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Physic/ans may choose one of severai strateg/se w h e n / a i -  
tia//y uncertain about making a spec/fic therapeutic recom- 
mendation. The anthers invest igated how pod/ents" sm~dac- 
tion /s a(~ected by d/sc/osure of uncertainty and its 
attempted resolution during a ~llnleai encounter. Three 
hundred and four patients awaiting appointments at a uni. 
versify hospital's ambu/atory me(ricai c/in/c were random- 
/zed to v iew one of live videotapes (VTs) of apatient seeking 
advice about antimicrobial prophylaxis for a heart  murmur. 
In FT-I and FT-2, the physician disclosed no uncertainty 
and prescribed therapy. In Irr-3, irr-4, and VT-$, the physi- 
c/an open/y conveyed uncertainty but then: (VT.3) pre- 
scribed antibiotics w/thout resolving h/s uncertainty; (FT-,I) 
consu/ted a reference book w/th the pa//ent present, then 
prescribed; or (FT-5) checked a computer w/th the paUent 
present, then prescribed. Patients rated the/r satisfaction 
w/th the physician on a standard/zeal question ,aire. D/ffer- 
encos in satisfaction between the live FTs were significant 
(p--- 0.001), with the / f ighest  ratings found for FT-I and 
FT-2, where no uncertainty w a s  d/sc/osed. The lowest  rat- 
ings in satisfaction were found when the physician ex- 
pressed  but then ignored uncertainty (FT-3) or examined a 
textbook (FT-4). Global sat/sfaction was inversely and sig. 
nilicantly correlated (r ---- -- 0.4?) with the pcd/ents" percep- 
tion of uncertainty in the physician. The m a n n e r / n  wh/ch 
c/in/ca/ uncertainty /s d/sclosed to patients and then re- 
solved by the physician appears to affect patients' satisfac- 
tion. Key words: pat/ent satisfaction; pat/ent-phlndc/an in- 
teract/on," physician uncertainty. J GEN hcrEnN MED 
1988;3:144-149.  

AN nvIPORTANT OBJECTIVE during a n y  clinical en- 
counter  is to maximize the patient 's  satisfaction, 
which has  been  assoc ia ted  with increased  compli- 
ance,  ~'~ increased  continuity of care,  s a n d  de- 
c r ea sed  malpract ice  claims. 4 Patients'  satisfaction, 
a desirable  goal  in itself, seems to be  influenced by  a 
var ie ty  of factors, including a physician's  technical  
a n d / o r  communicat ive skill, s the concern  for psy- 
chosocial  issues, s the type  of information e x c h a n g e d  
during the clinical encounter,  °, 7 and  the physician's  
courtesy. ~ Because  of the complexity of the pa t i en t -  
physician interaction, no single factor accounts  for 
the variability seen  in patient satisfaction. One par-  
ticularly important dimension m a y  involve the man-  
ner  in which physician uncertainty is conveyed .  
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Physicians'  uncertainty is a ubiquitous aspect  of 
medical  care.  It m a y  arise from incomplete mas tery  
of avai lable  knowledge  or from the limitations in 
current medical  knowledge  itself, s Physicians m a y  
choose one  of severa l  communiccrtion strategies 
when  uncertain about  making a diagnostic or thera-  
peutic recommendat ion.  Uncertainty m a y  be  dis- 
closed to, or concea led  from, the patient. If revealed ,  
it m a y  or m a y  not be  resolved prior to the conclusion 
of the pa t i en t -phys i c i an  encounter.  It has  been  ar- 
gued  that doctors should sha re  this uncertainty with 
their patients, s to foster mutual participation in the 
decision-making process.  

Using a clinical ana log  setting, we invest igated 
how patients '  satisfaction is affected by  the disclo- 
sure of uncertainty and  its a t tempted resolution dur- 
ing a clinical encounter.  Five options were  assessed,  
represent ing some of the common responses  avail- 
able  to physicians when  faced  with uncertainty.  
In the present  study, patients were  randomized  to 
view one of five videotapes,  e a c h  portraying a dif- 
ferent physician response  to uncertainty.  They  then 
eva lua ted  the physician using a s tandard ized  
questionnaire.  

