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Abstract:  Correlates of physicians' liking for their patients were examined among 17 internists at a health maintenance organization and 530 of their patients 70 years of age and older. Analyses were conducted for the entire sample as well as for individual physicians, whose results were combined by meta-analysis. Both kinds of analysis showed that patients were more liked when they were in better health (based on psychometric measures of social, emotional, functional, and overall self-rated health) and when they were more satisfied with their care. In addition, male patients were liked more than female patients, and physicians who were female and less experienced liked their patients more.  
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As research accumulates on the process of medical care, it becomes increasingly evident that social psychological factors in the medical visit play a significant role in the process and outcome of care (DiMatteo & DiNicola, 1982; Eisenberg, 1979; Greenfield, Kaplan, & Ware, 1985; Pascoe, 1983). A meta-analysis by Hall, Roter, and Katz (1988) found that physicians' interpersonal behavior during visits was associated with patients' satisfaction with medical care, recall of medical information provided, and subsequent compliance with regimens. 

Physicians' attitudes and traits also predict patient satisfaction. For example, patients have been more satisfied when their physicians were less experienced (Hall & Dornan, 1988) and scored higher on tests of communication ability in sending and decoding nonverbal cues of emotion (DiMatteo, Taranta, Friedman, & Prince, 1980). In many instances, the effects of physicians' attitudes or characteristics are likley to be mediated through identifiable behavior. It has been found, for example, that younger physicians spend more time with patients (Roter, Hall, & Katz, 1988) and that spending more time predicts patient satisfaction (Hall et al. , 1988). 

Just as physician traits are related to patient behaviors, characteristics of patients are related to physician behavior (Eisenberg, 1979). Recent research shows, for example, that physicians deliver less information, less supportive talk, and less proficient clinical performance to Black and Hispanic patients and patients of lower economic class than they do to more advantaged patients, even in the same care settings (Bartlett et al. , 1984; Epstein, Taylor, & Seage, 1985; Hooper, Comstock, Goodwin, & Goodwin, 1982; Ross, Mirowsky, & Duff, 1982; Roter et al. , 1988; Waitzkin, 1985; Wasserman, Inui, Barriatua, Carter, & Lippincott, 1984). Note that investigators have acknowledged the difficulty of attributing causality when one person's traits are related to another person's behavior (Stewart, 1983; Verbrugge & Steiner, 1981); therefore, several different paths of causation are possible. If, for example, physicians provide less information to minority patients, it could be because of physicians' negative stereotypes of minorities or because minority patients request less information, among other explanations. 

How physicians react to patients, and why, have crucial implications for patient care and outcomes. Studies that measure physician behaviors (such as amount of information provided or positive nonverbal cues) and relate the behaviors to patient outcomes address this issue only partially. In relying on overt behaviors, these observational studies typically forgo the possibility of measuring the physician's subjective experience. Moreover, it is often not possible to determine to what degree physician behavior is in reaction to the patients instead of a measure of physician communication styles or situational effects. 

Some studies have asked physicians about their subjective reactions, but in a general, hypothetical manner, such as by asking for attitudes toward female patients (Bernstein & Kane, 1981), "difficult" patients (Smith & Zimny, 1988), and patients of different social classes (Dungal, 1978). Such ratings are clearly subject to response and recall biases. Another indirect approach is to ask physicians to rate their satisfaction with particular medical visits (Shore & Franks, 1986). Though such satisfaction scores may be partly attributable to patient characteristics or behavior, they reflect other circumstances as well. For instance, being on call was negatively associated with physicians' satisfaction with medical visits in a study by Weinberger, Greene, and Mamlin (1981). 

Gerbert (1984) measured reactions to patients more directly by presenting videotapes of confederates acting as patients to primary care physicians. Physicians watching the tapes reacted favorably to the patient who was both "likable" and "competent" by indicating that they would encourage such a patient to make more frequent telephone contacts and return visits. However, only Like and Zyzanski (1987) have asked physicians how much they liked their own patients by name. They found that the physicians' liking for the patient was correlated with the patient's satisfaction with the visit. 

