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A pilot study was conducted in which 107 college students were compared with 137
subjects over the age of 30. Subjects were asked to respond to a scenario describing a
physician-patient interaction where the doctor both overlooked questions and gave no
diagnosis or to the identical scenario with the wording changed to encourage the subject
to identify with the doctor rather than the patient. The physician was rated as more
likeable and competent when the subject was asked to identify with him or her. A
second experiment was conducted in which 444 male and female subjects were
presented with scenarios describing a physician-patient interaction in which the subject
was asked to identify with the patient. The interaction was systematically varied as
follows: the physician either answered or overlooked questions from the patient; the
physician either gave a personal post -examination diagnosis or had a nurse dismiss the
patient; the physician was described as being male or female. The physician was rated
not only as being more likeable but also as more competent when the patient’s questions
were answered and when a personal diagnosis was provided. Neither sex of physician
nor sex of subject affected the evaluations.
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It has been widely acknowledged that a physician’s professional activities should
include interpersonal behavior aimed at the reduction of anxiety since medical
treatment often does not give immediate relief from physical disturbance. Janis (1958)
found post-operative recovery to be affected by pre-operative anxiety and fear. Ben-
Sira (1976, 1980) reports that the emotional support of physicians is a crucial element
in patients’ evaluations of their treatment. A physician therefore has two goals: the
solution of an illness problem and the solution of an anxiety problem, the problems
being interrelated. In fact, Ben-Sira has found that patients frequently do not
differentiate between the two. According to Doyle and Ware (1977), some of the more
important aspects of physician conduct to which patients attend include: concern,
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respect, friendliness, thoroughness, information gathering and giving, and amount of
courtesy shown. They found that the most important factor relating to patients’ general
satisfaction with medical care is their physician’s conduct.

It has been found that a patient’s failure to cooperate with a doctor can be tied to
the failure of the physician to give feedback to the patient. Patients respond negatively
when health care professionals attend to the medical needs of the case while ignoring
the psychological needs of the individual (Davis, 1968a, 1968b; DiMatteo & Di
Nicola, 1982; Janis, 1982; Rouse & Hamilton, 1990). Indeed, it has been repeatedly
shown (Janis, 1984; Mishler et al., 1981; Reiser & Rosen, 1984; Taylor, 1979) that
patients who are informed about their illnesses and given an opportunity to participate
in treatment decisions are more likely to improve than those who are not.

Hall et al., (1981) have found that communication between doctor and client,
influences whether or not a client keeps subsequent appointments with the doctor.
Ross and Duff (1982, p. 128) state: “When a physician is sensitive to a client as a
social and psychological being, listens to and respects the client, and has an open,
give-and-take relationship with the client, then the client is not discouraged from
returning to the doctor. When a physician is insensitive, ignores questions, and treats
the client as a disease entity rather than as a person to be respected, then the client is
reluctant to return to the doctor.”

Kasteler et al., (1976) report that among factors related to the tendency to “shop for
doctors” are a lack of confidence in doctors’ competence, unwillingness of doctors to
spend time talking with patients, hostile feelings towards doctors, and unfavorable
attitudes towards doctors’ personal qualities. In addition, it has been found that both a
physician’s failure to communicate effectively as well as the affect displayed towards
one’s patients influence the rate of malpractice suits (Blum 1957; DiMatteo &
Friedman, 1982).

DiMatteo (1979) states that although the training of physicians stresses the
minimization of the interpersonal components of the relationship between the self and
the patient, the patient’s role demands that a dependent position be taken towards the
provider of care. Furthermore, it has been found that although patients overwhelmingly
express a desire for medical information, they are hesitant to actively seek that
information when talking to a doctor (Beisecker & Beisecker, 1990). It therefore
stands to reason that medical education curricula should contain a humanistic-medical
component so that professional skills may be developed in the areas of patient
interviewing, which includes listening and responding to questions, as well as the
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discussion of difficult topics such as sex, death, and the patients’ rejection of
treatment modalities (Gorlin & Zucker, 1983).