M E T H O D S  

The study was  performed during a three-month 
period beginning in April 1986. All patients awai t ing 
appointments  in the Strong Memorial Hospital Am- 
bulatory Medical Clinic were  asked  to part icipate 
during the 20 half-days chosen in this period. Each 
participant v iewed one  of five v ideotapes  selected 
randomly  and  then completed a questionnaire.  

Phys ic ian U n c e r t a i n t y  

The five v ideotapes  e a c h  depic ted  a different 
physician response  to uncertainty.  All five tapes  
were  approximate ly  seven  minutes in durat ion and  
were  identical except  for a one-minute var iable  seg- 
ment. The v ideotapes  por t rayed  an  office visit in 
which the patient, who has  a hear t  murmur, h a d  
been  referred to the physician by  her  dentist for ad-  
vice concerning antibiotic prophylaxis  prior to den-  
tal repair.  All five v ideotapes  had  the same  firstfive 
minutes of history taking, simulated physical  exami-  
nation, and  discussion of the patient 's murmur. The 
conclusion of all five videotapes,  during which the 
physician prescr ibed an  antibiotic, was  also the 
same.  Embedded  be tween  these two constant  seg- 
ments was  a one-minute segment  that distinguished 
e a c h  of the v ideotapes  (Table 1). 
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In Videotape 1 (control), the physician recom- 
mends  antibiotic prophylaxis without acknowledg- 
ing any  uncertainty. He diagnoses a ventricular 
septal defect and  simply states that the patient 
needs  to take antibiotics. In Videotape 2 (leaves 
room), the physician aga in  provides the diagnosis, 
but leaves the room for one minute prior to prescrib- 
ing an  antibiotic (as would occur when  consulting a 
book or colleague outside the exam room). The pa- 
tient is not told why the physician is leaving the 
room, nor does the viewer know, and  when  the phy- 
sician returns he simply prescribes an  antibiotic, as  
in Videotape 1. Videotapes 1 and  2 can  be regarded  
as  controls, in that no physician uncertainty is 
shown. In Videotape 3 (uncertainty not resolved), 
the physician provides the diagnosis but states his 
uncertainty regarding the need  for antibiotics, then 
decides to prescribe medication, telling the patient, 
"You have  nothing to lose." In Videotape 4 (book), 
the physician aga in  provides the diagnosis, ac- 
knowledges uncertainty concerning the need  for an- 
tibiotics, and  then prescribes antibiotics with cer- 
tainty after examining in the presence of the patient 
a textbook in which the need  for medication is con- 
firmed. Videotape 5 (computer) is identical to Video- 
tape 4 except that the physician consults a computer 
console instead of a textbook in the presence of the 
patient. 

Patient Satisfaction 

Immediately after v iewing the videotape, study 
part icipants completed a patient satisfaction ques- 
t ionnaire to evaluate the physician. This question- 
naire consisted of 19 items requir ing an ag ree -  
disagree response on a 7-point Likert scale. 
Previously published satisfaction scales were used 
to construct this 19-item measure. Eight items were 
obtained from the measure developed by Wolf et 
al.,m six items were obtained from DiMatteo and 
Hays' questionnaire, s and two items were taken 
from Roter et al.'s scale. 11 Each of these measures 
has been shown to be reliable and homogeneous, 
with coefficients of internal consistency (Cronbach 
alpha ~) between 0.92 and 0.93. A Chronbach alpha 
equal to 1.0 o c c u r s  when the response to any single 
question completely determines the response to all 
other questions, i.e., al l  questions are measuring the 
identical concept. A Chronbach alpha equal to 0.0 
indicates all responses are completely independent 
of one another. Three addit ional items were used to 
inquire about general satisfaction with the physi- 
cian, intent to comply with his instructions, and intent 
to return to him for follow-up. Negatively phrased 
items were adjusted prior to data analysis so that 
higher scores indicated greater  satisfaction. All 

