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Physician-patient agreement on physicians’
communication skills and visit satisfaction
in dermatology clinics: a one-with-many design
background
There is limited research on physician–patient communication skills that covers both sides of the relationship. The
aim of this study was to explore two indicators of effective
physician-patient communication: the agreement of physicians’ and patients’ perspectives of physicians’ communication skills in outpatient visits to dermatology clinics
and the relationship of these perceptions of the consultation with their visit satisfaction.

participants and procedure
Dermatologists (n = 8) and their patients (n = 122) completed post-consultation dyadic measures of the content
(what the physician communicates) and process (how the
physician communicates) of the communication and satisfaction with a single office visit. Multilevel modelling was
used to investigate the patient and doctor variance components at both the dyad and the doctor levels.

results
The patients rated the communication content skills
higher than the physicians did; however, the doctors rated

themselves as better skilled at the process of communication. There was disagreement between the physicians’
and the patients’ ratings of the both physicians’ content
and process skills. In contrast, there was a high level of
consensus amongst patients of the same doctor about the
content and process of the doctor’s communication skills,
while the physicians did not perceive themselves as consistent in communication between one patient and another.
However, both the physicians and the patients who reported uniquely the highest physicians’ communication skills
had higher visit satisfaction. Moreover, the patients who
perceived their physicians as having good communication
process skills on average had higher visit satisfaction.

conclusions
Although the perspectives of the same visit differed, selfrated behaviour affected satisfaction with visit.
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Background
The development of medicine and social changes
have made the dominant biomedical approach to the
patient–physician relationship begin to give way to
patient-centred medicine. Subsequently, patients’
autonomy and need for active participation in treatment decision-making have increased (Chewning
et al., 2012). In addition to the predominant function
of medical communication in the biomedical model,
which is the provision and exchange of information, the psychosocial aspects of communication,
such as fostering the patient-physician relationship,
responding to patients’ emotions and including patients in decision-making (cf. de Haes & Bensing,
2009), have come into consideration. The first function requires mainly content communication skills
(what physicians communicate, which includes questions and information provided to the patient). The
second function is performed by process communication skills (how physicians communicate) that allow
listening to and understanding the patient’s perspective (Campbell et al., 2007b) and by perceptual skills
that relate to internal processes of decision-making,
problem-solving and awareness of beliefs and emotions about the patient and the illness (what physicians are thinking and feeling; Silverman et al., 2013).
Studies on the physician-patient relationship have
focused on the course of medical visits and their effectiveness (cf. de Haes & Bensing, 2009). Patient
satisfaction is a widely used short-term outcome
in physician-patient communication research (Ha
& Longnecker, 2010; Williams et al., 1998). It concerns the patient’s judgement of the quality of care
(Baker, 1990) and is related to patient adherence
(Dréno et al., 2010; Little et al., 2001) and long-term
outcomes of medical care (de Haes & Bensing, 2009;
Little et al., 2001). Much less attention has been paid
to physicians’ satisfaction with visits (Probst et al.,
1997) and its predictors.
Research has revealed that key content communication skills such as provision of information are related to the satisfaction of patients with skin diseases
and other chronic illnesses (Auerbach, 2000; cf. Kardas et al., 2013; Poot, 2009; Williams et al., 1998). Process communication skills, such as involving patients
in each element of consultation (Campbell et al.,
2007a; Griffin et al., 2004; Smith et al., 2011; Stewart
et al., 1999), encouraging patients to ask questions
(Campbell et al., 2007b; Shepherd, 2004; Stewart et al.,
1999), an empathetic approach to patients (Cousin
et al., 2012; Kim et al., 2004; cf. Poot, 2009) and generally high-quality communication (Kardas et al., 2013;
Stewart et al., 1995), have also been found to relate
to positive patients’ outcomes (Little et al., 2001; van
Osch et al., 2017); however, the results are somewhat
inconsistent across studies (van den Brink-Muinen
et al., 2000; Stewart et al., 2011). On the one hand, pa-