In addition to physicians’ interpersonal behavior, gender has been found to
significantly affect patients’ perceptions of their doctors. Shapiro. McGrath and
Anderson (1983) have found that male and female physicians are perceived differently
from one another. Male physicians are seen as needing more training in nurturing and
expressive skills than in instrumental skills. Women physicians, on the other hand, are
seen as warm and caring but not as competent as men on the technical and
instrumental end of health care delivery. In an analysis of conversations between
doctors and patients, West (1984) found that patients interrupt female physicians more
often than they do male physicians. West contends that these findings suggest that
gender can have primacy over status where women physicians are concerned. Gender
can amount to a “master” status even where other power relations are involved.

In contrast, Eisenberg (1983, p. 534) has found that “women physicians more
nearly resemble men physicians in professional attributes than they do other women in
the population.” Furthermore, Eisenberg states that it is misleading to talk about the
average male or female physician since the overlap in the distribution curves of the
various male and female traits is so great that sex is a poor criterion upon which to
base expectations of performance for any given physician. Eisenberg (1983, p. 537)
concludes that as far as the demands of medical practice are concerned, “there are no
differences at all between men and women doctors.”

Most of the findings to date on perceptions of physicians’ interpersonal behavior
and gender have been derived from surveys and observational studies, which are by
definition, confounded with extraneous variables. It is therefore necessary to continue
investigations of these variables in experimental settings (Croyle & Ditto, 1990).
Accordingly, physicians’ information-giving behavior and gender have been selected
as the points of focus of the present study. It is hypothesized that subjects who
perceive a physician as exhibiting information-giving behavior will rate the physician
as both more likeable and more competent than a doctor lacking these qualities. In
addition, it is predicted that subjects will perceive female doctors as being more
emotionally supportive than male doctors, but will perceive male doctors as being
more competent than female doctors. A role visualization technique (Bem, 1967,
Kelman, 1968) was employed to test the above hypotheses in an experimental setting.
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This technique consists of describing a situation in detail to a subject so that he or she
has approximately the same information as a person actually in the situation. The
subject is then asked to predict how he/she, or another person would react to that
situation.

In order to select a situation which would be both realistic and significant, a number
of subjects were asked to recall personal visits to physicians. A scenario was
developed which involved a patient who is concerned about throat cancer. This
scenario was selected because throat cancer is both a reasonably anxiety-arousing
condition (Dunkel Schetter & Wortman, 1982) and a familiar concept for most people.
Also, it is equally likely to affect either sex.

A pilot study was carried out in order to verify the experimental realism of the role
visualization technique with the throat cancer scenario. In the scenario, the doctor was
described as failing to give information: the doctor does not answer the patient’s
guestions and does not give the patient an explanation of his/her symptoms. Half of the
subjects were given a scenario which asked them to identify with the physician and the
other half received a scenario which asked them to identify with the patient.

It was predicted that all subjects would deem the scenarios realistic. In addition, it
was predicted that when subjects were asked to assume the role of the physician, their
evaluations of the doctor would be more positive than when asked to assume the
patient’s role. This should hold true because if asked to assume a given role, subjects
typically view that role more favorably than if asked to assume another point of view,
even when the behavior described is somewhat negative (Myers, 1983).

PILOT STUDY

METHOD
SUBJECTS

137 residents of Brooklyn, New York who were over the age of 30 participated as
subjects. An additional 107 subjects participated as partial fulfillment of a course
requirement at Brooklyn College.

MATERIALS

Two scenarios were randomly distributed to the subjects. In one script, the
physician was referred to as “Dr. Harris” and the patient was referred to as “you”. In
the second scenario, the physician was referred to as “you” while the patient was
referred to as “Jan Harris”. There were no references to gender in either script. A
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Likert format questionnaire followed with a series of 17 attitudinal statements
regarding the subject’s emotional reactions, evaluations of the doctor, and plans for
future behavior. In addition, subjects were asked to estimate the age of the person with
whom they were not asked to identify. Accordingly, subjects assuming the doctor’s
role were asked to estimate the patient’s age while subjects assuming the patient’s role
were asked to estimate the doctor’s age.