TABLE 1 
Videotape Scenarios 

All videotapes 

• Videotape I 
(Control) 

• Videotape 2 
(Leaves Room) 

• Videotape 3 
(Uncertainty Not Resolved) 

• Videotape 4 
(Book) 

• Videotape 5 
(Computer) 

All videotapes 

Identical history taking, brief physical 
examination, and discussion of 
murmur 

Antibiotics recommended without 
acknowledging any uncertainty 

Physician leaves room, then same as 
Videotape 1 

Physician acknowledges uncertainty, 
and prescribes antibiotics without re- 
solving his uncertainty 

Physician acknowledges uncertainty, 
then resolves his uncertainty by 
consulting a textbook 

Physician acknowledges uncertainty. 
then resolves his uncertainty by 
consulting a computer 

Physician prescribes antibiotics 

questionnaire items asked the viewers to rate the 
physician in the videotape (see Appendix). 

The items had  been grouped into four concep- 
tually linked dimensions: general  satisfaction, com- 
municative ability, affective ability, a n d  technical 
ability. However, the a lpha  coefficient for the entire 
19-item satisfaction questionnaire was  0.96, con- 
firming that the scale was  based  on a very reliable 
and  intemaUy consistent set of items. Thus, the indi- 
vidual subscales were not ana lyzed  separate ly  a n d  
the 19-item questionnaire was  used as  a single mea- 
sure to determine a mean  satisfaction rating. 

Demographics and Att i tudes 

Demographic information was  also collected, 
as  well as  information regarding various general  
attitudes toward physicians. These attitudes were 
assessed  by 11 items requiring a similar a g r e e -  
disagree response, each  of which had  been devel- 
oped previously by other investigators. Bargaining 
with physicians,~S acceptance  of physician author- 
ity, 14 intolerance of ambiguity, ~s and  other attitudes 
that have  been correlated with patient satisfaction ~s 
were assessed.  Two items concerning physician om- 
niscience were also used. It was  felt that these atti- 
tudes m a y  influence patients' satisfaction with phy- 
sicians and  affect the satisfaction ratings of all or 
some of the uncertainty scenarios. 

Data Analysis 

Sample size calculations were based  on a pre- 
vious satisfaction scale, s Sixty subjects viewing 
each  videotape would allow us to detect a clinically 
significant difference of 0.2 to 0.3. Three sets of anal-  
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TABLE 2 

Characteristics of the Study Population 

Percentage 
Demographic (N = 304) 

Age (years) 
-<40 41 

41 - (50 34 

->61 25 

Gender 
Male 35 
Female 65 

Race 
White 75 
Non-white 25 

Family income 
< $10.000 28 
S 10.000 - $35,000 50 
> S35.000 22 

Education 
No college 49 
Some college S I 

Outpatient visits per year 
<-3 46 
->4 54 

Hospitalized in past year? 
No 73 
Yes 27 

Years with the same physician 
No MD 13 
-<3 40 
->4 47 

yses were performed. First, m e a n  satisfaction rat- 
ings for the videotapes were compared using analy-  
sis of var iance followed by pairwise comparisons. 
Second, the demographic  characteristics were as- 
sessed by chi-square, and  the effects of these char- 
acteristics on the satisfaction rating were ana lyzed  
using a main effects model. ~ Finally, the attitude 
responses were assessed using analysis  of var- 
iance, and  their effect on the satisfaction ratings 
while controlling for the videotape viewed was  ana-  
lyzed by analysis  of covariance.  All da ta  were  ana-  
lyzed using SAS-PC and  SPSS on an  IBM 4381. 

