crucial 
components that led to patients’ satisfaction. 
Expectations alone were only weak predictors, 
but when they were examined in conjunction with

Table 1
Satisfaction with the consultation predicted from Time 1 measures: 

Multiple regression

Beta t

Attitudes 0.10 1.6
Positive expectations 0.06 0.9
Negative expectations -0.19 -2 .5 *
Medical knowledge 0.11 1.6

Adjusted R2 = 0.05; F{4,191) =  3.8, p < 0.01, *p <  0.05
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Table 2
Satisfaction with the consultation predicted from Time 2 measures: 

Multiple regression

Beta t

Number of positive responses 0.18 3.1**
Number of negative responses -0.38 -6.5***
Number of uncertain responses -0.33 -5.6***

Adjusted ft2 = 0.46; F(3,192) = 57.8, p < 0.001, **p < 0.01; ***p < 0.001

Table 3
Satisfaction with the consultation predicted from Time 2 doctor’s performance scales:

Multiple regression

Beta f

Cognitive performance 0.55 4.7***
Affective performance 0.38 2.7*
Behavioural performance 0.03 0.2

Adjusted R2 = 0.75; F(3, 36) = 40.9, p < 0.001, ‘ p < 0.05; ***p < 0.001

Table 4
Satisfaction with the consultation predicted from Time 1 and Time 2 measures:

Hierarchical regression

Block Predictors Beta t ft Square Change

1 Attitudes 0.09 1.7 0.07
Positive expectations 0.02 0.3
Negative expectations -0.01 -0.2

0
Medical knowledge 0.03 0.5

No. of positive responses 0.16 2.3* 0.41
No. of negative responses -0.38 -5.6 ***
No. of uncertain responses -0.33 -5.6 ***

R2 = 0.48; Adjusted R2 = 0.46; F(7,188) = 25.1, p < 0.001, *p < 0.05; ***p < 0.001
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Table 5
Satisfaction with the consultation predicted from composite Time 1/2 measures:

Multiple regression

Beta t

Attitudes 0.12 2.1

Positive expectations met 0.25 4.2
Positive expectations unmet -0.46 -7.9
Negative expectations met -0.17 -2.3
Negative expectations unmet -0.00 - 0.0
Medical knowledge 0.04 0.7

AdjustedR2 = 0.39;F(6,189) = 22.1,p < 0.001, *p < 0.05; ***p < 0.001

what actually happened in the consultation, they 
did play a significant part.

Discussion

The purpose of the study was to examine the 
determinants of patients’ satisfaction with their 
consultation in a general practice. The research 
question to be tested empirically was what is the 
extent to which patients’ and/or doctor’s chara
cteristics predict satisfaction with the clinical en
counter. As patients went in for the consultation 
we measured their expectations about what 
would be said or would happen, their basic medi
cal knowledge, and their attitudes towards docto
rs and medicine. As they came out we measured 
their ratings of the doctors’ performance and 
their satisfaction with certain aspects of the con
sultation. Patients’ demographic characteristics, 
mainly sex and age were also assessed. Patients 
were very satisfied with their visit to the Medical 
Centre. This is consistent with the literature, in 
the sense that the vast majority of patients exp
ress great satisfaction with their doctor, even 
when multidimensional scales are used 
(Fitzpatrick, 1991; Pascoe, 1983).

In the first part of our analysis, we examined 
demography, and we found that it was once

again only a minor predictor of satisfaction. Older 
patients or non-students were more satisfied ove
rall than were younger patients or students. Of all 
patient demographic characteristics, only age 
has been found to be positively correlated with 
satisfaction in a consistent way across studies 
(see the meta-analysis by Hall & Dornan, 1990). 
This is probably attributable to the ageing proce
ss, in the sense that people get more passive and 
less critical as they grow older.