The second script read as follows:

Imagine that you are a throat specialist, and a new patient named Jan Harris has
come to your office. The complaint is a persistent sore throat over the last two months.
Jan enters the waiting room where there are three other patients reading magazines. Jan
is greeted by a receptionist.

Receptionist: Good morning. Please sit down. the doctor will see you in a few
minutes.

(After waiting fifteen minutes, Jan is escorted to the examination room where a
nurse asks for a change into the standard white gown. Jan is sitting on the examination
table as you enter.)

You: Hello, what seems to be the problem?

Jan: For about two months I’ve had a very sore throat. Most mornings | have to
clear my throat for at least fifteen minutes before | get my voice. Last week | even spit
up some blood, so | decided 1’d better have a specialist look at it.

You: Relax and take a deep breath. we’ll try to make this as comfortable as
possible.

(‘You then apply a stethoscope to Jan’s chest and listen.)

You: Do you feel any pain?

Jan: No.

You: Now I’d like you to open your mouth so | can scrape your throat for a sample.
Jan: If you find anything, what are the chances of it being cancerous?

You: | am now going to insert this tongue depressor into your month so | can see
your throat to check for inflammation and possible swollen vocal cords.

Jan: Is it possible that | have developed nodules on my vocal cords?

You: This completes the examination. Please get dressed, my nurse will be here in a
minute.

(A few minutes later, the nurse comes into the examination room and escorts Jan to
the outer office. The nurse seats herself behind her desk and looks through the folder.)

Nurse: The doctor has checked your larynx and throat culture carefully and has not
found anything organically wrong. Your system should balance itself within a week or
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so. However, if it persists, please call.
Jan: Should I come back again for a check-up?

Nurse: Make an appointment for six months from now with the receptionist before
you leave. If you have any problems before then, don’t hesitate to call.

Assume Jan has just come from this visit to your office and the above has
happened. Please indicate your opinion using the numbers from 1 to 7 as follows:
1 = strongly disagree, 2 = disagree, 3 = slightly disagree, 4 = neither agree nor
disagree, 5 = slightly agree, 6 = agree, 7 = strongly agree.

Jan felt very uncomfortable during the examination.

| felt that | was responsive to Jan’s questions.

| felt that | was not taking Jan seriously.

Jan didn’t believe a word of what | said.

I thought the examination was very thorough.

| felt that | was rushing Jan through the examination.

I was impolite.

The consultation made Jan feel reassured.

I am an incompetent physician.

| felt that | was being completely honest with Jan.

Jan would refer friends and relatives to me.

| felt | reduced a great deal of Jan’s anxiety.

Jan is glad this examination was performed.

Jan will go to another physician for a second opinion.

I would be pleased if my own physician acted as | did.

I thought that this was a realistic situation.

Finally, subjects were asked “How old do you think Jan is?” (In the first script, this
item read “How old do you think Dr. Harris is?”)

RESULTS

The grand mean for the question, “I thought this was a realistic situation” was 4.63
which suggests that subjects tended to agree. A 2x2x2 MANOVA was computed for
the 17 dependent variables. The three factors were Role of subject (patient vs.
physician), Sex of subject, and Age of subject (college student vs. adults over thirty
years of age). A significant main effect was found for role. When subjects were in the
role of physician, the physician was rated as more polite and competent. When in the
role of the physician, subjects were also more likely to predict the patient would refer
the doctor to friends, and be less likely to seek a second opinion. In estimating the age
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of the other person mentioned in the script, subjects rated the physician as being
significantly older than the patient. The significance tests and cell means for the role
main effects are presented in Table 1. There were no main effects or interactions

associated with sex of subject or age of subject.

