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Factors that influence the patient centredness of a
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SUMMARY
Background. Research suggests that patients are more satisfied with patient-centred consultations than with doctorcentred consultations and that some health measures are
positively influenced by this type of consultation. Research
on the factors that influence the patient centredness of the
consultation is sparse but suggests that women doctors are
more patient centred than men doctors.
Aim. A study was designed, first, to confirm or reject the
suggestion that women general practitioners are more
patient centred than men general practitioners and, secondly, to determine some of the factors that might influence the patient centredness of a general practitioner.
Method. The audiotaped consultations of 41 general practitioners were analysed using an instrument designed to
measure patient centredness. The general practitioners
were selected from a group of volunteers to represent both
sexes as well as a wide range of age and experience.
Results. The results of the analysis showed that women
general practitioners, particularly trainers, had higher
patient-centredness scores than men general practitioners.
This behaviour is characterized by an increased frequency
of open questions and greater attention to patient offers
(anything of potential. significance that a patient brings to
the general practitioner consultation). Additionally, the
combination of sexes in a consultation seemed to have an
effect on the interaction, with woman general practitioner!
female patient dyads (pairings) having the highest median
patient-centredness score, woman general practitioner!
male patient and man general practitioner/male patient
dyads scoring the same as each other and man general
practitioner/female patient dyads having the lowest median
scores.
Conclusion. The results suggest that women general practitioners, in this sample, were more patient centred than
men general practitioners. The results also suggest that
inherent inequalities exist, with female patients receiving a
more patient-centred service from general practitioners of
their own sex than from general practitioners of the opposite sex. Male patients, on the other hand, seemed to fare
equally well, irrespective of the sex of their general practitioner. Training is required to address these inequalities
and to improve the level of patient centredness in the consultation.
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Introduction
A PATIENT'S beliefs, knowledge and feelings play an integral part in the decision to visit a doctor. A patient-centred
general practitioner is aware of these factors and tries to enter the
patient's world and see the illness through the patient's eyes." 2
This involves the doctor understanding not only the reason for
the consultation, but also the patient's expectations of the consultation's process and outcome.3-6 There is increasing evidence that
the patient-centred method achieves positive outcomes in many
areas, including higher patient satisfaction,7-'2 improved compliance in taking medication," better control of headache,'3 better
control of diabetes and hypertension'4 and better recovery from
undifferentiated symptoms.' Patient concerns seem better
resolved'6" 7 and the method seems more effective when attempting to alter patient behaviour.'8 One study, however, suggests
that patients with physical problems, who receive a prescription,
prefer a more directive general practitioner style.'9
A doctor's knowledge and beliefs, qualifications and sex could
be expected to influence his or her ability to be patient centred.
Doctors experience a didactic educational system based on the
medical model; therefore, such training that does relate to the
patient-centred method is low on the average student's priority
list, and when changes in students' behaviour are measured little
benefit is seen.20
Theory suggests that a doctor's sex may play an important role
in patient centredness.2' Sex socialization is reinforced by many
social control mechanisms and is resistant to change. This suggests that women tend to be more 'nurturant', more expressive
and have stronger interpersonal associations than men who in
turn tend to be more reserved and less empathic than women.2'
Alternatively, patient centredness may not be related to a doctor's sex in itself but to the match of sex between patient and
doctor.22 Data in this area are sparse and most researchers use
different methods of collection so the data are not always comparable. Research does suggest that women doctors are more
patient centred than men doctors.23-27
A study was undertaken in order, first, to confirm or reject the
suggestion that women general practitioners are more patient
centred than men general practitioners and, secondly, to determine some of the factors that might influence the patient centredness of a general practitioner.