tients with different chronic health conditions have
emphasised the importance of content (access to information) rather than process communication skills
(van den Brink-Muinen et al., 2000; Jenkins et al.,
2001). On the other hand, physicians can be regarded as an important source of psychological support
(Baile et al., 2000), and their disregard of psychosocial
aspects of disease might be perceived negatively by
patients (Magin et al., 2009; Richards et al., 2004) and
be related to less satisfaction and enablement to cope
with the somatic problem (Little et al., 2001).
Another indicator of effective physician–patient
communication is agreement on the perception of
medical communication (Röttele et al., 2020), which
shows the degree of mutual understanding between
doctor and patient and is related to adherence to
treatment (cf. Kenny et al., 2010; Sewitch et al., 2003),
health outcomes (Staiger et al., 2005) and post-visit
satisfaction (Fagerberg et al., 1999; Sewitch et al.,
2003; Staiger et al., 2005; Zandbelt et al., 2004). However, the results on concordance between both sides
of the relationship during the consultation are inconsistent. A few studies have revealed differences (zero
or near-zero correlation) in physicians’ and patients’
perceptions of doctors’ communication skills (Burt
et al., 2018; Campbell et al., 2007a; Hall et al., 1999;
Kenny et al., 2010; Overeem et al., 2012; Sewitch
et al., 2003). Findings from other studies, using simpler statistical methods (descriptive data and proportional index/kappa coefficient), suggested an average
(Coran et al., 2013) or high level of agreement in responses (Ahlén et al., 2007; Fagerberg et al., 1999).
The patient-doctor relationship could be a pivotal
aspect of the long-term treatment of chronic skin
diseases (Linder & Forchetti, 2009; Uhlenhake et al.,
2010; World Health Organization, 2016), whose highly visible symptoms increase the likelihood of stigmatisation (Barankin & DeKoven, 2002; Taube, 2016)
and psychological distress (Richards et al., 2004) and
decrease quality of life (Kowalewska et al., 2020;
Miniszewska et al., 2020). However, there is little research on the doctor-patient relationship in dermatology and how it relates to post-visit outcomes (cf.
Abbott, 2017). Most studies on dermatologists’ communication skills have been qualitative (Linder et al.,
2009; Magin et al., 2009) and did not analyse both
sides of the physician-patient relationship simultaneously. Therefore, the use of standard measures and
more advanced statistical analysis, including dyadlevel statistics, is justified.

Patient-physician
agreement
on physicians’
communication
skills

Research problems
To address the gaps in previous studies, especially
in the dermatology field, the simultaneous perspectives of the physicians themselves and their patients
about the physicians’ communication skills were as-
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sessed. While the results of previous studies indicate
different levels of physician and patient ratings of the
same visit (Ahlén et al., 2007; Burt et al., 2018; Fagerberg et al., 1999; Kenny et al., 2010), it is still unclear
to what extent patients of the same physician vary in
their ratings.
The present study focused on two broad aspects
of practitioner communication – content and process
skills – referring to both models of medical interview,
the traditional clinical method and a communication
model (Kurtz et al., 2003).
In view of the lack of consistent research results
indicating which communication skills are more
crucial for visit satisfaction (van den Brink-Muinen
et al., 2000; Stewart et al., 2011) and the psychosocial difficulties and experience with medical care of
patients with skin diseases, both types of communication skills relating to visit satisfaction should be
analysed.
Thus, the first aim of the present study was to
determine whether there is congruence between patients and practitioners in perceptions of physicians’
content and process of communication. Additionally,
with regard to inconsistent results, the agreement
between patients’ perspectives of the same dermatologists was analysed. Second, the relationships between physicians’ and patients’ perceptions of communication skills and their visit satisfaction were
examined. It was expected that both physicians’ and
patients’ ratings of communication skills and the patients’ perspectives of the same physician would be
convergent. In terms of visit satisfaction, it was predicted that the higher both physicians’ and patients’
ratings of content and process skills, the higher their
visit satisfaction would be.
The following hypotheses were tested:
There would be agreement between physicians’
self-perception of their communication skills and patients’ perceptions of them.
There would be agreement between patients of
the same physician on the physician’s communication skills.
There would be positive relationships between patients’ and physicians’ communication skills ratings
and visit satisfaction.