TABLE 1

MAIN EFFECTS AND CELL MEANS FOR ROLE OF PHYSICIAN VS. PATIENT

MULTIVARIATE F = 6.36, df = 16.220, p .0001

Univariate Means: Physician Patient F (df = 1,236)
I was impolite/Dr Harris was impolite

4.36 4.85 4.89*
I am/Dr Harris is an incompetent physician

3.30 3.84 6.42**
Jan would refer me/l would refer Dr Harris to friends

3.11 2.55 4.88*
Jan will go/lI am going to another physician for a second opinion

5.05 5.63 6.46**
How old do you think Jan/Dr Harris is?

29.88 44.50 93.57***
* p<.05
** p<.01
***p < .001
DISCUSSION

The results of the Pilot Study appear to verify the experimental realism of the
physician/patient scenario. The fact that subjects in the physician role evaluate the
physician more positively than subjects in the patient role demonstrates that subjects
have indeed become psychologically involved in the role-playing technique. Thus, it
was assumed that when the scenarios were varied to describe the physician more
positively in Experiment 2, subjects would continue to find them realistic.

EXPERIMENT 2

METHOD
SUBJECTS

A total of 444 adult residents of Brooklyn, NY participated in the study.
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MATERIALS

Eight scenarios, each depicting a complete visit to a throat specialist were
distributed to the subjects. The eight scripts were identical in content except for the
following variables: sex of doctor, the doctor’s answering the patient’s questions vs.
ignoring the patient’s questions, and the presence or absence of a diagnosis by the
doctor. The same Likert format questionnaire used in the Pilot Study followed with
one additional statement. The statement read “I would have felt more comfortable if
Dr. Harris were a woman” (or “man” depending on the condition).

PROCEDURE

30 research assistants randomly distributed the eight scripts generated by the
experimental design. Each subject was asked to read a scenario and to respond in
writing to the accompanying Likert items.

The following scenario represents the condition Male doctor, Doctor answers
questions, Doctor gives diagnosis:

You have just arrived at the office of your new throat specialist, Dr. John Harris.
Your complaint is that you have had a persistent sore throat over the last two months.
You enter his waiting room where there are three other patients reading magazines.
You are greeted by a receptionist.

Receptionist: Good morning. Please sit down. Dr. Harris will see you in a few
minutes.

(After waiting fifteen minutes, you are escorted to his examination room where a
nurse asks you to change into the standard white gown. You are sitting on the
examination table as Dr. Harris enters.)

Dr. Harris: Hello, what seems to be the problem?

You: For about two months I’ve had a very sore throat. Most mornings | have to
clear my throat for at least fifteen minutes before I get my voice. Last week | even spit
up some blood, so | decided 1’d better have a specialist look at it.

Dr. Harris: Relax and take a deep breath. We’ll try to make this as comfortable as
possible.

(Dr. Harris then applies a stethoscope to your chest and listens.)

Dr. Harris: Now I’d like you to open your mouth so | can scrape your throat for a
sample.

You: If you find anything, what are the chances of it being cancerous?

Dr. Harris: 1 won’t know until 1 get the results back from the lab. If any
abnormalities are found, a biopsy will be performed.

(Dr. Harris then puts on his sterile rubber gloves.)
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Dr. Harris: | am now going to insert this tongue depressor into your mouth so | can
see your throat to check for inflammation and possible swollen vocal cords.

You: Is it possible that | have developed nodules on my vocal cords’?

Dr. Harris: These symptoms may be indicative of nodules. But on the other hand,
you could also just have a minor irritation that will clear up on its own. This completes
the examination. I’ll be waiting in my office when you finish dressing.

(A few minutes later, the nurse comes into the examination room and escorts you to
Dr. Harris’ office. Dr. Harris is seated behind his desk looking through your folder.)

Dr. Harris: | have checked your larynx and throat culture carefully and have not
found anything organically wrong. You seem to have an abnormal amount of post
nasal drip which is causing a minor irritation in your throat. This often occurs at this
time of year, particularly when we have high pollution levels as we do right now.
Don’t be too concerned. Your system should balance itself naturally within a week or
so. However, if the condition persists, please call me.

