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Abstract 

Background: In Israel, medical encounters often bring together physicians and patients from 

different cultures, whose values, beliefs, expectations, and needs concerning health and health 

care are likely to vary. 

Aims: The study aims to elicit patients' culturally based beliefs, attitudes and behaviours in 

order to increase intercultural sensitivity and understanding among physicians and enhance 

effective communication between physicians and patients in Israel. 

Methodology: The study sample consisted of adult patients from three cultural groups

Jewish-Israeli (JI), Arab-Israeli (AI), and immigrants from the former Soviet Union (FSU)

and comprised nine groups, categorized by different cultural combinations in physician

patient dyads. The main research tool was an Attitude and Satisfaction Questionnaire, which 

included forty-six statements related to different variables of physician communication during 

the encounter. Thirty additional in-depth patient interviews were conducted in order to further 

understand how patients evaluate the aspects addressed in the study. 

Setting: The study was conducted in the outpatient clinics of Bnai Zion Medical Centre in 

Haifa, Israel over an eight-month period in 2003. The patient sample included 110 patients in 

each of the nine groups, for a total of 990 patients. After leaving the encounter, each patient 

was interviewed individually by a language-concordant interviewer. 

Participants: All patients were at least 21 years old. The JI patients were either born in Israel 

or had been living in Israel at least 20 years. All the FSU immigrant patients immigrated to 

Israel after 1988. All the physicians were specialists and board certified in their medical 

fields. Russian-Israeli physicians all graduated from medical school in the FSU. Every group 

included an equal number of male and female patients (55). 

Hypotheses: (1) Patients from the three culture groups will exhibit differences in attitudes, 

needs, expectations, and satisfaction regarding the examined aspects of the medical 

encounter. (2) Patients from the three culture groups will exhibit differences in attitudes, 

needs, expectations, and satisfaction with respect to the interaction between patient and 

physician culture. (3) Patients in culture-congruent groups will report that their needs, 

'expectations and satisfaction were met to a higher degree than will patients in culture

incongruent groups. 



Results: Hypothesis No. J - Statistically significant differences were found between the 

patients from the three cultures for all the examined variables. JI patients, compared to AI and 

FSU immigrant patients, sought and received more medical information, were more interested 

in becoming partners in participatory decision-making (PDM) with their physicians, reported 

that their physicians were more open to PDM, expressed a greater desire to consult with other 

sources concerning their medical problems and treatment, evaluated their physician's 

interpersonal communication more positively, were more satisfied with their physician's 

courtesy, and did not suffer from problems deriving from language barriers and lack of time. 

Compared to FSU immigrants, AI patients sought and received more medical information, 

evaluated their physician's interpersonal communication more positively and experienced 

fewer language difficulties. AI patients also expressed a greater need for improvement in the 

encounter than did JI patients, as well as a greater need for time to get acquainted with the 

physician compared to the other two groups. Compared to JI patients, FSU immigrant patients 

were less satisfied with their medical treatment and suffered more from lack of time. They 

also experienced more language difficulties than did AI patients and expressed a greater 

preference to be examined by language-concordant physicians than either of the other two 

groups. 

Hypothesis No .2- The findings indicate an interaction between patient and physician culture 

with respect to patient attitudes, needs, and satisfaction. JI patients sought and received more 

information from culture congruent physicians. When seen by Russian-Israeli physician, JI 

patients expressed an increase desire for PDM, an increased need for improvement in the 

encounter, reduced satisfaction with the physician's medical treatment and courtesy, and a 

greater desire to be examined by language-concordant physicians. They also suffered more 

from lack oftime. When treated by either JI or AI physicians rather than Russian-Israeli 

physicians, AI patients sought and received more information, evaluated physician's 

interpersonal communication more positively, were more satisfied with physician courtesy 

and experienced fewer language difficulties and lack of time. When seen by 11 physicians, 

FSU immigrant patients expressed an increased desire for PDM and were less satisfied by 

physician courtesy. When seen by culture-congruent physicians rather than either JI or AI 

physicians, they evaluated physician interpersonal communication more positively, 

experienced fewer language difficulties and expressed a preference for language-concordant 

physicians. They also evaluated the interpersonal communication of AI physicians less 

positively than that of JI physicians. 

Hypothesis No. 3- Patients from culture-congruent groups reported that physicians were more 

open to PDM. They evaluated physician interpersonal communication more positively, were 
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more satisfied with physician medical treatment and courtesy and experienced fewer language 

difficulties. Patients from culture-incongruent groups reported that they sought less and that 

physicians offered less information. Culture-incongruent dyads also exhibited an increased 

desire for PDM and expressed a greater need for improvement in the encounter and for 

language-concordant physicians. None of the reported differences were found to be gender

dependent. 

Conclusions: JI patients exhibited needs and behaviours that may be interpreted as 

individualistic and consumerist. They assumed more bargaining power in the patient

physician relationship than either of the other patient groups. AI patients, as members of a 

collectivistic culture, exhibited unique cultural and religious behaviours. They respected their 

physicians and trusted them to have all the necessary knowledge and information. JI and AI 

physicians seemed to meet the expectations of both JI and AI patients more satisfactorily than 

did Russian-Israeli physicians. 

While FSU immigrant patients seemed to conform to the Russian model of medicine, they 

also appeared to suffer from a conflict between their desire to benefit from modern Israeli 

health care and their inability to behave accordingly. Russian-Israeli physicians seemed to 

meet their needs more satisfactorily than did either JI or AI physicians. 

The characteristics and differences identified in this study may have the power to inform and 

sensitize health care professionals to the needs of their patients, specifically the need to elicit 

narratives within a patient's cultural context and to seek to uncover each patient's individual 

voice. By listening to each patient while recognizing the mUltiple cultural contexts involved

those of the patient, the physician and of medicine itself- health care providers may be able to 

negotiate among cultural differences to reach mutually desired health care goals, and thus 

provide treatment that best serves the interests of the individual patient. 
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Chapter 1 Introduction 

"May I never see in the patient anything but afel/ow creature in pain." 

The oath of Maimonides, Moses Maimonides (1135/38-1204) 

1.1 Preface 

Health care providers as weII as consumers are likely to approach health care situations with 

their unique health beliefs, health behaviours and communication styles. Cultural differences 

and other potential barriers may significantly influence health communication and the 

provision of effective and satisfying health care. 

Contemporary Israel is characterized by a heterogeneous social structure that has been shaped 

by a variety of forces and circumstances, among them immigration patterns, the growing 

Arab-Israeli minority, and religiolls diversity. Moreover, health care in Israel comprises large 

numbers of foreign-born and foreign-educated physicians as well as patients. The contingent 

of doctors in Israel comprises Jewish-Israeli, Arab-Israeli, and Jewish-foreign born 

physicians, mostly immigrants from the former Soviet Union. The contingent of patients 

comprises Israeli-born Jewish and Arab patients, as weII as a large number of Jewish 

immigrant patients from a variety of countries, with a significant number from the former 

Soviet Union. 

Thus, the medical encounter in Israel often brings together physician and patient from 

different cultures, who are likely to have varying values, beliefs, expectations, and needs 

concerning health and health care. Their ability to establish effective communication may 

positively influence their relations and the success, satisfaction and outcomes of the medical 

encounter. 

1.1.1 Study aims 

The study aims to elicit patients' culturally based health beliefs, attitudes and behaviours in 

order to increase physicians' intercultural sensitivity and understanding, and enhance 

effective communication between physicians and patients in Israel. 

1.1.2 Study objectives 

The study explores various aspects of the medical encounter that are believed to be affected 

by culturally-based expectations and behaviours of physicians and patients, and hence to 

affect the physician-patient interaction. SpecificaIIy, the objectives are as follows: 
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1) To examine how the physician culture and patient culture influence the communicative 

process during the medical encounter, by comparing culture-congruent and culture

incongruent physician-patient dyads. 

2) To elicit patients' preferences concerning the examined aspects of the medical encounter. 

3) To examine the extent to which patients' needs and expectations are met by physicians in 

culture-congruent and culture-incongruent dyads. 

1.2 Background 

Following World War I, the British Mandate of Palestine served as the setting for the 

development of a small, autonomous Jewish community that sought to realize the goals of the 

pioneer ethic of Zionism, through an emphasis on collective responsibility, egalitarianism, 

physical labour, agricultural settlement, and democracy. The pre-state Jewish community 

emphasized the centrality of nation-building, independence, security, and free immigration. In 

1948, when independence was attained, the Jewish community numbered 650,000. The size 

and heterogeneity of the community increased rapidly with the arrival of more than 700,000 

immigrants, resulting in some diffusion of the early values, which were less meaningful to 

European Holocaust survivors and immigrants from Muslim countries. 

One of the first legislative acts passed by the Knesset (parliament) after the Israeli Declaration 

of Independence in 1948 was the Law of Return, which stated that every Jew has the right to 

immigrate and settle in Israel. The acceptance and integration of Jewish immigrants continues 

to represent one of the cardinal values of Israeli society, which has always allocated major 

resources to the absorption process. In 1990, with the large wave of immigration from the 

former Soviet Union (FSU), the economic and social needs of the immigrants placed an 

increasingly heavy burden on the state. 

The differences in the countries of origin of the initial immigrant populations established 

long-term patterns of social stratification in Israel society. The Jewish immigrants included 

Holocaust survivors from Europe, as well as those from East European countries, 

Mediterranean countries of North Africa, and Afro-Asian Jewish communities, thus creating 

an extraordinarily heterogeneous society. The lines of differentiation, defined by educational 

background, occupational skills, and closeness to those located in positions of power, were 

drawn along socioethnic lines defined by continent of origin. On the whole, individuals and 

groups originating from Asia and Africa ranked lower than groups of European-American 

descent (Shuval 1992). The linkage of ethnicity, which in the Israeli context refers to the 

country of origin of immigrants and to socioeconomic status, resulted in a rank ordering of 
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ethnic groups in the society that persists to this day (Smooha 1978, Shuval 1989,). Each of 

these rough groupings includes tens of specific groups that differ from each other with regard 

to their cultural traditions. The consensual values offered to immigrants as a means of 

becoming Israeli were strongly Western in orientation, such as achievement, social mobility, 

careerism, and material goals. The process was accompanied by stereotyping and prejudice as 

well as self-rejection among the Asian-African immigrants. Among the more tenacious 

cultural traditions that have persisted despite widespread Westernization are some that are 

relevant to health behaviour: attitudes to food, patterns of nutrition, response to pain, reliance 

on traditional remedies, patterns of solidarity and social support among family members, and 

levels of dependency. 

A large proportion of Israeli Jews are themselves immigrants or the children of immigrants. 

The experience of immigration and of adjustment to a new society defines the underlying 

facts of life for major segments of the population (Shuval 1992). The transformation of prior 

coping mechanisms to meet new needs and to address unfamiliar situations take time and 

skill, and many immigrants are therefore under stress for various periods of time (Antonovsky 

1979). Many first- and second-generation Holocaust survivors carry scars of trauma for . 

indeterminate periods of time. Early traumatic experiences of the refugees from Ethiopia and 

the older FSU immigrants have weakened their coping skills, making them more vulnerable 

to new stressors. Immigrants imported a variety of diseases from their countries of origin, 

some of them chronic and other infectious. Life styles and environmental conditions in the 

FSU were characterized by high incidence of smoking, alcoholism, poor dietary practices, and 

poor living conditions (Shuval 1992). 

1.2.1 Demographic data 

The data refer to the end of 2003. The total population of Israel was 6,748,400, of which 

5,165,400 were Jewish-Israeli. About 40% of the world's Jews lived in Israel. Of the total of 

1,325,700 Arab-Israelis, 1,072,500 were Muslims, 142,400 were Christians and 110,800 were 

Druze. FSU immigrants who arrived during the immigration wave of the 1990s numbered 

908,400 (Israel Central Bureau of Statistics). 

The total number of physicians (up to age 65) was 24,577, of whom immigrant physicians 

numbered 9,759, with 8,363 immigrant physicians from Eastern Europe. 40% of all 

physicians were women, with women numbering 53% of immigrant physicians (Ministry of 

health). 
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1.2.2 The Arab-Israeli minority 

Israel's War of Independence resulted in a mass exodus of Arabs. Those who remained were 

the less urban, less educated segment of the Arab population. In 1948 Arabs constituted 

13.6% of the total population; by 2003 their numbers had grown to 19.6 % ofIsrael's 

population. The Arabs in Israel are composed of three sub-groups defined by religion: the 

largest group is the Muslims (80%), followed by the Christians (11.7%) and the Druze 

(8.3%). The three groups differ in socioeconomic level and in education. Most Christians live 

in urban communities and are characterized by relatively higher socioeconomic status and 

education; the other two groups are principally rural. The ongoing political conflict between 

Israel and the neighbouring Arab countries has been a constant underlying theme in relations 

between Jews and Arabs in Israel, exacerbated by differences in religion, language, and 

culture. The cumulative effects of the conflict are seen in widespread hostility, intolerance, 

and negative stereotyping in both segments of the population. By the 1980s the Arab minority 

had undergone a major transformation seen in an established middle class, a vocal, educated 

leadership, a network of organizations, and a willingness to fight for its legitimate rights 

within the Israeli democratic system. The health implications of the ambiguous status of the 

Arab-Israeli minority are seen in three areas: ongoing traditionalism in some aspects of social 

life, especially in the context of the village population, which is accompanied by health

related behaviours and attitudes; social and political alienation, accompanied by a deep sense 

of deprivation; and underdevelopment of the infrastructure of health and welfare services 

(Shuval 1992). 

1.2.3 The 1990s FSU immigrants 

By the end of 1999, the wave of immigration that began in 1989 had brought almost 980,000 

immigrants to Israel, including 85% from the FSU. Along with another 200,000 immigrants 

from the FSU who arrived prior to 1989, they constitute the largest single group of 

immigrants to Israel from a single country of origin. The 1990s wave is typified by great 

ethnic and sociocultural diversity: over three quarters are Jews of European origin, while the 

rest come from the Caucasus and Central Asia (Remennick 1998). 

These new immigrants joined a society that was undergoing significant change: from a 

centralized to a decentralized regime; from a high degree of governmental involvement in the 

economy to a moderate market economy integrated into the world economy; and from a small 

society with a single dominant culture into a pluralistic and heterogeneous society, with an 

increasing sectarian orientation of an ethnic and religious nature that weakens collective 

values and provides legitimacy and political expression to the demands and values of various 
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sub-groups within the Jewish population (Leshem 1997). Significant differences exist 

between the demographic and social attributes of the FSU immigrants and those of the Jewish 

sector of their absorbing society. There are relatively more women and elderly among the 

immigrants, fewer children, more single-parent and multi generational families, and a 

significant proportion of religiously mixed families. The immigrants tend to have more years 

of education than the veteran population, and both male and female immigrants had a higher 

participation rate in the labour force in the FSU than is typical for Israelis. The immigrants 

brought their own language and shared world of symbols and values derived from social and 

cultural traits of the Soviet cultures. These characteristics, combined with the large numbers 

of immigrants to Israel in the 1990s, have had a significant impact on the intensity of change 

in contemporary Israeli society, as well as on their integration (AI-Haj 2000). AI-Haj (2000) 

reported that on the whole, FSU 1990s immigrants are satisfied with their absorption, and 

their feeling of being "at home" in Israel increases with length of time in the country, family 

income, and command of Hebrew. Nonetheless, a significant number cited a sense of 

financial distress, loss of socioeconomic status, and the lack of verbal communication, 

especially among the elderly. A considerable amount of conflict between immigrants and 

veteran Israelis is reflected in perceptions, for example that Israelis tend to exploit or be 

indifferent to immigrants and that immigrants tend to evaluate their own impact on Israeli 

society as more positive than that of Israeli society on themselves. The immigrants' social 

networks tend to be limited by their own group boundaries, social relations with veteran 

Israelis are mostly formal, and they tend to live in neighbourhoods composed of at least one

third immigrants. The immigrants feel socially closest to secular and Ashkenazim (Jews from 

Euro-American origin), and farthest from Arab-Israelis. 

1.2.4 Reactions to the 1990s FSU immigration 

The national consensus among the Jewish population regarding aliyah (immigration) is 

reflected in its reaction to the last wave of Soviet immigration. The vitality of the immigration 

and the need to attract Soviet Jews were never a matter of dispute. Leaders and the public 

have perceived this immigration as an historical event that served to uplift the morale of the 

Israeli population (Brital 1990). The Jewish leaders talked about the chance of using 

immigration to remedy long-standing fears of demographic dangers, both numerically and in 

terms of territorial presence. Some views were voiced against the resources allocated to 

absorption of the mass immigrant influx and the economic privileges given to immigrants 

considering the slow economic growth and increasing unemployment rates (AL-Haj 1993). 

Arab-Israeli leaders expressed reservations toward the large-scale Soviet Jewish immigration, 

but not active opposition. Their concerns can be placed under the headings of group status, 
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individual risk, and potential threat to the national cause. Indeed, they are convinced that the 

status of the Arab minority in Israel will be further marginalized in consequence of the large 

Jewish immigration, and they fear their bargaining position in the Israeli economy might be 

harmed for both high-ranking positions and for manual and unskilled labour. At the national 

level, the immigrants are perceived as a potential threat to the Palestinian cause (AI-Haj 1991, 

1993). The Arab-Israeli public ranks the contribution of immigrants to the economy less 

positively than their contribution to Israeli culture. Arabs have been deeply exposed to the 

culture and lifestyles of the Jewish majority, which are perceived as agents of modernization. 

This might explain the fact that the Arab population evaluates positively the potential cultural 

contribution of the Russian immigrants to Israeli culture. The same attitude, that the Russian 

immigration is composed of a high percentage of educated and professional people, is well 

founded in Jewish-Israeli society (AI-Haj 1993). 

1.2.5 FSU immigrant physicians 

The Soviet Union has been an important source of immigrant physicians in recent years. From 

the 1970s through 1987, a total of 6,751 immigrant physicians came to Israel, of whom 64% 

were women, reflecting the gender balance of the medical profession in the Soviet Union' 

(Shuval 1983, Shuval 1992). Beginning in 1989, a large wave of immigration from the FSU 

brought unprecedented numbers of additional physicians. Yet, due to current access to 

medical personnel, along with differences in medical education, medical specialization and 

inadequate equipment in the FSU health care system, the health care system has been able to 

employ only a minority of them as specialists. As of 1987, physicians trained outside Israel 

have been required to take formal examinations before they can be licensed for general 

practice. Procedures for specialty practice require formal examinations administered by the 

Scientific Council of the Israel Medical Association. A mechanism utilized to maximize 

employment of immigrant physicians in the health care system is the allocation of medical 

personnel differentiated by locus of practice, so that immigrants without specialty status are 

largely employed in primary care clinics rather than in the hospital system (Shuval 1992). 

1.2.6 Israeli system of health care 

The Israeli health care system combines elements of socialized medicine, in terms of 

universal access, and managed care based on market-consumerist principles, which include 

choice of provider (the sick fund and doctors within it), possible variations in the services 

basket, and the coexistence of public and private sectors (Remennick 1998). The strong 

egalitarian welfare ideology provides support for a broad network of health care institutions 

providing extensive c~rative and preventive services to the population. The population is 
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covered by comprehensive health insurance through sick fund institutions, which includes 

curative and preventive ambulatory care as well as hospitalization. Physician contact rates in 

the Jewish population are among the highest in the world. Evidence from other societies 

indicates that Jews place a high value on health and are frequent consumers of medical 

services. Preservation of health may be viewed as an individually controlled survival 

mechanism in a people that has been subjected to existential threats. Jews have been found to 

show greater sensitivity to pain, greater awareness of health issues, and more frequent use of 

professional health care services. As in other societies, there are a wide variety of healers who 

provide supplementary, often simultaneous services outside the framework of the biomedical 

system. The group of traditional healers includes rabbis and other charismatic religious 

figures whose power and authority stem from traditional beliefs. In the ethnically 

heterogeneous population of Israel, these healers may be found in various segments of the 

Jewish sector, in the Arab sector, and among the Bedouin. Social and cultural closeness of 

healer and patient enhance the likelihood of effective therapy. A heterogeneous variety of 

alternative health practitioners is increasing in Israel; these include specialists in acupuncture, 

shiatsu, homeopathy, chiropractics, herbal medicine, reflexology, relaxation techniques, and 

many other areas. Until recently, the attitude of physicians and of the health care system has 

ranged from denigration to mild acceptance of selected practitioners. In recent years, 

however, physicians have shown increasing tolerance to patients, and evidence suggests a 

pattern of co-optation that maintains physician dominance while providing conditional 

legitimization for physician-selected alternative health practitioners (Shuval 1992). 

1.2.7 Summary 

Israel is a state based on immigration and is continuously preoccupied by further absorption 

of immigrants. Ethnicity is a basic social and cultural feature of Israel's social fabric. Social 

stratification is based on ethnicity-nationality distributed on two levels: Jews and non-Jews, 

and within the Jewish population, Jews of Euro-American origin - Ashkenazim, and Jews of 

Asian and African origin - Sephardim (Semyonov 1981). Fundamental differences exist 

between the inter-Jewish and the Jewish-Arab ethnic rifts with respect to both culture and 

membership (Ben-Rafael 1982). Thus, the Israeli patient cohort may exhibit a whole range of 

variance as health care consumers. The complexity of the social fabric in Israel casts an 

additional burden on the multidimensional character of the medical encounter, and 

strengthens the need to explore the underlying differences in Israeli patients' cultural 

characteristics and their impact on physician-patient relations. 
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Chapter 2 Literature Review 

Health communication is concerned with how humans interact in the health care process. 

Effective physician-patient communication has been found to be positively related to patient 

satisfaction, patient compliance with treatment, and medical outcomes. The following 

literature review addresses seven topics that were found to affect the physician-patient 

relationship, and were therefore emphasized in the field study: culture, information, decision

making, physician's interpersonal communication, verbal communication, time, and patient 

satisfaction. Additionally, the topic of gender was reviewed, as two dimensions of gender 

were explored in the study: (1) differences in expectations, attitudes, needs, and satisfaction 

with the medical encounter between female and male patients, and (2) preferences of female 

and male patients regarding the gender of their physicians. 

The literature review was conducted through computerized searches of Medline, Psych info, 

and Sociological Abstracts, manual searches of relevant journals and books, and cross

checking the bibliographies of previously published reviews and original publications. 

2.1 Culture 

Numerous definitions have been provided to the meaning of culture. Culture can be seen as 

consisting of everything that is human made (Herskovits 1955), or as involving shared 

meanings (Geertz 1973). According to Kessing (1974), culture must be studied within the 

social and ecological setting in which humans communicate. Helman (2001) suggested a 

broad definition, defining culture as a set of guidelines that individuals inherit as members of 

a particular society, that tell them how to view the world, how to experience it emotionally, 

and how to behave in it in relation to people, supernatural forces or gods, and to the natural 

environment. Culture is a schema shared by a large group of people, and it is their shared 

culture that influences interpersonal communication, not their membership in a society 

(Gudykunst 1988). Virtually all societies have more than one culture within their borders. 

Most societies have some form of social stratification into social classes and ranks, each 

marked by its own distinctive cultural attribute, and expected to conform to different norms 

and expectations. Each sub-culture develops from and shares many concepts and values from 

the larger culture, but also has unique features of its own (Helman 2001). 

According to Spector (2000), the process of acculturation is involuntary in nature, the 

minority group member being forced to learn the new culture to survive. Acculturation may 

also be referred to as assimilation, the process by which an individual develops a new cultural 
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identity, becoming in all ways like the members of the dominant culture. Heritage consistency 

describes the degree to which a person's lifestyle reflects his or her respective traditional 

culture. A person can possess value characteristics of both a consistent heritage (traditional) 

and an inconsistent heritage (acculturated). A common assumption is that immigrants and 

ethnic groups are uniform in belief and behavioural norms. Such an assumption leads to 

simplistic ideas about ethnicity and stereotyping of cultural heritage. Religion, education, 

occupation, location, and gender, are social factors creating diversity within groups (Barker 

1992). 

Culture shock is associated with the mental and physical energy expended in adjusting to the 

changes and uncertainties of adapting to a new cultural group, whether ethnic, professional, 

organizational, local, national or international (Kim 1991), when values and beliefs upheld by 

the new culture are radically different from the person's native culture (Luckman 2000). 

The following section discusses cultural variability and intercultural communication, and then 

surveys the findings on culture and health care. 

2.1.1 Cultural variability 

Various dimensions of cultural variability have been identified and investigated by 

researchers of different disciplines. Gudykunst (1988) claimed that while many of these 

schemas are useful, their relationship to communication processes has not been articulated. 

Gudykunst identified several schemas of cultural variability that influence communication 

more directly, are broader and more encompassing than other dimensions, and most widely 

used in research on interpersonal communication across cultures. Among them are the 

dimensions of individualism-collectivism, universalism-particularism, and low- and high

context communication. 

The individualism-collectivism dimension has been isolated in anthropology, comparative 

sociology, cross-cultural psychology and philosophy, and has emerged in Western and 

Eastern analyses of culture (Parsons 1951, Kluckhohn 1960, Hofstede 1980, Triandis 1980, 

Hui 1986, Gudykunst 1988). Emphasis is placed on individuals' goals in individualistic 

cultures, while group goals have precedence over individuals' goals in collectivistic cultures. 

In individualistic cultures people are supposed to look after themselves and their immediate 

family; The "I" identity has precedence; emphasis is on individual's initiative and 

achievement; and people tend to apply the same value standards to all. In collectivistic 

cultures people belong to ingroups that are supposed to look after them in exchange for 
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loyalty; the "we" identity has precedence; emphasis is placed on belonging to groups; and 

people tend to apply different value standards for members of the ingroups and outgroups. 

The pattern of universalism-particularism (Parsons 1951), is concerned with how individuals 

categorize people or objects. Universalism involves seeing the world through 

conceptualizations that are reflected in definitions of words, and does not take into 

consideration experiences that make individuals different, it is abstract. Particularism 

recognizes specifics, and tends to be associative, reflecting personal lives. 

Hall's (1976) low and high-context schema focuses upon differences in communication 

processes that predominate in cultures. In a high-context communication or message, most of 

the information is either in the physical context or internalized in the person, while very little 

is in the coded, transmitted part of the message. In a low-context message, the mass of 

information is vested in the explicit code. Gudykunst (1988) argued that all cultures labelled 

by Hall as low-context are individualistic according to Hoftede's (1980) schema, and all 

cultures labelled as high-context are collectivistic. Low-context cultures like the US are 

characterized by a universalistic orientation, while a particularistic orientation tends to 

predominate in high-context cultures like those in the orient (Gudykunst 1988). See also 

Section 2.5.4: verbal communication styles. 

2.1.2 Intercultural communication 

According to Porter (1988), the relationship between culture and communication is reciprocal. 