Participants and procedure
Participants
The sample consisted of 8 dermatologists (87.5%
women) aged 32-59 (M = 38.29, SD = 3.73) and 122 of
their patients (60.2% women) aged 18-73 (M = 46.10,
SD = 1.79). Over 62% of the physicians and 65% of
the patients were married or partnered, and most of
the patients (89.4%) reported at least a high school
education.
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The mean time since physician-confirmed diagnosis of dermatological disease was 105.58 months
(SD = 19.60). The most frequent chronic dermatological diseases were psoriasis (n = 29, 22.7%) and atopic
dermatitis (n = 24, 18.8%). On average, the patients
had had 4.37 visits to the same physician (SD = 0.83),
waiting an average of 1.31 months for the consultation (SD = 0.89). All sociodemographic and clinical
data are presented in Table 1.
In all, there were 122 physician-patient dyads.
The mean number of patients per doctor was 11.18
(SD = 8.18, range 3-32).
Measures
Content and process of the physicians’ communication.
The content and process communication skills were
assessed with both the patient-rated and physicianrated versions of the Matched-Pair Instrument (MPI;
Campbell et al., 2007b). A back-translation method
was used to translate the MPI questionnaire into Polish. The MPI is a 19-item measure of both the content
(4 items, including explanation and planning next
steps) and the process (15 items, including patient
greeting, attentive listening, responding and involving the patient in decision-making) of physicians’
communication skills rated on a 5-point scale, ranging from 1 (strongly disagree) to 5 (strongly agree).
The overall score for the content and process subscales were the sum of the 4 and 15 ratings, respectively. The higher the results, the higher is the level
of these two aspects of communication during a given visit. Cronbach’s α for the physician was .92 for
content and .96 for process subscales. Cronbach’s α
for the patient was .80 for content and .94 for process
subscales, respectively.
Visit satisfaction. Satisfaction was assessed with
both the patient rating and the doctor rating of one
item from the MPI (for the physician: “Overall, I was
satisfied with this consultation today” and for the patient: “Overall, I was satisfied with my visit to the
doctor today”; Campbell et al., 2007b) on a 5-point
scale (higher scores denote higher satisfaction with
a single visit).
Statistical analysis
To examine the agreement amongst the patients of
the same physician and the patients’ and the physicians’ ratings of the physicians’ communication
skills, multilevel modelling for a reciprocal (physician- and patient-provided data) one-with-many-design (many patients linked with one physician) was
employed using IBM SPSS v. 25.
Multilevel modelling was used to investigate different variance components for both the physicians’

Table 1
Sociodemographic and clinical characteristics of participants
Characteristics

Patients (n = 122)

Physicians (n = 8)

n (%)

n (%)

77 (60.2)

7 (87.5)

46.10 ± 1.79/45.5

38.29 ± 3.73/34.0

84 (65.6)

5 (62.6)

Demographic
Women
Age in years (M ± SD/median)
Marital status: married/partnered
Employment (yes)

73 (57)

Length of service (years) (M ± SD/median)

11.71 ± 3.98/7.0

Weekly working hours (M ± SD/median)

46.86 ± 7.16/50.0

Children (yes)

76 (59.4)

Patient-physician
agreement
on physicians’
communication
skills

4 (50.0)

Education
Elementary school education

1 (8.0)

Basic vocational education

9 (7.0)

High school education

45 (35.2)

University education

65 (50.8)

8 (100)

Clinical
Duration of dermatological disease (months)
(M ± SD/median)

105.58 ± 19.60/36.0

Primary diagnosis
Psoriasis

29 (22.7)

Atopic dermatitis

24 (18.8)

Acne

16 (12.5)

Pigmented naevus

14 (10.9)

Itchiness

13 (10.2)

Undiagnosed skin condition

11 (8.6)

