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Background. The objective of this research was to deter­
mine whether patients who reported that their physician 
or other health care professional had discussed health 
education topics with them were more satisfied with 
their physician than were patients who reported they 
had not.

Methods. Data were from the 1994 Health Plan Value 
Check conducted by the Pacific Business Group on 
Health (52% response rate). The study sample included 
5066 employees ranging in age from 19 to 64 years and 
representing four large corporations and 21 health 
plans. This population was randomly sampled by com­
pany and health plan. Bivariate and multivariate analyses 
were used to assess the relationship between level of pa­
tient satisfaction with physician and reported discussion 
of health education topics with a physician or other 
health professional in the last 3 years.

Results. Patients who reported that their physician or 
other health care professional discussed at least one

health education topic with them in the last 3 years 
were more likely to be satisfied with their physi 
cian (unadjusted odds ratio [O R ]= 1.96; 95%|
confidence interval [Cl] 1.79 to 2.25) compared with 
patients who did not. In the multivariate model, the 
relationship remained positive and statistically sig­
nificant (adjusted O R =1.49; 95% C l, 1.32 to 1.68) 
This relationship was observed for patients enrolled! 
in all types of HMOs and managed care plans, as 
well as those with indemnity or fee-for-servicej 
insurance.

Conclusions. Patients who reported that their physi' 
cian or other health care professional had discussed! 
one or more health education topics with them in the* 
last 3 years were more likely to be very satisfied with', 
their physician than were patients who reported thev! 
had not.

Key words. Physician-patient relations; patient satisfac 
tion; health education. ( /  Fam Pract 1995; 42:62-68)

Patient assessments of satisfaction with physician are im­
portant, not only as a measure of the quality of care pa­
tients receive,1 s but also in identifying potential areas for 
improving the content of care provided by physicians.3,6 
Research also suggests that improving patient satisfaction 
with physician increases the likelihood that a patient will 
return to a given health care provider, a finding that takes 
on added significance in an increasingly competitive med­
ical care marketplace.7-10
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Several reviews have summarized the factors associ-1 
ated with patient satisfaction with medical care. These, 
include the sociodemographic characteristics of the pa 
tient (being older and female); better health status; posi-! 
five attitudes and expectations; the structural, organiza j 
tional, and financial characteristics of medical care1’ 
(traditional fee-for-service, greater physician choice] 
lower cost, increased access, availability, and convenience! 
of care); continuity of care; quality of care (technical skills] 
intelligence, and qualifications of the provider); interper 
sonal aspects of care (strong communication skills of the i 
provider); and positive health outcomes.1-4

Hie few studies that have examined the relationship i 
between preventive care, health education or health pro­
motion, and patient satisfaction with physician suggest 
that there is a positive association.11,12 In a study of mem­
bers in one large health maintenance organization, Fin̂

The Journal o f Family Practice, Vol. 42, No. 1 (Jan), 1996

mailto:helenhs@uclink2.bcrkeley.edu


Satisfaction w ith Physician Schauffler, Rodriguez, and Milstein

1 cham and Wertheimer11 found that physicians’ preventive 
I health care practices were positively associated with pa­
tient satisfaction. In a study of patients receiving care from 

f residents in an outpatient facility o f a university medical 
J center, Robbins and colleagues12 found that the provision 
I ofhealth education by the physician was related to patient 
\ satisfaction with general care provided by the physician.

We undertook this study to examine the association 
between patients’ self-reports that a physician or other 

1 health care professional discussed health education topics 
with them in the last 3 years and the level o f patient 
satisfaction with the physician or other provider. This 
report includes patient experiences within a broad range 

1 ofhealth plan types, and provides the opportunity to test 
if the observed relationship is independent o f other 

1 known correlates o f patient satisfaction.