Our study expands the investigation of physician's liking for patients, using a sample of physicians in a health maintenance organization (HMO) and their elderly patients. Physicians were asked directly how much they liked specific patients for whom they had primary responsibility. These ratings were examined in relation to patients' health status, satisfaction with care, and sociodemographic characteristics. In addition, several physician characteristics were considered as possible predictors of overall liking: sex, years since receiving the medical degree, and self-ratings on two scales (attitudes toward discussion of psychosocial material in the medical visit and skill in geriatric medicine). 

For some variables included in our study, specific predictions were made for the correlations with physician's liking for the patient, whereas some variables were included for exploratory purposes. Of particular interest was the patient's health status. Numerous studies have found that patients in worse health, either mentally or physically, are less satisfied with their medical care than are their healthier counterparts (Hall, Feldstein, Fretwell, Rowe, & Epstein, 1990; Pascoe, 1983). Less satisfaction could result if sicker patients are less rewarding for the physician—and therefore less liked by the physician—who then transmits negative feelings to the patient through verbal and nonverbal cues (Greenley, Young, & Schoenherr, 1982). Therefore, we predicted that physicians would like their healthier patients more than their sicker ones. We also predicted that (a) patients' satisfaction with care and their physicians' liking for them would be positively correlated, in keeping with the study of Like and Zyzanski (1987) described earlier; (b) physicians would like patients of higher socioeconomic status more than those of lower status, based on the findings summarized earlier; (c) younger physicians would like their patients more than older, more experienced physicians would, based on the findings mentioned earlier; and (d) physicians having more accepting attitudes toward the inclusion of nonmedical (psychosocial) discussion would like their patients more, on the reasoning that liking patients implies being interested enough to take time for such discussion. 

Method

Overview 

Data for patients enrolled in an HMO in Providence, Rhode Island, (Epstein et al. , 1990) were gathered as part of a randomized trial of the effectiveness of consultative geriatric assessment. In that trial, 590 elderly patients were randomized into three groups: The first group received a comprehensive assessment and several follow-up telephone calls within 2 months, as well as usual care at the HMO; the second group received a "second opinion" visit from an internist (not the patient's own) at the HMO, as well as usual care at the HMO; and the third group received usual care at the HMO. The patient data used in this study were from the baseline patient interview conducted before randomization into the three groups of the study; information on physicians' liking for the patients was gathered 1 year later, expressly for the purposes of the present investigation. 1 Because the experimental interventions had virtually no effects on patients' health status and satisfaction (Epstein et al. , 1990), group assignment is not considered in the analyses reported herein. 

Patient and Physician Samples 

Patients. 

To achieve a target sample size of 600 patients, contact was attempted with 894 patients. Of those who did not participate, 37 could not be reached despite numerous attempts, 180 said they were too busy or not interested, 41 said they were healthy or did not want extra physician visits, and 36 were too ill. Of the 600 who enrolled, 10 were dropped from the study after the baseline interview because of low cognitive functioning, leaving 590 who participated in baseline interviews (Epstein et al. , 1990; Hall, Feldstein, et al. , 1990). The health status, satisfaction, and patient sociodemographic data used in the present study came from this baseline interview. One year later, all 590 names were given to the patients' primary physicians for the completion of liking ratings (described later); of these, 530 received liking ratings. 

All patients were 70 years of age or older (M = 76. 8, SD = 4. 6). The sample was 49% female, 94% White, and 64% married; 30% lived alone; the modal education was 5-8 years; and 74% said they had "sufficient" income (where sufficient was the highest choice on a 3-point scale). In terms of chart-derived clinical variables, patients had an average of 2. 5 medical problems: Approximately 33% had arthritis, 10% had a previous myocardial infarction, 8% suffered from congestive heart failure, 13% had chronic obstructive pulmonary disease, 13% had diabetes mellitus, and 15% had cancer. The selection of patients, patients' sociodemographic and clinical characteristics, measuring instruments, and outcomes of the randomized trial have been reported in greater detail elsewhere (Epstein et al. , 1990; Hall, Epstein, & McNeil, 1989; Hall, Feldstein, et al. , 1990). 