Whatever individuals talk about, see, attend to or think about is influenced by their culture, 

and in turn helps shape, define, and perpetuate their culture. In intercultural communication, 

when the messages being interpreted are encoded in another culture, the cultural influences 

and experiences that produced the message may have been entirely different from those that 

are being drawn upon to decode the message. Consequently, unintentional errors in meaning 

may arise. Cultural variability also has a major effect upon norms, roles, language use, use of 

space, communication difficulties, and skills that facilitate effective communication (Argyle 

1981, Gudykunst 1988). Professionals in a dominant culture who lack intercultural 

communication proficiency may tend to misperceive a minority or culturally different client 

(Sodowsky 1991). Intercultural communication calls for relationship development that is 

sufficient to bridge intercultural gaps and produce desired results, such as effective 

management, friendship, and conflict resolution (Kreps 1994). The parties to intercultural 

communication must have an honest and sincere desire to communicate and seek mutual 

understanding (Porter 1988). 
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2.1.3 Culture and health care 

2.1.3.1 Social and cultural aspects 

The sub-culture of the medical profession reflects many of the social divisions and prejudices 

of wider society, which may interfere with health care and doctor-patient communication 

(Helman 2001). According to Loustaunan (1997), ethnocentricism involves using one's own 

standards, values and beliefs to make judgments about someone else. Ethnocentricism can be 

observed regarding the tenets of science and medicine, which may be considered natural or 

"correct", and therefore outside of cultural considerations (Pfifferling 1981). This 

medicocentrism focuses on disease, identified through signs and symptoms, and not on the 

patient or the patient's perception of a problem. Physicians, as products of their own cultures, 

of their medical training and of their occupational sub-culture, may exhibit both ethnocentric 

and medicocentric attitudes, which compound the problem of bias. 

Ethnicity is tied to notions of shared origins and shared culture. An individual may have many 

ethnic identities, which may be used selectively shifting back and forth between identities 

(Loustaunan 1997). As different contexts call forth different dimensions of the self, a person 

may be exhibiting the self that is most pertinent in a given situation (Goffman 1959). 

Members of certain groups may have little input into the social system that governs them. 

This minority status reflects their lack of opportunity, access, and participation, which affect 

both health status and care (Loustaunan 1997). 

Racism is the belief that members of one race are superior to those of other races (Spector 

2000). Racial identities are typically constructed by an attempt to naturalize the difference 

between belongingness and otherness (Hall 1992). Racism in the medical encounter has been 

considered by several investigators (Kochman 1981, Lin 1983, Levy 1985). Emotions found 

to be engendered by racism are anger, resentment, distrust, paranoia, passivity, aggression, 

demoralization and despair, and negative self-image. 

Culture affects perceptions and experiences of the meaning of illness, the visible signs of 

health, the treatment for health problems, and preventive measures (Loustaunan 1997). These 

factors influence such medically crucial concerns as proper diagnosis; recommendations of 

proper and achievable treatment; communication between patient-physician and family; 

treatment decision-making; use of services; willingness or ability to follow recommendations; 

patient and physician satisfaction; and health outcomes (O'Connor 1997). Different societies 

produce different types of medical systems, and different attitudes to health and illness, 
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depending on the dominant ideology, which have been investigated by a number of 

researchers (Wardwell 1972, Kleinman 1978a, Spector 2000, Plotnikoff 2000, Helman 200 I). 

2.1.3.2 Physicians' and patients' perspectives and relations 

Physicians and patients, even if they come from the same social and cultural background, 

view ill health in very different ways. The medical profession can be seen as a healing sub

culture. Medicine is based on scientific rationality and directed towards discovering and 

quantifying physiochemical information about the patient. The medical definition of ill health 

is largely based on objectively demonstrable physical changes in the body's structure or 

function. The abnormal changes or diseases are seen as "entities", each with its own 

"personality", made up of a characteristic cause, clinical picture, results of investigations, 

natural history, prognosis and appropriate treatment. This perspective, however, does not 

include the social, cultural, and psychological dimensions of ill health and the context in 

which it appears, which determine the meaning of the disease for the individual patient. Both 

the meaning given to the symptoms and the emotional response are influenced by the 

patients' own background and personality as well as by the cultural, social and economic 

context in which they appeared, and will affect subsequent behaviour and treatment 

(Kleinman 1978b, Helman 200 I). 

According to Kleinman (1980), an "Explanatory Model" (EM) is a way of looking at how 

illness is patterned, interpreted and treated. Negotiation of Explanatory Models involves 

acknowledgment of differences in belief systems between patient and physician. If the patient 

does not seem to agree with the biomedical explanation, a compromise can often be reached 

by presenting the problem in terms and concepts that reflect the patient's EM (Carrillo 1999). 

This requires that the physician is sufficiently knowledgeable about his or her own culture, 

and about patients' other cultures, in order to recognize the differences; understand what they 

mean; and translate or bridge those differences to accomplish clear and effective 

communication and caring (Becker 1974, Helman 2001, Kagawa-Singer 2003). Developing 

effective multicultural relations between culturally unique participants in the modern health 

care system was found to be a prerequisite to effective health care delivery (Lin 1983, Woh1 

1989, McNeil 1990). Luckman (2000) identified eight barriers to transcultural communication 

in the health care setting: lack of knowledge; fear and distrust; racism; bias and 

ethnocentrism; stereotyping; ritualistic behaviour; language barriers; conflicting perceptions 

and expectations. Barker (1992) noted that no matter how acculturated a person appears, at 

times of great stress such as illness or death, early-learned ideas resurface and structure 

responses. 
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Numerous studies in the US have considered the impact of racial and ethnic disparities in the 

health care system (Komaromy 1996, Gray 1997, Carlisle 1998, Saha 1999,2000, Cooper

Patrick 1999, Laveist 2002). Laveist (2002) examined a US national sample of African

American, white, Hispanic, and Asian-American patients. In each race/ethnic group, patients 

who had a choice in the selection of a physician were more likely to be race-congruent, and 

race-congruent respondents reported greater satisfaction with their physician. Lin (1983) 

referred to the supposition termed as "cultural blind spot syndrome", which assumes that 

similarities in the ethnic background of physician-patient dyads enhance communication, 

arguing that this assumption is too simplistic; shared ethnicity alone is insufficient to ensure 

an effective interaction. Establishing a therapeutic alliance is built upon the match between 

the clinician's and the patient's EMs and therapeutic expectations. Ethnicity does not 

guarantee a physician's cultural awareness and sensitivity, either to members of his or her 

own ethnicity, or to those of other ethnic groups. Hufford (1997) claimed that what counts as 

being in the "best interests of patients" can vary from one cultural group to another, and 

among members of a single cultural group. Therefore, "best interests" cannot be determined 

without the involvement and approval of the patients themselves. 

2.1.3.3 Patients' diverse cultural health attitudes, beliefs, expectations and needs 

Some culture-related variables include attitudes toward health and illness; perceptions of 

causation of diseases; role of patient and physician; patient-physician interaction style; role of 

the family when a member is ill; patients' expectations, needs, and coping styles (Gordon 

1990). 

Culture-related differences in health care expectations and outcomes have been the focus of a 

large body of research (Gorkin 1986, Chae 1987, Wuest 1991, Schreiber 1991, Uba 1992, Ali 

1993, Blackhall 1995, Murphy 1996, Butow 1997, Matthews 1998, Ehman 1999, Sheiner 

1999, Collins 2000, van Ryn 2000). Patient ethnicity was associated with physicians' 

assessment of patient intelligence; feelings of affiliation toward the patient; and beliefs about 

patients' likelihood of high-risk behaviour and non-compliance. All these suggest that 

physicians apply general cultural or ethnic differences to their impressions of the individual 

patient (van Ryn 2000). Ethnic and cultural norms were found to influence patients' 

propensity to ask questions, express concerns, and be assertive during the interaction (Merkel 

1984, Ashton 2003). 

Asian concepts of health derive from the central concept of balance between individual, 

society, and the universe. Many South-East Asians see suffering and illness as part of life and 

may not seek medical care for many ailments (Uba 1992). Japanese emphasize respect, 
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politeness, and self-control, which may lead to avoidance of discussing symptoms and 

avoidance of disagreeing with health professional (Chae 1987). Family involvement in health 

and illness varies by culture. Hispanic-Americans are likely to view family as liaison between 

patient and physician. Korean-American and Mexican-Americans tended to hold a family

centred model of medical decision-making rather than the patient autonomy model favoured 

by most of the African-American and white patients (Murphy 1996, BlackhallI995). 

Religion strongly affects the way people interpret and respond to the signs and symptoms of 

illness (Spector 2000). Since all religions are concerned with the meaning of affliction, 

suffering, illness and healing, physicians should not ignore or overlook the patient's religion 

or spiritual understanding of the world, which are unfamiliar to the physician (Plotnikoff 

2000). 

A basic principle of the Egyptian culture is the belief in predestination. For the Muslims, 

being afflicted with a serious disease is predestined, and stoicism is expected. Egyptian 

researchers found that Christian cancer patients held the same cultural beliefs as Muslims 

regarding health, illness, treatment, and recovery. Egyptian patients comply with medical 

regimen vigorously, which mainly originates from the Quran's rules advising people to get 

the advantages of education, science, and technology. The patient cannot contradict or 

question the physician, this would imply impolite behaviour, or lack of respect (Ali 1993). 

Several studies have investigated the cultural issues characterizing patients and physicians 

from the former Soviet Union (FSU) now living in Israel and in the US (Holden 1981, 

Firkowska-Mankiewicz 1991, Brod 1992, Bernstein 1994, Remennick 1997, 1998). Marginal 

immigrant status, poor proficiency of Hebrew, and confusion by the differences between the 

western host medical system and the socialist Soviet system were found to result in serious 

problems in the care of immigrants and in dissatisfaction (Remennick 1998). 

Ethiopian immigrant patients in Israel have a unique set of problems. With increased 

acculturation, Ethiopian patients seemed to seek medical care for illnesses that they have 

learned are medically recognized, but not for complaints that do not fit into biomedical 

categories. They may have adjusted their expectations to fit local service provision, but their 

underlying views about the definition and causation of illness seemed to persist (Reiff 1999). 

The culture of Orthodox Jews also has an impact upon health care issues (Donin 1972, Spero 

1981, 1983, Larson 1992, Wieselberg 1992, Bilu 1992, 1994, Lowenthal 1993, Giglio 1993, 

Heilman 1994, Silverstein 1995). A "religiosity gap" between patients' and therapists' values 

may explain why many patients consult with clergy prior to seeking help from health care 
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professionals (Giglio 1993). Challenging patients' religious beliefs may cause the therapist to 

be neutralized or even disqualified, and may bring an abrupt termination of therapy (Spero 

1981). 

For a discussion of health information and cultural diversity, see Section 2.2.2.6. For more on 

decision-making and cultural diversity, see Section 2.3.5. For time and cultural diversity, see 

Section 2.6.5, for gender and cultural diversity, see Section 2.7.6, and for patient satisfaction 

and cultural diversity, see Section 2.8.2. 

2.2 Information 

This section reviews the topic of information giving and receiving in interpersonal 

communication, particularly medical information models and information in health care. 

2.2.1 Medical information models 

Kleinman (1980) proposed an "Explanatory Model" (EM) as a way of looking at how illness 

is patterned, interpreted and treated. Among laymen, EMs tend to be changeable and 

influenced by both personality and cultural factors, and are characterized by vagueness, 

multiplicity of meaning, frequent changes and diffuse boundaries between ideas and 

experience. Physicians' EMs are based mostly on causal scientific logic. 

According to Helman (2001), the model of modem medicine is directed mainly towards 

discovering and quantifying physiochemical information about the patient, rather than to the 

less measurable psychosocial concerns of patients. Consultations between patient and 

physician are actually transactions between the layman's EM for a particular illness and that 

of the physician. Nevertheless, the transaction can only be fully understood in the context of 

the social and economic organization and dominant ideology or religion in which the 

individual became ill and the physician was consulted. When many people in a culture agree 

on a pattern of symptoms, origin, significance and treatment, the illness becomes an "illness 

entity" or "folk illness". This is more loosely defined than medical diseases and is greatly 

influenced by the socio-cultural context. Another way of looking at lay explanations of ill 

health is to examine the questions people ask themselves when they perceive themselves as 

being ill (Helman 1981). 

Cassell (1976) distinguished between "illness" and "disease". Disease is associated with 

bodily organs, while illness is something the patient feels when he or she goes to the doctor. 

Explanations of ill health are often externalized in the form of a "narrative" or story about 

how and why the person became ill (Kleinman 1988). Medical healers, symbolic forms of 
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healing, and most religious traditions all help their clients reveal and shape their narratives. In 

western medicine, the physician seeks to organize the patient's "case history" into linear 

form, with a clear beginning for events, a sense of duration and ending at the present time. In 

traditional healing systems, the patient offers the healer only a small amount of information, 

and the healer does most of the talking. Thus, the sign of a good healer is someone who asks 

few questions and can quickly provide a diagnosis (Helman 2001). 

2.2.2 Information in health care 

Information in health care involves exchanges between physicians and patients, as well as 

formal and informal sources of information. The following discussion outlines models for 

these information exchanges. 

2.2.2.1 Physician information gathering 

The initial dialogue between physician and patient usually takes the form of an interview, 

with the patient seeking help and the physician seeking information to provide that help. 

Traditionally, health care practitioners have used the "directive interview" approach as their 

primary interview style to obtain specific information and to offer a course of action. Asking 

questions enables physicians to obtain a great deal of information, and also allows patients to 

tell their own stories. However, doctors were found to ask too many questions and not allow 

patients to tell their story; to ask questions that are too long or too complicated; to ask 

questions in a way that may bias the answers given; and to ignore questions that patients may 

ask (Tuckett 1984, Kreps 1992, Lloyd 2004). 

In the "patient-centred interview", in contrast, the practitioner's role is to assist the patient in 

achieving insight and finding solutions to problems. Fisher (1984) has referred to human 

beings as "homo narrans", tellers of stories. By failing to encourage patients to tell their 

stories. physicians are potentially losing a wealth of health information that would help them 

provide more effective health care (Kreps 1992). Cassell (1985) said that medical history 

taking is often taught as if the object is to strip away all the confusion heaped on the facts by 

patients. yet when doctors discard all the patient's meanings. values and notions. they may 

have found the disease but discarded the patient. 

The prevalence of yes/no questions. the selection of specifically medical topics of inquiry. 

and the determination of the scope of patient response through follow-up questions. were all 

found to limit patient initiative in the history-taking context (Mishler 1984. Roter 1992). 

Hampton (1975) confirmed the importance of gathering information about the patient's 

history in making a diagnosis. In 66 of 80 patients. the correct diagnosis was made based on 
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the patient's history alone, while only in seven patients was the initial diagnosis changed after 

physical examination, and in seven other patients it was changed after test results. 

One problem in collecting patient data is that patients tend to express their concerns after the 

history has been taken. Barsky (1981) termed patients' late announcements of psychosocial 

concerns "hidden agendas". Beckman (1984) argued that the term "hidden agenda" focuses 

attention on the patient's decision to withhold or delay sharing relevant information, but 

ignores the physician's influence on the flow of information provided by the patient. 

Beckman recorded 74 office visits and reported that in only 17 (23%) visits was the patient 

provided the opportunity to complete the opening statement of concerns; in 51 (69%) of the 

visits, the physician interrupted the patients and directed questions towards a specific concern. 

Physicians did not permit patients to express a full range of concerns; after a brief period of 

time (mean 18 seconds), and often after the expression of a single stated concern, the 

physician took control of the visit by asking specific, close-ended questions, that halted the 

spontaneous flow of information from the patient. Once interrupted, only one of 52 patients 

went on to complete their statements. 

Another issue involves the amount and scope of information patients give, sometimes 

volunteering more information than asked for. Some lifeworld narratives can be treated as 

resources for learning more about patients and ultimately facilitating their care and education. 

However, physicians must determine whether this information represents an issue which 

should be addressed, how it should be managed, or whether it should just be "filed away" as 

information (Beach 2001, Stiver 2001). 

2.2.2.2 Physician information-giving 

Based upon the information gathered from the patient, together with results of the physical 

examination and tests, the physician makes a diagnosis and devises a management plan to be 

explained and discussed with the patient. The manner in which information is presented to the 

patient has been shown to have a major effect on the level of patient anxiety and stress, the 

outcomes of medical procedures, satisfaction with care, and compliance with treatment 

(Lloyd 2004). The amount of information given by the physician depends on mutual and 

reciprocal expectations, perceptions, attitudes, and communication skills of the participants 

(Pendleton 1980). Tuckett (1984) discussed the notion of the medical consultation as a 

negotiated exchange of information that causes patients to comply with advice, helps patients 

to order and understand symptoms in terms of their cultural frameworks, and increases patient 

satisfaction. 
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A number of researchers considered the nature of the exchange of information between 

doctors and patients in the medical encounter (Street 1991, Waitzkin 1985, Billings 1989). 

Differences in physicians' informativeness were related to patients' communicative styles 

(question-asking, opinion-giving, expression of concern), and to patients' personal 

characteristics (age, gender, education, anxiety). The length of acquaintance between doctors 

and patients was associated with information transmittal; doctors who knew their patients for 

a longer period of time tended to give more information. Lee (2003) challenged commonly 

accepted practices of information transmission in health settings as insufficient because they 

are rooted in a one-way model of information transfer, which contributes to the hierarchical, 

one-side relationship assumed by health communication practices. A concept of information 

exchange is proposed, based on two-way dialogue that is more attentive to social relationships 

and contexts, ensuring that health information is not simply received, but also acted upon. A 

number of studies have supported this notion calling for more shared, patient-centred 

encounters that give patients more voice and involvement in their own health care (Roter 

1989, Waitzkin 1991, Brown 1999, Charles 1999). Smith (1991) suggested integrating 

patient-and physician-centred approaches to interviewing; the patient leading in areas where 

he or she is the expert as on symptoms, concerns, preferences, and values, and the physician 

leading in the domain of expertise such as discussing details of organic disease and estimating 

probabilities of disease. 

Patients were found to have more than one concern when visiting primary care physicians, 

including medical problems, requests for prescriptions, and information (Barsky 1981, White 

1994, 1997). Patients' concerns usually get topicalized by physicians at the beginning of 

encounters (Beckman 1984,Bates 1995), however, these solicitations are treated by physicians 

as a single concern, and rather than continuing to solicit additional concerns, physicians 

progress through the activities of history taking, physical examination, diagnosis, and 

treatment (Beckman 1995, Marvel 1999). This has promoted the "by the way" syndrome, 

where patients present "doorknob" concerns (Byrne 1976, Zoppi 1997). Robinson (2001) 

claimed that physicians frequently design final-concern questions in ways that manipulate 

patients toward responses that do not raise additional concerns. 

2.2.2.3 Patient information-seeking and question-asking 

Patients use information in health care to self-monitor health conditions by gathering 

information through conscious and autonomic internal feedback mechanisms; to seek 

evaluation of health conditions from relevant others; to gather information from others about 

achieving and maintaining optimal levels of health; and to evaluate the adequacy of different 

health care activities and direct future behaviours. The traditional approach to physician-
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patient relationships assigned expertise to the physician, and patients were dependent on the 

physician for all their information (Kreps 1990). Several researchers have considered this 

issue of the amount and nature of the information sought by patients in the medical interview 

(Beisecker 1990, Roberts 2000a, McIntosh 2003). Waitzkin (1984, 1985) emphasized that 

patients almost always want as much information as possible yet doctors often do not realize 

this, tend to underestimate patients' desire for information, and maintain a style of high 

control, which involves many doctor-initiated questions, interruptions, and neglect of 

patients' lifeworld. Faden (1981) claimed that it is unclear to which extent doctors and 

patients agree about information that should be disclosed. Although the need for specific 

information varied between patients, cancer patients in general wished to be well informed 

about their diagnosis, therapeutic options, and side-effects (Fallowfield 1990, 1993, 1994, 

Stigglbout 1997). Younger patients were found to conform to the well-informed participant 

standard of patient behaviour, while older patients were more likely to prefer the less 

informed, non-participatory patient role (Cassileth 1980). Patients who received a training 

book asked more direct, assertive, and clarifying questions than untrained patients. Training 

seemed to enhance more effective question forms, which were recognized as information

seeking attempts by physicians, who then addressed patients' concerns (Cegala 2000). 

2.2.2.4 Patients' understanding of information 

A high level of awareness and knowledge of health-related topics has obvious potential for 

increasingly productive and satisfying physician-patient relationships. Knowledge may lead 

to improved patient comprehension and more informed questioning, and can indirectly help 

patients in their efforts to establish rapport and credibility with caregivers (Ruben 1990). 

According to Kreps (1990), formal and informal health education communicates both content 

information (descriptive data about the nature of health and health care) and relationship 

information (level of concern, sensitivity, and power which health educators feel toward their 

audiences). Nevertheless, physicians' and patients' efforts to share relevant information are 

often deterred by miscommunications and misinterpretation of communicated information 

that are caused by a variety of reasons, such as the complexity of health-care problems, the 

urgency and emotionality of health-care situations, failures of understanding and memory, 

physicians' overuse of medical jargon, and lack of time (Ley 1967, 1983, Barlund 1976, 

Kreps 1984, 1988, Tuckett 1985, Billings 1989, Cromarty 1996, Quirt 1997, Cegala 2000). 

Cromarty (1996) challenged prior research, claiming it has chiefly examined the physician's 

conduct rather than the patient's viewpoint, and confirmed findings by Stimson (1975) and 

Tuckett (1985) of little dialogue and sharing of ideas between physicians and patients. 

Patients had a central desire to search for meaning in everything physicians said or did, and 
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were reluctant to ask questions. Many studies have suggested that patients often do not 

understand or recall physicians' explanations or instructions (Roter 1987, Grover 1994, Ong 

1995, Logan 1996, Levinson 1999, O'Keefe 2001). 

2.2.2.5 Formal and informal health information 

Formal health education occurs when health-care specialists share relevant health information 

with health care consumers during office visits, and when providers write or distribute health 

information through the written and mass media, as well as via public health campaigns. 

Informal health education generally develops in two ways: (1) directed informal health 

education, involving messages offered in conversations in which health problem remedies are 

recommended, and (2) undirected informal health education, for example through the media, 

and as communicated in popular stories and legends, leading to culturally based health beliefs 

and folk remedies. Such informal communication networks are extremely powerful sources of 

health information because they are easily accessible, well utilized, and personally involving 

for most people (Kreps 1990). Several researchers have discussed the knowledge gap between 

physicians and patients, and the new informed patient (Ruben 1990, Hardey 1999, Lloyd 

2004). Developments in information technology such as the Internet and the changing 

expectations of patients have come to challenge the notion that the physician is always the 

expert. 

2.2.2.6 Health information and cultural diversity 

Health care providers need to be aware of differing beliefs, values, attitudes, and world views 

that can influence perceptions of health and illness, and can serve as a powerful source of 

information and a potent tool for healing. Beliefs dictate which symptoms are considered 

appropriate to take to a doctor, how patients understand the cause and treatment of their 

illness, what patients expect of physicians, and what personal and moral meanings they 

ascribe to their illness (Kreps 1992). Martin (1983) identified the skills needed by an affective 

clinician to explore patients' beliefs: listening, identifying beliefs, and reframing those 

beliefs. Katz (2000) compared patients' self presentation and information transfer in 

conventional and unconventional medical interactions, claiming that the conventional setting 

leads to an asymmetrical doctor-patient relationship, limiting information transfer by the 

patient. In contrast, the orientation to equality and responsibility sharing in the 

unconventional setting promotes mutuality and information transfer between patient and 

practitioner. 
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Japanese cancer patients and physicians were found to differ in the category of question

asking. The percentage of physician question-asking was almost double that of patients', and 

the consultation was largely focused on biomedical topics. Compared to two studies in the 

UK and the Netherlands, the proportion of statements showing concern and reassurance was 

smaller, indicating that Japanese people tend not to express their emotions by direct verbal 

statements (Ishikawa 2002). Maly (2003) assessed differences in physician provision of 

information to white, African-American, and Latina older female cancer patients. physicians 

discussed a number of topics less often with African-American and Latina patients compared 

to white patients, although minority patients considered discussions of most topics helpful, as 

did whites. Ethnic minority patients preferred information-giving through interpersonal health 

professional contact, rather than written information. 

2.3 Decision-making 

The discussion on decision-making (DM) focuses on five main issues: socio-cultural 

perspectives, participatory decision-making (PDM), patient preferences in PDM, patient 

satisfaction, and cultural diversity. 

2.3.1 Socio-cuItural perspectives 

Socio-cultural theoretical perspectives have dealt with the impact of DM in the medical 

context. For functionalist theorists, power is a generalized social resource flowing through the 

political system, given by general consensus to those who have earned it through their 

contribution to society. Hence, medical dominance along with the authority held by the 

medical profession are viewed as the desirable method of maintaining social distance between 

doctor and patient. It allows the physician to take control and perform the healing function 

successfully, thus serving the best interests of the patient (Lupton 1994). According to 

Parsons' (1951, 1987) "sick role", a person afflicted with serious illness is physically 

disabled, and is forced to rely upon others, hence deviating from the expectations of social 

roles. The state of illness is such that patients have a psychological need to leave DM to the 

doctor's competence and judgment, in order to absolve themselves from any responsibility for 

the management of their illness (Mechanic 1979). The functionalist perspective has been 

criticized for its neglect of the potential for conflict inherent in the medical encounter. Critics 

argued that it typifies patients as compliant, passive and grateful, while doctors are 

represented as beneficent, competent and altruistic (Turner 1988). 

The political economy perspective, informed by Marxist critiques of the nature of the 

capitalist economic system, views the ill, ageing or physically disabled as marginalized by 
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society, because they do not contribute to production and consumption of commodities. Like 

the functionalists, political economists see medicine as a moral exercise used to define 

normality, punish deviance and maintain social order. But they believe that this power is 

harmful and is abused by medical professionals (Freidson 1970, Waitzkin 1972, 1984b, Illich 

1976, Starr 1982, Lupton 1994). IIIich (1976) argued that modem medicine is both physically 

and socially harmful due to the impact of professional control over medicine. This leads to 

dependence upon medicine, obscuring the political conditions which cause ill health, and 

removing autonomy from individuals to control their own health. The political economy 

perspective has been criticized for ignoring the micro social aspects of the doctor-patient 

relationship, for representing it as the equivalent of the capitalist-worker relationship 

(Ehrenreich 1978), and for failing to recognize that the overall health status and access to 

health care of populations in socialist states have historically been worse than those of 

populations of capitalistic societies (Turner 1988). 

The perspective of social constructionism examines the social aspects of biomedicine, 

focusing on the development of medico-scientific and lay medical knowledge and practices. 