R E S U L T S  

Table 2 shows the study population's demo- 
graphic characteristics. Two variables, "race" and  

"years  with the same physician," were not evenly 
distributed among  the videotape conditions (X 2=  
12.4, p = 0.01 a n d x  2 = 21.7, p = 0.01, respectively). 
However, none of the demographic  variables h a d  a 
statistically significant effect on the satisfaction rat- 
Lug (p > 0.07 for all demographic  characteristics) 
when  controlling for the videotape viewed. 

The overall m e a n  satisfaction rating for all vid- 
eotapes was  5.0 (standard deviation = 0.9). Mean 
ratings for the individual videotapes appea r  in 
Table 3. A rating of 5.0 indicates a n  "agree"  re- 
sponse to a positive statement about the physician in 
the videotape. Ratings of 1 or 7 indicate a "very 
strongly disagree" or "very strongly agree"  re- 
sponse, respectively. The difference among  these 
m e a n  ratings is significant (F[4,299]--5.64; p < 
0.001). Patient satisfaction was  highest when no un- 
certainty was  shown by the physician (Videotapes 1 
and  2), and  lower when the patient saw the physi- 
cian communicate therapeutic uncertainty (Video- 
tapes 3, 4, a n d  5). In these lower-rated videotapes, 
patients' satisfaction was  influenced by the physi- 
cian's method of resolving his uncertainty before 
therapy was prescribed. Viewer satisfaction was  
relatively higher when the physician consulted a 
computer (Videotape 5) a n d  lower when he con- 
sulted a textbook (Videotape 4). When he did not 
resolve his uncertainty (Videotape 3), viewer satis- 
faction was  intermediate. Individual viewers rated 
their satisfaction with the physician very differently. 
Seven per cent of the variability was  accounted for 
by the videotape that was  viewed. 

Attitudes toward bargaining with physicians, 
physician authority, physician omniscience, toler- 
ance  for ambiguity in medicine, and  several  other 
characteristics were determined (Table 4). Mean 
ratings did not dlffer significantly among the five 
conditions. Six items were significantly correlated 
with satisfaction rating. Viewers who thought bar- 
gaining was  desirable or who h a d  more respect for 
physicians as  authority figures tended to have  
higher satisfaction ratings. Two omniscience mea-  
sures (items 6 and  7, Table 4) interacted significantly 
with the videotape viewed to predict satisfaction. 
The stronger a viewer's belief that the doctor (item 6) 
or other expert (item 7) should know the answer  to all 

TABLE 3 

Mean Satisfaction Ratings 

Condition n Mean ± SE 

Videotape 1 Control 60 5.2 4- 0.1 
Videotape 2 Leaves room 60 5.2 ± 0.1 
Videotape 3 Uncertainty not resolved 65 4.8 ± 0.1 
Videotape 4 Book 59 4.6 ± 0.1 
Videotape 5 Computer 60 5.0 ± 0.1 

1 -2  

Palrwlse Comparisons" 

1-3* *  1 -4 * *  
2 -3 * *  2 -4 * *  

3 - 4  

1 -5  
2 - 5  
3 - 5  
4 - 5 *  

, Pairwise comparisons were tested by method of least significant difference, with * p < 0.02 and ** p < 0.01. 
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TABLE 4 

Influence of Viewer Attitudes on Satisfaction Ratings 

Significance Significance 
Item of  Item of  Interaction R z 

Bargaining 
1. I find it easy to bargain with the doctor over things I want. 
2, Patients who are given a say in medical decisions are better off than those 

who aren't. 

Acceptance of physician authority 
3. Relying on your own judgment and making your own decisions about what 

doctors tell you is very important. 
4. Obedience and respect for physicians is most important. 
5, The doctor ought to have the main say-so in deciding what to do about a 

person's health problems. 

Physician and expert omniscience 
6. I expect my doctor to know the answers to all medical questions. 
7. An expert who doesn't come up with a definitive answer probably doesn't 

know too much. 

Intolerance to ambiguity 
8. Many of our most important medical decisions are based upon insufficient 

information. 

Other 
9. If I am dissatisfied with something, I usually tell someone about it. 