Physicians. 

The physician sample (14 men and 3 women) represented 81% of the full-time internists on staff at the HMO. They had a mean age of 35. 5 years (SD = 5. 7), an average of 10. 9 years (SD = 5. 6) since receiving their medical degree, and an average of 5. 3 years (SD = 13. 7) working at the HMO. They received their medical degrees at 15 different medical schools, and all had internal medicine as their specialty, five with a subspecialty in cardiology, hematology, or rheumatology. 

Patient Data Collection 

In the baseline interview we collected data on patients' age, sex, whethe they lived alone, educational attainment, income sufficiency (on a 3-point scale), and occupational prestige (Davis, 1980). These variables were used as covariates, as described later. The interview covered several aspects of health status as well as satisfaction with care. Whenever possible, the instruments chosen had already been validated by other investigators. Some extremely minor wording changes were made to suit the age group and the interview format. 

Health status measures. 

Emotional health was measured with 12 items from the Rand Health Insurance Study (Ware, Johnston, Davies-Avery, & Brook, 1979). Items covered anxiety, depression, and overall well-being during the past month. Before final analysis, scores were subjected to a log transformation to reduce skewness. Social activity was measured with 6 items that covered frequency of contact with family members, friends, neighbors, and organized social activities over the past month (based on Wan, 1982). Functional status was measured using four physical function scales (body care and movement, mobility, ambulation, and home management) from the Sickness Impact Profile (Bergner, Bobbitt, Pollard, Martin, & Gilson, 1976). Because these four scales were highly correlated with each other, the scale scores were averaged to form a total functional health score. An arcsine, square root transformation was applied to improve the shape of the distribution. Self-perceived overall health was measured with 6 items from the Rand Health Insurance Study (Ware, Davies-Avery, & Donald, 1978). Finally, cognitive status was measured with the Folstein Mini-Mental Test (Folstein, Folstein, & McHugh 1975). This test has 11 items for which a total of 30 points may be earned. High scores on all of these instruments indicated better health or better functioning. 

Satisfaction measure. 

Satisfaction with medical care was measured with 12 items adapted from the literature, particularly the scale of DiMatteo and Hays (1980). Items covered six aspects of medical care: overall satisfaction, technical competence of providers, humaneness of providers, informativeness of providers, time spent with providers, and relief of worry. Patients were asked to respond to these items on the basis of their medical care over the preceding 2-3 months. Because of high intercorrelations among these items, all 12 items were averaged to form a total score. High scores indicated greater satisfaction. 

With regard to reliability, satisfaction and all health status variables except for social activity had coefficients of internal consistency in excess of . 72 (Armor, 1974). The social activity scale, with a reliability of . 46, was retained because of its theoretical importance despite relatively poor intercorrelations among its items. 

Physician Data Collection 

Physicians' background data were gathered from administrative records. To assess physicians' liking for their patients, physicians were asked to rate each of their patients who was enrolled in the study on a 7-point scale anchored by don't like at all (1) and like a great deal (7). The mean rating for the 530 patients was 5. 5 (SD = 1. 2). Instructions for this task were as follows: 

We would like to learn your overall attitude toward your different patients who were enrolled in our study. Next to each name please circle the number that best represents your overall feeling of liking toward the patient. "Liking" includes warmth, respect, interest, and enthusiasm for seeing them. Rate every patient unless you cannot recall the patient sufficiently to have an opinion. 

To measure attitudes about psychological aspects of patient care, we used a shortened version of a 32-item scale to measure physicians' receptiveness to dealing with patients' psychosocial concerns (Ashworth, Williamson, & Montano, 1984). Twelve items were selected to represent the range of item content and were adapted to refer to elderly patients rather than to patients in general. Items were answered on a 6-point scale anchored by disagree strongly (-3) and agree strongly (+3) and were balanced in their wording. High values indicated more positive attitudes toward dealing with psychosocial material. Internal consistency reliability in our sample was . 88; the average score was 1. 7 (SD = 0. 8). 