Methods

t Sample and Data Collection
The study sample includes respondents to the 1994 
Health Plan Value Check (HPVC) conducted by the Pa­
cific Business Group on Health (PBGH). A total of 
17,432 employees and early retirees representing 21 

I health plans offered by four large corporations were ran- 
! dornly sampled. The 21 health plans included indemnity 
plans, staff or group health maintenance organizations 
(HMOs), independent practice association (IPA) HMOs, 
mixed HMOs, preferred provider organizations (PPOs), 
and point-of-servicc (POS) plans. The response rate to 
the mail survey was 52%. An analysis of the differences in 
the demographic characteristics and ambulatory care vis- 

, its between survey respondents and nonrespondents 
found that respondents are likely to  be older and female, 
with no differences observed in rates o f ambulatory care 
visits.14

The final sample selected for this study excluded re- 
| spondents who were aged 18 years or younger and 65 
l years or older (8%), those who reported that they had 

been members of their current health plan for less than 1 
year (12%), those who reported that they had not visited 
a physician at least once in the last 3 years (12%), and 
those with missing data (12%). The final study sample 

; included 5066 employees who met all the inclusion crite­
ria.

Dependent Variable
The survey question that assessed overall satisfaction with 
physician was, “ Overall, how satisfied are you with the 
doctor seen most frequently?” The response categories

were based on a 5-point Likert-tvpe scale, ranging from 
1 =very dissatisfied to 5=  very satisfied.

Independent Variable
The survey question assessing whether the respondent’s 
physician or health care professional had discussed health 
education topics was, “ Has your physician or other health 
professional discussed any of these health education top­
ics with you in the last 3 years?” The positive response 
categories for this question included exercise, nutrition, 
smoking, injury prevention, motor vehicle safety, alcohol 
and substance use, and sexually transmitted disease. A 
single dichotomous variable was created for each em ­
ployee to indicate if a physician or health professional had 
discussed any or none o f these health education topics in 
the last 3 years.

Controlling Variables
To control for the use ofhealth  education programs of­
fered by the health plan that are provided outside the 
context o f the clinician visit, a variable was included indi 
eating whether each employee had participated in any or 
no health promotion programs offered by their plan. Sev­
eral variables measuring the sociodemographic character­
istics o f employees, including age, sex, health status, and 
education, were selected to control for confounding in 
the multivariate analysis.

A group o f variables was created indicating the type 
ofhealth plan in which each employee was enrolled as of 
December 1993. Data on employee health plan were pro­
vided for each employee by the companies participating in 
the survey. Health plans were grouped into three major 
types for the analysis based on the use of physicians as 
gatekeepers and physician payment method: staff/group 
model HMOs, in which physicians act as gatekeepers and 
are paid on salary; ntixed/IPA /PO S model plans, in 
which physicians act as gatekeepers but payment is a mix 
o f capitation and fee-for-service reimbursement; and 
PPO/indem nity plans, in which the physician network is 
open, the physician does not serve as a gatekeeper, and 
payment is fee-for-service or discounted fee-for-service.

Several additional variables measuring health plan 
characteristics were selected. An ordinal variable was also 
created to indicate the number o f years the employee had 
been enrolled in the current medical plan. To control for 
cost-sharing as an access barrier to receiving medical care, 
one variable was created measuring employee satisfaction 
with out-of-pocket health care costs under the plan.

An additional variable was selected to control for 
physician communication style based on answers to the
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question, “ How satisfied are you with the doctor’s atten­
tion to what you have to say?” I he response categories 
were reported on a 5-point Likert-type scale, ranging 
from 1 =very dissatisfied to 5=very satisfied. We believed 
it was critical to control for physician communication 
style to estimate the independent effect of health educa­
tion discussions because of the possibility that communi­
cation style might explain the hypothesized association 
between discussion of health education topics and patient 
satisfaction with physician.

Statistical Analysis
Bivariate analysis using the chi-square test was conducted 
to assess the relationship between level of satisfaction with 
physician and patients’ self-reports that the physician or 
other health professional had discussed health education 
topics with them in the last 3 years. Unadjusted odds 
ratios (OR) and 95% confidence intervals (Cl) were esti­
mated for each level of satisfaction with physician.

Ordered logit models were estimated for the full 
sample and by health plan type to model the effect of 
health education on patient satisfaction with physician.15 
The models were estimated in both unadjusted model 
and adjusted forms to control for potentially confounding 
variables including the patient’s age, sex, education and 
health status, smoking status, participation in health-pro- 
morion programs offered by the plan, level of satisfaction 
with out-of-pocket costs, number of years in the current 
health plan, and physician communication style. Both 
adjusted and unadjusted odds ratios and 95% confidence 
levels were estimated for patient satisfaction with physi­
cian as a function of patient reports of health education 
for the full sample and by health plan type.