Method
General practitioner sample
The study measured the patient centredness of a sample of consultations from a range of general practitioners. All Royal Air
Force general practitioner principals, trainers and registrars
(trainees) received a letter asking them to participate in the study.
The local National Health Service general practitioner trainer
group and members of their practices, the local general practitioner registrar group and students studying for an MSc in general practice at the United Medical and Dental Schools of Guy's
and St Thomas' Hospital, London were also approached. The
constraining factor in achieving a balanced sample was the number of women general practitioners willing to participate. Once
women general practitioners had been identified, men general
practitioners were selected by S L to match, as far as possible,
other measurable parameters such as age and status (whether
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principal, trainer or registrar). The general practitioners participating in this study were, therefore, the total population of
women general practitioner volunteers plus a matched sample of
men general practitioners. Statistical advice suggested a minimum sample size of 38 and so allowing for non-respondents, 45
general practitioners were requested to participate.
Participants were asked to audiotape one hour of a routinelyplanned surgery. They were asked to record demographic data
for all patients (including those aged less than 16 years) who
attended, including those who declined to be audiotaped. The
demographic data consisted of age, sex, primary diagnosis and
whether or not consent had been given. General practitioners
were also asked to provide demographic data about themselves:
age, sex, additional qualifications, status and year of qualification.

Measurement of patient centredness
The instrument selected to measure patient centredness was that
described by Henbest and Stewart.28 This required coding the
audiotapes of consultations. The coding involved noting anything
of potential significance that the patient brought to the general
practitioner, as a 'patient offer', on a scoring sheet and then scoring the doctor's response to that offer. The general practitioner
scored zero if he or she did not respond to the offer or if a noncommittal noise was made. A score of one was awarded if the
general practitioner's response was a closed question and a score
of two was awarded if the response permitted the patient further
expression about symptoms, thoughts, feelings or expectations.
A score of three was given if the doctor actively facilitated the
patient's thoughts, feelings or expectations.
Henbest and Stewart claimed good inter-rater and moderate
intra-rater reliability which decreased over time for this method
of coding. All the audiotapes were coded by S L, the first eight
tapes being recoded to check for intra-rater reliability. Correlation for mean scores was r2 = 0.57. These were the first eight
tapes coded so they could be supposed to be those most susceptible to any learning effect. Testing of inter-rater reliability was
not feasible for all the tapes, but tapes eight to 19 were recoded
by a colleague. Correlation for mean scores was r2 = 0.90.
Henbest and Stewart summed the individual scores for each
patient offer and awarded a patient-centredness score for each
consultation.28 As this involved summing ordinal data, it was
decided in the present study to confirm the results obtained using
Henbest and Stewart's method by additionally analysing the individual scores; the two methods gave similar results. The summary scores for each consultation are presented in the results.
The data on patient centredness were analysed to identify factors
that might influence the patient centredness of a consultation.

Statistical analysis
Because the data were ordinal data, non-parametric statistics
were used throughout. The data were analysed using EPI INFO29
which uses the Kruskal-Wallis H test, as a substitute for analysis
of variance, in the analysis of non-parametric data. Only a P
value of less than 0.05 was considered significant. Chi square
test for trend (asymptotic) was measured using STATXACT.30

Results
General practitioner sample
Of the 45 general practitioners invited to participate, 20 women
and 21 men provided data. One general practitioner failed to produce data, one produced it in an inappropriate format, and two
provided data too late to be included in the analysis. Eleven
women and 13 men general practitioners were members of the
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armed forces and the remainder were NHS practitioners. Participants' ages ranged from 25 to 50 years, mean age 34.7 years.
Twelve principals, 16 trainers, 12 registrars and one assistant
took part. The assistant, who was qualified to be a general practitioner principal, was included in the principal group. Experience
varied between sexes: there was an excess of trainers who were
men (11).
Demographic data were provided for 369 patients, of whom
183 were female and 186 male. Of these, 58 declined to be
audiotaped so that only demographic data were available for that
group. An additional 21 consultations could not be coded: 11
were indecipherable, six involved RAF-associated administration
and four contained no patient offers. There was no statistically
significant difference between the group that consented to be
audiotaped and the group that did not, when studied by age, sex
and primary diagnosis.