To measure self-perceived skill in geriatric medicine, a self-rating instrument was used in condensed form (Williams, Gjerde, & Johnson, 1982). The 19 items selected covered communication skills and clinical knowledge pertinent to the care of elderly patients. Physicians responded to all items on a 4-point scale anchored by excellent (1) and poor (4). The anchors of this scale were later reversed so that higher scores signified greater skill. The mean score was 2. 7 (SD = 0. 4). 

Data Analysis 

Pooled sample. 

The first set of analyses considered the 530 patients together as one large sample. To examine physicians' liking for specific patients in relation to patient characteristics, we first standardized the liking ratings within physicians using z scores in order to equalize any differences among physicians in their overall level of liking patients. The standardized score describes how much a patient was liked relative to other patients of the same physician. The results described later for the pooled sample were virtually identical when based on unstandardized liking ratings. 

Following standardization, we used Pearson product-moment correlations (two-tailed tests) as well as a series of regression analyses to predict liking in the pooled sample. In each regression model, the independent variables were patients' age, sex, living alone or not, occupational prestige, educational attainment, and income sufficiency, as well as one of the following: emotional experience, social activity, functional status, self-perceived overall health, cognitive status, or satisfaction. Thus, each regression model assessed the relation of a health status (or satisfaction) variable to liking, controlling for patient background characteristics. 

To examine liking in relation to physician variables, we averaged all the liking ratings (in raw, not z-score, form) made by a given physician, thereby creating one score reflecting that physician's overall liking of his or her patients. Using physicians as units of analysis (N = 17), we then correlated these mean liking scores with the physician's sex, experience, attitudes toward discussion of psychosocial material, and self-rated skill in geriatric medicine. 

Individual physicians. 

To augment the results based on the pooled sample, an additional set of analyses was performed that treated each physician and his or her patients as an independent sample or replication. The replication analysis controls for any possible problems arising from the pooled approach, which ignores the nesting of patients within physicians. After conducting separate, parallel analyses for each physician, we applied meta-analytic procedures to summarize the results of these different replications (Rosenthal, 1984). For each relation of interest (e. g. , the relation between physicians' liking for patients and the patients' satisfaction), we calculated the Pearson correlation (r) between the two variables for each physician for whom there were five or more patients and for whom the liking ratings showed some variation (15 of the 17 physicians). Following procedures outlined in the Rosenthal book, we then transformed each r to its Fisher's z equivalent and calculated a weighted mean r (weighted by sample size), an unweighted mean r, and a combined p value for the set. In addition, to control for possible confounding effects of patient background characteristics, the same correlations were rerun as partial correlations, controlling for the patient background variables listed earlier. 

Results

Physicians' Liking for Patients in Relation to Patients' Health Status 

Pooled sample. 

For every health status variable except cognitive functioning, physicians' liking was greater for patients who were in better health (top section of 

Table 1). These correlations were highly significant statistically. When patients' background characteristics were controlled through regression analysis, the results were corroborated. 

Individual physicians. 

The corresponding results based on meta-analytic pooling of the correlations over individual physicians are shown in the top section of 

Table 2. These results are remarkably similar to those found for the pooled sample in Table 1. As before, greater liking was significantly related to better health with the exception of cognitive status, which showed no appreciable correlation with liking. In a further analysis, the background variables were partialed out of the correlations for each physician to control for possible confounding effects. The average partial correlations were virtually identical to the average zero-order correlations, indicating that the liking-health status relation was not a function of the patient's sociodemographic characteristics. 

Physicians' Liking for Patients in Relation to Patients' Satisfaction 

Pooled sample. 

Patients' satisfaction with their medical care was significantly correlated with how much their physicians liked them (middle of Table 1). Regression analyses corroborated this result. 

Individual physicians. 

The middle of Table 2 shows satisfaction data analyzed by meta-analysis over the 15 physicians. Again, the result is very similar to that found for the pooled sample. Also, as with the health status data, analysis based on partial correlations (controlling for all the background variables) produced a result nearly identical to that based on simple correlation. 

Physicians' Liking for Patients in Relation to Patients' Background Characteristics 

Pooled sample. 