Results

Study Sample
Table 1 presents frequencies for the characteristics of the 
study sample. Most respondents were male (64%), were 
college graduates or had postgraduate education (61%), 
and reported their health to be good, very good, or ex­
cellent (89%). The mean age was 44.6 years. Fewer than 
10% reported having participated in a health-promotion 
program offered by their health plan. More than one half 
(54%) reported that they were satisfied or very satisfied 
with their out-of-pocket costs, and most (77%) were very 
satisfied or satisfied with their physician’s attention to 
what they have to say. Most patients reported being very 
satisfied (33%) or satisfied (48%) with their physician; 12% 
were neutral and 7% were dissatisfied or very dissatisfied.

Table 1. Characteristics o f  5 0 6 6  Patients W ho W ere Between 
the A ges o f  19 and 6 4  Years, H ad B een E nrolled  in a Health 
Plan for at Least O n e Year, and H ad V isited a Physician in 
the Last Three Years
------------------------ —  ; — —

Frequency oi
Patient Characteristic Response,

Physician discussed health education topics with 62.1
patient in last 3 years

Topic discussed
Exercise 49.1
Nutrition 42.7
Smoking 21.4
Injur)' prevention 11.3
Sexually transmitted disease 10.1
Alcohol/substance abuse 8.8
Motor vehicle safety 2.8

Participated in any health improvement programs 9.0
offered by the health plan

Sex
Male 64.4
Female 35.6

Education
Some high school 0.6
High school graduate 8.7
Some college/technical school 29.1
College graduate 40.5
Postgraduate 21.0

Health status
Excellent 16.9
Verv good 37.1
Good 36.5
Fair 8.3
Poor 1.3

Smoking status
Current smoker n . i
Former smoker 32.9
Never smoked 56.0

Satisfaction with copayment, coinsurance and
deductibles

Very satisfied 10.7
Somewhat satisfied 43.8
Neutral 21.1
Dissatisfied 18.5
Very dissatisfied 5.9

Type o f  health plan
Staff/group model HMO 23.9
M ixed/IPA /PO S model HMO 43.5
Indemnity/PPO health plan 32.6

Years in health plan
1-2 years 23.5
3 -4  years 22.9
5-6  years 12.8
> 6  years 40.5

More than one half (62%) of the respondents re 
ported that one or more of the health education topics! 
had been discussed with them in the last 3 years, but tht>
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Table 1. Continued

Frequency o f
Patient Characteristic Response, %

Patient satisfaction with physician
communication style (doctor’s attention to
what patient says)

Very satisfied 22.9
Somewhat satisfied 54.2
Neutral 14.6
Dissatisfied 6.8
Very dissatisfied 1.5

Overall patient satisfaction with physician 
Very satisfied 33.3
Somewhat satisfied 47.7
Neutral 11.9
Dissatisfied 5.7
Very dissatisfied 1.3

HMO denotes health maintenance organization; IP A , independent practice associ­
ation; POS, point-of-service; PPO, preferred provider organization.

rates varied considerably by topic. Patients reported exer­
cise (49%), nutrition (43%), and smoking (21%) as the 
topics most frequently discussed with them by physicians; 
motor vehicle safety (<3%) was the least frequently dis­
cussed topic. In addition, only 9% to 11% of patients 
reported that their physician or other health professional 
had discussed alcohol or substance abuse, injury preven­
tion, or sexually transmitted diseases with them in the last 
3 years.