You: Should | come back again for a check-up?

Dr. Harris: Make an appointment for six months from now with the receptionist
before you leave. If you have any problems before then, don’t hesitate to call.

Assume you have just come from a visit at Dr. Harris’ office and the above has
happened to you. Please indicate your opinion of him using the numbers from 1 to 7 as
follows: 1 = strongly disagree, 2 = disagree, 3 = slightly disagree, 4 = neither agree
nor disagree, 5 = slightly agree, 6 = agree, 7 = strongly agree.

| felt very uncomfortable during the examination.

| felt that Dr. Harris was responsive to my questions.

| felt that Dr. Harris was not taking me seriously.

I didn’t believe a word of what Dr. Harris said.

I thought the examination was very thorough.

| felt that Dr. Harris was rushing me through the examination.

| felt that Dr. Harris was impolite.

The consultation made me feel reassured.

| believe that Dr. Harris is an incompetent physician.

| felt that Dr. Harris was being completely honest with me.

I would refer Dr. Harris to my friends and relatives.

| felt Dr. Harris reduced a great deal of my anxiety.

I would have felt more comfortable if Dr. Harris were a woman.

I am glad | decided to have this examination performed.
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I am going to another physician for a second opinion.

I would be pleased if my own physician acted as Dr. Harris did.

I thought that this was a realistic situation.

Finally, subjects were asked “How old do you think Dr. Harris is?”

In the female doctor conditions, the name Jane was substituted for the name John
and subjects were asked if they would have felt more comfortable if Dr. Harris were a
man. In the conditions in which the doctor ignored the patient’s questions, the doctor’s
replies to the inquiries about cancer and nodules were deleted as in the Pilot Study. In
the conditions in which the doctor did not give a diagnosis, the scenario ended as
follows:

(A few minutes later, the nurse comes into the examination room and escorts you to
the outer office. The nurse seats herself behind her desk and looks through your
folder.)

Nurse: Dr. Harris has checked your larynx and throat culture carefully and has not
found anything organically wrong. Your system should balance itself naturally within
a week or so. However, if the condition persists, please call the doctor.

You: Should | come back again for a check-up?

Nurse: Make an appointment for six months from now with the receptionist before
you leave. If you have any problems before then, don’t hesitate to call.

RESULTS

A 2x2x2x2x2 MANOVA was computed for the 18 dependent variables. The factors
were Answer vs. No-answer, Diagnosis vs. No-diagnosis, Sex of doctor, Sex of
subject, and Sex of experimenter. A significant main effect was found for the Answer
vs. No-answer conditions. When the doctor ignored the patient’s questions, subjects
viewed the doctor less favorably than when the questions were answered. The non-
answering physician was seen as being less responsive, believable, thorough, polite,
honest, reassuring, and competent than the answering physician. Subjects also felt that
the answering doctor took them more seriously and lowered their level of anxiety.
When the doctor ignored the patient’s questions, subjects were less glad to have had
the examination performed and less likely to refer friends to the physician.

A significant main effect was also found for the Diagnosis vs. No-diagnosis
condition. When the doctor gave the post-examination diagnosis, subjects reported
feeling less rushed. They also felt that the doctor was more reassuring, honest, polite,
competent, and more likely to reduce their anxiety. In addition, subjects felt that the
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scenario was more realistic when the doctor gave a personal diagnosis following the
examination. Furthermore, they were less likely to refer friends to the physician when
he or she delegated the post-examination consultation to the nurse.

The significance tests and cell means for Answer vs. No-answer scenarios and
Diagnosis vs. No-diagnosis scenarios are presented in Tables 2 and 3.