Contact dermatitis

4 (3.1)

Lupus

4 (3.1)

Urticaria

3 (2.3)

Seborrheic dermatitis

3 (2.3)

Herpes

3 (2.3)

Other skin condition

31 (24.2)

Number of visits to the same doctor (M ± SD/median)

4.37 ± 0.83/1.0

Waiting time for the consultation (M ± SD/median)

1.31 ± 0.89/1.0

and the patients’ ratings of physicians’ communication skills (content and process) at two levels: the
dyad level (within variance) and the physician level
(between variance).
At the dyad level, the variance component represented the variability in the physicians’ and their

patients’ ratings of the physicians’ communication
skills, removing the mean for physicians (Kenny
et al., 2010). A dyadic reciprocity correlation was
computed to examine the relationships within the
physician group between the patients’ and the physicians’ ratings of communications skills. At the doctor
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level, the variance component represented the variability in the physicians’ and their patients’ ratings
of the physicians’ communication skills between
physicians.
To determine whether the physicians who rated
themselves as good in communication skills with
their patients were perceived as such by their patients (hypothesis 1), the dyadic reciprocity correlation (dyad level) and generalised reciprocity (physician-level) correlation were estimated.
To test the congruence in perception of the dermatologists’ communication skills between patients
of the same physician (hypothesis 2), two interclass
correlations (ICC) were computed from the multilevel modelling. The ICC assessed the proportion of
the variance due to the physician on the physicians’
communication skills ratings of both the patients and
the physicians. A higher value indicated high agreement amongst the patients of the same physician
about communication skills (ICC for patients) and

high consensus between ratings of the same physician (ICC for physician).
Finally, to answer the third question about the relation between the patients’ and the physicians’ communication skills ratings and their satisfaction (hypothesis 3), two multilevel models were conducted
for process and content skills separately. For these
analyses, process and content skills ratings were
transformed to separate variances related to the dyad
level and the physician level of these variables. Following Bolger and Laurenceau (2013), doctor-level
communication skills were calculated by aggregating individual ratings of communication skills (separately for the process and the content communication skills), which resulted in stable values for each
person. These values were then subtracted from the
rating of a single visit, which resulted in the residual
communication skills values. Thus, two orthogonal
components were obtained, with the dyad level interpreted as changes from the mean rating of com-

Table 2
Definitions of variance and correlation parameters
Parameter

Definition

Physician
(Physician_process, Physician_content;
Table 1)

The physician-rated version of the process (Tables 1 & 4)
and content communication skills (Tables 1 & 5)

Patient
(Physician_process, Physician_content;
Table 1)

The patient-rated version of the process (Tables 1 & 4)
and content communication skills (Tables 1 & 5)

Parameter level
Dyad (within variance)
Relationship variance (plus error)
for physician

Variability on patients’ communication skills ratings
within physicians

Relationship (plus error) variance
for patient

Variability on physicians’ communication skills ratings
within physicians

Dyadic reciprocity correlation

Relationship between physicians’ communication skills
ratings and scores from his/her own patients (within
physician)

Individual (between variance)

72

Physician variance

Variability in physicians’ communication skills ratings
from one physician to another physician

Patient variance

Variability in patients’ communication skills ratings
between physicians

Generalised reciprocity correlation

Relationship between the mean physcian’s communication
skills ratings and the average score

ICC for physician

Proportion of the variance due to physician for the
physician’s communication skills ratings

ICC for patients

Proportion of the variance due to physician in the
communication skills ratings of patients
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munication skills typical for a given physician and
the physician level interpreted as individual differences in ratings of communication skills between
physicians and patients, separately. Additionally, the
physician-level communication skills were centred
on the grand mean. Definitions of variance and correlation parameters are found in Table 2.