I O. People who are sick would do best not to ask too much from others. 
1 I. People often disappoint me. 

p = 0.005 NS 0.12 
p = 0.05 NS 0.09 

p =  0.01 p = 0.01 0.13 

p = 0.001 NS 0.12 
p = 0.0006 NS 0.13 

NS p = 0.02 0.11 
NS p = 0.003 0.12 

NS NS 0.08 

p = 0.02 NS 0.10 
NS p = 0.03 O. 10 
NS NS 0.10 

questions, the greater the satisfaction if the physi- 
cian consulted a computer (r = 0.25 and 0.28), and 
less if he either used a textbook (r = - - 0 . 2 7  and 
-0 .23)  or expressed uncertainty without resolution 
(r = - 0.16 and - 0.24). 

To explore further the relationship between un- 
certainty and satisfaction, a separate analysis was  
performed on a single item (rated 1 - 7) that asked if 
the "physician was  unsure whether or not to give an 
antibiotic to the patient." A higher score indicated 
more uncertainty was  perceived by the viewer. The 
mean ratings were  significantly different for the five 
scenarios (F[4,252] = 16.98, p < 0.001). As ex- 
pected, Videotapes 1 and 2 had the lowest ratings of 
physician uncertainty (see Table 5). In general, the 
perceived uncertainty inversely parallelled the sat- 
isfaction ratings, as  confirmed by a highly signifi- 
cant negative correlation (r = -- 0.47, p < 0.001). The 
uncertainty rating accounted for 22% of the variabil- 
ity in satisfaction. Thus, perceived uncertainty ex- 
plained a significantly larger amount of the variabil- 
ity in rated satisfaction than did the videotape 
condition to which subjects were assigned. When 
perceived uncertainty was  statistically controlled, 
only the difference in mean satisfaction ratings be- 
tween videotapes 1 and 3 persisted. All other differ- 
ences  in Table 3 were eliminated. This suggests that 
most of the satisfaction differences among scenarios 
were  due to differences in perceptions of uncer- 
tainty. ]t also suggests that patients are less satisfied 
when  uncertainty is unresolved (Videotape 3), inde- 
pendent of perceived uncertainty. Finally, there was  
no correlation (r = 0.0) between the rated satisfac- 

tion and  perceived seriousness of the patient's 
condition. 

DISCUSSION 

The present study represents an  initial attempt 
to examine the influence of physicians'  uncertainty 
on patient satisfaction. Uncertainty m a y  occur at 
several  levels; it m a y  not be known whether  a spe- 
cific symptom is abnormal,  the diagnosis m a y  be 
obscure, a n d / o r  the optimal therapeutic interven- 
tion m a y  be unknow~l. This study considered only 
therapeutic uncertainty. 

We found the manner  in which clinical uncer- 
tainty is disclosed to patients and  then resolved by 
the physician appears  to influence patient satisfac- 
tion. Patients appea red  to be most satisfied when no 
uncertainty was  disclosed, as  in Videotapes 1 and  2, 
and  least satisfied when  the physician consulted a 
textbook (Videotape 4) or prescribed therapy with- 

TABLE 5 

Mean Ratings of Physician Uncertainty 

Pairwise 
Condition n Mean ___ SE Comparisons a 

Videotape 1 Control 46 2.8--+0.2 1-2 1-3" 1-4" 1-5" 
Videotape 2 Leaves room 53 2.7 -+ O. 1 2-3" 2-4* 2-5" 
Videotape 3 Uncertainty not 54 3.6 + 0.2 3-4" 3-5 

resolved 
Videotape 4 Book 54 4.4 -+ 0.2 4-5 
Videotape S Computer SO 4.1 -+ 0.2 

Pairwise comparisons were tested by method of least significant 
difference with *p < 0.01. 