The bottom section of Table 1 shows that liking was marginally greater for older patients and significantly greater for male patients and patients who rated their income as "sufficient. " However, neither age nor income sufficiency was a significant predictor of liking when other background variables were controlled for in regression analysis. The patient's sex did remain a significant predictor of liking after other background variables were controlled for. Living alone, occupational prestige, and education were not related to liking in either the simple correlation analysis or the regression analysis. 

Individual physicians. 

The bottom section of Table 2 shows results concordant with the analysis based on the pooled sample. Only the patient's sex was a significant correlate of liking, with male patients being liked more. 

Physician Characteristics and Liking for Patients 

As noted in the Data Analysis section, for this analysis all the liking ratings by each physician were averaged to make the physician the unit of analysis. 

Table 3 shows that physicians' liking for patients was substantially greater when the physicians were female and had less experience. The physician's sex and experience were themselves correlated; those physicians with more experience tended to be male, r(15) = . 46, p = . 06. When sex was controlled for by means of partial correlation, experience was somewhat weakened in its relation to liking, r(14) = −. 40, p = . 10. Similarly, with experience controlled, sex had a weaker relation to liking, r(14) = −. 33, p = . 18. At this point, we cannot ascertain whether sex or experience was the more important determinant of how much physicians liked their patients. 

Physicians' attitudes toward psychosocial discussion and physicians' self-rated skill in geriatric medicine were not related to their liking of patients. 

Discussion

In this study, patients who were physically and mentally healthier were liked more by their physicians than were less healthy patients. This relation held whether the data were analyzed for the total sample or for individual physicians, and even when six patient background variables were controlled for. 

With regard to self-report data, such as ratings of liking, a reasonable concern is the effects of social desirability. We believe that the socially desirable response on the part of physicians would have been to deny a relation between liking and health—to want to appear charitable toward, or more interested in, their sicker patients by giving them higher liking ratings. Our method of correlating individual liking ratings with independently gathered health status data made it more difficult for the physicians to produce a socially desirable overall result, had they wanted to do so, because physicians did not know which patient characteristics, if any, would be examined in relation to these ratings. Compared with a study in which physicians are asked hypothetical questions about their attitudes toward different kinds of patients, our method is much less susceptible to social desirability artifacts. Most persuasive, of course, is that our results were opposite of the socially desirable pattern. It is therefore likely that our findings for health status and liking validly depict the relation between these constructs for these physicians. 

The finding that physicians had relatively less liking for their sicker patients may help explain why previous research has found sicker patients to be less satisfied with their medical care. One hypothesis that explains this correlation involves inadvertent communication of affect from the physician to the patient. Greenley et al. (1982) and Hall, Feldstein, et al. (1990) have speculated that physicians have negative affective reactions to sicker or more distressed patients and that these reactions are conveyed unintentionally to patients, who, in turn, experience dissatisfaction. This hypothesis is consistent with our results. 

It is not difficult to imagine why less healthy patients might produce less positive feelings in physicians. Confronted with chronic or deteriorating disease conditions such as are common in the elderly, physicians may become frustrated or demoralized. In addition, sicker or emotionally distressed patients may burden the physician by demanding attention and time, consequently draining the physician's emotional energy; by behaving irritably, unresponsively, or erratically; or by being less physically appealing (Harris, Rich, & Crowson, 1985; Nordholm, 1980). 

The nature of the causal relation between liking and a patient's health is, of course, important to ascertain. Because liking was measured after the collection of the health status data, and because we hypothesized that the patient's medical or mental condition would influence the physician's reactions, we treated physicians' liking for their patients as our conceptual dependent variable. However, it is possible that the direction of causation is more complex than this. The patient who is better liked initially, for some reason other than health status, may receive more thorough diagnosis, more conscientious management, lengthier interactions, more information, and more positive expectations. These inadvertent benefits, in turn, could lead to better health and certainly to greater satisfaction. Thus, it is possible to construe liking as the cause rather than the effect, though such reasoning is less parsimonious. A longitudinal study that assesses both health status and liking at several points in time would help to clarify the causal processes involved. 