Similar results (see lower panel of Table 4) were
obtained for the content of communication skills –
there were no significant correlations between the
patient and the physician ratings of this type of communication skill at the dyadic level (r = .00, p = .993)
and the individual level (r = .77, p = .273).
Hypothesis 2: Agreement between patients of a specific
physician on physicians’ communication skills

Results
Preliminary analyses
The descriptive statistics of the content and process
communication skills and the satisfaction of both
physicians and patients are presented in Table 3.
The patients rated the physicians’ performance on
content communication skills more highly than the
physicians rated themselves, whereas the physicians
rated themselves higher than the patients on process
skills and visit satisfaction.
Hypothesis 1: There would be agreement between
physicians’ self-perception of their communication
skills and patients’ perceptions of them
The lower panel of Table 3 presents the different variance components and correlation for both the physicians’ and the patients’ ratings of the physicians’
process of communication skills as the results of the
multilevel modelling. As shown in the lower panel of
Table 3, at the dyadic level, the correlation between
the patient and the physician process skills ratings
(the dyadic reciprocity correlation) was weak and
not significant (r = .15, p = .107). There was no agreement in the patients’ and physicians’ ratings of process communication skills during a given visit.
Also, the correlation between the patient and the
physician ratings of process skills at the individual
level (the generalised reciprocity correlation) was
weak and not significant (r = .18, p = .700).

First, the different variance components for the process (Table 3) and the content (Table 4) of communication skills at both the dyad level and the individual
(physician) level were analysed. The first two dyadlevel variance terms in the lower panel of Table 3 indicate that there was more relationship variance for
the physician than for the patients (85.95 vs. 12.25),
which indicates that the physicians’ self-rating process communication skills vary much more from one
patient to another patient for the same physician
than across patients.
Similarly, the variation in the mean perception
of the physicians (individual level) revealed that the
variance in the patients’ ratings of process skills was
smaller than amongst the physicians (14.76 vs. 18.37);
neither was statistically significant.
Similar analyses were conducted for the content
communication skills (Table 4), revealing only significant relationship variances for both the patients
and the physicians. At the dyad level, the variance
for the patients was much smaller than for the physicians (0.54 vs. 9.98), which indicates a higher level of
variability in the physicians’ ratings of the content
communication skills in contrast to a high level of
similarity in the patients’ ratings.
The variation in the mean perception of the physicians’ content communication skills showed that the
variance for patients was slightly smaller than for the
physicians (.77 vs. .87); neither was significant.
The ICCs for the patients of the same physician
for both the process and the content communica-

Patient-physician
agreement
on physicians’
communication
skills

Table 3
Descriptive statistics
Variable

M

SD

Range

95% CI

Cronbach’s α

Lower bound

Upper bound

Physician_content

13.78

0.42

12-15

12.84

14.72

.97

Patient_content

16.68

0.42

4-20

15.70

17.66

.94

Physician_process

63.98

1.77

14-56

59.98

67.97

.81

Patient_process

59.25

1.57

56-90

55.64

62.86

.79

Physician_satisfaction

4.50

0.15

3-5

4.17

4.83

–

Patient_satisfaction

4.32

0.13

1-5

4.02

4.62

–
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Estimate

SE

t

p

95% CI
Lower

Upper

Physician

65.84

1.57

41.98

< .001

62.15

69.52

Patient

60.31

1.68

35.97

< .001

56.11

64.52

Estimate

SE

z

p

Random effects

95% CI
Lower

Upper

Dyad (within variance)
Relationship variance (plus error)
for physician

85.96

11.44

7.51

< .001

66.21

111.58

Relationship (plus error) variance
for patient

12.25

1.62

7.56

< .001

9.45

15.88

.15

.09

1.61

.107

–.03

.32

Physician variance

18.38

10.33

1.78

.075

6.10

55.31

Patient variance

14.76

12.92

1.14

.253

2.66

82.02

.18

.46

.38

.700

–.64

.81

Dyadic reciprocity correlation
Individual (between variance)