Medical knowledge is regarded as a series of relative constructions that are dependent upon 

the socio-historical settings in which they occur and are constantly renegotiated. Thus, the 

approach allows alternative ways of thinking about the truth claims of biomedicine, showing 

them to be as much social products as lay knowledge of medicine (Lupton 1994). Foucault 

(1975) charted the emergence of a new "clinical gaze", a way of seeing the patient's body. 

This changed the vision from the speculatively based medicine of the 18th century, to the 

scientifically based medicine of the 19th. This notion of medical power extends the medical 

dominance expressed by the political economists, viewing power relations in the medical 

encounter as more subtle, enforced as much by individuals' unconscious self-surveillance as 

by authority figures. In understanding power relations as productive rather than coercive, the 

assertion of functionalism is restated, claiming that medical dominance is necessary for 

practitioners to take control in the medical encounter to fulfil the expectations of both parties, 

rather than being a source of oppression as argued by the political economists (Fisher 1991, 

Lupton 1994). This perspective has been criticized for making broad generalizations and 

avoiding examinations of the micro-context such as the everyday experiences of people; for 

the insistence that discourses have general social effects regardless of social class, gender or 

ethnicity; and for not recognizing human agency and the opportunity for resistance (Turner 

1984, Shilling 1991). 

For those who believe that the medical profession has too much power, a growing movement 

directed towards encouraging patient assertiveness is seen as a sign of a diminishing of 
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medical dominance. The growth of the consumerism ethos in the 1970s, together with an 

increasing corporatization of medicine, has made an impact upon the professional status of 

the medical practitioner (Lupton 1994). The medical consumer, as opposed to client, assumes 

more bargaining power in the relationship with the medical provider. The client comes to the 

professional for advice and accepts the professional's opinion, whereas the consumer listens 

to the thoughts of the provider, or of several providers, but ultimately makes his or her own 

decisions (Reeder 1972). The consumerism model of medicine has been elaborate? by a 

number of researchers (Haug 1973, Gallagher 1976, McKinlay 1988, Neuberger 2000). 

Silverman (1987) and Lupton (1994) discussed the role of patient as consumer, arguing that 

although there is potential for people to resist the passive patient role, there are limits 

constraining the extent to which patients can do so, including health problems, social class, 

age, ethnicity and gender. It is therefore doubtful that the new breed of patient described in 

consumer guides, armed with medical knowledge and ready to challenge the doctor's 

authority, is in the majority. 

The Health Belief Model (Rosenstock 1966, Becker 1974, 1975) hypothesizes that people 

seek and comply with health care regimes under certain specific conditions: belief in 

susceptibility to and severity of the disease; belief in the efficacy of treatment; self-efficacy; 

and perceptions of the cost of treatment. DiMatteo (1982) noted that development of the 

Health Belief Model has placed the physician in an excellent position to change patient 

beliefs and resulting attitudes by tailoring interventions to suit the particular needs of the 

individual patient. This kind of "objective" approach to health beliefs was criticized by Good 

(1994), claiming it carries the danger that patients' subjective opinions and accounts, which 

have no ground in objective medical reality, are taken to be unreal. 

2.3.2 Participatory decision-making (PDM) 

A major issue in medical DM is the participation of the patient. Billings (1989) argued that 

the purpose of the medical interview is not only to elicit information for diagnosis and 

treatment, and to educate patients about their illness and its management, but also to learn 

about patients' preferences and values. An appreciation of the patient's viewpoint helps the 

physician and patient negotiate mutually satisfactory clinical decision-informed choices that 

are consonant with the patient's wishes and the physician's medical advice. Billings described 

the clinical process of "informed consent" for making both critical and ordinary treatment 

decisions: (1) the patient is informed about the nature of the condition, and about reasonable 

options for diagnosis and treatment, including risks and benefits; (2) the physician's particular 

advice for the patient is explained; (3) the patient's preferences are elicited; (4) the physician 

seeks the patient's approval for a negotiated plan. Informed consent has become a medical-
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legal requirement, particularly in hospitals. Oeber (1994) noted an important distinction 

between the legal notion of informed consent and the ideal of shared OM. Informed consent 

does not mean that the patient is an active partner in care. Therefore, it cannot achieve the 

benefits of a model in which the patient is an informed partner who understands and sets 

treatment goals. 

Researchers have discussed the notion of the clinical consultation as a transaction between lay 

and professional Explanatory Models (Kleinman 1980) or a negotiation between t~o parties 

separated by differences in power, both social and symbolic (Stimson 1975, Helman 2001). 

Stimson (1975), Lazare (1978), and DiMatteo (1982) pointed out that there is often a conflict 

between physician and patient that may centre in issues such as the definition of the problem, 

the cause of the illness, the goals of treatment, and the priorities of treatment. Conflict and 

negotiation may also take place over completely intangible issues such as self-esteem, 

honour, and saving face. The asymmetry of power in the consultation was discussed by 

Silverman (1987), Gwyn (1999), and Katz (2002), suggesting that patients accept the 

discourse strategies that dominate doctor-patient interviews because they are seen as an 

implicit part of "the treatment". By questioning the authoritative voice of medicine they might 

be seen to be symbolically challenging the status quo of medical knowledge, thereby causing 

damage to their chances of recovery. 

Helman (2001) emphasized that patients strive for diagnoses and treatments that make sense 

to them in terms of their lay view of ill health. A number of recurring problems were 

identified that interfere with the development of consensus: focusing on the individual patient 

while ignoring wider familial, social and economic issues; misinterpretation of patients' 

languages of distress when doctor and patient come from different cultural, socio-economic, 

or religious backgrounds; different age groups or gender. 

A large number of researchers addressed the emergent interest among both physicians and 

patients in developing and advocating new approaches to treatment OM, which would 

incorporate a greater role for patients (Brody 1980, Quill 1983, Eddy 1990, Hughes 1991, 

Emanuel 1992, Cahill 1996, Charles 1997). Ballard-Reisch (1990) argued that the 

characteristics of communication in the health provider-health consumer relationship are 

changing as a result of a growing trend in health care away from the traditional paternalistic 

model and toward a process of POM. A three phase POM model is suggested: (1) diagnostic

which involves exploring the nature of the patient's condition, and the characteristics which 

affect the patient's ability to deal with the condition; (2) exploration of treatment alternatives

which involves the generation of possible alternatives, the establishment of criteria for an 

effective decision, and the process of weighing alternatives against criteria established; 
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(3) treatment decision, implementation and evaluation- which involves the selection of 

treatment protocol, the implementation of the treatment regime, and the evaluation of the 

effectiveness of treatment. This requires clear understanding and communication on part of 

both patient and physician. These phases were considered in detail by a number of 

investigators (Slack 1977, Fisher 1983, Robinson 1985, Weston 1989, Ballard-Reisch 1990, 

1993). 

Marinker (1997) suggested the concept of concordance that is based on the idea th'at health 

care practitioners and patients should work towards a mutual understanding about medicine 

taking and the development of a therapeutic alliance. A fundamental requirement to the 

concept of concordance is the open exchange of beliefs about medicines upon which both 

prescribing and medicine-taking decisions may then be based. Thus, concordance seeks to 

make patient participation explicit, and to make apparent potential areas of disagreement and 

conflict. Britten (2001) argued that the significance of the concept is that it acknowledges 

patients' autonomy and the potential conflict between physician and patient. Stevenson 

(2005) emphasized that concordance contains the principle of equality in terms of exchange 

of information, insofar as all parties have some relevant information to impart in relation to 

preferences about treatment options. 

Charles (1997, 1999, 2003) developed a conceptual framework to identify, describe and 

differentiate the defining characteristics of current DM approaches: (1) paternalistic

characterized by physician control, one-way information exchange, and no patient input other 

than informed consent; (2) pure informed- characterized by a division of labour, and the 

preservation of patient autonomy. A well informed patient is assumed to make the best 

decision without need of physician input; (3) pure shared- characterized by simultaneous 

interaction by both physician and patient in all stages of the DM process, and two-way 

information eXChange. The shared treatment decision-making (STDM) model was examined 

in a study exploring the expectations and perceptions of British patients prior to consulting a 

general practitioner (GP). Despite the advocacy of the use of patient-centred strategies, 

STDM did not seem to happen in practice. Potential barriers to STDM were identified: 

pressure of time; medical training in Britain that is mostly hospital based, was thought to 

encourage paternalistic practice, and to present a barrier to developing the requisite skills; the 

increased emphasis on opportunistic health screening in general practice was felt to interrupt 

the natural flow of consultations, and make it more difficult to engage in STDM; and GPs 

questioned patients' ability to understand medical language and problems as a barrier to 

participation (Stevenson 2000). 
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Schneider (1998) Gwyn (1999), Parascandola (2002), and Meyers (2004) addressed cases of 

medical uncertainty or medical knowledge that is complex and difficult to communicate, 

which represent a disproportionate burden for patients as barriers to participation. 

2.3.3 Patient preferences for participation in decision-making 

A major issue in medical PDM is the attitude of the patient toward his or her own role. Deber 

(1994, 1996) argued that studies have not clearly defined "participation", failing to 

differentiate between "problem solving" and "decision making". Patients overwhelmingly 

wanted problem-solving (PS) to be performed by or shared with the physician, but wanted to 

be involved in DM. These results suggested two major roles for physicians: assisting patients 

in PS by structuring choices, and supporting them in making often difficult decisions. 

Patient preference was studied by Strull (1984), Larsson (1989) and Beisecker (1990). While 

patients definitely wanted information in each of a wide variety of medical areas, the majority 

of patients did not wish to assume the responsibility to make medical decisions, and perceived 

medical DM authority to rest more with physicians than with patients. Patients who rated their 

physicians as providing more information and involving them more in DM had better self

reported understanding of their diabetes self-care (Heisler 2002). 

Several researchers have studied the DM preferences of women with breast cancer. 

Agreement between cancer patients and physicians with respect to DM preferences occurred 

only in 38% of cases reported by Bruera (2001). Asking patients for their input about 

treatment choices was the one physician communication behaviour that was positively 

associated with patient PDM (Maly 2004b). Degner (1992) and Stiggelbout (1997) attempted 

to determine what roles people actually want to assume in selecting cancer treatment. Their 

findings suggested that the impact of being diagnosed with a life-threatening illness may 

negatively influence the desire for PDM as compared to patients with non-malignant 

conditions, and patients' companions. 

PDM facilitation was associated with female gender, non-white race, higher education level, 

younger age, lengths' of visit, length of tenure with particular physician, chronic illness visits, 

highly complex decisions, and referrals to another physician. PDM facilitated visits took 

longer than non-facilitated visits (Cassileth 1980, Beisecker 1988, Gotler 2000, Adams 2001). 

Brock (1990) discussed the implications of shared DM on physicians' responsibilities when 

competent patients make choices that appear to be irrational. The paternalistic approach often 

takes the patient's general preferences and attitudes toward treatment into account, yet gives 

patients only a minimal role in making decisions. In shared decision-making, selecting the 
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best treatment for a particular patient requires the active and essential contributions of both 

physicians and patients. It is unwarranted to conclude that proper respect for patient 

autonomy and self-determination means accepting patient treatment preferences no matter 

how they are arrived at. This fails to recognize tradeoffs between conflicting values involved 

in respecting or seeking to change patients' choices. Patient well-being can require the 

physician to attempt to protect patients from harmful consequences, potentially clashing with 

the right of patients to make decisions about their own lives. When a physician judges a 

patient's treatment choice as irrational, non-coercive and non-manipulative attempts to 

change that choice are common and proper and do not violate patients' rights of self

determination. However, distinguishing irrational preferences from those that simply express 

different attitudes, values, and beliefs can be difficult in both theory and practice (Kassirer 

1983). 

2.3.4 Decision-making and patient satisfaction 

Patient satisfaction with medical care was reported to be affected by patients' and physicians' 

attitudes toward DM (Roter 1991a, Hall 1994a, Kaplan 1995, 1996, Turner 1996, Adams 

2001, Street 2002). PDM style was found to be a reliable indicator of interpersonal care 

quality, as supported by its positive association with patient satisfaction and its negative 

relation to provider loyalty. For physicians, lower practice volume, previous interviewing 

skills training, satisfaction with personal autonomy, white race, and female gender were all 

associated with higher PDM style ratings. 

2.3.5 Decision-making and cultural diversity 

Cultural differences in DM may result in conflict or misunderstanding, when non-Western 

patients are asked to make independent health care decisions. In many cases, the patient's 

dilemma goes unnoticed, and the patient who has difficulties making decisions is labelled as 

"non-compliant". Patients from collectivistic cultures may abdicate DM to the physician, who 

is seen as a wise and benevolent authority figure. This approach does not allow for individual 

choice. Rather, physicians are expected to make decisions that are in the best interest of the 

greatest number of people involved with the patient. Patients may be less willing to share bad 

news within the group, because it may disrupt the harmony of the group. They may be less 

likely to question the decisions may by the family, because the decision was made for the 

overall good of the family. Families may be less inclined to question decisions made by 

physicians, who have to maintain the harmony of the health system (McLaughlin 1998). 
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Japanese physicians and patients relied more on family and physician authority, and placed 

less emphasis on patient autonomy than US physicians and patient (Ruhnke 2000). Doctors in 

Singapore, who are exposed to Western ethical concepts, were found to allow patients some 

say in DM, and keep patients reasonably informed. However, some inconsistencies were 

found between values and practices: they still lack openness in telling patients the whole 

truth; many doctors believe that a number of their patients are incapable of rational choices; 

and when patients refuse treatment, many doctors are prepared to involve family members in 

search for consensus, tempering the respect for patients' choices (Chan 2(00). 

Minority patients (African-American, Asian-American, Pacific Islanders, and American 

Indians) reported less participatory visits than non-minority patients (Kaplan 1995). Korean

American and Mexican-American patients were least likely to favour truth telling about 

diagnosis and prognosis, and least likely to choose the patient as primary decision maker 

about the use of life support as compared to whites. In the Mexican-American group, more 

acculturated patients were more likely to share the patient autonomy model with white and 

African-American patients (B1ackhall 1995). African-American and Latina patients, and 

patients from low-income families, indicated a strong desire for information and participation 

in DM (McKeown 2002). McKeown warned that physicians should not assume that patients 

from disadvantaged populations do not want to playa substantial role in DM concerning their 

health care, and should probe for the levels of control desired by patients from similar 

populations. 

African-American and Latina breast cancer patients were less likely than white patients to 

perceive themselves as the chief treatment decision-makers. However, ethnic minority women 

were more likely to question their surgeons about their treatment, possibly due to mistrust of 

the health care system (May 2003, 2004a). 

2.4 Physician's interpersonal communication 

This section reviews the literature on physician's interpersonal communication, focusing on 

three main issues: physician-patient communication, impact of physician communication on 

the patient, and patient satisfaction with physician communication. In the communication 

process, many components interact simultaneously: the messages to which people react; the 

meanings people actively create; the time and place of the communication (context); the 

relationships established between communicators; past experiences; people's personalities 

and dispositions; the purposes for communicating; the effects of communication on people 

and situations (Kreps 1992). 

-28-



2.4.1 Physician's interpersonal communication characteristics 

Among the important factors in physician's interpersonal communication are the patients' 

life world, the therapeutic nature of communication, the role of empathy, and the use of 

humour and laughter. 

2.4.1.1 The voice of lifeworld 

Personal communication tends to be a humanizing form of human interaction, which treats 

the other person with respect, as an equal, and generally communicates in an honest and 

trustworthy manner. Objective communication tends to be dehumanizing, is insensitive and 

demonstrates lack of respect for the other person, without seeking his or her input on the 

matter (Kreps 1992). Habermas' (1984) theory of communicative action posits a dialectical 

struggle between two types of rationality that produce two different types of world: 

communicative or value rationality- which inhabits the lifeworld; purposive rationality- which 

inhabits the system. Habermas saw the dangers of the growth of the system as threatening to 

engulf the lifeworld, and called this System Rationalization. To regain a balance and push 

back the advances of system rationalization requires work towards communicative rationality 

via ideal speech interaction; reaching mutual understanding through harmonization and 

negotiation of definitions of situations without the use of coercion and power. 

Mishler (1984) applied the concept of the lifeworld proposed by Habermas (1984) to the 

world of medicine. In dealing with patients, science-based medicine operates on some hidden 

assumptions that can be seen as distortions of the lifeworld. One such assumption is the 

power of doctors to dominate interactions and control communication, thus suppressing the 

coherent and meaningful accounts of patients. Barry (2001) identified four communication 

patterns found in general practice, classified according to use of the voice of lifeworld by 

doctor and/or patient: (1) strictly medicine- when doctor and patient both use the voice of 

medicine exclusively, this works for simple unitary problems; (2) mutuallifeworld- when 

both doctor and patient engage with the lifeworld, more of the agenda is voiced, and patients 

are recognized as unique human beings; (3) lifeworld ignored- where patients use mostly the 

voice of lifeworld but are ignored; (4) lifeworld blocked- where doctors immediately block 

glimpses of lifeworld by use of voice of medicine. Barry's results support the premise that 

increased use of the lifeworld makes for better outcomes and more humane treatment of 

patients. 

Traditionally, medical practitioners have sought to avoid the milieu of emotion through their 

long-held advocacy of the scientific practitioner model, and their non-emotional approach to 
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the physician-patient relationship (Roter 1992). However, attitudes and beliefs about the role 

of emotions are changing in contemporary medicine, with research exploring the personal 

socio-emotional communication styles of physician (DeCoster 1997, Gulbrandsen 1997, 

Johanson 1996, 1998). Communication about lifestyle of Swedish primary care patients was a 

vital component in the consultations, which took up one third of the total dialogue, and was 

shared equally between physicians and patients. However lifestyle issues were explored for 

different purposes; patients talked about lifestyle to articulate themselves as indivi~uals, while 

physicians used it as a resource to contextualize medical knowledge (Johanson 1996). 

2.4.1.2 Therapeutic communication 

Interpersonal relationships in health care can serve to increase or decrease the overall state of 

health (Kreps 1992). In turning to a physician, patients seek solutions for their illness as well 

as for their anxiety. Emotional support not only bridges over patient uncertainty regarding the 

content and outcome of the treatment, but is also a crucial element in patients' evaluation of 

the treatment itself (Ben-Sira 1980). Therapeutic communication is accomplished by formally 

designated therapists exchanging information with patients to help them prolong their live 

(Fuller 1973). Pettegrew (1977) has broadened this approach and defined it as communication 

transactions between helper and helpee resulting in: feelings of psychological (thoughts), 

emotional (feelings), and or physical (actions) relief by the helpee. Truax (1967) identified 

three key characteristics of therapeutic communication: accurate empathy and understanding; 

non-possessive warmth and respect; genuineness and authenticity. Suchman (1988) claimed 

that therapeutic contact takes place within a connexional (a mutual experience of joining that 

results in a sensation of wholeness) or transpersonal (going beyond the boundaries of one's 

"self' to join with an "other") dimensions of human experience, within which basic human 

needs for connection and meaning are met. Kreps (1992) indicated the importance of 

empathy, trust, honesty, validation, and caring in communicating therapeutically. 

2.4.1.3 Empathic interaction 

Empathic doctor-patient relations involve eliciting feelings; paraphrasing and reflecting; using 

silence; listening to what the patient is saying or is unable to say; encouraging the patient; as 

well as non-verbal behaviour (DiMatteo 1980, Comstock 1982, Risko 1992). A number of 

studies have considered the role of empathy in the medical encounter (Bellet 1991, Branch 

1993, Gianakos 1996, Suchman 1997). Empathy is not synonymous with the tenderness, 

affection, or caring physicians show to patients, but refers specifically to the ability of 

physicians to imagine that they are the patient who has come for help (Gianakos 1996). 

Branch (1993) obser~ed "windows of opportunity"- instances during which patients discussed 
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their concerns about personal, emotional, and family issues, which stood out from the rest of 

the interview. All began with an open-ended question. As the patient began to talk, the 

physician recognized emotion in the patient's voice and posture and allowed a transition in 

the interview, which satisfied patients and increased their trust. 

Kreps (1992) emphasized the importance of listening in interactions. Accurate 

communication is a give-and take situation, where listening is defined as giving of oneself and 
; 

talking as taking from others. Busy physicians are at a great risk of falling into poor listening 

behaviours, which can lead to serious misunderstandings and problems. Reflective feedback, 

silence when patients speak, body positioning and eye contact are listening skills 

recommended for effective communication (Gorney 1999). Australian GPs received ALM 

(Active Listening Module) medical training intervention that involved teaching the skills of 

hearing, processing and reflectively summarizing, and the attitude of empathy. Patient ratings 

of interpersonal skills were reported higher for GPs who participated in the ALM intervention 

(Greco 1998). 

Billings (1989) argued that in every day medical work, the physician's words and behaviour 

convey and elicit meanings, emotions, and values not to be found in technologies alone. 

Numerous studies have considered interaction styles between patient and practitioner (Korsch 

1972, Ben-Sira 1976, DiMatteo 1979, Like 1987, Carmel 1996, DeCoster 1997, Hall 1993, 

2002b). Buller (1987) identified two general styles displayed by physicians: (1) affiliation- is 

composed of communication behaviours designed to establish and maintain a positive 

relationship, such as interest, friendliness, empathy, warmth, genuineness, honesty, 

compassion, a desire to help, a non-judgemental attitude, humour, and a social orientation. (2) 

Control- includes behaviours that establish and maintain physician's power, authority, status, 

and professional distance. Physician who adopted a more affiliative style received more 

favourable patient evaluations (Korsch 1968, 1972, Freemon 1971, Buller 1987, Barry 2001, 

Zachariae 2003). 

Like (1987) found positive associations between how much the physician liked the patient, 

and both the physician's and patient's satisfaction with the encounter. Physicians had elevated 

liking for healthier and male patients, and female physicians were found to like their patients 

more than male physicians (Hall 1993). How much each liked the other was related to how 

much each was liked, thus demonstrating reciprocity. This suggests that a more liked patient 

might express more positive affect and cooperation, which in tum might increase further the 

physician's liking of that patient (Hall 2002b). 
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2.4.1.4 Humour and laughter 

The role of humour and laughter has been studied by a number of researchers (West 1984, 

Jefferson 1987, Sacks 1992, Adams 1998, Haakanaa 2001,2002, Purtilo 2002,). A subtle, 

often effective way of dealing with problems or hiding fears is through the use of humour. 

Used wisely, shared humour and laughter may help patients cope with stress related to illness 

and accompanying problems; defuse anxiety in tense situations; and open up connections 

between physician and patient. Joking can be used constructively to allow the patidnt to 

express hostility and anxiety; permit exploration of the humour and irony in the patient's 

condition; and reduce tension. Patients may use jokes about themselves in extreme openness, 

as one means of expressing very difficult thoughts and emotions. Some hospitals have 

humour carts, juggling equipment, and clowns visiting children's hospitals on a regular basis 

to bring joy and assist with patient care. 

Patients in Finland used laughter to deal with delicate aspects of the interaction, in places 

where they had to momentarily portray themselves in an unfavourable light. By laughing, 

they displayed awareness of the possible delicacy of a situation, thereby also re-projecting a 

picture of a reasonable patient who knows what is problematic within an occasion. In giving 

of the reason for the visit, laughter occurred with reasons that were "extraordinary", somehow 

unlikely or incredible, and needed a special kind of framing, thereby dealing with the issue of 

the doctorability of the patients' problem (Haakanaa 2001,2002). 

2.4.2 Impact of physician's interpersonal communication style 

Kleinman (1978) pointed out the importance of understanding patients' EMs as part of 

successful diagnosis and treatment, especially as those models are usually influenced by 

social or cultural factors. Physicians should elicit patients' EMs, and then compare these with 

their own models and their assumptions about the patient's model. This may reveal evidence 

of "typifications" or stereotyping that may be barriers to successful communication (Helman 

1985). 

The interpersonal co~munication in the physician-patient relationship has been studied by a 

number of researchers (Helman 1985, Leopold 1996, Brown 1995, Ogden 2002). Patient 

centeredness is currently regarded as the preferred style of physician-patient communication 

(Levenstein 1986, Stewart 1995). Ogden (2002) claimed that research has raised questions 

concerning both the definition of patient centeredness and its assessment, which has resulted 

in a range of methodological approaches to code whether a particular doctor is behaving in a 

patient-centred style (Stiles 1978, Henbest 1990, Winefield 1996, Roter 1997). In addition, 
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research studies have used a wide range of different but related terms such as shared DM 

(Gafni 1998, Elwyne 1999), patient participation (Guadagnoli 1998), and patient partnership 

(Coulter 1999). Although varying in the operationalisation of patient centeredness, Ogden 

(2002) identified a general construct that is considered to consist of three central components: 

(1) receptiveness by the physician to patient's opinions and expectations, and an effort to see 

the illness through the patient's eyes; (2) patient involvement in DM and planning of 

treatment; (3) attention to the affective content of the consultation in terms of both patient's 

and physician's emotions. Some researchers also included information-giving in patient 

centeredness (DeMonchy 1998, Grol 1990). 

Primary care patients showed strong preference for a patient-centred approach with 

communication, partnership, and health promotion. This desire was greater than for 

biomedical aspects such as examinations or prescriptions (Little 2001). Patient-centred 

communication was correlated with patients' perceptions of finding common ground achieved 

with physicians; better recovery from discomfort and concern; better emotional health; and 

fewer diagnostic tests and referrals (Stewart 2000). 

Ben-Sira (1976, 1980) used social interaction theory to describe the physician-patient 

encounter. When patients seek treatment for the illness, physicians address this goal through 

task behaviours such as prescribing medication. When patients seek the relief of anxiety, 

physicians use socio-emotional behaviours such as expressions of concern and reassurance. 

Patients must be able to recognize physicians' task and socio-emotional behaviours as either 

treating illness or relieving anxiety. Socio-emotional behaviours are easy for patients to 

identify and understand. By contrast, it may be difficult for patients, especially when anxious, 

to recognize and understand the association between physician's task behaviour and the 

treatment of illness, suggesting that patients respond to physicians mostly on physicians' 

socio-emotional behaviour. Roberts (2000b) found support for this proposition, although a 

mostly African-American sample of this study is not representative of the larger patient 

popUlation. Physicians' socio-emotional behaviour was clearly recognized by patients and 

affected their trust, self-disclosure, satisfaction, and recall. Although patients recognized the 

physician's task behaviour, it did not affect their response. Dissatisfaction with socio

emotional behaviour appears to be a common reason for changing physicians, suggesting that 

patients rely heavily on this physician behaviour (Ware 1983, Marquis 1983, Gandhi 1997). 