General practitioner factors in patient centredness
Analysis of patient-centredness scores by sex of general practitioner showed a statistically significant difference, with women
general practitioners scoring more highly than men general practitioners (median score 1.62 (range 1.00 to 2.50) based on 147
observations versus 1.48 (range 0.67 to 2.80) based on 143 observations, Kruskal-Wallis H = 19.77, one degree of freedom (df),
P<0.001). When analysed by status, trainers had a higher median
patient-centredness score compared with principals and registrars
(Table 1). Within-sex analysis showed that there were significant
differences related to status, women trainers having a significantly
higher median score than either women principals or women registrars (Table 1). No significant differences were found between
men general practitioners. Between-sex analysis showed that men
and women registrars had a similar median score, women principals scored more highly than men principals although this difference did not reach significance and women trainers scored significantly more highly than men trainers (Table 1).
Other factors that were studied included the effect of RAF or
civilian status but no significant differences were found. The data
were also analysed by year of qualification; the bands showing
the highest scores were those including the women trainers, but
the numbers in each category were insufficient to analyse these
data effectively after allowing for the sex of the general practitioner. No effect was found when the data were studied by possession of additional qualifications. When examined by age of
doctor there was no obvious pattern other than the groups with
high median patient-centredness scores contained trainers and
were concentrated in the age group 30-44 years.
Table 1. Patient-centredness scores, by status and sex of general
practitioner.
Median score (range) among GPs
Men and
GP status

women

Women

Men

KruskalWallis
H (df)

3.53 (1)
1.40
1.50
1.45
Principals
(n = 90/53/37) (0.67-2.50) (1.0-1.67) (0.67-1.60)
36.08 (1)***
1.43
1.80
1.60
Trainers
(n = 110/39/71) (0.80-2.80) (1.0-2.0) (0.88-1.66)
0.04 (1)
1.52
1.55
1.53
Registrars
(n= 90/53/35) (1.0-2.13) (1.0-1.67) (1.0-1.75)

KruskalWallis H (df)

8.55 (2)*

35.19 (2)***

5.06 (2)

n = number of observations for men and women GPs/women GPs/men
GPs. df = degrees of freedom. *P<0.05, ***P<0.001.
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Patient factors in patient centredness
Having established that the sex of the general practitioner influenced the patient centredness of the consultation it seemed logical
to examine whether the sex of the patient had an effect on the
median patient-centredness score. Women general practitioners
were significantly more patient centred with their female patients
than with their male patients while men general practitioners had
similar median scores with both sexes of patient (Table 2).
Overall, the woman general practitioner/female patient dyad
(pairing) had the highest median score, with the woman general
practitioner/male patient dyad and the man general
practitioner/male patient dyad scoring the same as each other. The
lowest median score was seen in the man general practitioner/
female patient dyad which was significantly lower than that seen
in the woman general practitioner/female patient dyad (Table 2).
Other patient factors that were studied included the age of the
patient but no significant differences were found. Diagnostic
group was also studied and psychiatric and social diagnoses
scored most highly (median scores of 1.79 and 1.82, respectively). Additionally the data suggested that, although the number of
observations was small, long consultations were more patient
centred than short consultations: mean score of 173 consultations
of 6.5 minutes or less was 1.50, mean score of 85 consultations
of between 6.6 and 12.5 minutes was 1.59 and mean score of 32
consultations greater than 12.5 minutes was 1.63; P<0.001.
Analysis of 39 medium and 15 long consultations with women
general practitioners revealed consultations that were more
patient centred compared with 46 medium and 17 long consultations with men general practitioners: mean scores of 1.67 versus
1.50, P<0.001, and 1.78 versus 1.50, P<0.01, respectively. Mean
consultation times for men and women general practitioners were
not statistically significantly different.