An analysis of the characteristics o f patients who re­
ported that their health care provider had discussed health 
education topics in the last 3 years suggests that health 
education topics are discussed as frequently with men as 
with women, with no differences observed by level of 
education. However, patients of poor health status were 
more likely to report that physicians had discussed health 
education topics than were those of excellent health status 
(75.0% vs 56.4%, respectively). Smoking status was also 
associated with a greater likelihood of having discussed 
health education topics; current smokers reported the 
highest rates (73.2%), followed by former smokers 
(65.7%). Rates o f reported discussion o f health education

topics also differed by type o f health plan. Persons in staff 
or group HMOs reported the highest rates (65.6%), and 
persons in indemnity and POS plans reported the lowest 
rates (59.9% and 57.5%, respectively). Reported rates of 
this type o f discussion also varied by the length o f time 
employees had been enrolled in their plan. Those who 
had been enrolled for more than 6 years reported the 
highest rates, while those enrolled for only 1 to 2 years 
reported the lowest (64.8% vs 55.0%, respectively).

Bivariate Analysis
Table 2 presents the results o f the bivariate analysis of the 
relationship between patient reports of discussing health 
education and satisfaction with their physician. Patients 
who reported that their physician or other health profes­
sional had discussed health education topics with them in 
the last 3 years, compared with those who reported they 
had not, were more likely to be very satisfied (O R= 1.60; 
95% Cl, 1.46 to 1.75) and were less likely to be somewhat 
satisfied (O R=0.91; 95% Cl, 0.86 to 0.97), neutral 
(O R=0.65; 95% Cl, 0.56 to 0.76), somewhat dissatisfied 
(O R=0.54; 95% Cl, 0.43 to 0.67), and very dissatisfied 
(O R=0.39; 95% Cl, 0.24 to 0.65) with their physician.

Multivariate Analysis
The unadjusted odds ratio of patient satisfaction with 
physician as a function o f patient reports o f health educa­
tion is 1.96 (95% Cl, 1.79 to 2.25), indicating that pa­
tients who reported that their physician or other health 
professional had discussed one or more health education 
topics with them in the last 3 years were nearly twice as 
likely to be satisfied with their physician as patients who 
reported they had not.

Table 3 presents the odds ratios and 95% confidence 
intervals estimated from the ordered logit models. Patient 
reports o f health education discussions are positively as­
sociated with satisfaction with physician in both adjusted

Tabic 2. Results of Bivariate Analysis o f Association Between Patient Self-report o f Health Education and Level of Satisfaction with 
Physician

Health Education 
Question* No.

Level o f  Patient Satisfaction with Physician, %
Very

Dissatisfied
Somewhat
Dissatisfied Neutral

Somewhat
Satisfied

Very
Satisfied

Answered yes 3145 0.8 4.3 9.9 46.1 38.9
Answered no 1921 2.1 8.0 15.2 50.4 24.3
Full sample 5066 1.3 5.7 1 1.9 47.8 33.3

Analysis o f  association
Unadjusted odds ratio 0.39 0.54 0.65 0.91 1.60
(95% confidence interval) (0 .2 4 -0 .6 5 ) (0 .4 3 -0 .6 7 ) (0 .5 6 -0 .7 6 ) (0 .86 -0 .97 ) (1 .4 6 -1 .7 5 )

'Hasyour physician or other health professional discussed health education topics with you in the last 3  years?
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Table 3. Odds Ratios for Patient Satisfaction with Physician 
for Persons Who Report That They Have and Have Not 
Discussed Health Education Topics with Their Health 
Care Provider in the Last 3 Years (N = 5066)

Ordered 
Logit Model

Unadjusted 
Odds Ratios

(95% Cl)

Adjusted 
Odds Ratios

(95% Cl)

Full sample 1.96 1.49
(1 .79 ,2 .25 ) (1.32, 1.68)

Insurance plan type
Group/staff FIMO 1.91 1.40

(1.52, 2.40) (1.09, 1.81)
IPA /M ixed/l’C)S HMO 2.01 1.51

(1 .7 1 ,2 .3 6 ) (1.26, 1.81)
Indemnity/PPO plans 2.06 1.55

(1.70, 2.51) (1.25, 1.94)
95% C l denotes 95% confidence interval; HMO, health maintenance organization; 
IP A, independent practice association; POS, point-of-service; PPO, preferred pro- 
vider organization.

and unadjusted models for the full sample and within each 
of the separate models estimated by health plan type. The 
overall adjusted odds ratio is 1.49 (95% Cl, 1.32 to 1.68), 
indicating that patients who report that their physician or 
other health professional discussed one or more health 
education topics in the last 3 years were nearly 50% more 
likely to be satisfied with their physician than were pa­
tients who reported they did not. The adjusted odds ratios 
by health plan type are 1.40 (95% Cl, 1.09 to 1.81) for 
group/staff model HMDs, 1.51 (95% Cl, 1.26 to 1.81) 
for m ixed/lPA/POS model HMOs, and 1.55 (95% Cl, 
1.25 to 1.94) for indemnity/PPO model health plans.