As to our analyses of satisfaction, first, we e- 
xamined the independent effects of patients' and 
doctors’ characteristics (Time 1 and Time 2). Ti
me 1 measures, when taken alone, explained a 
small proportion of the variance. Specifically, on
ly negative expectations were associated with sa
tisfaction, while attitudes and medical knowledge 
were not. By contrast, a ll Time 2 measures were 
strong predictors. Such were the effects of the 
positive, negative and uncertain responses that 
when all Time 1 and Time 2 measures were ente
red into a hierarchical regression, any effects of 
expectations vanished and what the doctors said 
or did accounted for over 40 per cent out of a to
tal of 46 per cent of the variance explained.

We also broke down doctor’s performance 
into its basic components in order to examine 
which of the three (cognitive, affective and beha
vioural) best predicted satisfaction. The analysis
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revealed that perceived cognitive performance 
predominated, followed by affective, while beha
vioural performance (examination skills or techni
cal competence) was unrelated to satisfaction. 
The pattern provides strong support for Ley’s co
gnitive model (Ley, 1988: the importance of ade
quate and well-structured medical information) 
and further support for Korsch’s affective model 
(Korsch et al., 1968; Korsch, 1989: the importa
nce of emotional and interpersonal factors) in 
predicting satisfaction. Because the doctor-pa
tient relationship is often fraught with major com
munication deficiencies (Korsch & Harding, 
1997; Roter & Hall, 1992), the implication is that 
doctors should learn how to communicate better 
with their patients. With respect to behavioural 
performance, previous research has observed 
that patients rarely question their physicians’ te
chnical or medical expertise, either because they 
feel that they cannot judge it very well or because 
it is threatening to contemplate that the care one 
chose is not of the highest quality (Hall & Dornan, 
1988).

The final thing to emerge from our analyses is 
that any assumption that doctor’s perceived per
formance can be seen as the sole predictor of sa
tisfaction is oversimplified, because the composi
te measures of expectations and performance 
(Time 1/2) explained about the same proportion 
of the variance as Time 2 measures alone. Positi
ve and negative expectations met, and positive e- 
xpectations not met, were all strongly related to 
satisfaction in both analyses. This implies that 
patients’ satisfaction is in part a product of the 
degree to which patients' requests are fulfilled: 
that is, what the patient expects to happen, and 
the extent to which this is met or not by what the 
doctor does, contributes greatly to satisfaction. 
Patients’ expectations and doctor’s performance 
are two sides of the same coin, in the sense that 
they depend upon each other and are closely lin
ked. Indeed, as previous research has pointed 
out, doctors have to detect the individual pa
tient’s realistic expectations, and then they have 
to try to tailor their performance to these expecta

tions if the outcome of the clinical encounter is to 
be positive (for example, Hsieh & Kagle, 1991; Li
ke &Zyzanski, 1987).

Those were the main findings of our study, 
but in interpreting them there are certain contex
tual limitations. First, the study was undertaken in 
a university general practice, meaning that the 
majority of our sample were students and acade
mics (73 per cent). The extent to which the re
sults can be generalised, and how similar the 
processes may be in other groups, cannot be de
termined. The second limitation leads on from 
the first and concerns the range of illnesses 
being treated. Since we were not able to control 
the reasons people came to the surgery, a wide 
range of problems is represented. The heteroge
neity of the consultations is a common feature of 
the current doctor-patient communication litera
ture, something that has not escaped criticism 
(for example, Bensing, 1991; lnui& Carter, 1985). 
Patients with different diagnoses differ in their cli
nical and psychosocial states, and so may have 
different communication needs. It is therefore im
portant to contextualise doctor-patient communi
cation research socially and medically, in order 
to compare health settings and diseases proper
ly, and to enable oneself to draw solid conclu
sions with respect to satisfaction and other health 
outcomes.

To summarise, the study examined the asso
ciations between doctor-patient communication 
and one outcome of care - satisfaction with the 
consultation in a general practice. Doctor’s per
ceived performance, mostly his or her cognitive 
and affective performance, and the extent to whi
ch patients’ expectations were met by what the 
doctor said or did, were the leading predictors of 
satisfaction.
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