As in Like and Zyzanski (1987), patients' satisfaction with care was positively related to physicians' liking and was, in fact, the strongest correlate in our study. One can posit several explanations for such an effect, because influence is bound to be mutual, and liking, in particular, tends to be highly reciprocated (Berscheid & Walster, 1978). A satisfied patient may send out rewarding cues that make the physician like him or her more, and a physician who likes a patient, for whatever reasons, may behave in such a way that the patient comes to like the physician more. Thus, patients' satisfaction could both influence and be influenced by how much their physician likes them, and only a more sensitive longitudinal design could separate these possible effects. The result is interesting, nevertheless, for it supports the concept of reciprocity in the medical encounter (Hall, Roter, & Rand, 1981). That is, a physician's liking of a patient and a patient's satisfaction have a mutually reinforcing effect, which amounts to a spiraling of either positive or negative feeling between physician and patient. 

Our study showed that physicians liked their patients more when the physicians were less experienced and female; partial correlations did not clarify which is the more potent effect. Some research has found patients to be more satisfied with female physicians (Lewis, Scott, Pantell, & Wolf, 1986; Linn, Cope, & Leake, 1984). Also, less experienced physicians recieved higher satisfaction ratings from their patients than do more experienced physicians (Hall & Dornan, 1988). Our finding that younger physicians and female physicians liked their patients more may be related to those studies that suggest that patients are more satisfied with younger physicians and female physicians. 

The finding that physicians liked male patients more than female patients, even when controlling for various other background characteristics, is of concern and may be related to findings of higher quality care, or at least more aggressive care, being given to male patients (Armitage, Schneiderman, & Bass, 1979; Ayanian & Epstein, 1991; Tobin et al. , 1987). Hall, Palmer, et al. (1990) have suggested that quality of care may be a function of both the physician's and the patient's sex as well as condition-specific, sex-relevant factors (e. g. , sex differences in prevalence). To that analysis, one might now add sex prejudice in the form of more overall liking of male patients, at least in the elderly population on which our study was based, and when the physician sample is predominantly male. 

We predicted that physicians would manifest more liking for patients of higher social class, based on findings in the literature in which the interpersonal and clinical behavior of physicians was different with minority patients and patients of lower economic means. One interpretation for this pattern of results is that physician hold less positive perceptions (i. e. , less liking) of these patients. Our study produced little support for this notion, but further research on this important topic is still in order. 

We have noted several times the limits on causal inference inherent in a correlational study. Other features must be kept in mind as limits on the generality of our results. The patients in the study were all elderly, received care at the same HMO, and were all enrolled in the same intervention study. In addition, the sample of physicians was relatively small, mostly male, and represented only internal medicine. On the other hand, the patient sample was diverse clinically and socially, and the physician sample represented individuals trained at a wide variety of institutions and varied in experience. It will be important to replicate the results of this study using samples of physicians and patients in other settings. 

In summary, physicians' liking for individual patients was related to the patient's health status, satisfaction with care, and sex. In spite of their professional training and conscious efforts to be impartial, physicians appear not to be immune to the impression made on them by their patients. Like many other studies (cf. Hall et al. , 1988) that document great variations in the affective behavior of physicians, our study confirms that the "affective neutrality" described by Talcott Parsons (1951) is more myth, or wishful thinking, than reality. Considering that low satisfaction leads to doctor shopping (Marquis, Davies, & Ware, 1983) and poorer compliance with regimens (Becker & Maiman, 1980), and that negative mood has a negative influence on reports of symptoms and illness-alleviating behaviors (Salovey & Birnbaum, 1989), we would argue that physicians' affect could be a powerful, though unconscious, determinant of the outcomes of medical care. Further research that clarifies the direction of causality between liking and other variables will be especially important. 

Footnotes 

1 

In the original study (Epstein et al. , 1990), patients were also reinterviewed about their health status and satisfaction 1 year after the baseline interview. For purposes of this study, we also examined physicians' liking for their patients in relation to changes in health status and satisfaction over the course of the year. These analyses showed no significant relations and are not discussed further. 
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