Age and education were not statistically significantly 
associated with level of patient satisfaction with physician, 
but many other variables were. Sex was significantly asso­
ciated (P < .001): women were more satisfied with their 
physician than were men. Health status and employee 
satisfaction with out-of-pocket health care costs were also 
both positively associated with level of patient satisfaction 
with physician (PC.001). Being a member of a PPO, as 
compared with being a member of a staff or group model 
HMO, was positively associated with level of patient sat­
isfaction with physician, but there was no statistically sig­
nificant difference between members of indemnity plans, 
I PA and mixed HMOs, and POS plans as compared with 
those of staff or group model HMOs with respect to 
satisfaction with physician. A patient-centered practice- 
style, measured in this study by the extent to which pa­
tients report satisfaction with their physician’s attention 
to what they have to say, is positively associated with 
satisfaction with physician (PC.001). Finally, while par­
ticipation in a health promotion program offered by the 
plan has been shown to be associated with overall patient 
satisfaction with the health plan,16 it was not found to be 
associated with satisfaction with physician.

Limitations
As with most patient satisfaction research, an important 
limitation of this study is that the survey data are cross . 
sectional rather than longitudinal. Therefore, only the 
associations between patient reports of health education 
and satisfaction with physician can be estimated. 1 he tern , 
poral and causal relationships, if any, are unknown. One 
possible explanation for our findings is that persons who) 
reported being more satisfied with their physician m a v j  
have been more likely to receive health education from 
their physician or other health professional. However, the 
findings from this research do not support this explana | 
tion. For example, persons who were less healthy were 
more likely to report discussion of health education topics' 
but less likely to be satisfied with their physician. Similarly,I 
we found that smokers were more likely to report discus­
sion of health education topics but no more likely to be 
satisfied with their physician than were nonsmokers. Stud­
ies with a longitudinal design would further explore the 
nature of the observed associations.

Patient recall is another possible limitation of this 
study. This study measured whether patients recalled if 
their physician or other health professional had discussed 
health education topics with them in the last 3 years, not 
whether they actually had discussed health education top­
ics with their provider. No reliable means for verifying 
patient self-reports could be identified. The actual rates of 
health education discussions may be higher or lower than 
those reported here. Satisfaction with physician may be 
associated with the individual’s recall rather than the act 
of discussing health education topics. However, patients’ 
ability to recall health education discussions may reflect 
the effectiveness of this intervention.

The survey question upon which the health educa-l 
tion discussion variable was based also has limitations in 
that it does not distinguish whether it was the patient or1 
the provider who initiated the discussion of health educa-1 
tion topics. It is not clear whether the patient’s ability to | 
recall the discussion is affected by which individual (pa-, 
tient or physician) initiated the discussion. In addition, it 
is not possible to tell the length or quality o f discussion, 
only that a specific topic was or was not discussed. Thus, 
patient self-reports may vary from brief discussions toj 
in-depth counseling related to a risk factor. Another lim­
itation is that patients were asked to recall whether the, 
topics had been discussed in the past 3 years. This time 
frame is based on the periodicity schedule for preventive 
health examinations, which should include counseling on 
risk factors, recommended for this age group by the US 
Preventive Services lask Force.17 It may be that patients 
arc better able to recall discussions that took place more
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recently and arc less likely to recall discussions that oc­
curred 2 or 3 years ago.

Finally, our model does not include other covariates, 
such as other patient health behaviors and risk factors for 
disease and injury, specific comorbidities, and the spe­
cialty of the physician, that may contribute to the ob­
served relationships between discussion o f health educa­
tion topics and patient satisfaction with physician. 
However, data on these variables were not available from 
the survey.