Generalised reciprocity correlation

tion were respectively .55 and .53. The relationship
(plus error) accounted for the remaining 45% (for the
process skills) and 47% (for the content skills) of the
variance. This represents a consensus about the physician’s communication skills amongst the patients
of the same dermatologist, which supported the hypothesis.
Additionally, the ICCs for the physicians were
also considered. The ICC for process skills was .18,
and for the content skills it was –.08. The physicians
perceived that their communication skills varied
from one patient to another.
Hypothesis 3: Relationship between physicians’
and patients’ ratings of physicians’ communication
skills (process and content skills separately) and their
satisfaction
Finally, we examined the relation between communication skills and visit satisfaction. Table 5 presents
the results for the multilevel modelling of satisfaction as a function of the patient-rated and the physician-rated process communication skills. As can be
seen in the upper panel of Table 5, which illustrates
the fixed effects, there were significant physicianspecific and dyad-specific effects on visit satisfaction level. As expected, higher than average values of
both patient and physician process communication
skills ratings were related to their higher satisfaction. The dyad-specific results indicated similar re-
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sults – the patients’ and the physicians’ relationship
effects were associated with visit satisfaction. The
covariances in the lower panel of Table 5 reflect the
dyad-level nonindependence of the physicians’ and
the patients’ visit satisfaction following the process
communication.
Also, a significant effect of the average physicianrated content communication skills was noted (Table 6), whereas the effect of the average patient-rated
content communication skills was insignificant.
At the dyadic level, both the patient-rated and the
physician-rated content communication skills during
a given encounter were related to higher satisfaction.
On visits with typical content communication performed by physicians, both the physicians and the
patients reported satisfaction with visit level means
of 4.93 and 4.13 points, respectively. The dyad-specific results indicated similar results: the patients’ and
the physicians’ relationship effects were associated
with visit satisfaction.

Discussion
This study aimed to examine the agreement between
physicians’ self-rated and patient-rated physicians’
communication skills during a single visit and between patients of the same dermatologist and the
relationships of these evaluations with post-visit satisfaction.

Table 5
Parameter estimates for the multilevel model of content skills (N = 122 dyads)
Fixed effects

Estimate

SE

t

p

95% CI
Lower

Upper

Physician

14.26

0.34

41.99

< .001

13.46

15.06

Patient

16.95

0.42

40.33

< .001

15.58

18.32

Estimate

SE

z

p

Random effects

95% CI
Lower

Upper

Dyad (within variance)
Relationship variance (plus error)
for physician

9.98

1.40

7.12

< .001

7.59

13.16

Relationship (plus error) variance
for patient

.54

.07

7.55

< .001

.42

.70

Dyadic reciprocity correlation

.00

.10

.01

.993

–.18

.18

Physician variance

.86

.48

1.79

.074

.29

2.59

Patient variance

.67

1.00

.67

.505

.04

12.61

Generalised reciprocity correlation

.77

.70

1.10

.273

–.98

1.00

Patient-physician
agreement
on physicians’
communication
skills

Individual (between variance)

Table 6
Parameter estimates for multilevel model of satisfaction as a function of process skills (N = 122 dyads)
Fixed effects

Estimate

SE

t

p

95% CI
Lower

Upper

Physician intercept

4.34

.03

141.26

< .001

4.28

4.40

Patient intercept

4.52

.05

90.17

< .001

4.42

4.62

Physician between-person process skills

.06

.01

8.51

< .001

.05

.08

Patient between-person process skills

.06

.01

4.32

< .001

.03

.08

Physician within-person process skills

.08

.01

13.95

< .001

.07

.09

Patient within-person process skills

.07

.00

14.23

< .001

.06

.08

Estimate

SE

z

p

Random effects

95% CI
Lower

Upper

Level 1 (within-dyad)
Physician residual

.22

.02

8.89

< .001

.18

.27

Patient residual

.14

.01

8.89

< .001

.11

.17

–.04

.08

–.56

.577

–.20

.11

Physician intercept

.00

.00

Patient intercept

.00

.00

Physician–patient intercept covariance

.12

.00

Physician–patient residual covariance
Level 2 (between-dyad)
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Parameter estimates for multilevel model of satisfaction as a function of content communication skills
(N = 122 dyads)
Fixed effects
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Estimate