Fairhurst (2001) argued that the thrust toward patient-centred medicine, negotiative 

consultation skills, and the biopsychosocial model in primary care medicine all rely on the 

expectation that GPs can 'know' their patients. Two ways are identified of "knowing" the 

patient: a deductive mode of reasoning- derived from facts about the patient, specific to the 
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context of the consultation, leading to biomedical and biographical knowledge; an inductive 

mode of reasoning- derived from a contextual interpretation of facts, resulting in knowledge 

of patients' behaviour and cognitions, permitting the doctor to act in partnership with the 

patient to individualize the therapeutic intervention. 

The outcomes of the medical encounter were found to be positively influenced by a physician 

who is friendly, engages in some general or non-medical conversation, and offers information 

freely without patient request (Freemon 1971). The quality of communication both 'in the 

history-taking segment of the visit and during discussion of the management plan was found 

to influence patient health outcomes (Stewart 1995). A review by Di Blasi (2001) assessed 

types of non-treatment care given by physicians, categorized as cognitive or emotional. 

Combination of emotional and cognitive care produced the most consistent positive effect on 

health outcomes. Primary care physicians' comprehensive knowledge of patients ("whole 

person") and patients' trust in their physician were strongly associated with three outcomes: 

adherence to physician's advice, patient satisfaction, and improved health status (Safran 

1998). 

Problems or conflicts in the doctor-patient relationship have been examined in a number of 

studies (Owen 1991, Joos 1993, Annandale 1998, Jain 1999, Bell 2001, Keating 2002). 

Daniel (1999) examined the experience of health care complainants: 64% of complaints were 

about clinical care; 22% were related to rudeness or poor communication; and 14% to 

unethical or improper behaviour. Taylot (2002) related emergency department patients' 

complaints in Australia to patient treatment, including inadequate treatment and diagnosis 

(33.4%); and to physicians' communication, including poor staff attitude, discourtesy and 

rudeness (31.6%). Kreps (1993) summarized research addressing specific recurring problems 

linked to interpersonal communication inadequacies, including low levels of patient 

compliance; insensitivity; miscommunication and misinformation; unrealistic and unfulfilled 

patient expectations; and dissatisfaction by providers and consumers. All these suggest that 

the effectiveness of communicative relationships directly influence the success of health care 

(Greenfield 1985, Kreps 1988). Waitzkin (1994) dealt with the social problems that older 

patients bring to the encounter. Many older patients consult practitioners who feel that the 

social context is not relevant to the medical task, or that their ability to grapple with 

contextual problems is limited. When such issues do arise, the structure of discourse tends to 

cut off, interrupt, and ultimately marginalize the discussion, even though these concerns may 

create substantial clay-to-day distress. 
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2.4.3 Patient satisfaction with physician's interpersonal communication 

Patient satisfaction was found to be related to several communication characteristics of 

physicians: discovering and dealing with patients' concerns and expectations; communicating 

warmth, interest and concern; volunteering a lot of information in terms that are understood 

by patients (Pendleton 1983); clarity of communication about the medical condition and 

treatment; a collaborative and less directive interviewing style; patients' specific expectations 

for informative and effective care (Lochman 1983). Hall's (1988) meta-analysis related 

patient satisfaction to several factors, including the amount of information given by 

physicians; greater technical and interpersonal competence; more partnership building; more 

social conversation; more positive and less negative talk; and more communication overall. 

Roter (1989) identified six categories related to increased satisfaction: social conversation; 

conversation that could be construed as partnership-building; positive non-verbal behaviour; 

positive talk; technical and interpersonal competence. 

Provision of information by doctors has been found to be positively related to patient 

satisfaction (Freemon 1971, Comstock 1982, Roter 1989, Williams 1991b), specifically 

during the examination segment of the visit (Roter 1977, Wolf 1978, Stiles 1978, 1979a, 

1979b). In contrast, a negative relationship was reported between patient satisfaction and time 

spent on patient history taking (Freemon 1971, Robbins 1993). 

Numerous studies have considered patient satisfaction with physicians' interpersonal 

communication styles (Ware 1975a, Korsch 1981, Linder-Pelz 1985, Buller 1987, Hall 1988, 

Bertakis 1991, Emanuel 1992, Robbins 1993, Kaplan 1995, Laine 1996). Donabedian (1980) 

divided the activities of the management of illness into two domains: technical care- defined 

as the application of the science and technology of medicine to the management of a personal 

health problem; interpersonal care- involving the social-psychological aspects of the 

physician-patient interaction. Patients who indicated they received anyone of the three non

technical interventions: education, stress counselling, and negotiation, were significantly 

more satisfied than those who had not received these interventions (Brody 1989). The 

psychosocial pattern of primary care physicians was associated with the highest patient 

satisfaction ratings, particularly in relation to a sense of partnership and support (Roter 1997). 

Ben-Sira (1980) examined Israeli patients' reactions to medical care, with regard to 

physician's skills, behaviour and emotional involvement. A lack of emotional involvement 

and support by physicians lessened patients' confidence in treatment and in the physicians 

themselves. Tension expressed in the tone of doctors and/or patients was negatively related to 

satisfaction (Carter 1982, Inui 1982). 
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Several researchers have focused on the relation between patient satisfaction and physicians' 

friendliness or personal attitude (Korsch 1972, DiMatteo 1980, Cleary 1988). Patients were 

most satisfied by interviews that encouraged them to talk about psychosocial issues, rather 

than about biomedical topics, in an atmosphere that was characterized by interest and 

friendliness, and the absence of physician domination (Bertakis 1991). Physician empathy and 

compassion was also considered in a number of studies (Thornett 2001, Deveugele 2002, 

Mercer 2002b, 2004). Carmel (1996) examined groups of Israeli physicians, who d~ffered in 

their compassionate-empathic pattern of behaviour toward patients. The physicians identified 

as compassionate-empathic were younger, had fewer years in medical practice, scored higher 

on pro-social, non-stereotypic attitudes toward patients, and on empathy measures. All 

participating physicians considered empathic behaviour as the most important quality for 

being "a good physician". Patients viewed time, empathy, and the ongoing therapeutic 

relationship as areas of key importance (Mercer 2004). Cancer patients in Denmark associated 

physician attentiveness and empathy with greater satisfaction, increased self-efficacy, and 

reduced emotional distress following the consultation (Zachariae 2003). 

2.5 Verbal communication 

This section focuses on four main issues discussed in the literature on verbal communication 

in the medical encounter: (1) language and language barriers, (2) interpreter use and 

interpretation methods, (3) use of medical terminology, and (4) verbal communication style. 

2.5.1 Language and language barriers 

Individuals communicate, convey and receive messages through language. Nevertheless, such 

communication also involves both cultural and linguistic barriers (Brickley 1988). The Sapir

Whorf hypothesis suggests that beyond its role as a communicative technique, language itself 

directs the perceptions of its speakers, and provides for them habitual modes of analyzing 

experience into significant categories (Hoijer 1988). Several researchers and studies have 

pointed out that language differences can constitute significant and formidable barriers to 

cross-cultural communication and understanding, particularly in the health care field (Hoijer 

1988, Kreps 1992, Gropper 1996). Others have argued that communication between 

physicians and patients is difficult even when they have a common language, dialect, and 

culture (Kaplan 1989, Baker 1996,). Loss of information from patients may disrupt how 

physicians assess and evaluate symptoms and result in misdiagnoses or in ordering 

unnecessary diagnostic tests. Poor communication between physician and patient may lead to 

incomplete patient education, misunderstanding of instructions, reduced compliance with 

treatment and follow up, and patient dissatisfaction. Therefore, particular care should be taken 
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to ensure genuine agreement between physicians, patients and patient-families about terms 

used for symptoms and diseases. 

A large body of research on language barriers in medical communication has focused on the 

Hispanic community in the United States (Manson 1988, Kirkman 1991, Todd 1993, 

Woloshin 1995, Blackhall 1995, Baker 1996, Perez-Stable 1997,2000, David 1998, Hampers 

1999). Moreover, numerous studies have indicated that treatment by language-concordant 
I 

physicians is associated with improved well being and functioning, more question-asking and 

greater recall of recommendations (Manson 1988, Seijo 1991, Todd 1993, Perez-Stable 

1997). 

2.5.2 Interpreter use and interpretation methods 

The links between language, culture and thought raise difficulties for translators, who cannot 

just substitute one word for another but rather must translate whole contexts. Interpreting 

involves a good command of both languages, yet a good interpreter is more than a translator 

of words. A number of researchers point to the impact of culture on interpreting, particularly 

in the medical setting (Samovar 1981, Berris 1988, Loustaunan 1997). The interpreter is in a 

position of considerable power, and it is difficult for interpreters to remain entirely neutral. As 

sole possessor and processor of clients' views and questions, the interpreter is in a position to 

manipulate the information exchange as weB as the situation. The physician-patient discourse 

is a dynamic process of constant shifting of emphasis between information gathering, problem 

solving, therapy, and education, to which the interpreter must adapt. The presence of the 

interpreter may change the dynamics of the interview, and can make a patient more inhibited 

about interrupting or questioning (Putsch 1985). Hence, simply finding someone who speaks 

the same language as the client is not sufficient; the interpreter must be perceived as 

encouraging and non-threatening to the patient (Fuller 1988, Crawford 1999, Davidson 2001). 

Several studies addressed the length of interpreted encounters. Tocher (1999) found that the 

actual length of a visit did not differ between English-speaking and non English-speaking 

patients, yet 90% of physicians perceived that they needed more time with non English

speaking patients. Interpreted interactions did not take significantly longer than same

language interactions. The interpreter was found to act not as a neutral agent, nor as an 

advocate of the patients, but rather acted in tacit coordination with the physician as an 

additional gatekeeper who keeps the interview "on track" and the physician on schedule, a 

second institutional agent within the medical interview (Davidson 2000, Davidson 2001). 

Rivadeneyra (2000) claimed that patient-centred medical interviews are associated with 

greater patient satisfaction and better medical outcomes than traditional encounters, but 
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expressed concern about encounters with Spanish-speaking patients that required an 

interpreter. Due to the time consumed by the interpretation process, physicians concentrated 

on critical information rather than on patients' views, expectations, thoughts and feelings. 

In some healthcare settings, paid translators are on call, while in others, cross-cultural 

advocates are available to interpret and educate health workers about their cultures (Fuller 

1988). A survey of hospital interpreters in the US indicates that most hospitals do not have 

salaried professional interpreters routinely available, even when a substantial number of 

patients are not fluent in English (Woloshin 1995). To cope with this situation, clinicians rely 

heavily on untrained interpretation by family members, hospital staff, and other ad hoc 

interpreters. This practice results in frequent errors in translation, including omissions, 

additions, substitutions, and condensation of what was said by both clinician and patient 

(Putsch 1985, Baker 1996). 

A number of studies have focused on the specific problems of using relatives as interpreters. 

The criticisms range from lack of familiarity with medical terms to a reluctance to reveal 

intimate details in the presence of family and friends to the issue of interpreters who respond 

instead of the patient (Fuller 1988, Ebden 1988, Phelan 1995, Baker 1998, Dwyer 2001, Ngo

Metzger 2003). Many researchers have also warned against using children for interpreting in 

medical interviews (Woloshin 1995, Jones 1998, Cohen 1999, Dwyer 2001, Ngo-Metzger 

2003). Children lack the emotional and cognitive maturity to assume responsibility for 

interpreting conversations between parents and professionals, and the normal order of the 

family may be disturbed. Rack (1982) emphasized a universal unsuitability of children for the 

task of interpreting medical details for their parents, claiming it to be unethical, 

unprofessional, uncivilized and totally unacceptable. This view was criticized by Cohen 

(1999) saying it is based on moral grounds rather than on systematic empirical analysis, and 

not considering whether children are always unsuitable for the task; whether the patients who 

rely on their children are in favour or are reluctant to this practice in the face of no apparent 

alternative; or whether physicians support or oppose to children as interpreters in general. 

Cohen reported that the position of Rack (1982) did not hold in practice for GPs in London. 

The immediate need to proceed with the consultation tended to override physicians' 

reluctance to place children as interpreters. However, most GPs made it clear that it was 

unsatisfactory to involve children in "sensitive" consultations related to reproductive health or 

personal emotional difficulties. 

Many health care facilities employ bilingual nurses rather than trained medical interpreters, 

mainly for economic reasons. Nurses are familiar with physicians' medical assumptions and 

can elicit the type of information needed for clinical OM. Patients may not view nurses' 
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presence as invasive in the intimate context of a medical encounter (Elderkin-Thompson 

2001). Woloshin (1997) reported that bilingual staff members who received over 70 hours of 

professional interpreter training made significantly fewer errors than untrained bilingual staff. 

A number of studies have examined the impact of interpreting practices on the physician

patient relationship, and confirmed the association between language barriers existing for 

Spanish-speaking patients and patient dissatisfaction with care, communication, and testing 
I 

(Blackhall1995, Carrasquillo 1999, Morales 1999). Baker (1998) found that Spanish-

speaking patients who used interpreters perceived their physician as less friendly, less 

respectful, and less concerned for them as a person than did those who were able to 

communicate adequately with their physician without an interpreter. However, patients who 

did not have an interpreter when they thought one was necessary were even less satisfied than 

those who used one. Most interpreters used in this study were ad hoc interpreters who had not 

received formal training in interpretation techniques, and only few were hospital trained 

interpreters. These results cannot therefore be generalized to interpreters who have formal 

training; nevertheless, these findings have important implications because most institutions 

rely extensively on untrained interpreters. 

Only a few studies have examined which method of interpretation patients themselves find 

most satisfactory. Lee (2002) reported that Spanish-speaking patients using AT&T telephone 

interpretation were as satisfied with care as those seen by language-concordant providers, 

while patients using family or ad hoc interpreters were less satisfied. This suggested that 

adequate interpretation services enhanced patient satisfaction. The high level of satisfaction 

with telephone interpreters was established by Hornberger (1996) who considered adapting 

simultaneous interpretation techniques to the medical setting. In paediatric consultations, 

mothers and physicians significantly preferred a remote-simultaneous service to a proximate

consecutive interpretation service. Other such resources were also reported on by Pointon 

(1996) and Hornberger (1997), and indicated that the physical presence of a trained 

interpreter in the exam room may not be necessary to provide satisfactory interpretation 

services. Moreover, Jones (1998) suggested that patient confidence in the confidentiality of 

the consultation may be higher when the interpreter is not present. Kaufert (1997) considered 

ethical dilemmas arising in interpreting in cases of cultural conflicts and power relationships 

between patients, healthcare providers, and family members. Conflicts around issues such as 

truth-telling, obtaining informed consent, and revealing dangerous diagnosis may lead to 

dilemmas in which-the provider must either accede to the interpreter's view of cultural issues, 

or accept the family's request, or withdraw. 
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2.5.3 Use of medical terminology 

The overuse of medical jargon by heath care providers often confuses health care consumers, 

leading them to misinterpret practitioners' messages (Barlund 1976). Patient dissatisfaction 

with communication has been linked to physician's use of technical language or jargon (Daly 

1975, Samora 1961, Korsch 1972, Loustaunan 1997). Even when patients do have some 

familiarity with biomedical terminology, miscommunication may occur, since physicians and 
'/ 

patients may use the terminology differently and assign different meaning to the same terms. 

For example, Gordon (1996) noted low literacy levels in Canadian patients, and the 

importance of using plain and simple language to communicate with such patients. According 

to Gorney (1999), one of the most common complaints in patient attitude surveys has to do 

with use of complex terminology or medical jargon, despite the substantial choice of words 

available for communicating with patients according to their intellect and educational level. 

2.5.4 Verbal communication styles 

According to Katriel (1986), stylistic mode of language refers to the tonal colouring gi ven to 

spoken performances, their feeling tone that invokes the cultural ethos, the moral and 

aesthetic tone of a culture. Gudykunst (1988) explained that style is a meta-message that 

contextualizes how individuals should accept and interpret a verbal message, and focused on 

four stylistic modes of verbal communication: direct versus indirect, elaborate versus 

succinct, personal versus contextual, and instrumental versus affective. Each of these styles 

has an impact upon communication in the medical encounter. 

2.5.4.1 Direct versus indirect style 

The direct verbal style refers to verbal messages embodying speakers' true intentions in the 

discourse. The indirect verbal style refers to verbal messages that camouflage speakers' true 

intentions in the discourse situation. The cultural variability dimension of individualism vs. 

collectivism explains the use of direct and indirect styles of verbal communication. Hence, 

individualism propels North Americans to speak their minds freely through direct verbal 

expressions. Collectivism constrains members of cultures such as Japan, China, and Korea 

from speaking boldly, as their cultures emphasizes the importance of group harmony and 

conformity (Okabe 1983, Gudykunst 1988). Katriel (1986) studied direct and indirect style in 

Israeli Sabra culture, arguing that dugri speech ("straight talk") is the product of the pioneer 

ideology and the rejection to the Diaspora way of life. Dugri speech in Hebrew involves a 

conscious suspension of face in order to allow free expression of the speaker's thoughts, 

opinions, or preferences even though they might pose a threat to the addressee. 
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Katriel also contrasted Sabra dugri "straight talk" to Arabic "sweet talk". Arab 

communication patterns are characterized by the cultural ethos of musayra, meaning roughly 

to go along, to humour, and to accommodate oneself to the position or situation of the other. 

The high value placed on musayra reflects a concern for harmonious social relations and for 

social regulation of interpersonal conduct. As opposed to Israeli Sabra "straight talk", 

musayra often involves the use of respectful address terms and indirectness. Gudykunst 

(1988) suggests that Hebrew-speaking Israeli culture is characterized by a low-context, direct 

verbal style, while the verbal communication patterns of Arab-speaking communities are 

reflective of some fundamental norms and values in collectivistic, high-context cultures, using 

indirect verbal style. 

2.5.4.2 Elaborate versus succinct style 

The elaborate-succinct dimension deals with the quantity of talk as valued in different 

cultures, and encompass three variations. The elaborate style refers to the use of rich, 

expressive language in everyday conversation. The exacting style refers to language 

interaction that contains neither more nor less information than required. The succinct style 

includes the use of understatement, pauses, and silence in everyday conversation (Gudykunst 

1988). The linguistic patterns of people in Arab cultures reflect the use of elaborate style, with 

fantastic metaphors and long arrays of adjectives used to modify the same word (Shouby 

1970, Wolfson 1981, Almaney 1982). Westerners attempting to comprehend Arabic feel the 

thoughts expressed are generally vague and hard to pin down (Almaney 1982). An elaborate 

style characterizes many Middle Eastern communication patterns; an exacting style is 

characteristic of people in many Northern European cultures and the U.S. culture; and a 

succinct communication style is characteristic of people in Asian and some North American 

Indian cultures (Gudykunst 1988). 

2.5.4.3 Personal versus contextual style 

Verbal personal style is individual-centred, referring to the use of certain linguistic devices 

that enhance the sense of "I" identity. Verbal contextual style is role-centred, and refers to the 

use of certain linguistic signals that emphasize the sense of "role" identity (Gudykunst 1988). 

The personal speaking style refers to the use of language to reflect egalitarian social order and 

symmetrical relations. The contextual speaking style refers to the use of language to reflect 

hierarchical social order and asymmetrical role positions. The US, Australia and Northern 

Europe are low-context, individualistic cultures, and their members tend to prefer a personal 

style of verbal interaction. Cultures of the Far East and Southeast Asia as well as and many 
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African cultures are high-context, collectivistic cultures, and their members tend to prefer a 

contextual style of verbal interaction. 

2.5.4.4 Instrumental versus affective style 

The instrumental verbal style is sender- and goal-oriented, and is concerned with self-face 

maintenance. The affective verbal style is receiver- and process-oriented, and is concerned 

with mutual-face maintenance (Gudykunst 1988). Almaney (1988) noted the emotional effect 

of Arabic on its speakers, leading them to become passionately and unintentionally carried 

away. This emotionalism sometimes reduces a speaker's ability to think clearly and 

rationally. Even when speaking a foreign language, Arabs show signs of emotion, a potential 

source of considerable misunderstanding. Arabs use an affective style of verbal 

communication, heavily emphasizing expressive non-verbal behaviour, while North 

Americans are concerned with the digital level of communication. Members of 

individualistic, low-context cultures tend to engage in instrumental verbal communication, 

while members of collectivistic, high-context cultures tend to engage affective verbal 

communication. People in the US, Switzerland, Denmark, and the Netherlands tend to engage 

in an instrumental style, as these cultures are individualistic and low-context cultures. In most 

Arab, Latin American, and Asian cultures, speakers engage in an affective interaction style, as 

they are collectivistic, high-context cultures (Gudykunst 1988). 

2.6 Time 

This section discusses the concept of time, focusing specifically on time in health care, time 

and patient satisfaction, time and gender, and time and cultural diversity. 

2.6.1 The concept of time 

Anthropologists believe that the way in which members of a culture consider and manage 

time is a clue to how they view the meaning of life and the nature of human existence 

(Trompenaars 1998). Differences in time orientation have been considered by many 

investigators (Kluckholn 1960, Pluchman 1978, Samovar 1988, Cushner 1996, Trompenaars 

1998, Spector 2000). Kluckholn (1960) identified three types of culture: past-oriented- which 

is mainly concerned with maintaining and restoring traditions in the present; present-oriented

which is relatively timeless, traditionless and ignores the future; and future-oriented

envisioning a more desirable future and setting out to realize it. The past, as reflected in 

custom and tradition is more important to Eastern cultures than to Western cultures (Samovar 

1981). The differences in time orientation may become important in health care measures 

such as long-term planning and explanations of medication schedules (Spector 2000). 
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Hall (1976, 1984) proposed an alternative concept of cultural variability in dealing with time 

by differentiating between monochronic (M-time) and polychronic (P-time). M-time is linear 

clock time, a line stretching from past to future that is divided into compartments or segments 

known as days, months or years. It is a form of external social organization imposed on 

people, which is particularly strong in organizations and bureaucracies of the industrial 

society. P-time is much more human time, where personal relationships take precedence over 

the rigid schedules. Polychronic people are oriented towards people, the family, and human 

relationships, involved in multiple tasks, responsibilities, and social ties to other people. In 

many Western cultures members are dominated by concern with M- time. Persons in P- time 

are often from Mediterranean or South American cultures. Helman (2001) noted that M-time 

is a widespread feature of almost all medical institutions throughout the Western world. In 

these health care settings, the rigid schedules of visiting hours or appointments may be seen 

by some patients as inhuman and impersonal. 

2.6.2 Time in health care 

Time has a major impact on human interaction and on the medical interview, as both the 

health practitioner and the patient will make initial judgments of each other based partially on 

their respective treatments of the time dimension. Spending more time communicating with 

others tells them you believe they are important. Conversely, the more time you keep people 

waiting to interact with you, or interrupt them while they tell about their complaints, the more 

you imply they are insignificant to you, which may result in loss of trust or respect (Kreps 

1992). The right time and correct amount of time spent in rendering professional service are 

relative, depending on cultural perspective. The traditional authoritarian approach allows the 

doctor to control the use of time and structure his/her day. It is a clinically-oriented, fairly 

quick style of consulting, as opposed to the patient-centred approach, which is a less 

structured, more time-consuming and emotion-seeking sty Ie (Tate 1983, Beisecker 1988, 

Shapiro 1999). 

A number of studies have considered such patient complaints as the impression that the 

doctor is always pressed for time; the belief that a patient cannot interfere with the health 

professional's standard time frame; and the impression that the patient is often talked about 

rather than talked to. Practitioners argue that they are short of time and that emergencies often 

interfere with ideal time constraints, and clients often feel that the practitioners do not take 

enough time to discuss problems in detail and to listen to concerns (Pluchman 1978, Barlund 

1993, Pauwels 1995, Dugdale 1999). Shapiro (1999) investigated family-oriented physician 

communication, which was correlated with more psychosocial questions, more medical 

questions, increased active listening behaviours, and greater tendency to elicit the patient's 
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agenda. Physician adoption of a family orientation was more likely to occur during non

interpreted and longer interviews, two variables that had a strong interrelationship. Although 

the sample size was small, and restricted to residents rather than to experienced physicians, 

these findings point to possible approaches for maximizing family orientation, especially in 

allocating more time for the interview, and in sensitivity to language barriers and cross

cultural issues. 

The length of the medical visit was found to vary greatly between countries. In the UK 

average visit lengths for GPs were found to range between 5 and 8 minutes, whereas in the 

U.S. and Sweden they were ten to twenty minutes or more (Andersson 1989, Groenewegen 

1991, Wilson 1991, Davidoff 1997, Camasso 1994, Dugdale 1999). One factor in visit length 

is the size of the medical practice. Larger list sizes were associated with shorter consultations 

and poorer quality of care (Wilkin 1984, Wilson 1985, Roland 1986, Morrell 1987, Wiggers 

1997, Stange 1998). Freeman (2002) discussed five important factors that have enhanced 

consultation content and hence its potential length: participatory consultation style; extended 

professional agenda; access problems; loss of interpersonal continuity; and health service 

reforms. Special attention is now allocated to patients' agenda, beliefs, understanding, and 

agreement to methods proposed by physicians, which usually lengthens consultations. 

Beckman (1994) described the traditional doctor-patient model of interactions in the US as 

characterized by a high degree of control by physicians and a more passive role for patients, 

leaving little room for patients to articulate their concerns. As a result, physicians often 

remain unaware of patients' beliefs, difficulties, or concerns about diagnostic conclusions and 

treatment plans, leading to problems with adherence, wasted time, and mutual frustration. 

Physicians who increased their average visit length from 6.7 minutes to 7.4 minutes asked 

more questions related to health history and psychological concerns, and made more 

statements about health education and prevention (Roland 1986). 

Howie (1989) examined the association between different consulting styles in general practice 

and patient care. Short as against long consultations resulted in less attention being given to 

psychological issues that the physician recognized as relevant. In a national survey of the 

views of Scotland's GPs on holism in primary care, 87.3% of physicians believed that a 

holistic approach was essential to providing good health care; however, only 6.8% thought the 

current organization of primary care services made this possible, due to time constraints and 

practitioner's own stress level (Mercer 2002a). 

The SFAT-AM (Short Family Therapy in Ambulatory Medicine) was developed to cope with 

the pressure of a heavy workload in an Israeli public clinic, where an appointment lasts on 

average only 10-15 minutes. A didactic checklist model was developed, which assists the 
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doctor in planning the meeting, analyzing problematic meetings, and improving the 

relationship with patients and their families (Eshet 1993). McKinstry (2002) reported on a 

small randomized control trial of telephone versus face-to-face consultation for requests for 

same-day appointments. The average time spent phoning and in discussion with patients was 

5.2 minutes; the average face-to-face appointments was 8.2 minutes; the average time taken 

for combined telephone triage followed by face-to-face was 10.9 minutes. Patients dealt with 

by telephone alone reconsulted 1.5 times more than those dealt with face-to-face, probably 

wiping out any small gains made. 