148 Johnson L°t al., PHYSICIAN UNCERTAINTY AND PATIENT SATISFACTION 

out a clear resolution of his uncertainty (Videotape 
3). There was  substantial variation in individual re- 
actions to the scenarios. This highlights the com- 
plexities of patient satisfaction; two patients wit- 
nessing the same encounter m a y  have  vastly 
different reactions. Indeed, only 7% of the total vari- 
ability was  "explained" by the videotape condition. 
This implies that m a n y  ut[ributes m a y  affect satisfac- 
tion and  that individual patients react differently to 
the s ame  uL~ibutes in a physician. 

On the other hand,  a much greater  portion of the 
variability (22%) was  accounted for by the perceived 
uncertainty. Patients viewing the videotapes felt that  
there were significant differences in the uncertainty 
among  the five different scenarios; this perceived 
uncertainty, rather than  the actual  physician behav-  
ior, was  the stronger correlate of patient satisfaction. 
Thus, the different actions of the physician in sharing 
and  resolving uncertainty seem to have  influenced 
patients' satisfaction largely by affecting the amount  
of uncertainty the patients perceived. In Videotapes 
3, 4, and  5, the physician admits to the patient that he 
does not know whether antibiotics are  indicated. 
Consulting a textbook appears  to emphasize the 
physician's uncertainty or ignorance (Videotape 4 
has  the highest uncertainty rating), and  thus pro- 
duced a low satisfaction rating. By consulting nei- 
ther a book nor a computer, and  simply prescribing 
antibiotics (Videotape 3), the physician lessens the 
patient's perception of uncertainty, and  satisfaction 
is slightly greater.  

When perceived uncertainty was  statistically 
controlled, the only remaining significant difference 
in satisfaction was  be tween Videotapes 1 a n d  3, in 
which the patients' response to no uncertainty dif- 
fered from that to uncertainty that remained unre- 
solved. Thus, resolving uncertainty was  viewed rel- 
atively more favorably by the patients in this study. 

The demographic  characteristics did not influ- 
ence patients' satisfaction ratings. This is consistent 
with previous studies which have  shown that neither 
patient nor physician demographics  affect patients' 
satisfaction, with the possible exception of age.  s' ~8, ~9 
Information regarding several  personality traits 
was  obtained. Patients who believed bargaining 
with their physician was  desirable were general ly  
more satisfied with the physician. Patients who 
strongly believed physicians should know the an- 
swers to all medical  questions looked favorably 
upon computer use to aid in the acquisition of knowl- 
edge, but were otherwise unsatisfied when  the phy- 
sician disclosed uncertainty. 

Videotapes were used in this study so that one 
aspect  of the patient - physician interaction could be 
isolated a n d  manipulated,  with the remainder  of the 
encounter held constant over the five scenarios. The 

ratings of uncertainty confirmed the intended differ- 
ences among  experimental  conditions. It is impor- 
tant to emphasize that the present study was  not 
conducted during a genuine medical  encounter. The 
subjects who indicated their satisfaction were not 
personally the patient with whom the physician in- 
teracted. Although this could limit the generaliT.abfl- 
ity of the findings, several  factors stIengthen the va- 
lidity of the satisfaction ratings. First, patients who 
provided ratings were approached  in a medical  set- 
ting at the time they were await ing their own ambu- 
latory clinic appointment. This probably sensitized 
them to the evaluative judgment needed  for rating 
patient satisfaction. Second, the questions were  
worded in the first person to facilitate identification 
with the "patient" in the videotape, e.g., "If I were this 
patient, I would see this same doctor the next time I 
had  a medical  problem." Third, the satisfaction rat- 
ings among all subjects displayed a good range  of 
variability, something that is often obscured by the 
"halo" effect where  patients uniformly rate their own 
personal  physicians highly. ~ Finally, since there 
was  no correlation between the viewers' percep- 
tions of the seriousness of the patient's illness and  the 
satisfaction rating, the results should be valid in situ- 
at.ions involving more or less serious medical  
conditions. 