General practitioner responses to patient offers
The distribution of individual scores confirmed these findings,
with women general practitioners having a significantly different
pattem of response from men general practitioners (P<0.00 1).
Women general practitioners tended to ignore fewer patient
offers, and asked more open questions than men general practitioners (Table 3). When analysed by status, principals used fewer
open responses than either trainers or registrars (Table 3).
Further analysis by sex of doctor and status showed that women
principals did not ignore patient offers and made more open
responses compared with men principals (P<0.001). Trainers followed a similar pattem of sex difference (P<0.001). Of all the
status groups only registrars failed to show a significant difference in their pattem of response when sex of the doctor was considered. When compared for RAF or civilian status, no differences were found.
Table 2. Patient-centredness scores, by sex of patient and sex of
general practitioner.
Median score (range) among GPs

Patients

Men and
women

Women

Men

KruskalWallis
H (df)

1.41
Female patients
1.55
1.67
29.36 (1)***
(n = 143/81/21) (0.67-2.80) (1.0-2.50) 0.67-2.80)
1.50
1.50
1.50
0.37 (1)
Male patients

(n = 147/66/81) (0.88-2.13) (1.0-2.07) (0.88-2.13)
Kruskal2.20 (1) 12.87 (1)*** 3.40 (1)
Wallis H (df)
n = number of observations for men and women GPs/women GPs/men
GPs. df = degrees of freedom. ***P<0.001.
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Table 3. General practitioner responses to patient offers, by sex
and status of general practitioner.
% of patient offers where GP response was

Non-committal
(ignore) Closed Open Facilitative
All GPs (n = 2612)
All women GPs
(n= 1335)a
All men GPs
(n= 1277)

3.8

36.7

53.9

5.6

1.7

32.5

60.1

5.6

6.0

41.1

47.3

5.6

All principals (n = 652)b
Women principals
(n= 367)c
Men principals
(n = 285)d

2.5

44.8

48.0

4.8

0

40.9

54.2

4.9

5.6

49.8

40.0

4.6

All trainers (n = 1060r
Women trainers
(n= 428)f
Men trainers
(n= 632)

4.2

33.2

55.9

6.7

0.5

22.0

69.9

7.7

6.6

40.8

46.5

6.0

All registrars (n = 892)
Women registrars
(n= 532)'
Men registrars
(n= 360)h

3.6

35.3

56.2

4.9

2.4

35.7

57.3

4.5

5.3

34.7

54.4

5.6

n = number of patient offers presented. x2 value and asymptotic X2 test
for trend P value where *P<0.05, **P<0.01 and ***P<0.001 (3 degrees of
freedom in each case): awomen GPs versus men GPs 64.97***, ball principals versus all trainers 25.07** and versus all registrars 14.93*;
Cwomen principals versus men principals 30.27***, versus women trainers 34.87*** and versus women registrars 10.94; dmen principals versus
men trainers 6.60 and versus men registrars 16.01**; 'all trainers versus
all registrars 3.59; fwomen trainers versus men trainers 76.75***;
gwomen registrars versus men registrars 5.66 and versus women trainers 31.10***; and hmen registrars versus men trainers 5.91.