A number of studies have examined the association between patient socioeconomic status, 

education level and visit duration. Patient higher socio-economic status and education level 

was shown to be positively associated with longer consultation time (Bain 1979, Wiggers 

1997). Older age was negatively associated with visit length (Keeler 1982). 

2.6.3 Time and patient satisfaction 

In a meta-analysis of correlates of provider behaviour in medical encounters, the amount of 

communication was defined in terms of length of interview in minutes, or total number of 

provider-patient utterances. A greater amount of communication was found to predict greater 

satisfaction (Hall 1988). Several researchers have considered the relation between time and 

patient ·satisfaction. Longer consultation time was found to be positively associated with 

patient satisfaction (Beckman 1984, Hull 1984, Like 1987, Beisecker 1990, Kaplan 1996, 

Warde 2001). Patients, who stated they wished they had spent more time with the physician, 

were less satisfied. Longer interaction may be necessary for an attitude supporting patient DM 

to manifest itself, and for arriving at mutually acceptable treatment plans. 

Morrell (1986) found patients were more likely to feel they had spent inadequate time with 

their physician in visits scheduled to last 5 minutes, compared with visits scheduled to last 10 

and 15 minutes, respectively. Using the same study group, Roland (1986) reported that a 

general trend for more statements of all types was recorded in surgeries booked at longer 

intervals. Patients who were booked at longer intervals were more likely to state they had felt 

"very free" to discuss their problem with the doctor, and were more satisfied with the 

consultation. Similar results with respect to patient satisfaction were recorded by Camasso 

(1994), Gross (1998), Lin (2001) and Landen (2003). Visits, in which the physician took the 

time to chat with the patient, demonstrated a higher level of satisfaction than visits with little 

or no chatting. An association was found between longer patient-estimated duration of the 

time spent with the physician, and higher overall patient satisfaction. 
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Mechanic (2001 a, 2001b) studied American doctors' complaints about having insufficient 

time for patients in spite of an average consultation time of 18.3 to 21.5 minutes. Some 

explanations lie in the accessibility of health information in the media and the Internet, and 

the escalation of patients' expectations of doctors. Thus, patients have more questions and 

conceptions about their care, requiring doctors to spend more time answering questions, 

comparing treatments, and dealing with misinformation. Keating (2004) identified several 

factors that increase the likelihood of a trusting physician-patient relationship, all involving 

time: listening; giving as much information as the patient desires; and involving the patient in 

OM. Levine (2004) argued that increasing patients' trust requires time, while most practicing 

physicians perceive that their ability to spend quality time with patients (e.g., not filling out 

forms, documentations, figuring out health insurance policies) has severely dropped in the 

past decade. Patient satisfaction and trust are determined not only by actual time spent, but 

also by how that time matches up with patient's expectations and previous experiences. 

Therefore, physicians should shift their focus to quality of available time, and an 

understanding of how best to spend that time (Druss 2003). 

Jenkins (2002) claimed that consultations do not have to be longer for patients to have good 

outcomes. This conclusion arose several critical responses. Roland (2002) observed that some 

short consultations may be highly effective, but earlier studies, such as Freeman's (2002), 

summarized a range of improved patient outcomes when doctors have more time. Patients 

may sometimes get what they want in short visits, but they may not realize that it is not good 

medical care. Heaney (2002) commented on Jenkins findings, saying that in longer 

consultations, long-term comorbidity and psychosocial problems as well as the presenting 

complaint are more likely to be recognized and addressed. Lee (2002) claimed that Jenkins 

did not address the nature of the consultation. When patients' problems are multifactorial, 

time is of the essence. 

2.6.4 Time and gender 

Several studies have considered the issue whether time is spent differently for men and 

women patients during the medical encounter (Gray 1982, Wilson 1985, Callahan 1991, Roter 

1991, Bensing 1993, Bernzweig 1997, Derose 2001, Tabenkin 2004). Visits by women had a 

higher percent of time spent on physical examination; structuring the intervention; patient 

questions; screening; and emotional counselling. Visits by men involved a higher percent of 

time spent on procedures and health behaviour counselling. Male physicians appeared more 

likely to treat patients differently based on gender than did female physicians (Tabenkin 

2004). In two meta-analyses of the effect of physician gender on communication during 

medical visits, Roter (2002,2004) found that visits with female physicians were, on average, 
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10% longer than those with male physicians, and involved more communication that can be 

considered patient-centred. Same-gender dyads of physician-patient tended to have longer 

visits than opposite-gender dyads. The longest visits were found between female physicians 

and female patients and the shortest between male physicians and female patients (Roter 

1991). 

2.6.5 Time and cultural diversity 

A number of researchers have considered the association between cultural conceptions of 

time and the medical encounter. Tocher (1999) undertook a study in Seattle to determine 

whether the time physicians spend with non-English-speaking (NES) patients is longer than 

the time they interact with English speakers. NES group included individuals speaking 22 

different languages, the four most common being Spanish, Vietnamese, Russian, and Hindi. 

There were no differences found in the time the physicians spent providing care to NES 

patients and English-speaking patients. However, a significant number of these physicians 

perceived that they were spending more time with NES patients, claiming they are more 

challenging to care for and require more time during clinic visits due to language and cultural 

barriers. 

Helman (1987) associated coronary heart disease (CHD) with the cultural construction of 

time, based on Friedman's (1959) "type A behaviour pattern" (TABP) and "type B behaviour 

pattern" (TBBP). Type A individuals were described as ambitious, competitive, alert and 

time-obsessed. In contrast, type B behaviour pattern was defined by relative absence of drive, 

ambition, competitiveness, sense of urgency, and over-involvement in deadlines. For over 20 

years, the image of the coronary-prone "type A" individual has been a familiar feature of 

cardiology literature and can be regarded as a "culture-bound syndrome", particularly of the 

middle-aged, middle class business men, and one which condenses key concerns and 

behavioural norms of the Western industrial society. 

Cushner (1996) explained that units of time reference differ markedly between Arab and 

American cultures. To an American the major unit of time is 5 minutes, and 15 minutes are a 

significant period of time. To an Arab, the unit of time that corresponds to the American 5-

minute block is 15 minutes. Thus when an Arab patient is 30 minutes late for an appointment, 

according to Arab standards, it is not a significant amount of time. 
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2.7 Gender 

This section first discusses the concept of gender cultures in general. It then surveys gender 

and health care, focusing in particular on gender as it affects physician communication styles, 

patient preferences, patient satisfaction and cultural diversity. 

2.7.1 Gender Cultures 

The term "sex" is used to refer to biological sexual differences between people. Before the 

mid-1970s, communication studies considering sex differences categorized people on the 

basis of biological differences and observed differences in communicative behaviour. In 

1974, Bern created a new conceptualization of sex roles, the Bern Sex Role Inventory, which 

radically altered the way women's and men's roles were categorized, suggesting that 

masculinity and femininity are separate dimensions. Hence, people should be categorized 

according to the extent to which they internalize society'S standards for masculine and 

feminine behaviours. As sex roles became a psychosocial rather than a physical variable, 

studies began to talk about gender rather than sex. While sex still refers to biological 

differences between people, gender refers to internalized predispositions to masculine and 

feminine roles (Pearson 1988). 

Culture contributes a set of guidelines acquired from infancy onwards which tell individuals 

how to perceive, think, feel, and act as either male or female members of their society 

(Helman 2001). All societies assign a di vision of labour to each gender to one degree or 

another (Kreps 1994). Attributes such as strength, assertiveness, competitiveness, and 

ambitiousness are typically considered masculine traits; whereas attributes such as affection, 

compassion, nurturance, and emotionality are typically considered feminine (Bern 1974, 

Hofstede 1982, Loustaunan 1997). 

2.7.2 Gender and Health Care 

Helman (2001) called the beliefs, expectations, and behaviours inherent in a particular gender 

culture the "disease of social gender." The gender roles prescribed by a particular gender 

culture may, like other cultural beliefs and behaviours, be either protective of health or 

pathogenic. For example, compared with women, men are encouraged to drink more alcohol, 

smoke more cigarettes, be more competitive, and take more risks in their daily lives. In face 

of suffering and pain, men are expected to have an unemotional language of distress and be 

uncomplaining, with a high threshold for consultation with a doctor. In many cases, this 

behaviour may lead men to ignore early symptoms or cause doctors to underestimate the 

seriousness of a disease. By contrast, women are socialized to have a low threshold for 
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consultations with doctors and display a more emotional language of distress. This may lead 

to a misdiagnosis of hysteria or hypochondria by male physicians and unnecessary use of 

drug therapy. However, frequent consultations may also aid in early recognition of certain 

diseases. 

Men and women vary in their perceptions of symptoms, assessment of symptom severity, and 

readiness and ability to take curative actions. Diagnostic criteria reflect attitudes, beliefs, and 

values instilled in health care professionals in the society they grow up in, leading to different 

labelling, diagnoses, and treatment of men and women (Verbrugge 1985, Loustaunan 1997). 

Gender stereotypical assumptions about patients influence physicians' interpretation of 

medical symptoms and their management, and can be found in the interactions between 

physicians and patients, in textbooks and laboratories (Scully 1979, Colameco 1983). 

Women's complaints were judged more likely to be influenced by emotional factors, and 

identified as psychosomatic more frequently than men's (Bernstein 1981). The logic of the 

representational mode of medicine implies that physicians use objective findings to 

discriminate "real" from "unreal" disease. A remarkable majority of women compared to men 

suffer from "undefined" medically unexplained disorders. Their subjective symptoms are 

denied medical validity, and overruled by the lack of objective findings (King 1982, Malterud 

1999). 

2.7.3 Gender and Physician Communication Styles 

A possible explanation for gender differences in health care is that men and women tend to 

have different styles of communication, which parallel gender differences in other contexts 

(Street 2002). Numerous researchers have considered the differences in physicians' and 

patients' communicative styles (Wallen 1979, Buller 1987, Hall 1987, 2002a, Tannen 1990, 

Street 1991, Roter 1991b, 2004, Anderson 1993, Bensing1993, Ong 1995, Koss 1997, Van 

den Brink-Muinen 1994, 1998, Ong 1995, Bertakis 1995, Koss 1997, Bernzwieg 1997, 

Tabenkin 2004). 

Buller (1987) identified prevalent physician communication styles as "affiliative", more 

common with female physicians, and "controlling", as more common among male physicians. 

Patient satisfaction was positively associated with physician affiliative behaviours and 

negatively associated with physician controlling behaviours (Buller 1987, Anderson 1993, 

Aruguete 2000). 

The expectation that female physicians are less likely to use aggressive communication 

strategies than male physicians, and are more interested in emotional aspects of health, may 
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explain why male and female patients tend to talk more, ask more questions, reveal more 

psychosocial information, and are more involved in DM when interacting with female 

physicians (Roter 1991a, Hall 1994a, Street 2002). The fact that female physicians exhibit 

more patient-centred behaviours and are more concerned with psychosocial issues than male 

physicians is consistent with evidence indicating that they are more interpersonally oriented, 

concerned with emotional and social aspects of health, and interested in patient's partnership 

(Giles 1994, Elderkin-Thompson 1999, Krupat 2000, Street 2002). Female physicians also 

tend to ask more open-ended questions, spend more time building rapport, and provide more 

biomedical and psychosocial information (Maheux 1990, Roter 1991 a, Roter 1991 b, Hall 

1994a, Bertakis 1995). Male physicians may take a more individualistic and instrumental 

approach to health management and therefore spend more time focusing on biomedical issues, 

expressing opinions, and making recommendations (Elderkin-Thompson 1999, Street 2002). 

Patients of female physicians had more participatory visits compared to patients of male 

physicians (Cooper-Patrick 1999), and visits of male patients were less participatory than 

those of female patients (Kaplan 1996). Roter's meta-analytic reviews (2002, 2004) found 

that female physicians conducted longer visits than male physicians, engaged in significantly 

more active partnership behaviours, positive talk, psychosocial counselling, psychosocial 

question-asking, emotionally focused talk, and communication that can be considered patient

centred. Same-gender dyads tended to have longer visits than opposite-gender dyads (Roter 

1991a). 

Gender-based perceptions may also affect how patients talk to health care professionals 

(Street 2002). Female primary care patients and practitioners frequently deal with issues 

deriving from gender roles in the family and at work, which lead to emotional disturbances as 

well as difficulties in achieving role expectations when physical illness occur (Borge 1995). 

2.7.4 Gender and Patient Preferences 

Hopkins' (1967) study was among the first to report that when given the choice, women 

patients preferred a female GP in an urban group practice. Later studies also found that 

female patients chose a female GP more often than male patients if and when they had the 

opportunity, and this tendency was stronger if there was more opportunity (Kelly 1980, 

Fennema 1990, Bensing 1993, Watson 1999). Table 1 summarizes results concerning patient 

preference of physician gender. 
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Table 1: Patient Choice of Physician Gender 

Studies Female Male Gender No Gender 
Ph~sicians Ph~sicians Qreference Qreference 

GP patients 
Female patients in urban group practice (Hopkins 68% 52% 
1967) 
Female patients (Challacombe 1983) 77%+ 60% -
Female patient % of total workload in Dutch study 71.1% 55.3% 
(Bensing 1993) 
Family Physicians 
Male Patients (Kelly 1980) 33.6 46.2 
Female Patients (Kelly 1980) 66.4% 53.8% 
Female patient preference (Fennema 1990) 43% 9% 47% 
Male patient preference (Fennema 1990) 12% 31% 57% 
Overall health care 
Canadian European-descent (CED) Immigrant 46.8% 53.2% 
women (Ahmad 2002) 
CSA - Canadian South-Asian (CSA) Immigrant 60.5% 39.5% . 

women (Ahmad 2002) 
Primary Care Physician (Schmittdiel 2000) 
Patient preference 36.4% 12.5% 
Female preference 50.5% 
Male preference 41.9% 
Anal or genital examinations 
Female preference (Fennema 1990) 57% 9% 
Male preference (Fennema 1990) 64% 
Canadian European-descent (CED) Immigrant 72.9% 27.1% 
women (Ahmad 2002) 
CSA - Canadian South-Asian (CSA) Immigrant 83.7% 16.3% 
women (Ahmad 2002) 
Obstetrician 
Dutch Female patients (Kerssens 1997) 42.2% 5% 52.8% 

EmotionaVBehavioural Problems 
Depression and Family Problems (male/female) 41% 9% 
(Fennema 1990) 
Psychologist (Kerssens 1997) 18.4% 3.1% 78.5% 

CED & CSA Immigrant women (Ahmad 2002) Ca.50% Ca.50% 

Nursing 
Dutch Female patients (Kerssens 1997) 35.45% 0.2% 64.6% 
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2.7.5 Gender and Patient Satisfaction 

The association between patient satisfaction and gender has been evaluated by a number of 

researchers (Linn 1984, Hall 1988, Bertakis 1995, 1994b, Roter 1998, Schmittdiel 2000, 

Derose 2001,). Hall (1988) found that patient satisfaction was dramatically predicted by the 

amount of information imparted by the provider, and that providers gave more information to 

female than to male patients. Female patients were more satisfied with the medical care than 

men, and physician behaviours reflecting personal concern and availability were significant 

predictors of overall satisfaction. Male patients were more satisfied when they felt their 

physician spent time presenting information and engaging in an active dialogue (Lieberman 

1989). Derose (2001) reported that physician gender was not associated with male patients' 

satisfaction. Female patients visiting female physicians reported greater satisfaction with time 

spent, concern shown by physician, overall satisfaction, and trust. 

2.7.6 Gender and Cultural Diversity 

In almost every culture, most primary health care takes place within the family, usually by 

women and often by mothers and grandmothers. Within the popular sector, women have often 

organized themselves into healing cults, circles, and churches. Within the folk sector, women 

have always played a central role, from the village "wise woman" to the many female folk 

healers in the non-industrialized world. In the professional sector of modem medicine, 

however, while the majority of health care professionals (nurses and midwives) are still 

female, the higher prestige jobs are usually held by male physicians (Helman 2001). 

Cultural differences in gender attitudes and patient ratings of physician behaviours have been 

considered in many studies (Hooper 1982, Pasick 1996, True 1996, Britt 1996, Kerssens 1997 

Roter 1998, Van den Brink-Muinen 1998, Cooper-Patrick 1999, Derose 2001, Ahmad 2002). 

Cultural beliefs, norms, and values affect the manner in which health, illness prevention, and 

sources of treatment are perceived. Asian health-seeking behaviour patterns, including 

preferences for physician gender, may be modelled within the extended family, unlike in 

North America and in West European countries where priorities may lie with individualistic 

perspectives (Pasick 1996, True 1996). Van den Brink-Muinen (2002) investigated 

differences between gender-dyads across and between six European countries, taking into 

account patient and GP gender, and consultation styles. Differences were found mainly 

between female-congruent dyads and other dyad groups. 
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2.8 Patient Satisfaction 

Pascoe (1983) defined patient satisfaction as a health care recipient's reaction to salient 

aspects of a service experience. Satisfaction is assumed to consist of a cognitive evaluation 

and an emotional reaction to the service. Patient satisfaction with physicians is an important 

component of the quality of health services, since it has been linked to health outcomes 

through its impact on patient recall and adherence to therapeutic recommendations. Patient 

satisfaction may reflect the types of interventions patients felt they received during a medical 

visit and the congruence between the interventions they desired and those they received 

(Brody 1989). It may also be a useful measure in assessing consultations and patterns of 

communication, such as success of information-giving; mutual DM; and reassurance; and has 

been related to whether patients return to or change the health care provider (Fitzpatrick 

1991a). More satisfied respondents were less likely to report having seen multiple physicians 

or having changed providers. Patients who reported having a usual provider during the 

preceding year tended to be more satisfied with access; convenience; availability of hospitals; 

interpersonal and technical aspects of medical care quality; and satisfaction in general (Ware 

1975, Kasteller 1976). 

Findings regarding patient satisfaction are useful for program planning, evaluation, and 

identification of potential areas of improvement, and can provide a measure of service failure 

and service failure recovery (Ford 1997). Most research on patient satisfaction indicates that 

the majority of patients report being satisfied with their overall care, although more specific 

questioning can yield higher levels of criticism (Locker 1978). 

The following discussion focuses on determinants and measures of patient satisfaction as well 

as on the role of cultural diversity in patient satisfaction. 

2.8.1 Determinants and measures of patient satisfaction 

In medical communication, an important distinction is made between instrumental or task

focused behaviour (cure-oriented) and affective or socio-emotional behaviour (care-oriented). 

Instrumental uttera~ces include behaviours such as giving information, asking questions, 

counselling, giving directions, identifying future treatment or tests, discussing side effects and 

test results, and explaining reasons for treatment or nontreatment. Affective utterances consist 

of behaviours that are very encouraging, relaxed, extremely friendly, open and honest, show 

concern and empathy, give reassurance, show approval, introduce self to patient, touch, and 

engage in small talk. Research has paid much attention to instrumental-focused exchange, 

especially information-giving and information-seeking by doctors and patient (Ong 1995). 

-53-



Patient evaluations of health care have generally been assessed through patient satisfaction 

surveys (Pascoe 1983, Fitzpatrick 1984, 1991a, 1991b, Linder-Pelz 1985, Bowling 1999). 

Questionnaires of patient satisfaction take one of two forms: episode specific or more general 

in terms of the focus of the questions. Questionnaires with more episode specific content were 

found to produce more uniformly favourable responses from patients, compared with 

somewhat more negative views elicited by generally worded questions. The argument for 

episode specific questionnaire items is that they reflect more accurately individuals' actual 

experiences, and result in more variations in answers (Pascoe 1983, Fitzpatrick 1991a). 

Numerous studies have attempted to assess patient satisfaction (Ware 1975a, 1975b, 1983, 

1988, Ben-Sira 1976, Donabedian 1980, Kasteller 1976, Marquis 1983, Davies 1991, Baker 

1991, Bowling 1999). Ware (1983) made the distinction between objective satisfaction 

reports about providers and care such as waiting times, and satisfaction ratings attempting to 

capture a personal evaluation of care. Satisfaction ratings reflect three variables: the patient's 

personal preferences; the patient's expectations; and the realities of the care received. Linder

Pelz (1985) emphasized the multidimensionality of patient satisfaction and argued that 

patients evaluate several distinct aspects of a visit, rather than simply reaching one overall 

assessment. 

In general practice, satisfaction was most appropriately measured immediately after specific 

consultations, rather than attempting to measure general satisfaction with medical care (Hulka 

1971). Cleary (1988) summarized the factors thought to be related to patient satisfaction: 

patient socio-demographic characteristics; physical and psychological status; attitudes and 

expectations concerning medical care; the structure, process, and outcome of care. Much of 

the variability in results is likely to be due to differences in the questions asked, the timing of 

administration, and the setting in which care was received (Like 1987, Lebow 1974, Linn 

1982, Cleary 1988, Fitzpatrick 1991 b). 

Patient satisfaction measures are sensitive to and confounded by patients' perceived health, 

view of life, and social circumstances (Linn 1982). A consistent determinant characteristic 

affecting satisfaction is patient age, suggesting that older patients tend to be more satisfied 

with health care than younger people (Houts 1986, Blanchard 1990, Zahr 1991, Williams 

1991a, Owens 1996, Greenhow 1998). Lowerlevels of education were found to be associated 

with greater satisfaction, and higher educational attainment was associated with 

dissatisfaction (Hall 1990b, Anderson 1993, Schutz 1994). A number of social-psychological 

artefacts were also found to affect expressions of patient satisfaction (Le Vois 1981): (1) 

"social desirability response bias" - arguing that patients may report greater satisfaction than 

actually felt because they believe positive comments are more acceptable to survey 
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administrators; (2) "ingratiating response bias"- that occurs when patients use the survey to 

ingratiate themselves with researchers or medical staff (Raphael 1967, Ley 1972); (3) "self 

interest bias"- when clients are likely to perceive that expressing satisfaction will contribute to 

the continuation of the service; (4) "cognitive consistency theory"- suggesting that patients 

are likely to report satisfaction as a way of justifying the time and effort they have invested in 

their treatment. "Gratitude" was recognized as confusing results, and has often been 

associated with elderly patients, who felt unable to express desires, fears, or criticism to 

medical staff (Tagliacozzo 1965, Owens 1996). Ley (1972) added indifference as a factor, 

whereby patients may feel problems will not be remedied, so there is no point in commenting 

on them. 

Ware (1976, 1978) raised concern about the effect ofresponse biases on the reliability of 

satisfaction measures and on the levels of satisfaction obtained. Agreement with positively 

worded items was found to result in higher levels of satisfaction; whereas agreement with 

negatively worded items resulted in lower measured satisfaction, thus overestimating or 

underestimating levels of measured satisfaction. Different measurement methods were found 

to provide very different results (Ross 1995, Meakin 2002, Poulton 1996). A positive 

response in a satisfaction survey should not be interpreted as indicating good care, but simply 

that nothing "extremely bad" occurred (Williams 1994). A model of satisfaction gaining 

favour among researchers discredits the value of positive results in satisfaction studies. The 

"discrepancy" model argues that satisfaction is relative, defined in large by the perceived 

discrepancy between patients' expectations and actual experience (Sitzia 1997). 

Increased interest in patients' views as a necessary component of evaluating care quality has 

led to the development of many measurement instruments. Prior research pointed out that the 

measurement of satisfaction does not necessarily reflect patients' perceptions of quality of 

care (Haddad 2000). Satisfaction includes a highly affective dimension, and seems to be more 

dependent on patient expectations than is perception of quality (Kravitz 1997, Cleary 1998). 

Peck (2001) argued that no standardized assessment instrument exists for studying patients' 

expectations, as these expectations range from a desire for information or psychological 

support to expectations for specific tests or treatments. The particular method employed in a 

study measuring patient satisfaction should be determined by the purpose of the research and 

the specific setting. Varying cultural attitudes to health care mean, that scales need re

evaluation before applied in different settings (Kinnersley 1996). 
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2.8.2 Patient satisfaction and cultural diversity 

Fitzpatrick (1984) identified "the need for the familiar" model of patient satisfaction, which 

argues that patients' socially created expectations are the primary determinant of degree of 

satisfaction. A number of studies have considered the relationship between culturally 

determined expectations and satisfaction (Madhoc 1992, Biderman 1994, Porter 1994, Hahn 

1995, Baider 1995, 1997, Sitzia 1997, Braboy Jackson 1998, Jones 1988, La Saha 1999, 

Braboy, Howard 2001, Laveist (2002). Patients from non-Western cultures are not familiar 

with the Western approach, and are thus unlikely to be happy with it. When patients come 

from cultural traditions or social classes that differ from those of the physicians, they may 

believe they are not heard, understood, or responded. In the UK, surveys identified as key 

problems language difficulties of Asian patients (Jones 1988). The cultural expectations of 

women from Asian communities are prominent in studies, and in particular the examination 

of Muslim women by male doctors was highlighted as a source of distress (Madhoc 1992). 

Laveist (2002) examined a US national sample of African-American, white, Hispanic, and 

Asian-American patients to test the hypothesis that doctor-patient race concordance is 

predictive of patient satisfaction. All respondents reported greater satisfaction with physicians 

from their own race. 

For patient satisfaction with information see Section 2.2.2; with participatory decision

making see Section 2.3.4; with overcoming language barriers and interpreter use see Section 

2.5; with physician's interpersonal communication see Section 2.4.3; with time see Section 

2.6.3 

2.9 Summary 

The vast body of research investigating the various factors influencing the physician-patient 

relationship demonstrates the complex and multidimensional nature of this unique encounter. 

Although each factor was addressed separately, taken together these aspects were found to 

have interactional and reciprocal influences that work to strengthen or diminish the success of 

relations between physicians and patients, and thus the results of the medical encounter. 

Physicians, as products of their own cultures, their medical training and their occupational 

sub-culture, may not be aware of the social, cultural and psychological dimensions of ill 

health and the context in which it appears. They may not understand that this context 

determines the meaning of health and illness for each individual patient. This lack of 

awareness was found to influence crucial medical concerns, among them proper diagnosis, 

treatment recommendations, communication between patient-physician and family, treatment 
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decision-making, patients' use of services, patients' willingness or ability to follow 

recommendations, patient and physician satisfaction and health outcomes. 

Referring patients to culture-congruent physicians was recommended by some researchers 

and wished for by minority patients. Other researchers, however, have argued that ethnicity 

alone does not guarantee physician cultural awareness and sensitivity. 

The way in which information is transmitted to the patient was found to have a major impact 

on levels of anxiety and stress, patient compliance, medical outcomes and patient satisfaction. 

Individual physicians were found to differ on the extent to which they provide medical 

explanations, where the amount of information given was dependent on the mutual and 

reciprocal expectations, perceptions, attitudes and communication skills of both participants. 