There are m a n y  (~Uu-lbutes of the physician, the 
patient, and  the interaction between them that m a y  
influence patient satisfaction. We have  isolated per- 
ceived physician uncertainty and  have  show~ that 
this alone accounts for 22% of the variability in pa- 
tient satisfaction in this study. When uncertainty 
does occur during a clinical encounter, what  is a 
physician to do? Acknowledging uncertainty will 
bring the patient into the decision m~king process 
and  encourage  more honest, open communication 
between physician and  patient. But is this worth the 
price of decreased  patient satisfaction, which m a y  
adversely  affect the quality of health care  by de- 
creasing compliance and  follow-up? We feel 
strongly that the choice is clear, that uncertainty 
must be acknowledged and  openly discussed. 
Doing so may,  in fact, enhance  the physician's ther- 
apeutic effectiveness by demonstrat ing honesty and  
a willingness to be more e n g a g e d  with patients than 
is possible when  communications are not as  open. 9~ 
Failure to acknowledge uncertainty can  create a 
sense of psychological abandonmen t  in patients, for 
the withholding of crucial information compromises 
intimacy, and  physicians and  patients can  only en- 
gage  in a more distant relationship. A close relation- 
ship based  upon openness,  mutual trust, and  respect 
m a y  be therapeutic in itself. 

Sharing uncertainty gives patients a greater  
role in the decision m,-Tklug process, so that decisions 
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can be made by consensus. It has been advocated 
that this mutual exchange  of information leading to 
shared decision making be the model  for patient-  
physician interactions, z= The patient's right to be in- 
formed of uncertainties is ethically preferable to 
concealment, and is the basis of informed consent. 
This not only encourages the patient to be  realistic, 
but also protects physicians legally if a choice is 
made  in the face of uncertainty, and the outcome 
turns out less than optimal. 

If physicians have  an obligation to share uncer- 
tainty with their patients, yet this may decrease  sat- 
isfaction, what is to be done? The answer  may lie in 
the art of medicine, in the skill of doctor-patient 
communication. If the physician is calm, reassuring, 
empathic, and appears untroubled in the face of un- 
certainty, patient satisfaction may not be dimin- 
ished. If the patient feels that the physician is in con- 
trol, is concerned, and has the optimal care of the 
patient as the highest priority, dissatisfaction may 
not occur. Although there is much to learn concern- 
ing communicating with patients, much work has 
been done in this field to elucidate the structure and 
impact of differing communication styles, zs Improv- 
ing physicians' communication skills may be the 
w a y  to acknowledge uncertainty without jeopardiz- 
ing satisfaction. 

REFERENCES 
1. Bartlett EE, Grayson M, Barker R, Levine DM, Golden A, Libber S. The 

effects of physician communication skills on patient satisfaction, re- 
call, and adherence. J Chronic Dis 1984;37:755-64 

2. Ley P. Satisfaction, compliance, and communication. Br J Clin Psychol 
1982;21:241 - 54 

3. Ware JE, Davies AR. Behavioral consequences of consumer dissatis- 
faction with medical care. Evaluation and Program Planning 
1983;6:291-7 

4. Vaccarino JM. Malpractice, the problem in perspective. JAMA 
J 977;238:861-3 

5. DiMatteo MR, Hays R. The significance of patients' perceptions of 
physician conduct: a study of patient satisfaction in a family practice 
center. J Community Health 1980; 1 : 18 - 34 

6. Stiles WB. Putnam SM, Wolf MH. James SA. Interaction exchange 
structure and patient satisfaction with medical interviews. Med Care 
1979; 17:667-9 

7. Comstock LM, Hooper EM, Goodwin JM, Goodwin JS. Physician 
behaviors that correlate with patient satisfaction. J Med Educ 
1982;57: 105-12 

8. Fox RC. The evaluation of medical uncertainty. Milbank Mem Fund Q 
1980;58:1-49 

9. Thomson GH. Tolerating uncertainty in family practice. J R CoIl Gen 
Pract 1978;28:343-6 

10. Wolf MH, Putnam SM, James SA. Stiles WB. The medical interview 
satisfaction scale: development of a scale to measure patient percep- 
tions of physician behavior. J Behav Med 1978; 1:391-401 