TABLE 2
MAIN EFFECTS AND CELL MEANS FOR ANSWERS VS. DOESN’T ANSWER
MULTIVARIATE F = 14.55. df = 18, p .0001

Univariate Means: Answers Doesn’t Answer F (df = 1, 412)
| felt very uncomfortable during the examination

3.29 4.69 50.57***
| felt that Dr. Harris was responsive to my questions

4.98 2.22 202.60***
| felt that Dr. Harris was not taking me seriously

3.13 4.22 41.50%**
I didn’t believe a word of what Dr. Harris said

2.66 3.56 23.45%***
I thought the examination was very thorough

3.88 3.34 7.49%*
| felt that Dr. Harris was rushing me through the examination

4.00 5.12 29.97***
| felt that Dr. Harris was impolite

2.66 443 86.98***
The consultation made me feel reassured

412 3.12 23.65***
| believe that Dr. Harris is an incompetent physician

2.89 3.70 19.57%**
| felt that Dr. Harris was being completely honest with me

4.71 3.92 19.79%**
I would refer Dr. Harris to my friends and relatives

391 2.61 56.56***
| felt Dr. Harris reduced a great deal of my anxiety

4.05 3.00 26.05***
I am glad | decided to have this examination performed

5.13 4.52 9.60**
I am going to another physician for a second opinion

451 5.50 19.25%**
I would be pleased if my own physician acted as Dr. Harris did

3.76 2.31 57.33***

** p<.01
% ) <001
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TABLE 3
MAIN EFFECTS AND CELL MEANS FOR DIAGNOSIS VS. NO DIAGNOSIS
MULTIVARIATE F = 2.77. df = 18.395, p .0002

Univariate Means: Diagnosis No Diagnosis F(df =1, 412)
I didn’t believe a word of what Dr. Harris said

2.86 3.36 7.93**
| felt that Dr. Harris was rushing me through the examination

4.32 4.80 4.27*
| felt that Dr. Harris was impolite

3.31 3.79 6.47**
The consultation made me feel reassured

4.08 3.17 23.12%**
| believe that Dr. Harris is an incompetent physician

2.99 3.60 10.69***
| felt that Dr. Harris was being completely honest with me

4.62 4.01 11.86**
I would refer Dr. Harris to my friends and relatives

3.51 3.02 3.98*
| felt that Dr. Harris reduced a great deal of my anxiety

3.97 3.08 16.58***
I thought that this was a realistic situation

5.12 4.61 6.24**
* p<.05
** p<.01
**%*p<.001

There was only one main effect associated with Sex of doctor. Female doctors
(X = 44.6) were perceived as being younger than male doctors (X = 44.11, F = 14.61,
df = 1, 412, p <.001). There were no effects associated with sex of subject and only
trivial effects associated with sex of experimenter.

DISCUSSION

The results of the second experiment strongly support the prediction that
physicians’ information-giving behavior would elicit positive affective and evaluative
ratings. Doctors described as answering questions not only received higher affective
ratings but were also rated as more thorough, competent, honest, and less likely to
provoke the subject to seek a second opinion. Similarly, doctors described as giving a
personal diagnosis not only received higher affective ratings but were also rated as
more competent and honest. It is interesting to note that subjects did not rate the
Answer vs. No-answer situations as differing from each other in realism. However,
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subjects rated the Diagnosis situation as significantly more realistic than the No-
diagnosis situation.

The second prediction, that female physicians would be perceived as more
emotionally supportive and that male physicians would be perceived as more
competent, was not supported. the only main effect for sex of physician was the
perception that the female doctor was younger than the male doctor. This perception
probably reflects a realistic experience for subjects because the humber of women in
the medical profession has greatly increased in recent years (Kletke, Marder &
Silberger, 1990). Hence, the average female doctor would be younger than the average
male doctor.

In addition, there is no indication that either sex or age of subject affects
perceptions of physicians. This finding is consistent with most other research which
has attempted to find age and sex differences in the behavior of patients (DiMatteo &
DiNicola, 1982).

In conclusion, the positive effects of physicians giving information to patients have
been demonstrated experimentally. However, the present study has not shown that
subjects are predisposed to perceive differences between male and female physicians.
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