Discussion
Our study demonstrates that patient satisfaction with 
physician is positively and statistically significantly associ­
ated with patients’ reports that their physician or other 
health professional discussed one or more health educa­
tion topics with them in the last 3 years, regardless o f the 
type of health plan in which the person was enrolled. 
Patients who reported having discussed any health educa­
tion topics with a health eare provider were more likely to 
be satisfied with their physician than patients who re­
ported that they did not. This relationship is observed for 
persons in all types o f health plans including all types of 
HMOs, PPOs, and indemnity plans.

These findings are consistent with and build on the 
findings from the few other studies that have explored the 
association between preventive practices and patient sat­
isfaction with physician.1 *’12 A number o f studies, includ­
ing a meta-analysis, have also shown that patient satisfac­
tion with physician is positively associated with the 
physician’s practice style and with the characteristics of 
partnership building, positive vs negative talk, and more 
communication overall. 18~21 Stewart18 has characterized 
these elements as part of a patient-centered practice style. 
Our study confirms and extends this research and dem­
onstrates that both a patient-centered practice style, in 
which the physician pays attention to what the patient 
says, and a prevention-oriented practice style, in which 
the physician discusses health education topics with the 
patient, are associated with level o f patient satisfaction 
with physician.

The potential health benefits o f discussing health 
education topics in the clinical setting have been widely 
studied and reported.17 The evidence is particularly 
strong on the impact o f physician counseling for smoking 
cessation. Although most physicians value preventive 
care,22-23 many continue to provide preventive services 
less frequently than recommended in published guide­
lines and by the physicians themselves.24 30

Physician misperception o f patients’ needs and de­
sires may be one factor that contributes to underprovision

of preventive counseling.31 33 Physicians also cite patient 
reluctance as a barrier to providing certain preventive 
screening tests, particularly those that might cause embar­
rassment.26'33 Physicians are also less likelv to give advice 
or counsel patients on health behaviors if they feel patients 
are not interested, do not want to make changes, or will 
not adhere to their recommendations.34’35 Some physi­
cians may fear, for example, that counseling a smoker to 
quit or to attend a smoking cessation program may pro­
voke anger or frustration and decrease the patient’s satis 
faction with physician. Physicians who weigh their knowl­
edge of potential health benefits to the patient against 
their perceptions o f the potential for patient dissatisfac­
tion with unsolicited health advice may choose not to 
discuss health education topics. Alternatively, physicians 
might be more willing to offer health education and conn 
seling if it were clear that providing these services would 
not adversely affect, but rather would be likely to increase 
patient satisfaction with their services.

While 62% of patients in our study reported that their 
physician or other health professional had discussed at 
least one health education topic with them in the last 3 
years, fewer than one half reported that exercise, nutri 
tion, or smoking had been discussed, and fewer than one- 
sixth reported that injury prevention, alcohol or substance 
use, sexually transmitted diseases, or motor vehicle safety 
had been discussed. These behaviors and risk factors arc- 
major contributors to the leading causes o f morbidity, 
disability, and death for persons 19 to 64 years old,36 and 
the US Preventive Services Task Force recommends that 
all adults receive counseling on all these risk factors peri 
odically or at least every 3 years as part o f comprehensive 
clinical preventive care.17

The findings also suggest that, compared with 
healthier patients, those who are in poorer health are- 
more likely to report that they have discussed health ed­
ucation topics. This suggests that discussion of health 
education may be conducted more for purposes of sec 
ondary as opposed to primary' prevention. In addition, 
patients who had been members o f their health plan for 5 
or more years were more likely to report having discussed 
health education topics with a health care provider, sug 
gesting the possibility that having a longer relationship 
with a health care provider may be associated with in 
creased discussion o f health education topics.

What are the implications of these findings for prac­
ticing physicians? This study suggests that physicians in all 
types o f  health plans may be able to achieve higher levels 
of patient satisfaction if lifestyle risk factors and health 
behaviors are discussed with patients during the visit. The 
results suggest that enhanced patient satisfaction may be 
an important rationale for offering health education coun-
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seling to patients, particularly as the health care system 
moves into an environment of managed competition.
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