Discussion
This study looked for factors that might influence the patient
centredness of a consultation. It presumes the value of the
patient-centred method which has been discussed elsewhere.'-'8
Using Henbest and Stewart's method28 and confirming the
results by studying the distribution of individual scores it was
found that, in this sample, women general practitioners tended to
be more patient centred than men general practitioners. This
finding is supported by theory which suggests that women tend
to be more nurturant and more expressive and have stronger
interpersonal associations than men.2' As women doctors have
broken with traditional stereotypes and become doctors, they
could be less likely to hold traditional views about sex roles and,
therefore, be less likely to impose these roles upon their patients.
As a consequence, they could be more likely than men doctors to
involve their patients in decision making and thus be able to create an atmosphere for more effective communication in the consultation. It must be remembered, however, that sex role expectations could result in the patient expecting women doctors to be
more empathic and nurturant than men doctors and that the doctor may only be responding to patient expectation.3'
There are a couple of methodological problems associated
with the present study which need to be highlighted. In the armed
forces, until recently women personnel had to retire if they
wished to have a family, thus leaving few women general practi-
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tioners with sufficient experience to become trainers. Similarly,
there was a shortage of women general practitioner trainers in the
local area. Therefore, finding sufficient women general practitioners for the study proved difficult. The general practitioner
participants were volunteers and were not randomly selected.
They were aware that the subject to be studied was patient
centredness and may have felt that they would perform well. As
a group they cannot be assumed to be representative of the total
population of general practitioners. The age and sex distribution
of the patient sample did not reflect the general population
because of the bias towards younger patients and male patients
seen in practice in the armed forces.
The present study found that patient-centredness scores
changed with general practitioner status, with women trainers
appearing to be the most patient centred. This suggests that training to become a trainer affects women differently from men. In
this sample, the majority of trainers, including RAF trainers,
undertook their trainers' courses in the Oxford area and all candidates underwent similar experiences, so it seems unreasonable to
assume that the sexes were affected differently by the experience. A more likely theory stems from the fact that few women
opt to become trainers and most regions have considerably fewer
women trainers than they have men. The group of women trainers within this sample is, therefore, a selected group of relatively
unusual women. They have not only achieved status as principals
but have gone on to further study and to become trainers.
General practitioner vocational training in civilian life carries
a financial incentive, and most large practices want to train general practitioners to undertake training. In a large practice, therefore, a partner may be encouraged to undertake the training.
Within the armed forces, being a trainer offers wider job opportunities and is often seen as a step towards future ambitions. With
so few women becoming trainers, those who do are perhaps more
dedicated to training's aims, rather than to the benefits they may
gain from training. This feeling is based on personal experience of
working with trainers of both sexes but there are little data to support it and until the overall number of women trainers increases
such a contention will be difficult to prove or to confound.
There is evidence that female patients are treated differently
from male patients in a number of clinical areas.32-34 This study
suggests that this trend can also be found in the consultation,
with the man general practitioner behaving in a more patientcentred fashion with his male patients, and with the woman general practitioner showing particularly patient-centred behaviour
with her female patients. When faced with a socially threatening
situation doctors may become more medical; thus the man general practitioner when faced with a female patient may retreat
behind a protective facade. Although the woman general practitioner may feel less threatened by her female patients and be
more aware of the female stereotype, it might be expected that
she would become defensive and more doctor centred when dealing with her male patients, as the results of this study suggest.
These findings, although derived from a selected sample of
general practitioners that may not be representative of the total
doctor population, suggest areas that should be addressed by
medical training. First, an examination of general practitioners'
behaviours might prove to be educational, as popular methods of
training in consultation theory tend to be task oriented. Secondly,
teaching about sex socialization and sex stereotyping might raise
awareness of their effects on relationships between the sexes.
This study suggests that there are inherent inequalities in every
consultation. These appear to be related to the sex of the doctor,
and to the combination of sexes in a consultation. Doctors of
both sexes must address these inequalities and endeavour to offer
an optimum service to all patients.
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Applications are now being invited for