Patients almost always wanted as much information as possible, yet doctors often were not 

aware of this. It is also unclear to what extent doctors and patients agree about the amount and 

type of information that should be disclosed. Mass education, mass media and mass 

consumerism have put an increasing amount of pressure on professionals to meet rising 

patient expectations. 

Currently, there are no evidence-based guidelines for discussing clinical evidence with 

patients in the medical decision-making process. Nevertheless, the nature of communication 

in the health provider-health consumer relationship is changing as a result of the growing 

trend in health care away from the traditional paternalistic model, in which the physician 

prescribed and the patient complied, and toward a model in which the patient takes an active 

role in making decisions. A shift has occurred in examining how patients take prescribed 

medication, from a model of compliance to the concept of adherence. Today, the relationship 

between practitioners and patients is considered in terms of concordance, participatory 

decision-making, shared decision-making or mutual decision-making. Sharing decisions 

addresses the increasing need to recognize patients' rights and autonomy, and the idea that 

patients and physicians should work together towards an agreement on treatment choice. 

While patients were found to definitely want information in each of a wide variety of medical 

areas, they seemed hesitant to assume responsibility for making medical decisions and felt 

that medical decision-making authority should rest more with physicians than with patients. A 

more participatory style was found to be related to patient satisfaction. Cultural differences in 

decision-making may lead to conflicts or misunderstandings, particularly when non-Western 

patients from collectivistic cultures are asked to make independent health care decisions. 
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Language barriers were found to impair the exchange of information between patient and 

physician, and to result in incomplete patient education, misunderstood instructions and 

patient dissatisfaction. Language barriers disarm patients' ability to assess meaning, intent, 

emotions, and reactions, and create a state of dependency on the interpreter. Nevertheless, the 

presence of an interpreter may change the dynamics of the interchange, making the patient 

more inhibited about interrupting or seeking further information. Moreover, many clinics and 

hospitals cannot afford interpretation services and call upon staff members or friends and 

relatives of the patient to serve as translators. These people are often ill prepared to deal with 

the complexities of interpreting. 

Traditionally, medical practitioners who adhered to the scientific, paternalistic medical model 

have sought to avoid the medical milieu of emotion. Yet attitudes and beliefs about the role of 

emotions are changing in contemporary medicine, and research studies have begun to explore 

physicians' personal socio-emotional communication styles. Patient satisfaction was found to 

increase with more information given by physicians, greater technical and interpersonal 

competence, more partnership building, more social conversation, more positive and less 

negative talk, and more communication overall. Compared to male physicians and their 

patients, female physicians and their patients were found to conduct longer medical visits 

with more talk, and to engage in more positive talk, partnership building, question-asking and 

information-giving. 

Physicians' and patients' cultural concepts of time may be congruent or incongruent, 

therefore leading to increased understanding or misunderstanding during the medical 

encounter. Longer consultations have been associated with better recognition and handling of 

patients' psychosocial problems, greater patient participation, increased patient education and 

patient satisfaction. Visit length was found to vary greatly, depending upon specialty and 

country. The optimal visit length for a given patient or a clinical problem cannot be 

generalized. Nevertheless, a patient-centred approach that advocates attention to a patient's 

beliefs, needs, understanding and agreement was usually found to lead to lengthened 

consultations. This was mostly welcomed by patients, but places more pressure on 

physician's limited time. 

Gender socialization affects a person's life chances, behaviour and beliefs in that certain 

educational, occupational and even health opportunities have often been reserved for one 

gender or the other. Diagnostic criteria reflect attitudes, beliefs and values instilled in health 

care professionals, leading to differences between men and women patients in labelling, 

diagnoses and treatment. The expectation that female physicians are less likely to use 

aggressive communication strategies than are male physicians and that they are more 
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interested in emotional aspects of health may explain why male and female patients were 

found to talk more, ask more questions, reveal more psychosocial information and be more 

involved in decision-making when interacting with female physicians. Women physicians 

were found to spend more time with their patients, and female patients had longer visits than 

male patients. 

Various factors are thought to be related to patient satisfaction: patient socio-demographic 

characteristics, physical and psychological status, attitudes and expectations concerning 

medical care, and the structure, process and outcome of care. There is no consensus about 

which of these factors is most important, and results of different studies appear to depend on 

the type of care rendered, the context in which it was studied and the survey instrument used. 

The modern health care system is a cultural melting pot, comprised of individuals from 

different combinations of national, regional, ethnic, socioeconomic, occupational, 

generational and health-status cultural orientations. Health care practitioners are advised to 

learn about the different culturally-based heath expectations, beliefs, values and attitudes that 

influence patients' interpretations of health, illness and health care in order to bridge 

intercultural gaps and produce desired results, such as effective management, friendship and 

conflict resolution. 

2.10 Study Hypotheses 

The three hypotheses of the current study are as follows: (1) Patients from the three culture 

groups will exhibit differences in attitudes, needs, expectations, and satisfaction regarding the 

examined aspects of the medical encounter. (2) Patients from the three culture groups will 

exhibit differences in attitudes, needs, expectations, and satisfaction with respect to the 

interaction between patient and physician culture. (3) Patients in culture-congruent groups 

will report that their needs, expectations and satisfaction were met to a higher degree than will 

patients in culture-incongruent groups. 
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Chapter 3 Personal In-Depth Interviews 

3.1 Introduction 

A total of thirty in-depth interviews were conducted. Ten patients from each of the three 

cultures were interviewed: Jewish-Israeli (JI), Arab-Israeli (AI) and immigrants from the 

former Soviet Union (FSU). These personal interviews were conducted as part of a two-stage 

pilot research. In the first stage, a pre-test was conducted using the Attitude and Satisfaction 

Questionnaire; the pre-test involved forty-five paiients, fifteen from each of the three cultures. 

During the second stage, thirty in-depth interviews were conducted with thirty patients. The 

results of these two stages served to produce the revised version of the questionnaire, on 

which the field study was based. Moreover, the results of the in-depth interviews provided 

meaningful information on patients' personal experiences and attitudes that complemented 

the results of the field study; this information was integrated into the discussion (chapter 6). 

3.2 Objectives 

In-depth individual interviews are generally chosen as the most appropriate method when the 

purpose of the research is to expose beliefs, perceptions, attitudes and opinions that are 

otherwise hidden in people's minds. This form of interviewing seeks to understand the 

meaning individuals associate with events and relationships in their lives (Berglund 2001). 

The thirty in-depth interviews were conducted in order to provide insight into the patients' 

attitudes, needs and expectations from a medical encounter with their physicians. The 

interviews were designed to strengthen the understanding of how patients evaluate the various 

aspects of the physician-patient relationship that were of concern in this study: information

seeking and giving, participatory decision-making (PDM), physician's interpersonal 

communication, verbal communication, time and gender. In addition, questionnaire items 

from pre-test 1 that had caused patients difficulties were examined as well. The causes of 

these difficulties were sought, and attempts were made to rephrase the items accordingly. 

3.3 Methodology 

According to Berglund (2001), in the health arena there are four qualitative data collection 

methods that are commonly employed: individual, in-depth interviews; focus group 

discussions; document interpretation, and; participant observation. Ethical considerations 

regarding respect for patient privacy and anonymity as required by the Helsinki Ethical 

Committee of the Bnai-Zion Medical Centre for both parts of the study prevented the 
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researcher from using additional evaluation tools, such as recording the interviews. Thus, the 

method of in-depth individual interviewing was chosen to explore patients' perceptions and 

feelings. The term interview is used to describe anything from informal chats to highly 

structured questions and answers sessions (McQueen 2002). Patton (1990) suggested that 

there are three types of in-depth interview which result in qualitative data: the informal 

conversational interview, the general interview guide approach, and the standardised open

ended interview. The general interview guide approach is the most commonly used in the area 

of health research. The researcher sets out to seek answers to a series of questions, however, 

the sequence and actual wording are flexible and the interview guide takes the form of a 

reminder. Moreover, the researcher goes into the interview prepared to deviate from the set of 

questions or topics (McQueen 2002). 

The interviews were based on the Personal Interview Guide (Appendix A), which was 

developed with the aid of an anthropologist. The questions were phrased in an open-ended 

way to elicit a response that expresses the interviewee's unique perspective and draws upon 

his or her individual experience. The open-ended phrasing allows for free response, does not 

restrict the range of answers (Berglund 2001), and enables respondents to choose their own 

terms (Silverman 2001). The interviews conformed to the sequence of the Personal Interview 

Guide; however, when the responses deviated to other aspects or experiences, the researcher 

did not cut off the respondent's train of thought. Hence, the sequence and actual wording used 

during the interview were flexible, and the interview guide took the form of a checklist rather 

than a collection of questions set in a rigid sequence. The resulting free dialogue allowed the 

interview to flow naturally, enabling the interviewee to focus on whatever was relevant to him 

or her, and to explore any new information volunteered. This approach resulted in data in the 

form of flowing narrative. 

The interviewees were chosen from the patient population as representatives of the three 

culture groups. Since perceptions are likely to vary between individuals, and both information 

and individual experiences were sought, it was decided to interview ten patients from each 

culture, rather than relying on a smaller number of interviewees. 

Thirty patients were interviewed: ten Jewish-Israeli patients, ten Arab-Israeli patients, and ten 

immigrant patients from the former Soviet Union. Patients ranged in age from twenty-three to 

eighty years old. Patients were personally approached by the researcher, given a short 

explanation about the study, and asked to participate. Those who agreed were promised 

anonymity and confidentiality of their answers. Each interview took place in a designated 

room. 
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The presence of an interpreter was found to change the dynamics of an interview, and even 

manipulate the information exchange (Putsch 1985). To achieve unity in the interview style 

and to avoid any potential effects of translation or of bilingualism (see chapter 2.5.2 verbal 

communication), the same interviewer (the researcher) conducted all the interviews with 

patients from all three cultures. All thirty interviews were conducted in Hebrew. Therefore, 

the AI patients and the FSU immigrant patients chosen to participate in the study were all 

bilingual and relatively proficient in Hebrew. Several female AI patients who were, 

approached reported minimal proficiency in Hebrew, making them unable to participate in a 

long interview. 

Berglund (2001) claims that skills of in-depth interviewing become those of good 

interpersonal communication, since a dialogue is developed between interviewer and 

interviewee. For people to be able to reveal deep elements of their personal values, an 

atmosphere of trust is necessary. The interviews therefore had no time limits, as it was 

believed that adequate time must be allowed to establish the desired atmosphere. All patients 

interviewed agreed in advance to participate in a long interview, which lasted for at least one 

hour. 

Silverman (200 I) argues that tape-recording or original documents usually provide a solid 

body of original data. Where these cannot be used, the field researcher must attempt to 

transcribe as much as possible of what is said. Field notes were taken during the interviews, 

and special efforts were made to write down patients' statements that seemed important. 

Immediately after each interview, the researcher recorded more elaborate notes on the 

information, thoughts and reflections offered by each patient. As most of the interviews were 

long and required considerable efforts for documentation, only two interviews were 

conducted per session. 

According to Berglund (2001), qualitative analysis has traditionally been less reliant on 

computers compared to the analysis of quantitative data. The original methods for analysing 

interviews and focus group feedback relied on reading and re-reading the written data and 

analysing it for themes, often by cutting and pasting pieces of text by hand. The data obtained 

is unique to the researcher and study population, and is the product of their interaction. Over 

the last two decades a number of computer programs have become available to assist in 

codifying qualitative data, which have benefits and limitations. While making manipulation of 

large pieces of text easy, they force the researcher in a certain way of viewing the data, which 

may inhibit the intuitive flow of ideas that had occurred between researchers and their 

subjects. 
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According to McQueen (2002), the best way to approach the analysis of field notes is to write 

them up in some structured way, depending on the focus and orientation of the research. 

Analysis is likely to involve a search for consistencies and variations in interviewee's 

information. After all thirty interviews were completed, the data was written up manually 

following the order of the predetermined aspects identified in the Personal Interview Guide. 

Both individual and group (culture group) consistencies and variations were sought, which 

focused on the responses to the particular questions, and on narratives that were offered on 

particular issues (Appendix B). 

The essential component of this part of the analysis was to revisit the questions and reorganise 

the data with respect to each question. The data was displayed in a concept map that revealed 

patterns and indicated relationships among the various aspects. Smaller categories were 

arranged into the predetermined conceptual aspects, and patterns were sought in their 

relationships to each other. An anthropologist read all the field notes and post-interview 

documentation and validated the thematic analysis of content identified by the researcher. 

The resulting conceptual map was written up in narrative form, with all pertinent findings 

supported by quotations documented in the field notes. The quotations served two purposes: 

(1) verifying the report and indicating how the findings emerged from the data; and (2) 

enriching the descriptive findings. 

The patients' statements were translated into English, and efforts were made, with the aid of 

an interpreter, to obtain conceptual equivalence rather than lexical correspondence. Several 

expressions were difficult to translate due to their underlying profound meaning, which may 

be lost in the translation. One example is the expression "ben adam", literally translated as 

"person" or "human being". In the context in which it was used by the patients, however, as 

in "/ want my physician to first of all be a ben adam", the expression denotes the notion of 

being humane and compassionate, having a devoted and caring attitude, equivalent to the 

Yiddish word "mensch". 

3.4 Results 

The results of the in-depth interviews focus on the following aspects: patient's recall of past 

medical encounters; information-seeking and giving; participatory decision-making; verbal 

communication; time; physician's interpersonal communication; gender; the "ideal" 

physician. 
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3.4.1 Patients' recall of past medical encounters 

As an introduction to the interview, patients were asked to recall a medical encounter that had 

a special meaning for them. All patients spontaneously addressed the same categories in 

speaking of their experiences with physicians, even though they had not been advised to 

choose these aspects: physician's communication style, information-seeking and giving, and 

time devoted by the physician. Eight patients reported positive experiences and were -, 

appreciative and satisfied. All thought that encounters should always evoke positive feelings, 

yet none claimed that this is always the case. Fifteen patients recalled negative encounters and 

were very emotional when talking about their experiences. Most of them were still angry or 

irritated and upset when describing the physician's attitude. The physician's communicative 

style, whether positive or unpleasant, deeply affected patients' memories of the encounter. 

Patients valued physicians with a friendly and caring communicative style. One AI female 

patient said: "He treats me with a personal touch, and I consult him about my personal 

issues ". 

Patients who recollected negative visits bitterly complained about physicians who left them 

with the impression that they did not care about them as suffering human beings. A JI male 

patient reported: "The physician treated me as a specimen and not as a patient and a human 

being, and he did not address my suffering". AI patients, particularly females and FSU 

immigrant patients not proficient in Hebrew complained of a lack of personal communication 

with their JI physicians. 

Information-giving by the physician was highly valued by all patients who expressed a desire 

and need for it. An AI female patient spoke of her physician: "Who volunteered a lot of 

information, which made us share a common language, and made me feel that the doctor 

treated me like a friend". Those patients who complained of lack of information all thought it 

prevented them from better understanding their medical problems and treatment. All patients 

reported question-asking as valuable, and those who were unable to ask as many questions as 

they had wanted all reported anger, frustration and hurt. 

Most patients shared the opinion that physicians suffer from a lack of time. Even though some 

patients seemed to understand that physicians are always very busy, they still felt they 

deserved to spend more time with their physicians. Short visits were believed to have a 

negative effect on the atmosphere as well as on their knowledge and understanding of their 

medical problem and treatment. AI female patients as well as FSU immigrant patients who 

suffered from a language barrier with JI physicians reported that lack of time added another 

burden to their difficulties in the encounters. They felt the physicians did not take enough 
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time to overcome the lack of communication due to the language barrier, leading to 

misunderstandings, frustration and insufficient information. 

3.4.2 Information-giving and information-seeking 

3.4.2.1 Sources of patients , information 

Of the ten n patients, only two male patients consulted an additional physician other than 

their treating physician. Of the ten AI patients, only three patients, two males and one female, 

also consulted with their family physician, with whom they were able to speak Arabic. 

Finally, of the ten FSU immigrant patients, five females and two males received information 

from both the treating physician and their Russian-speaking family physician. Four FSU 

immigrant patients attributed their understanding of the information to their consultations 

with both the Hebrew-speaking treating physicians and the Russian-speaking family 

physicians. 

These findings may suggest that Hebrew-speaking n patients and AI patients do not feel the 

need to consult other physicians because they understand the information provided by their 

treating physicians. FSU immigrant patients were found to seek further information from 

language-concordant family physicians, and to have a better understanding of their medical 

problems and treatment after doing so. 

3.4.2.2 Information sUfficiency 

The majority of n patients (seven patients) and AI patients (nine patients) reported they 

received sufficient information from their physicians. One n female patient said: "1 trust my 

doctor that he has the knowledge and he is excellent, and I do not need any other sources". 

Nevertheless, five n patients and three AI patients wanted to receive additional information. 

Seven FSU immigrant patients felt they had not received enough information from their 

physicians, claiming they wanted to receive more information. These results point to a feeling 

of dissatisfaction among FSU immigrant patients regarding sufficiency of information 

received from physicians. 

3.4.2.3 Additional sources of patient information 

Of the thirty interviewees, eighteen- six n, five AI and seven FSU immigrants, sought more 

information after having consulted with their treating physicians. Five FSU immigrant 

patients, who consulted both their treating physician and Russian-speaking family physician, 

still wanted more information about their medical problem. All twelve patients who spoke to 

family members felt the need to talk to them about their medical problem, but did not expect 
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their relatives to provide medical information. One patient commented: HI tell my children 

what the doctor said, but I trust the doctor, because they are not doctors". 

The sources of further medical information varied. One source was printed material from 

medical books, encyclopaedias, and publications on alternative medicine. Other sources were 

friends, other patients suffering from similar medical problems, and other specialist 

physicians. All seven patients who searched the Internet were unable to find useful 

information. 

These results may suggest that patients are eager to receive information concerning their 

medical problem. All patients who sought further information felt that the treating physician 

did not provide all the information they desired, so they turned to various other sources. 

However, the information from these sources only partially contributed to the knowledge of 

their problem. 

3.4.2.4 Informing physicians about seeking further information 

Ten of the fifteen patients who sought additional information addressed the issue of informing 

their physician. Five did not want to tell their physician about their search for more 

information because they did not want to offend their physician or because they thought the 

physician would consider this a breach of authority. Five told their treating physician about 

their additional information, and felt that the physician accepted the information willingly. 

One JI male patient reported: "My physician was glad to hear about innovations I read about, 

and she was happy that I am interested and that I want to learn more about my medical 

problem and treatment". 

It appears that the five patients who did not want to answer this question were also hesitant 

about telling their physician about their search for more information, suggesting that patients 

tend to feel uncomfortable about telling their physicians they seek more information. 

3.4.2.5 Willingness of patients to ask their physician questions 

Out of thirty patients, only three reported not asking their treating physician questions, and 

only one felt that questions were not welcome by the physician. All other patients stated that 

they asked their treating physicians questions during their encounters. Most of the JI and AI 

patients who asked questions felt that the physicians have an obligation to answer questions, 

that they feel comfortable asking questions, and that they can ask whatever they feel is 

important for them to know. One expression was: "It is the duty of the physician to explain 

and to answer, and it is my right to ask questions. It is my health and I want to know". 
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Time was found to be a limiting factor in asking questions. Five patients who reported asking 

questions, felt that physicians are short of time and are too busy to answer many questions, 

and therefore limited themselves in the number of questions they asked. An AI male patient 

said he only asked: "What 1 think is really important, because physicians do not have the time 

to listen to endless questions, and one should not disturb them because they are very busy". 

Eight FSU immigrant patients who reported asking questions mainly added that they limited 

the number of questions. Language barrier was an important reason for not asking many 

questions. Two female FSU immigrant patients and one female AI patient suffered from a 

language barrier, and had difficulties explaining to the physician what they wanted to know. 

They stated that when visiting language-concordant family physicians they were able to ask 

more questions. 

3.4.2.6 Physician's attitude towards patient's questions asking 

Question-asking was found to be very important to most patients in all three cultures. Twenty

seven patients reported asking questions, and twenty-six felt that their physicians accepted 

these questions willingly and cordially. A female FSU immigrant patient stated: "Sometimes 1 

am stressed and 1 ask questions nervously, and still the physician always answers nicely". 

Four female patients claimed that their physician was reluctant to answer questions, and three 

patients complained about the physicians' attitude toward their asking questions. One patient 

felt that such impatience was due to the physician's lack of time. These findings may suggest 

that patients wanted to ask their physicians additional questions in order to receive more 

information. Most of the physicians complied with this desire to their patients' satisfaction. 

3.4.3 Participatory decision-making (PDM) 

3.4.3.1 Who should decide about patient's treatment? 

Nineteen patients, including most of the FSU immigrant patients and the AI patients and half 

of the JI patients, chose to leave the decisions about their treatment to the physicians. The 

most common argument was their lack of medical knowledge. These patients felt that 

physicians have studied medicine as a profession and have acquired the relevant know-how. 

They did not feel they could take responsibility for making medical decisions that were 

beyond their experti~e and understanding. A JI male patient said: "The physician has the 

knowledge and the authority, and one should leave the decisions in his hands. What the 

doctor thinks is the right thing to do; this is what should be done". These patients expressed 
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trust in their physicians, and most of them thought that making medical decisions is part of 

the physicians' responsibility. 

Two AI and two FSU immigrant patients thought they should be the ones to take the 

responsibility for decisions concerning their bodies and their health. They shared the need to 

consult with the physician, and to learn their physician's recommended preference, yet felt 

strongly that they themselves were responsible for decisions concerning their health. One 
'I 

expression was: "The physician has the medical know-how, but this is my life, my body and 

therefore the final decision is in my hands and not in the physician's". 

Seven patients, five 11 and two AI patients, wanted to share the decisions with their 

physicians. They felt they should be involved in the process of decisions about issues that, 

concern their bodies, health and future lives. They all valued the physicians' opinions, and 

choices; yet felt physicians should also take their opinions and feelings into account, consider 

their views, and accept them as partners in decision-making (DM). None of the FSU 

immigrant patients expressed a desire for PDM. 

3.4.3.2 Who made the decision regarding medical treatment? 

The results regarding who made treatment decisions showed congruence between patients' 

views and their actual experience concerning PDM. All nineteen patients who wanted to leave 

the decision to the physicians actually did so, and their physicians took the task upon 

themselves. The majority of FSU immigrant and AI patients, as well as half of the 11 patients, 

left treatment decisions to their physician. These patients did not feel their physician had 

offered to share the decisions with them, and they did not feel the need to be part of the 

procedure. One AI male patient said: "The physician made the decision. and if he would have 

asked me, I would have let him decide, because of his knowledge". 

All these patients believed their lack of medical knowledge and trust in the physician left DM 

in the hands of their physician. They emphasized the desire for information, for asking 

questions, and for getting as many explanations as possible, yet did not wish to become 

partners in DM. Patients made a clear distinction between information-seeking, which they 

highly valued, and PDM, which they considered a burden they were reluctant to take upon 

themselves. 

Four patients, two AI and two FSU immigrants, wanted to take responsibility for decisions, ' 

and reported that their physicians had agreed. They expressed a strong need to be responsible 

for decisions concerning their health, and all but one were satisfied with the physicians' 
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consent to accept their decisions. One AI patient felt nervous, because she believed that her 

physician saw her decision as an insult to his authority. 

Only seven patients, five JI and two AI patients, reported to have actually shared decisions 

with their physicians, feeling they should be involved in decisions about issues that concern 

their health and future lives, and their physicians agreed to cooperate. An AI female patient 

said: "[ hear what the physician says, and [ tell him what [feel, and although his opinion is 

more important, [ want him to consider mine. [feel that we decided together on what is best 

forme". 

These findings may suggest that patients who leave medical decisions to their physicians 

differentiate between two behaviours during the medical encounter. They seek information 

and are interested in getting as much information as possible from their physicians. They rely 

on this information offered by physicians, and ask questions to acquire additional medical 

information and increase their understanding. They do not, however, express an interest in 

PDM, and are reluctant to become active participants in making medical decisions affecting 

their well being. They trust their physicians, rely on their medical knowledge, and cast 

responsibility for DM on their physician. 

3.4.3.3 Who is consulted with regard to treatment? 

Four JI and three FSU immigrant patients did not feel the need to consult other sources. In 

addition, six AI patients did not tum to other sources. AI patients seemed more certain than 

their counterparts that medical issues are the sole responsibility of the physicians, and did not 

want to interfere with the physician's decisions. Six JI, seven FSU immigrant and four AI 

patients turned to other sources for additional consultations. Two JI patients who spoke to 

family members felt these conversations were related to information, not decisions. Two other 

JI patients, three other AI and six FSU immigrant patients turned to family members for 

advice. These results may be explained by patients' close familial ties, typical for the three 

culture groups, as addressed in the discussion (chapter 6) . 

. Two AI and five FSU immigrant patients turned to language-concordant family physicians for 

further advice. Language barriers were found to be a limiting factor in patients' understanding 

of medical information provided by physicians. These barriers also limited patients' ability 

and willingness to ask questions during medical encounters with JI physicians. 

All other sources to which patients turned were similar for the three cultures, and included 

friends and relatives who are physicians, medical books and publications, and the Internet. 

One FSU immigrant patient and three JI patients mentioned consulting a rabbi. Orthodox-
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Jewish patients regularly bring their medical problems to their rabbi for advice, for referral to 

other physicians, and for spiritual support. One of them explained: "Many people go to the 

rabbi as to a psychologist, for spiritual support". Muslim, Christian and Druze AI patients all 

said that they tum to their sheikh or priest only for prayer or spiritual support, but not for 

medical advice. They said: "The priest is in the religion and the physician in the medicine ", 

and "You go to the sheik to pray for the success of an operation, but notfor medical 

decisions" . 

3.4.4 Verbal communication 

3.4.4.1 Language difficulties in meetings with physicians 

None of the JI patients suffered from language barriers since all the physicians were Hebrew 

speaking. One of these patients asked for an interpreter when meeting with a FSU immigrant 

physician who had poor Hebrew proficiency. Two JI patients spoke about Russian-Israeli 

physicians' habit of speaking Russian in the presence of their patients while discussing their 

medical case, and felt stressed and anxious. 

AI patients fluent in Hebrew had no difficulties when meeting with JI physicians. 

Nonetheless, most of them mentioned their Arabic-speaking family physicians, and thought 

they could better communicate with them, receive more information, and ask more questions. 

An AI female patient said: "It is easier to see an Arabic speaking physician because I can 

make myself better understood". AI patients with poor Hebrew proficiency could not 

understand the physicians' explanations without the assistance of relatives or language

concordant medical staff. 

Most of the FSU immigrant patients preferred meeting with Russian-speaking physicians, and 

reported having language difficulties with Hebrew-speaking physicians. They claimed they 

were unable to receive sufficient information, had difficulties in understanding the physicians 

and in making themselves understood, which affected their ability to ask their questions. 