SE

t

p

95% CI
Lower

Upper

Physician intercept

4.93

.08

65.25

< .001

4.76

5.08

Patient intercept

4.13

.11

35.95

< .001

3.84

4.42

Physician between-person process skills

.25

.06

4.37

.005

.11

.39

Patient between-person process skills

.20

.11

1.88

.121

–.08

.49

Physician within-person process skills

.27

.04

7.00

< .001

.19

.34

Patient within-person process skills

.14

.02

7.57

< .001

.10

.17

Estimate

SE

z

p

Random effects

95% CI
Lower

Upper

Level 1 (within-dyad)
Physician residual

.36

.04

8.69

< .001

.29

.45

Patient residual

.20

.02

8.70

< .001

.16

.25

Physician–patient residual covariance

.00

.08

.04

.965

–.16

.17

Physician intercept

.01

.01

.91

.364

.00

.10

Patient intercept

.03

.03

1.12

.264

.01

.20

–.62

.55

–1.13

.258

–.99

.78

Level 2 (between-dyad)

Physician–patient intercept covariance

Contrary to our hypothesis, the findings revealed
disagreement between the dermatologists’ self-perception of content and process communication skills
and their patients’ perception of the same. These
differences in actor-observer perceptions generally
support previous findings that demonstrated either
no (Burt et al., 2018; Campbell et al., 2007a; Overeem
et al., 2012) or low agreement (Kenny et al., 2010;
Röttele et al., 2020).
Similar results – weak self-observer agreement
– were obtained in personality psychology experiments (Gosling et al., 1998), which might result from
difficulty tracking actors’ observable behaviours
rather than their emotional states and thoughts
(Andersen et al., 1998) or bias in observer ratings
(their differential interpretations of the rating scale
and their differential evaluations of the particular
targets; Hoyt & Kerns, 1999). Differences in ratings
of physicians’ communication skills may be due to
the content of communication being evaluated, the
training history of the raters (Chesser et al., 2013; cf.
Röttele et al., 2021) and social desirability (Worthington et al., 2000). However, higher self-observer agreement has been correlated with observability, social
desirability, frequency of acts and personality traits

76

health psychology report

(Gosling et al., 1998). Our findings suggest that future
studies on the course of behaviour during a medical
visit should include more stable factors, such as patients’ and/or physicians’ preferences for communication skills (Bell et al., 2002; Cousin et al., 2012), role
orientation (Gafni et al., 1998; Krupat et al., 2000) and
personality (Cousin et al., 2013).
It was also hypothesised that patients of the same
physician would be congruent in how they perceived
their physician’s communications skills. This hypothesis was supported with regard to both process
and content communication skills. The results imply
that patients of the same physician and between physicians perceived them as more stable in behaviour
than did the physicians. One explanation for this
discrepancy could be that physicians are objectively
consistent and conventional in their level of communication skills or that patients use stereotypes in
their perception of their dermatologist and their ratings were affected by social approval. The patients’
perspectives could be homogeneous due to the nature of the visit concerning skin diseases. For dermatologists, this could mean that they were convinced
that they adapt to a specific relationship with a single
patient. Different perceptions of the same encounter