grants for research in or relating to general medical practice, for consideration
by the Scientific Foundation Board. In
addition to its general fund, the Board
administers a number of special funds
including the Windebank Fund for
research into diabetes.
The Scientific Foundation Board's definition of research is
catholic and includes educational research, observational as
well as experimental studies, and accepts the methodologies
of social science as valid. It does not fund educational activities.
If the study involves any intervention or raises issues of confidentiality, evidence of Local Research Ethics Committee
approval should be provided as part of your application, or
justification given of why it is not necessary to obtain such
approval.
Studies which do not, in the opinion of the Board, offer a reasonable chance of answering the question posed will be
rejected. It may be useful to seek expert advice on protocol
design before submitting an application.
Care should be taken to ensure that costs are accurately forecast and that allowance is made for inflation and salary
increases.
The annual sum of money available is not large by absolute
standards and grant applications for sums in excess of £5,000
are unlikely to be successful.
Application forms are obtainable from the Clerk to the Board
at: The Scientific Foundation Board, The Royal College of
General Practitioners, 14 Princes Gate, London, SW7 1PU. The
Board considers applications for funding three times a year,
usually in January, May and October. The closing date for
applications is eight weeks prior to the date of the meeting.
Information on precise closing dates can be obtained by contacting the Clerk to the Board. Any forms received after the
closing date will, unfortunately, be ineligible for consideration
at the meeting.
Chairman's action can be taken between meetings to approve
grants of up to £1,000. This may be particularly appropriate for
applications for funding of pilot studies.
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Doctors as patients
Magnetism and pain relief
Sir,
After successfully completing the 1995 London marathon, my
mind soon tumed to pain relief. Interestingly, participants were
given four complimentary, 5 mm button ferromagnets, advertised to relieve pain and stiffness. The day after the race, I experienced severe pain in both thighs and was extremely stiff.
Determined to do my normal quota of surgery and visits, I used
this as a unique opportunity to test magnetotherapy. In the
absence of specific instructions except 'place over the painful
area', I placed the four magnets, secured with plasters, at 10 cm
intervals to form a square on my right anterior thigh. My left
thigh was equally painful and acted as the control. I wore the
magnets for 48 hours. I perceived no difference in pain, stiffness,
or walking ability over the two days; both legs recovered at the
same rate, and to my relief I was jogging again five days later.
Magnetism can be produced by simple ferromagnets or electromagnets. The latter are usually pulsed for medical treatments.
There are a few reports on the use of magnets for analgesia. A
literature search revealed only one report of the use of ferromagnets; magnetic necklaces were used in a randomized, doubleblind, controlled trial and were found to have no effect on chronic shoulder and neck pain in 101 volunteers.
Pulsed electromagnetism has been demonstrated as an effective analgesic in several studies, including the treatment of neck
pain,2'3 perineal trauma following childbirth,4 refractory rotator
cuff tendinitis,5 dental analgesia,6 and osteoarthritis of the knee
and neck.7 There seems to be no evidence to support the use of
simple ferromagnets sold as alternative therapy. However,
pulsed electromagnetism is worth further study for relief of
chronic pain.

M J B WILKINSON
Department of General Practice, University of Birmingham, The Medical
School, Edgbaston, Birmingham B 15 2TT

References
1. Hong CZ, Lin JC, Bender LF, et al. Magnetic necklace: its therapeutic
effectiveness on neck and shoulder pain. Arch Phys Med Rehabil 1982;
63: 462-466.
2. Foley-Nolan D, Barry C, Coughlan RJ, et al. Pulsed high frequency
(27 MHz) electromagnetic therapy for persistent neck pain. A double
blind, placebo-controlled study of 20 patients. Orthopedics 1990; 13:
445-451.
3. Foley-Nolan D, Moore K, Codd M, et al. Low energy high frequency
pulsed electromagnetic therapy for acute whiplash injuries. A double
blind randomized controlled study. Scand J Rehabil Med 1992; 24:

51-59.

4. Grant A, Sleep J, McIntosh J, Ashurst H. Ultrasound and pulsed
electromagnetic energy treatment for perineal trauma. A randomized
placebo-controlled trial. Br J Obstet Gynaecol 1989; %: 434-439.
5. Binder A, Parr G, Hazleman B, Fitton-Jackson S. Pulsed
electromagnetic field therapy of persistent rotator cuff tendinitis. A
double-blind controlled assessment. Lancet 1984; 311: 695-698.
6. Aronofsky DH. Reduction of dental post surgical symptoms using
non-pulsed high-peak-power electromagnetic energy. Oral Surg Oral
Med Oral Pathol 1971; 32: 688-696.
7. Trock DH, Bollet AJ, Markoll R. The effect of pulsed electromagnetic
fields in the treatment of osteoarthritis of the knee and cervical spine.
Report of randomized, double blind, placebo controlled trials. J
Rheumatol 1994; 21: 1903-191 1.

British Journal of General Practice, October 1995