These difficulties led to feelings of stress and uncertainty. 

3.4.4.2 Translations during the medical encounter 

Interpreters assisted eleven patients; three AI female patients, three male and four female FSU 

immigrant patients. i\I and FSU immigrant patients with poor Hebrew proficiency reported 

they needed an interpreter, as they had difficulties in understanding what Hebrew-speaking 

physicians said. An AI female patient said: "When I meet with an Israeli physician who does 

not speak Arabic, my husband translates for me, and sometimes a nurse or an Arabic-
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speaking physician joins the Israeli physician". Most of these patients received interpretation 

assistance from several sources: bilingual family members accompanying them, and available 

medical staff who were called in to translate. 

3.4.4.3 'Patient preference with regard to translators 

AI and FSU immigrant patients who needed translation assistance shared the opinion that 

translation is a crucial requirement in medical encounters with language-nonconcordant 

physicians. They thought it most important to understand the physicians' explanations and 

questions, and to make themselves understood. They therefore emphasized the importance of 

a translator's presence and did not care who it was. They did not mind speaking of their 

medical problems in the presence of family members, because the goal of mutual 

understanding with the physician seemed to override any feeling of shyness. An AI female 

patient explained: "It does not bother me who translates, medical staff, my family. A family 

member is even better. For the secrets of the body it is better to have the translation by 

someonefrom the family and not by a stranger". Only two female FSU immigrant patients 

did not want their sons to translate; one patient was embarrassed to reveal intimate matters in 

his presence, and the other did not want to burden her son with her problems. 

3.4.4.4 Physicians' use of medical terminology 

In most of the medical encounters, the physicians used medical terms or Latin words that the 

patients failed to understand. Most of the 11 and FSU immigrant patients reporting such 

encounters felt uncomfortable asking for clarifications. They identified several reasons, such 

as being embarrassed that physicians would know they failed to understand, and hesitation to 

take more of the physicians' time. An AI male patient said: "Some physicians let Latin 

medical terms slip into the conversation, which I don't understand. Sometimes I catch a word 

and ask, but mostly I am embarrassed, and I also feel that there is not enough time for the 

physician to explain every word". 

Some of these patients thought that physicians have their own professional language that does 

not concern the patients, or that the general meaning of the information is important, and not 

the isolated word. A few patients felt angry, and thought that it was the physicians' obligation 

to clarify all the details of the information, yet other patients reported that their physicians 

willingly explained terms they failed to understand. Several patients noticed that physicians 

tend to use medical terminology when speaking with each other, and complained about their 

habit to do so in the presence of their patients. An AI male patient reported: "Physicians who 

use medical terminology are a problem. It aggravates and annoys me. They speak among 
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themselves in unclear terms in my presence, and mostly they are reluctant to answer when I 

ask. I think it is my right to know everything about my problem, and it is their obligation to 

clarify unclear terminology". These patients felt this behaviour caused them to feel anxious 

and worried that the physicians were discussing matters they were reluctant to reveal to the 

patients. 

3.4.5 Time as a factor in the medical encounter 

Fifteen patients reported to have spent enough time with their physicians. Some of them 

thought that physicians are always busy, and therefore they should not take more of their 

time, so they asked only the questions that were really important. The patients who 

complained of shortage of time were troubled and stressed. They all shared the feeling that 

the information they received was insufficient, that they were denied the opportunity to ask all 

the questions they wanted to ask, and that the atmosphere of the encounters was unpleasant. A 

n male patient said: "lfwe had had more time, the physician would have explained the 

problem in a more detailed way, and what it means from my point of view. This could have 

eased my feelings of uncertainty". 

AI and FSU immigrant patients mentioned their desire to befriend their physicians. They 

spoke of the need to learn to know each other before getting into the medical details of the 

meeting. They wanted to feel that the physicians really cared about them as people, and 

wanted to share their personal problems with their physicians. They felt they were unable to 

do so because the physicians did not allocate enough time and limited themselves to the 

medical aspects of the visit. 

Two n, four AI and eight FSU immigrant patients felt the need to consult family physicians. 

They all spoke of their personal relations with the family physician, and about the longer and 

friendlier visits, in which they also received more information, and had the chance to ask 

more questions, improving their understanding of the medical problems and treatment. An AI 

male patient felt: "With him I can speak longer, and discuss personal things before we get 

into the medical details, which serves as an introduction to the visit and has a calming 

effect". 

3.4.6 Physician's interpersonal communication 

3.4.6.1 Desire to discuss personal issues 

Those patients who expressed a wish for personal discussions with their physicians gave 

several reasons. They thought that disclosure of personal matters enables physicians to learn 
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to know them, and to better understand how these problems affect their medical condition. A 

JI female patient thought: "It is not a must, but I think a physician should want to learn to 

know his patient in a way that will contribute to his understanding of the person behind the 

disease". 

Most AI and several JI patients wanted to befriend the physician, feeling that friendly 

relations would create a good atmosphere, and would encourage them to speak more freely 
I 

about their medical problems. AI and FSU immigrant patients felt that private and personal 

problems could be more easily and openly discussed with language-concordant physicians, 

mainly their family physicians. An AI female patient spoke of her Arabic-speaking family 

physician: "With him I can talk about private things and about things that happen at home. 

He knows me well, and he is like afriend, a brother, and I can tell him a lot, which is good 

forme". 

The patients who did not wish to discuss personal matters thought it was not the physicians' 

obligation to get into such conversations. They felt that physicians were busy and should 

concentrate on treating medical problems. FSU immigrant patients emphasized the shortage 

of time, and felt that such discussions could only take place if the physicians dedicate the 

needed time. AI and FSU immigrant patients felt that if they were to discuss personal issues at 

all, they could only respond to language-concordant physicians who would initiate such 

conversations. 

3.4.6.2 Raising personal issues and the physician's response 

Most of the twelve patients who wanted to speak about personal matters said that their 

physicians initiated the conversation, and that they willingly accepted the opportunity. They 

all felt that personal conversations added to their trust and satisfaction with the physician, and 

improved the atmosphere of the visits. They regarded the physician's attitude as friendly, 

caring and understanding. Only two of these patients were J1. 

AI and FSU immigrant patients seemed more interested in personal conversations than JI 

patients. AI patients wished to become friendly with the physician to get to know one another, 

and wanted to have a personal discussion as a preface to the meeting in order to create a 

pleasant atmosphere before getting into the medical details of their problems. An AI male 

patient said: "The physician started with a general discussion and we spoke of several things. 

This created a comfortable atmosphere, and I felt that the physician is first of all a person like 

me. We were like two equal people, and not like I am the doctor and you are the patient. This 

gave me a goodfeeling and I was confident that he could help me". FSU immigrant patients 
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longed to speak about their absorption problems and the difficulties of their daily life. They 

were encouraged to do so, on the physicians' initiative. A female patient said: "I knew he was 

busy, but I was glad that he asked, and I felt good telling him about my worries and 

thoughts". 

JI patients seemed more practical about their visits, and did not think there was either a need 

for personal discussions or sufficient time for them to take place. The initiative for personal , 
discussions was mostly left to the physicians. A JI female patient felt: "Physicians don't have 

enough time, and therefore I do not have the opportunity to speak about private things. Ifit 

were possible, I would have wanted to tell my physician. It would have added to the 

atmosphere, and minimized uncertainties". 

The patients who did not speak about personal matters gave several reasons. Most of them 

said the physicians did not initiate such conversations, and therefore they did not feel free to 

take the initiative; they mentioned physicians' lack of time as a limiting factor. Physicians cut 

the visits short, and patients felt they could not speak about problems other than medical ones. 

A few patients did not think personal conversations with the treating physicians were 

necessary at all, and therefore limited the conversations only to the medical problems they 

had come for. 

3.4.6.3 Physician's friendliness and humour and their impact on the encounter 

Twenty-five patients reported that their physicians were friendly, and all thought that the 

physician's friendly approach created a good and pleasant atmosphere during the encounter. 

They felt reassured that physicians really cared about them and calmed them. The patients 

that reported about physicians with a sense of humour were very pleased, and found that this 

humour improved their mood and added to the pleasant atmosphere. A JI female patient said: 

"My physician is very friendly, he smiles a lot, and jokes with me, and I really like it. It is not 

enoughfor a physician to have knowledge. Human relations are worth millions. A courteous 

physician brings happiness to his patient's heart". 

Five patients felt that their physicians were unfriendly and complained about the atmosphere 

during the medical encounter. They mentioned physicians who were short of time, strict and 

uninterested. An AI female patient complained: "He was not interested in me as a person, 

and I was stressed. He did not say anything which was friendly or nice and I longed so much 

to tell him about my problems, but I could not". 

FSU immigrant patients spoke of their friendly, Russian-speaking family physicians, and 

un favourably compared the Israeli treating physicians to the friendly physicians they had 
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known in Russia. One expression was: "The physician was strict, like most physicians here, 

and I was unhappy about it, because in Russia they were friendly, and that calmed me ". 

3.4.7 Gender 

3.4.7.1 Differences between male and female physicians and patient preferences 

Three n, six AI, and four FSU immigrant patients described differences between mal~ and 

female physicians. Both male and female patients felt that female physicians tend to be more 

gentle, pleasant and patient with their patients. An AI male patient described a visit with a 

female physician: "Female physicians, in my experience, are more sensitive than male 

physicians. I met with afemale physician who was gentle and considerate. She was patient 

and explained everything I wanted to know step by step, so that I couldfollow her thoughts. 

The visit was very pleasant". 

Some patients did not like to be examined physically by physicians of the opposite sex; 

female patients were embarrassed to have intimate examinations by male physicians, and 

several male patients, especially those who were religious, did not like being physically 

examined by female physicians. All but one female patient thought that male and female 

physicians do not differ in their professional knowledge and skills. This one female patient 

(FSU immigrant) did not criticize female physician's know-how, but thought that female 

physicians, like all women, are preoccupied with domestic duties and some of their attention 

is drawn away from their work. 

All n patients expressed no preferences about their physician's gender. Two male AI, and 

three FSU immigrant patients (two male and one female) preferred male physicians. Two 

female AI and one female FSU immigrant patients preferred female physicians. The main 

reason for their preference was their reluctance to be physically examined by a physician of 

the opposite sex. All twenty-four patients who did not express any preference identified 

similar qualities they looked for in their physician regardless of the physician's gender. They 

sought compassionate relations and a kind and caring attitude towards patients, professional 

skill and knowledge, and sufficient time. An AI male patient thought: "A physician is a 

physician, the main point is that they should be good professionally and kind". 

3.4.7.2 Gender preference in discussion of personal issues 

Eight n and seven FSU immigrant patients did not differentiate between male and female 

physicians with regard to personal conversations. They agreed that it was not the physician's 

gender that counts, but rather the personality and the courteous and pleasant attitude that 
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made the difference. A JI female patient said: "/ don't think that a female physician is more 

open or friendly than a male. My physician is a male, he is friendly and kind, and / can tell 

him everything ". 

Seven patients felt more comfortable speaking with female physicians about personal and 

emotional issues. These included two JI males, three AI males and one AI female, and one 

FSU immigrant female. Their arguments were that female physicians are friendly, sensitive, 
I 

patient and kind. The female patients were also embarrassed and felt uncomfortable telling a 

male physician about personal and intimate concerns. An AI female patient said: "/ think a 

female physician will show more identification with me as a patient. / can tell her more, 

because she is a woman like me, and women better understand each other". 

One AI patient spoke to her male physician about personal matters, mainly because he spoke 

Arabic and because he initiated the conversation in a friendly manner. One male FSU 

immigrant patient said he was very reserved, and if at all, he could only speak about such 

matters to a male physician. Seven patients did not want to initiate personal conversations, 

and four of them did not want to speak about personal issues with their physician regardless 

of gender. 

JI and FSU immigrant patients seemed more at ease speaking about personal issues with their 

physicians than AI patients. AI patients seemed more reserved, and were either reluctant to 

speak about personal matters with their physicians at all, or preferred female physicians. The 

physician's personal relationships, friendliness and compassionate attitude were the main 

reasons for patients' disclosure of personal matters, rather than physicians' gender. 

3.4.8 The "Ideal" physician 

3.4.8.1 Choosing what is most important in relations with the physician 

All thirty patients identified as important the same six aspects of the medical encounter and 

mentioned similar reasons for their opinions: information disclosure and question answering; 

physician's personal and compassionate attitude; physician's professional knowledge 

combined with humane approach; sufficient time offered by physician; overcoming language 

difficulties; participatory decision-making. 

There were, however, some variations in emphasis among the three groups of patients with 

_ regard to the importance of each aspect. Information-seeking and-giving was considered 

highly important to better understand the patient's medical problems and their suggested 

treatment. By giving detailed information and answering questions, physicians were believed 
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to create trust and to calm patients' worries and uncertainties. A 11 female patient said: "The 

ideal physician should volunteer the information, initiate these explanations for the patients, 

and patients should be able to ask all their questions. Physician should be open and tolerant 

to the pa.tient's need for information". Most of the 11 patients emphasized this aspect, 

compared to less than half the AI and FSU immigrant patients. 

The physician's personal and compassionate attitude was considered crucial for twenty-four 
; 

patients, and this issue aroused considerable emotion. They all agreed that positive personal 

relations improved the atmosphere of the encounter and made patients feel that their physician 

cared about them as human beings. Patients of the three cultures used the term "ben adam" to 

describe a humane and caring physician. An AI female patient said: "let him first of all be a 

human being, feel the patient's pain". Among the AI patients there was an additional wish to 

befriend the physician. They felt if they got to know one another, they would be able to feel 

more comfortable in disclosing personal and medical information. 

The combination of professional knowledge and a humane approach was considered ideal 

among all three patient groups. Although patients wanted to be seen by specialized and 

professional physicians and valued their medical competence, they stressed the importance of 

the physician's personal relations. They emphasized that professional knowledge by itself was 

insufficient. A smile or a good word from the physician was believed to contribute to the 

patient's well being and recovery. A female FSU immigrant patient felt: "Some physicians 

are professional, but you feel that they treat you like air. They do not pay attention to you, 

they seem to hear and not hear you, and this is very difficult. A physician should know his 

profession well, but he must be a ben adam". 

Lack of time was mentioned as a limiting factor in receiving and understanding medical 

information. Patients wished to spend more time with physicians in order to ask all their 

questions and clarify information and instructions for treatment. Lack of time was thought to 

negatively affect the encounter's atmosphere and to create stress. 11 patients correlated 

shortage of time mainly with insufficient information, while AI and FSU immigrant patients 

were more concerned with shortage of time as a factor in preventing the establishment of 

friendly relations with the physician. A female FSU immigrant patient said: "when there is 

time, we can speak of personal things, and the atmosphere improves and the relations become 

more personal" . 

. " Overcoming language difficulties was an issue for AI and FSU immigrant patients with 

limited Hebrew proficiency, who expressed the desire to meet with language-concordant 

physicians for several reasons. Verbal communication with language-concordant physicians 
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enabled patients to better understand medical information, helped them disclose their medical 

history and ask questions. They felt comfortable creating friendships and disclosing personal 

matters with language-concordant physicians, who also spent more time with them and paid 

more attention to their worries. A female FSU immigrant patient explained: "It is difficult to 

ask questions when you don't speak the language well, to verbalize your thoughts. With a 

Russian-speaking physician I can speak about details, ask questions, and better understand 

the issues". 

Only five patients; one JI male and one female, one AI male and one female, and one male 

FSU immigrant, mentioned PDM with physicians as an important aspect in their relations. 

They made a connection between information-giving by physicians and allowing for mutual 

DM. They wanted to receive detailed information and explanations, which made them feel 

that the physicians' recommendations for treatment were based on profound knowledge. In 

order to strengthen their trust in the physician, they wished for mutual DM based on the 

provided information. One patient claimed that making decisions mutually was an ideal 

process, but that he had never come across a physician who was willing to give up his 

authority. 

3.5 Summary 

The main goal of the in-depth interviews was to discover how patients value the interaction 

with their physician during a medical encounter, and to provide further understanding of 

patients' attitudes, needs and expectations from this meeting. 

At the end of each in-depth interview, patients were asked to describe the desired 

characteristics of a medical caregiver, and what aspects they valued as contributing to a 

successful encounter. All thirty patients identified the same aspects of the encounter as being 

important: information-giving and question answering; physician's personal and humane 

attitude; physician's professional knowledge combined with a humane approach; time 

offered; overcoming language difficulties; and participatory decision-making. These aspects 

correspond to the predetermined aspects identified for the field study. One may argue that 

patients concentrated on topics that had been discussed in detail throughout the interviews, 

and that these naturally emerged in summarizing the interviews. However, the extent of 

patients' emotional involvement in these issues is believed to indicate their profound 

identification with these aspects. 

Information-giving by physicians was highly valued by patients; all expressed both a desire 

and a need for information. Physicians who provided detailed information and answered 
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questions were believed to strengthen patients' trust, assuage their worries and uncertainties, 

and indeed fulfil their obligations to the patient. The desire for information ran through the 

interviews as an ongoing theme. Indeed, the degree of understanding or misunderstanding of 

medical information affected patients' experiences concerning other aspects of the medical 

encounter, such as problems deriving from language barriers and lack of time, as well as their 

participation in decisions concerning their treatment. Physicians' willingness to provide 

detailed information and to engage in question answering was an important criterion in 

judging their professional skills, courtesy and desired characteristics. AI and FSU immigrant 

patients were found to seek further information from language-concordant family physicians, 

who were perceived as easier to communicate with and more willing to listen. 

The patient-centred or patient autonomy model of physician-patient relations includes sharing 

information with patients and permitting them to state preferences about treatment options 

during the encounter. Patients who wished to receive detailed information were expected to 

participate actively with their physicians in making treatment decisions. Yet most patients 

chose to leave decisions to the physician, and did not include sharing decisions as part of their 

image of desirable future encounters. The majority of AI and FSU immigrant patients, and 

half of the JI patients, felt they could not take responsibility for making medical decisions that 

would influence their future health and well-being. The most common argument was their 

lack of medical knowledge, in contrast to the physician's professional expertise and 

experience. 

Most patients shared the opinion that physicians suffer from shortage of time. Sufficient time 

was emphasized as a necessity and as desirable in their image of future visits. Some patients 

seemed to understand that physicians are always busy and have many patients to attend to; 

still, they all felt they deserved more time with their physicians. Short visits were believed to 

negatively affect the encounter's atmosphere, to limit patients' knowledge and understanding 

of medical problems and treatment, and to curtail question asking and answering. AI female 

patients and FSU immigrants reported that language-concordant physicians dedicate more 

time to encounters, provide more detailed information, answer more questions and establish 

personal and friendly relations . 

. Language barriers created several problems for AI and FSU immigrant patients who had poor 

Hebrew proficiency; these barriers were identified as a crucial factor throughout the 

interviews. Patients linked language barriers to physician's communication style, information

giving and question answering, as well as time. AI patients with poor Hebrew proficiency 

could not understand the physicians' explanations without assistance from their relatives or 

language-concordant medical staff. Most of the FSU immigrant patients preferred meeting 
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with Russian-speaking physicians. AI and FSU immigrant patients who needed translation 

assistance shared the opinion that translation is an essential requirement in medical 

encounters with language-nonconcordant physicians. All but two patients did not mind 

speaking of their medical problems in the presence of family members; the goal of mutual 

understanding seemed to override any feeling of embarrassment. Most patients encountered 

physicians who used medical terminology that they failed to understand. Some patients felt 

irritated and worried that the physicians were using this terminology to obscure matters they 

were reluctant to reveal. 

Physician gender was not emphasized in patients' preferences. Patients identified the virtues 

they desired in their physicians, regardless of gender. These included humane relations and a 

kind and caring attitude, professional skill and knowledge, and sufficient time. They found no 

differences between male and female physicians with regard to their professional knowledge 

and skills. Nevertheless, some male and female patients felt that female physicians tend to be 

more gentle, patient and pleasant than male physicians. Several patients did not like being 

physically examined by physicians of the opposite sex; female patients were embarrassed to 

have intimate examinations by male physicians, and several male patients did not wish to be 

physically examined by a female physician, mainly for religious reasons. 

The physician's communication style, whether friendly or unpleasant, deeply affected 

patients' memories of past encounters. A personal and humane attitude on the part of the 

physician was considered a crucial aspect of physician conduct. The desire to be recognized 

as unique human beings has been emphasized by Mishler (1984), who applied Habermas' 

theory of Communicative Action. This theory posits a dialectical struggle between value 

rationality, which inhabits the lifeworld, and purposive rationality, which inhabits the system. 

Mishler applied this concept specifically to the struggle between the voice of medicine and 

the voice of the Iifeworld, that is, the patient's contextually-grounded experiences of events 

and problems. He claimed that any medical encounter without the voice of lifeworld was 

inhumane and ineffective, drawing attention to the central importance of treating the whole 

person and respecting one's humanity. Barry (2001) found support for the premise that 

increased use of the Iifeworld makes for better outcomes and more humane treatment of 

patients. 

The patients interviewed in-depth related the physician's personal and humane attitude to 

almost every other aspect of the physician-patient relationship. They expressed a desire to 

establish relations of friendship with their physicians and to be able to entrust physicians with 

information on private and personal issues. They longed to meet with friendly physicians who 

gave the impression they really cared about their patients' medical and personal problems. 
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Information-giving, question answering and PDM were perceived as dependent upon the 

physician's willingness and initiation. Insufficient time devoted by physicians and language 

barriers negatively influenced the atmosphere of the encounters and led to frustration and 

anxiety. A good word or a smile on the part of physicians was believed to provide added 

value to any medicine and treatment. The following statement by a patient, who was very 

emotional about this aspect, seems to best summarize patient feelings and desires: "The 

physician should have more heart for his patients, let him first of all be a 'ben adam '(a 

human being)!" 
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Chapter 4 Methodology of study 

The study was conducted in the outpatient clinics of the following departments and services at 

the Bnai Zion Medical Centre in Haifa: Internal Medicine, Liver Diseases Service, Lung 

Diseases Service, Nephrology, Clinical Immunology, Endocrinology, Cardiology, 

Rheumatology, Orthopaedics, Neurology, E.N.T., Urology, Gastroenterology, Angiology, 
I 

Pre-Operative Clinic, and Rehabilitation. Patients were randomly assigned to an available 

physician according to routine clinic procedures. 

4.1 The questionnaire 

The study's main research tool was an Attitude and Satisfaction Questionnaire concerning the 

medical encounter. The questionnaire consisted of three parts: 

(1) The first part was the Informed Consent Form, which the patients were asked to sign at the 

beginning of the interview. 

(2) The second part included demographic information, such as date of birth, country of birth, 

year of immigration, marital status, religion, and information about the medical encounter, 

such as the language of the encounter and who translated during the encounter. 

(3) The third part contained forty six statements related to different aspects of patient attitudes 

and satisfaction with variables of the physician's communication during the medical 

encounter. 

Patients were asked to respond to each statement on a five-point Likert scale, ranging from 

"totally disagree" (scored as I) to "agree totally" (scored as 5). Scale items were balanced in 

terms of positively and negatively worded items, to reduce acquiescent response bias (Ware 

1978). Four questions concerning patients' preferences were presented separately, and 

patients indicated their answers by marking yes/no boxes. 

4.1.1 Development of the questionnaire 

The questionnaire was pre-tested twice. The first version of the questionnaire (Appendix C I) 

was tested on forty-five patients. Thirty in-depth interviews were then conducted with 

additional thirty patients, ten patients from each of the three cultures: Jewish-Israeli (JI), 

., Arab-Israeli (AI), and immigrants from the former Soviet Union (FSU). The results of these 

two stages served to produce the revised version of the questionnaire (Appendix C2). The 
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revised version of the questionnaire was tested on fifty-four patients, and served as the basis 

for the field study. 

On both pre-tests, the questionnaire statements were divided a priori into seven sub-scales 

(Appendix 0). 

4.1.2 Pre-test No.1 

The questionnaire used in Pre-test No.1 consisted of three parts. (1) The first part was the 

Informed Consent Form, which the patient was asked to sign at the beginning of the 

interview. (2) The second part included demographic information, and information about the 

medical encounter. (3) The third part of the questionnaire contained 48 statements, which the 

patient was asked to grade on a 5-point Likert scale. The questionnaire was tested as a pilot 

on forty-five patients: fifteen Jewish-Israelis (JI), fifteen Arab-Israelis (AI) and fifteen 

immigrant patients from the former Soviet Union (FSU), at the internal medicine outpatient 

clinics of the Bnai-Zion Medical Centre in Haifa. Language-concordant interviewers 

approached each patient in the patient's mother tongue, and after receiving the patient's 

consent, sat with the patients until they completed the questionnaires. After data collection 

was completed, the questionnaires were processed by statistical software for Windows 

(SPSS). 

All forty-eight statements on the questionnaire were divided into seven categorical sub-scales, 

determined a priori by the researcher: 

a. Information. 

b. Participatory decision-making (POM). 

c. Verbal communication. 

d. Time. 

e. Physician's interpersonal communication. 

f. Gender. 

g. Overall satisfaction. 

Chronbach's alpha was calculated for each sub-scale. All sub-scales showed alpha larger than 

0.63, except for one (POM), which showed alpha=0.47. For all sub-scales a measure of "alpha 

if item deleted" was calculated, and the frequency distribution was calculated for each 

individual statement (appendix E). 

- The alpha coefficient, alpha if item deleted, and frequency distribution served as a criterion 

for excluding statements from the questionnaire. Those statements which showed over 90% of 
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identical answers were examined. Three statements were omitted for lack of differentiation, 

as follows: 

a. Statement No. 27: "Sometimes the doctor talked down on me" (93% of agreement). 

b. Statement No. 32: "The doctor clearly explained my medical condition" (89% of 

agreement). 

c. Statement No. 40: "The doctor listened carefully to everything I said" (91 % of 

agreement). 

Eleven statements that exhibited over 90% of identical answers, or that were marked by 

patients as not well understood, were not omitted, as they were considered essential in content 

for the study; therefore, they were rephrased (Appendix F). 

In the first pre-test of the questionnaire, patients were found not to differentiate between 

"totally disagree" (marked as 1), and "irrelevant" (marked as 0). The grade 0 was originally 

introduced mainly for statements concerning language and translation problems, which were 

applicable for AI and FSU immigrant patients. The grade 0 was omitted, and these statements 

were separated and transferred to the end of the questionnaire, to be answered only by those 

patients who suffered from language and interpretation problems during the medical 

encounter. 

The first two parts of the questionnaire remained unchanged. The third part, which contained 

forty eight statements, was divided in the revised version of the questionnaire into three units: 

a. Thirty-six statements, which patients were asked to grade on a 5-point Likert scale. 

b. Four statements, which were rephrased, were no longer graded on the 5-point Likert 

scale. The patients were asked to answer these statements by marking boxes. 

c. Four statements, graded on a 5-point Likert scale, concerned only patients who 

suffered from language and translation problems during the medical encounter. 