11. Roter DL, Hall JA. Katz NR. Relations between physicians' behaviors 
and analogue patients' satisfaction, recall, and impressions. Meal Care 
1987;25:437-51 

12. Cronbach LI. Coefficient alpha and the internal structure of tests. 
Psychometrika 1 g51; 16:297-333 

13. Kaplan S. Personal communication 
14. Haug MR, Lavin B. Public challenge of physician authority. Med Care 

1979; 17:844-58 
15. Robinson JP, Shaver PR. Measures of social psychological a ~ d e s .  

Ann Arbor, MI: Survey Research Center Institute for Social Research. 
1973 

16. Wolf MH, Stiles WB. Further development of the medical interview 
satisfaction scale. Personal communication 

17. SAS/STAT guide for personal computers. Version 6 edition. North 
Carolina: SAS Institute, Inc., 1985 

18. Murphy-Cullen CL, Larsen LC. Interaction between the sociodemo- 
graphic variables of physicians and their patients: its impact upon 
patient satisfaction. Soc Sci Med 1984; 19:163-6 

19. Linn IS. Factors associated with patient evaluation of health care. 
Milbank Mere Fund Q 1975;53:531-48 

20. Kerlinger FN. Foundations of behavioral research. New York: Holt, 
Rinehart, and Winston, 1973:548-9 

21. Katz J. The silent world of doctor and patient. New York: The Free 
Press, 1984 

22. Thomasma DC. Beyond medical paternalism and patient autonomy: a 
model of physician conscience for the physidan- patient relationship. 
Ann Intern Med 1983;98:243-8 

23. Cassell EJ. Talking with patients. Vols. 1 & 2. Cambridge, MA: MIT 
Press, 1985 

APPENDIX 

The Sat isfact ion Questionnaire Items 

1. This doctor  m a d e  c lea r  just how ser ious  the  pa t ien t ' s  
i l l n e s s  w a s .  

2. ! h a v e  some  doubts  abou t  the  abi l i ty  of this doctor.  

3. I felt that  this doctor  d idn ' t  t ake  the  pa t ien t ' s  p rob lems  
ve ry  seriously.  

4. This doctor  d idn ' t  g ive  the  pa t ien t  a c h a n c e  to s a y  
w h a t  w a s  on  her  mind. 

5. This doctor  would  b e  s o m e o n e  I would  trust with my  
life. 

6. If ! w e r e  this pat ient ,  I would  follow this doctor ' s  
instructions. 

7. I don ' t  think I would  r e c o m m e n d  this doctor  to my  
friends. 

8. I would  feel free to talk to this doctor  abou t  p r iva te  
thoughts.  

9. Th/s doctor  told the pa t ien t  al l  she  w a n t e d  to know 
abou t  he r  illness. 

10. If I we re  this pat ient ,  I would  s e e  this s a m e  doctor  the  
next  t ime I h a d  a me d i c a l  problem.  

11. This doctor  a l w a y s  t r ea t ed  the  pa t ien t  with a g r e a t  
d e a l  of r e spec t  a n d  neve r  " ta lked  down"  to her.  

12. This doctor  m a d e  the pa t ien t  feel  important .  

13. I w a s  sat isf ied with this doctor ' s  dec is ion  abou t  w h a t  
med ica t ions  the  pa t ien t  n e e d e d  to take.  

14. The doctor  told the  pa t ien t  w h a t  the  med ic ines  he  pre-  
sc r ibed  would  do  for the  pat /ent .  

15. I felt this doctor  a c c e p t e d  the pa t ien t  a s  a person.  

16. This doctor  a l w a y s  s e e m e d  to know w h a t  he  w a s  
doing.  

17. In genera l ,  I would  be  sa t is f ied with this doctor.  

18. This doctor  told the  pa t ien t  exac t ly  wha t  h e  p l a n n e d  to 
do. 

19. I wish I could go  to this doctor.  