were also observed in a study by Kenny et al. (2010):
in contrast to our results, patients of the same physician did not agree much with each other about the
level of physician communication skills, whereas the
physicians’ perspective was more consistent across
consultations. These results have a concrete meaning for this particular relationship. It appeared that
physicians did not notice that what they experienced
as good communication was not necessarily experienced in the same way by their patients. This lack of
understanding could be a barrier in improving their
communication practices, which could be overcome
by recording the visit or bringing in an outside observer (Burt et al., 2018). However, even with this solution, ratings between observers, patients and physicians may differ (cf. Röttele et al., 2020).
The third hypothesis concerned the effects of perceived physicians’ communication skills on visit satisfaction. The results show that the physicians who
rated themselves generally and during a given visit
as good in content and process communication skills
were more satisfied. Conversely, the more satisfied
patients were also those who perceived their physicians as competent in both types of communication
skills and those who generally saw their dermatologist as good in process skills such as patient greeting,
listening, and understanding (Bensing, 1991).
Thus, the average level of content communication
skills rated by the patients was not related to shortterm outcome. This is consistent with an understanding of patients from a biopsychosocial perspective
and the need to consider patient-centred communication style during medical face-to-face encounters,
including both medical and psychosocial aspects of
communication (cf. Janssen & Largo-Janssen, 2012).
Simultaneously, physician instrumental behaviour
(content skills of communication) showed stronger
relationships with satisfaction than affective behaviours (the way information was provided), which coincides with part of other findings (Ong et al., 1995;
cf. Williams et al., 1998). Notably, patients’ preferences for more content or process communication skills
may depend on the seriousness of the disease and the
patients’ psychological characteristics and emotional
state (cf. Cousin et al., 2012).
Inconsistent with other studies assessing physicians’ performance (cf. Burt et al., 2018; Campbell
et al., 2007a; Kenny et al., 2010), physicians scored
themselves a little higher on process skills of communication and lower on content communication
skills than did patients. Similar to Campbell et al.
(2007a), most of the ratings by dermatologists were
4-5 out of 5; however, the range of patients’ ratings
was more heterogeneous. Paradoxically, these results
could be related to the social desirability and medical
knowledge and biomedical orientation of physicians,
who evaluated themselves on the basis of medical
standards, being stricter in assessing those skills,

whereas the patients judged the way that the care
was delivered (process skills; cf. Taylor, 2012). The
results could be an example of the growing number
of patients who prefer to participate in the decisionmaking process (discussing treatment options and
receiving information; Chewning et al., 2012) and the
idiosyncrasies of a particular health care system. Different skill ratings between patients and dermatologists may reflect the health care system in a given
country. Extensive work by the European Commission (OECD/EU, 2016) has shown that for different
aspects of patients’ experience with the health care
system (quality of family doctor, enough time with
a doctor during consultation and being involved in
care and treatment decisions), Poland has the lowest rates in the whole European Union. Interventions
aimed at improving doctors’ communication practices (Wlodarczyk et al., 2017) may improve health care
provision (Olson & Windish, 2010).

Patient-physician
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on physicians’
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Study limitations
This study has several limitations. First, given the
heterogeneity of the sample, it was medium-sized
and comprised patients with different skin diseases
(up to 25% with unidentified skin conditions). The
study relied on self-report indices, but inclusion of
external peer raters might not change the results.
Studies have shown that physicians’ and patients’
or external observers’ perspectives (Burt et al., 2018;
Hall et al., 1999; Violato & Lockyer, 2006) or audiorecording results (Behrend et al., 2011) are discordant. Subjective experiences of patients and direct
observations of behaviour could not independently
predict patients’ satisfaction (cf. Saba et al., 2006).
An inadequate assessment by physicians of their
own behaviour suggests the need to provide professional feedback from an external peer observer (Burt
et al., 2018; Violato & Lockyer, 2006) or audio-record
the visit.
Furthermore, physicians rated their communication skills after visits from patients whom they knew
would also assess their behaviour, which definitely
could have affected the results (the Hawthorne effect;
c.f. McCambridge et al., 2014). A change in the procedure and organisation of the study is recommended.
Moreover, there is a need to assess patients’ emotional state, which might affect patients’ perception
(Street & Wiemann, 1987) and post-visit satisfaction
(cf. Williams et al., 1998). The patients’ attitudes towards communication style could also have a direct
impact on patients’ satisfaction with visits (Cousin
et al., 2012) or moderate patients’ reactions to physician behaviour. In the context of skin diseases, not
only the short-term effects of office encounters but
also the long-term effects on outcomes should be
analysed.
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Conclusions
These results are of considerable practical significance.
Although the perspectives of the same visit differ, still
self-rated behaviour affected satisfaction. This suggests that physicians could shape their own activities
to enhance both patients’ and their own satisfaction.
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