Table 1: Pre-Test i-Reliability coefficients (Cronbach 's alpha) for each sub-scale 

Sub-scale name Items Cronbach's alpha 
coefficient 

Information-giving and 1,2,5,10,13,17,21,23, 0.63 
seeking 33,39, 

Participatory decision- 4,14,18,22,25,28,31 0.47 
making 

Verbal communication 6, 15, 19,40,41,42,43 0.90 

Time 9,16,20,27,32 0.66 

Physicians' interpersonal 3,7,11,24,29,30,34,36 0.70 
communication 
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4.1.3 Pre-test No.2 

The revised version of the questionnaire was tested as a pilot on fifty-four patients (six 

patients from each of the nine groups), at the outpatient medical clinics of the Bnai-Zion 

Medical Centre in Haifa. Language-concordant interviewers approached each patient in the 

patient's mother tongue and asked the patient to participate in the research. Those patients 

who agreed signed the Informed Consent Form and filled out the questionnaires in the 

presence of the interviewers. After data collection was completed, the questionnaires were 

processed using statistical software for Windows (SPSS). All forty-four statements of the 

questionnaire were divided into seven categorical subscales, which were determined a priori 

by the researcher, as in the first pre-test. Chronbach's alpha was calculated for four subscales: 

a. Information 

b. Participatory decision-making 

c. Time 

d. Physician's interpersonal communication 

All groups showed alpha larger than 0.57. 

Four out of seven questions concerning language barriers and interpretation were separated in 

the revised version of the questionnaire, to be answered only by patients who experienced 

problems deriving from language barriers during the encounter. As the sample did not include 

a sufficient number patients with language problems (eighteen patients visited language

concordant physicians), alpha coefficient was not calculated for the verbal communication 

sub-scale. The results of the gender sub-scale were not examined, as these statements are 

concerned with patient preferences rather than with attitudes, and therefore were relevant for 

the final outcomes of the field research. 

Table 2: Pre-Test 2-Reliability coefficients (Cronbach's alpha) for each sub-scale 

Sub-scale name 

Information-giving and 
seeking 

Participatory decision
making 

Verbal communication 

Time 

Physician's interpersonal 
communication 

Items 

1,2,5, 10, 13, 17, 
21,23,33,39, 

4, 14, 18, 22, 25, 
28,31 

6, 15, 19, 40, 41, 
42,43 

9,16,20,27,32 

3,7,11,24,29,30, 
34.36 
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Pre-test No.2 

0.78 

0.57 

(not calculated) 

0.85 

0.73 



Statement No.9: "I would prefer to be examined by a doctor who speaks my language", was 

rephrased to: "I prefer to be examined by a doctor who speaks my language". The new 

version enabled patients in all nine groups to address this question, which is concerned with 

patient preferences. The first version was more suitable for patients of culture-incongruent 

dyads. 

When the revised version of the questionnaire was tested, it was discovered that the 

availability of Arab-Israeli and Russian-Israeli physicians in the internal medicine outpatient 

clinics of the Bnai-Zion Medical Centre was insufficient for the purposes of the field research, 

as most treating physicians in these clinics are Jewish-Israeli. In order to avoid the potential 

bias that may occur if the same physicians were to examine all the patients of a particular 

group, it was considered necessary to increase the number of participating physicians from all 

three culture groups. To include a larger number of AI and Russian-Israeli physicians in the 

field study, data collection was expanded to a larger range of clinics. The researcher 

personally approached the heads of all the departments and units who run outpatient clinics at 

the Bnai-Zion Medical Centre, and received their permission to include physicians and 

patients from their clinics in the study. The field study was therefore expanded to encompass 

the following clinics: Internal Medicine, Liver Diseases Service, Lung Diseases Service, 

Nephrology, Clinical Immunology, Endocrinology, Cardiology, Rheumatology, 

Orthopaedics, Neurology, E.N.T., Urology, Gastroenterology, Angiology, Pre-operative 

Clinic, and Rehabilitation. 

4.1.4 Reliability and Validity 

Quantitative research requires examining the reliability and validity of the research 

instrument. Reliability refers to the degree of consistency and stability of the results collected 

by the research tools. Validity refers to the ability of the research tool to gather information 

about the concept it claims to be measuring. 

The current study's main research tool was an attitude and satisfaction questionnaire. The 

questionnaire was written in Hebrew and examined by a professional statistician who 

specializes in research methods and in the methodology of questionnaire writing. 

Translation and back-translation provided face validity of the translated questionnaire. The 

questionnaire was translated into Arabic and Russian by two professional translators and then 

... back translated by a second set of professional translators. The two versions of the original 

questionnaire were checked for accuracy and adequacy of translation by a third set of 

professional translators, who specialize in medical and legal translations. Special attention 
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was directed to equivalence of concepts and meaning in the three languages. The original 

English version and the back translated version were also compared for adequacy. 

The methods chosen for examining reliability and validity are compatible for examination of 

questionnaires. 

4.1.4.1 Reliability 

Internal consistency is the main type of reliability used for questionnaires. This technique 

involves testing for homogeneity within a group of items, and the extent to which these items 

(statements) relate to a particular dimension on a scale and to no other. Since the study pre

tested the questionnaire twice prior to the field study, the internal consistency was tested three 

times, yielding similar results. 

The calculations of Cronbach' s alpha indicated a high internal consistency level, usually 

greater than 0.77 in the field study, for the combined scales. 

4.1.4.2 Validity 

Face validity and content validity were examined. 

Face validity refers to subjective assessments of the presentation and relevance of the 

questionnaire (Bowling 1999). Two sociological experts examined the relevance, potential 

ambiguity and clearness of the questionnaire's statements. In addition, the respondents on the 

two pre-tests were asked to comment on statements that seemed unclear or ambiguous. In 

accordance with comments by the experts and the patients, several statements were revised 

(see pre-test 1 and 2). As described above, the translation and back-translation procedure also 

served to examine the face validity of the questionnaire. 

Content validity refers to judgements about the extent to which the content of the instrument 

appears to examine and comprehensively include the full scope of the domain it is intended to 

measure (Bowling 1999). An extensive literature review was carried out to achieve content 

validity. This review included thorough investigation and analysis of theoretical aspects 

reflecting the processes and behaviours found to dominate physician-patient relations. 

The questionnaire was specially designed by the researcher, and examined by the same 

sociological experts, in order to encompass aspects that emerged from the literature review. 

, After these aspects were defined, and based on the experts' evaluation, some statements were 

rephrased, added or omitted. In addition, thirty personal in-depth interviews were conducted 

after the first pre-test of the questionnaire. All thirty patients identified the same aspects of the 
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encounter, chosen a priori for the interview (and the questionnaire), as being of most 

importance. The extent of patients' identification with these issues served to strengthen the 

decision to select these aspects for the main study. 

The study's sample included medical patients. The ethical considerations demanded by the 

Bnai Zion Medical Centre's Helsinki ethical committee with regard to respect for patient 

privacy and anonymity prevented the researcher from using additional evaluation tools, such 

as observations or videotaping of the encounters. Therefore, examination of the construct 

validity through correlation testing was not applicable. 

4.1.5 Definitions for questionnaire's sub-scales: 

a. Information-giving and seeking: Addresses patients' attitudes and needs towards 

information-seeking behaviours, and their evaluation of the physician's information

giving behaviour. A high score indicates patients' increased information-seeking 

behaviour and a higher degree of physicians' provision of information. 

b. Participatory decision-making (PDM)- Addresses patients' desire to participate in 

decision-making concerning their options and treatment. A high score indicates 

patients' increased desire for participation. 

c. Verbal communication - Addresses patients' problems deriving from language 

barriers, interpretation, and physicians' use of medical terminology. A high score 

indicates increased patient language problems. 

d. Time - Addresses patients' satisfaction with time spent with physicians. A high score 

indicates patients' feelings of shortage of time and desire for more time. 

e. Physician's interpersonal communication - Addresses patients' evaluation of 

physicians' behaviours establishing positive and affective communication. A high 

score indicates patients' increased positive evaluation of physician courtesy and 

rapport. 

f. Gender - Addresses patients' preferences regarding their physicians' gender. 

4.1.6 Field Study 

- The questionnaire's statements were divided into sub-scales based on the results of the two 

questionnaire pre-tests. Modifications in the sub-scales were made according to the reliability 

of the revised sub-scales. Another sub-scale was added, consulting with others, which 
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included questions 13,18,25,31 that were separated from the a-priori determined sub-scale of 

participatory decision-making. This sub-scale is defined as follows: 

g. Consulting with others- explores patient attitudes and needs regarding further 

information-seeking and decision-making behaviours concerning their medical 

condition and suggested treatment. These statements were later also separated to 

explore the identity of patient consultants, such as relatives, friends and members of 

the clergy. 

Questions 4,6, 12,26,32,35,40, were analyzed separately as individual items, since their 

reliability to other sub-scales was low. 

Table 3: Reliability coefficients (Cronbach's alpha)for each sub-scale - Field study 

Sub-scale 

Information-giving and 
seeking 

Participatory decision
making 

Verbal communication 

Time 

Physician's interpersonal 
communication 

Consulting with others 

Gender 

Statements 

1,2,5,10,-21, 

23,28,33 

-8,14,22 

-15,19,41,42, 
43,44 

-9,16,20,27,36 

3,7,11,17,24, 
29,30,34 

13,18,25,31 

37,38,39 

Cronbach's 
alpha 
coefficient 

Field Study 

0.84 

0.77 

0.86 

0.89 

0.84 

0.53 

* 

* Questions of preference (yes/no) were not calculated - Reversed items 

4.2 Sample recruitment and procedures for field study 

4.2.1 Sample size 

The study required multivariate statistical analyses (MANOV A). This type of analysis 

demands special computation of required sample size, which takes into account several 

factors: effect size, test power, size of type I error (alpha), number of groups compared, 

number of dependent factors (subscales in the questionnaire). Therefore, the standard formula 
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of sample size was not considered adequate. Taking into account all the above factors, 

Stevens (1986) tables of sample for MANOV A analysis were adopted. According to these 

tables, the recommended sample size-with power of 0.90, moderate size effect, difference of 

at least 0.75 between groups (on a Likert scale), and type I error = 0.05,6 groups and 6 

subscales- is 1] 0 subjects per group. The target sample contacted 110 patients in every one of 

the nine groups, for a total of 990 patients. 

4.2.2 Patient sample 

The patient sample consisted of adult patients seen in the outpatient clinics. The study 

comprised nine groups, categorized by the combinations of the cultures of the physician

patient dyads. Three comparison groups were comprised of culture-congruent physicians and 

patients: Jewish-Israeli (JI), Arab-Israeli (AI), and Russian-Israeli physicians seeing culture

congruent JI, AI, and FSU immigrant patients. Six groups were culture-incongruent: JI 

physicians and AI patients, JI physicians and FSU immigrant patients, AI physicians and JI 

patients, AI physicians and FSU immigrant patients, Russian-Israeli physicians and JI 

patients, Russian-Israeli physicians and AI patients. 

A total of 1079 patients were approached by the interviewers. The target sample included 110 

patients in everyone of the nine groups, for a total of 990 patients (9] .8%). 89 patients (8.2%) 

refused to participate in the study. 

4.2.3 Sample recruitment 

The research popUlation consisted of patients invited and referred to the various outpatient 

clinics during eight months in 2003. All patients were interviewed individually by specially 

trained interviewers. Two JI, three AI and three FSU immigrant interviewers were recruited 

and trained for the field study. The interviewers waited for the patients in the waiting rooms, 

outside the examining rooms. As the patients left the examining rooms, the interviewers 

approached them and checked whether they were eligible for the target sample. Those 

patients who were found eligible were given a short explanation about the study, and were 

asked to participate. Those who agreed were presented with the questionnaire and an 

informed consent form, which they were asked to sign. Because patients were promised 

confidentiality of their answers, the signed informed consent forms were separated from the 

questionnaires in the presence of the patients, and inserted into a special box. All patients 

,. were given the opportunity to answer the questionnaire in their mother tongue, Hebrew, 

Arabic or Russian. 
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Each patient answered the questionnaire in the presence of a language-concordant 

interviewer. Assistance in completing the questionnaire was provided by the interviewer 

when necessary. This assistance usually involved reading the questions out loud to patients, 

upon request. The interviewers were instructed to assist patients in understanding the 

questions only if the patients requested clarification, and to avoid suggesting any answers. 

Patients who were accompanied by family members or other escorts were asked to fill out the 

questionnaires on their own, and not to consult the accompanying person. The interviewers 

tried as much as possible to isolate the interviewees from the other patients who were waiting 

at the same waiting areas. 

4.2.4 Sample inclusion criteria 

All patients of each participating physician were eligible if they met the following criteria: 

a. Male and female patients from the three relevant cultures who agreed to participate in 

the study: 

Jewish-Israeli patient: Every patient born in Israel before 1982 or who immigrated to 

Israel before 1982, i.e., patients living in Israel for at least 20 years. 

Arab-Israeli patient: Every Arab patient holding Israeli citizenship. 

Immigrant patient from the former Soviet Union: Every patient who immigrated to 

Israel from the former Soviet Union after 1988. 

b. Adult patients at least 21 years old. 

4.2.5. Inclusion criteria for participating physicians 

The patients in the participating outpatient clinics were examined by forty-three male and 

thirteen female physicians: thirty-three Jewish-Israeli, ten Arab-Israeli, and thirteen Russian

Israeli physicians. All physicians were specialized professionals, and board certified in their 

medical fields. 

Jewish-Israeli physician: Every physician who was born in Israel or who immigrated 

to Israel before 1982, excluding physicians from the former Soviet Union. 

Arab-Israeli physician: Every Arab-Israeli physician holding Israeli citizenship. 

Russian-Israeli physician: All physicians who graduated from medical school in the 

former Soviet Union. 
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Chapter 5 Results 

This chapter describes the characteristics of the patient sample, examines the study's 

hypotheses, and presents the results of the multiple regressions as well as additional data 

results. 

5.1 Sample description 

Table 1 describes the sample of 990 patients who participated in the field study. 

Table 1: Sample description 

Patient culture Jewish-Israeli Arab-Israeli FSU immigrants Total 

n % n % n % 

Patient Male 165 50.0% 165 50.0% 165 50.0% 495 50.0% 
gender Female 165 50.0% 165 50.0% 165 50.0% 495 50.0% 

Total 330 100.0% 330 100.0% 330 100.0% 990 100.0% 

Marital Single 58 17.6% 60 18.2% 40 12.1% 158 16.0% 
status 

Married 212 64.2% 256 77.6% 213 64.5% 681 68.8% 

Divorced I 

X2 

0.00 

Separated 23 7.0% 6 1.8% 43 13.0% 72 7.3% 64.14*** 

Widowed 37 11.2% 8 2.4% 34 10.3% 79 8.0% 

Total 330 100.0% 330 100.0% 330 100.0% 990 100.0% 

Religion Jewish 330 100.0% 259 78.5% 589 59.5% 

Muslim 144 43.6% .3% 145 14.6% 

Christian 103 31.2% 39 11.8% 142 14.3% 
927.7*** 

Druze 83 25.2% .3% 84 8.5% 

Other 30 9.1% 30 3.0% 

Total 330 100.0% 330 100.0% 330 100.0% 990 100.0% 

Escorted Yes 219 66.4% 156 47.3% 214 65.0% 589 59.6% 
visit 

No 111 33.6% 174 52.7% 115 35.0% 400 40.4% 30.15*** 

Total 330 100.0% 330 100.0% 329 100.0% 989 100.0% 

*** P < .001 

Gender and marital status: Table 1 shows that the numbers of male and female patients in the 

three culture groups are identical, in accordance with the patient sample definition. A 

statistically significant difference was found among the three culture groups for marital status, 

with a higher percentage of widowed patients among Jewish-Israeli (JI) and FSU immigrant 

patients compared to Arab-Israeli (AI) patients, and a higher percentage of single and married 

patients among AI patients. 
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Religion: A statistically significant difference among the groups was found for religion, 

reflecting the initial choice of patients for the three culture groups. 

Table 2: Escorts according to patient culture 

Patient culture Total 

Jewish- Arab- FSU 
Israeli Israeli Immigrants 

N=I1O N=163 N=117 

Relatives n 96 151 102 349 

% 87.3 92.6 87.2 89.5 

Others n 14 12 15 41 

% 12.7 7.4 12.8 10.5 

t 2.96 NS 

Escort to the visit: Table 2 reveals a statistically significant difference for the variable 

measuring whether patients arrived at the medical encounter accompanied by another person 

or alone. The lowest percentage of patients who arrived alone was found among AI patients, 

as was the highest percentage of patients accompanied by another person. These differences 

were statistically significant for the AI group compared with both the JI and the FSU 

immigrants groups. In all three groups the accompanying persons were mainly family 

members. An examination of patient escorts according to gender for each group indicated that 

for AI patients a higher proportion of the escorts were for females as compared to males (64% 

vs. 41 %, X2 = 16.63, P < .001). Similar results were found for male and female escorts for JI 

and FSU immigrant patients (around 30% and higher). 

Table 3: Means, SD 's and medians of patients' ages according to patients' cultures 

Patient Gender Patient culture 
Jewish- Arab- FSU 
Israeli Israeli immigrants Total 

Male M 47.43 41.02 53.93 47.46 

SO 18.75 14.08 17.76 17.75 
Mdn 50 38 55 47 

Female M 55.32 41.81 57.27 51.46 

SO 16.38 13.32 15.36 16.54 
Mdn 55 39 57 51 

Total M 51.37 41.41 55.60 49.46 

SO 18.02 13.69 16.66 17.27 

Mdn 53 38 56 49 
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Patient age: A 2-way Analysis of Yariance (ANOY A) revealed significant differences among 

the ages of the patients in the three culture groups (F(2.984) = 67.91, p < .001). Post hoc 

analyses (Tukey) showed that JI patients were significantly older than AI patients, and 

significantly younger than FSU immigrant patients (see Table 3), and the differences between 

the three groups varied according to gender. A statistically significant difference was found 

between the mean age of male and female patients, with the mean age of female patients 

(FO.984) = 15.37, P < .001) higher than the mean age of male patients. For female patients, the 

mean age of JI and FSU immigrant females was significantly higher than the mean age of AI 

patients. No statistically significant difference was found between the mean ages of JI patients 

and FSU immigrant patients. The gender differences between the three culture groups were 

found statistically significant in the interaction of gender x culture (F(2.984) = 4.14, P < .02). 

For all groups, females were found to be older than males (55.32 vs. 47.43 for JI group, 

41.81 vs. 41.02 for AI group, and 57.27 vs. 53.27 for FSU immigrant group). The differences 

found in the study are congruent with the differing age structures of the three culture groups. 

According to Israel Central Bureau of Statistics data for 2003, the median age of 11 citizens 

was 30.3 (31.7 for females). The median age of AI citizens was 19.7 (19.9 for females), and' 

the median age of FSU immigrants was 36.6 (39.3 for females). In accordance with these 

statistics, the study'S findings revealed the median age of JI patients to be less than that of 

FSU immigrant patients, and greater than that of AI patients. 

Table 4: Means and SD's of patient education according to patient culture 

Patient culture 

lewish- Arab- FSU immigrants 
Israeli Israeli 

Mean 12.61 9.97 14.35 

SD 2.71 4.38 3.39 

Patient education: As sh~wn in Table 4, statistically significant differences were found for 

patient education (years of study) among the three culture groups (F(2.979) = 128.44, P < .00l). 

Tukey post hoc comparisons indicated that AI patients were significantly less educated (fewer 

years of study) than were JI and FSU immigrant patients, and JI patients were less educated 

than FSU immigrant patients. 
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Table 5: Means and SD's of patients , selJreported Hebrew proficiency according to patient 
culture and physician culture 

Ph~sician culture 

Patient culture Jewish- Arab- FSU 
Total 

Israeli Israeli immigrants 

Jewish-Israeli Mean 4.88 4.84 4.95 4.89 

SD .38 .46 .21 .37 

Arab-Israeli Mean 3.54 3.67 3.98 3.73 

SD 1.31 1.23 1.14 1.24 

FSU immigrants Mean 2.60 2.46 2.52 2.53 

SD 1.19 1.10 1.05 1.11 

Total Mean 3.67 3.66 3.82 3.72 

SD 1.40 1.38 1.35 1.38 

Hebrew proficiency: Statistically significant differences in self-reported Hebrew proficiency 

among patients from the three culture groups (F (2,981) =480.00, P < .001) were found for all 

the groups. FSU immigrant patients reported lower Hebrew proficiency than did JI and AI 

patients, while AI patients reported lower Hebrew proficiency than did JI patients. These 

differences were found to be statistically significant in patients visiting physicians from each 

of the three culture groups. 

Table 6: Frequency of translation assistance according to patient culture and patient gender 

Translation 
Received 

Yes 

No 

N 

% 

N 

% 

*** p<.OOI **p<.OI 

Gender 

Male 

10 

6.1% 

155 

93.9% 

Patient culture 

Arab Israeli FSU Immigrants 

Total Gender Total 

Female Male Female 

28 38 48 56 104 

17.0% 11.5% 29.3% 33.7% 31.5% 

137 292 116 110 226 

83.0% 88.5% 70.7% 66.3% 68.5% 

9.64** .76 

39.08*** 
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Table 7: Frequency of translator's identity according to patient culture and gender 

Translator's 
Identity 

Relatives 

Medical 
Staff 

X} 

**p.01 

n 

% 

n 

% 

Arab-Israe Ii 

Gender 

Male Female 

7 25 

77.8% 89.3% 

2 3 

22.2% 10.7% 

.77 

Patient culture 

FSU immigrants 

Total Gender Total 

Male Female 

32 26 34 60 

86.5% 56.5% 59.6% 58.3% 

5 20 23 43 

13.5% 43.5% 40.4% 41.7% 

.10 

9.63** 

Language barriers: Table 6 shows that a higher percentage of FSU immigrant patients needed 

and used the assistance of translators (31 %), compared to AI patients (11 %). The difference. 

in the frequency percentages was statistically significant (X2= 39.08, p < .001). A statistically 

significant difference was found among AI patients between male and female patients who 

needed interpreting assistance, with a higher percentage of female patients requiring 

translation assistance (17.0% vs. 6.1 %). No statistically significant difference was found 

among FSU immigrant patients with regard to patient gender; a similar percentage of male 

and female patients needed and received translation. 

Table 7 shows that the main translators for AI patients were family members (86.5%), while 

for FSU immigrant patients, a lower percentage of family members translated (58.3%) and a 

higher percentage used the assistance of medical staff members (41.7%). These differences 

were statistically significant (X2= 9.63, p < .01). 

All the variables in which statistical significant differences were found served as control 

variables during data analysis. 

5.2 Hypotheses 

The three hypothesesof the current study are as follows: (1) Patients from the three culture 

_ groups will exhibit differences in attitudes, needs, expectations, and satisfaction regarding the 

examined aspects of the medical encounter. (2) Patients from the three culture groups will 

exhibit differences in attitudes, needs, expectations, and satisfaction with respect to the 
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interaction between patient and physician culture. (3) Patients in culture-congruent groups 

will report that their needs, expectations and satisfaction were met to a higher degree than will 

patients in culture-incongruent groups. 

The relevant findings regarding the three hypotheses are presented in Sections 5.2.1 through 

5.2.4. Statistical tests were used to evaluate the results. Section 5.3 presents the results of the 

multiple regressions summarizing the study's findings. Section 5.4 offers additional data not 

directly correlated to the study's hypotheses, yet found to add extra value to the discussion. 

5.2.1 Examining the Hypotheses 

In order to reduce the number of statistical comparisons, hypotheses one and two were tested 

together using a two-way Multivariate Analysis of Yariance (MANOY A), which tested three 

effects: patient culture, physician culture, and the interaction between patient and physician 

cultures. The results for each hypothesis are presented separately. A table summarizing means 

and SD's according to culture groups is given in Appendix G, and the results ofthe 

differences between the groups (P values and F values) are shown in Appendix H. 

5.2.2 Analysis of Hypothesis No.1 

The dependent variables for the first hypothesis were patient attitudes, needs, expectations, 

and satisfaction with the medical encounter, and the independent variable was patient culture. 

Since the three culture groups of patients were found statistically different for patient mean 

age, an additional analysis of covariance (ANCOY A) was conducted, with patient age and 

patient level of education as covariates. The independent variables were patient culture, and 

the dependent variables were patient attitudes, needs, expectations, and satisfaction with the 

medical encounter. The statistically significant differences between the three culture groups 

remained when controlling for patient age and patient level of education (MF(24.'930)=20.55, 

p<.OOI). The results are summarized in Table 8 and illustrated in Figures 1 and 2. 
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Table 8: Comparisons of patient attitudes, needs, and satisfaction among the three culture 
groups: Means, SD's and F values 

Patient culture 

Jewish- Arab- FSU F 
Israeli Israeli immigrants df= 2,987 

Information-gi ving and seeking M 4.14 4.01 3.76 25.21 *** 

SO .61 .72 .77 

Participatory decision-making M 2.71 2.13 2.19 16.69*** 

SO 1.43 l.42 1.44 

The doctor wanted me to share M 3.30 3.09 2.60 20.22*** 
with him/her the decision about 

SO 1.36 l.46 1.54 
my treatment (4) 

Consulting with others M l.94 1.72 l.75 7.45*** 

SO .82 .78 .74 

Physician's interpersonal M 3.25 3.04 2.62 47.77*** 
communication 

SO .85 .83 .89 

Some things about my M 2.03 2.28 2.57 17.42*** 
consultation could have been 

SO 
better (12) l.12 1.16 1.23 

I am satisfied with the medical M 4.49 4.25 4.19 9.17*** 
treatment I received from the 

SO .76 .98 1.08 
doctor (26) 

I am satisfied with the doctor's M 4.22 3.88 3.77 20.03*** 
courtesy toward me (35) 

SO .90 .96 1.01 

Verbal communication M 1.32 1.61 l.98 54.00*** 

SO .57 .84 1.01 

I prefer to be examined by a M 3.42 2.56 4.15 74.55*** 
doctor who speaks my 

SO l.79 1.78 1.42 language (6) 

Time M 1.88 2.04 2.19 6.14** 

SO 1.06 1.13 1.21 

I need more time to get M 1.80 2.68 2.02 43.03*** 
acquainted with the doctor, 

SO 1.17 1.26 1.37 before I can tell him/her about 
m~ medical condition (32) 

** P < .01; ***p < .001 

Wilks ~ = .61, MF(24.1952) = 22.73, p<.OOl 
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Figure 1: Means of attitudes, needs and satisfaction of patients from the three culture groups, 
with respect to: information, decision-making, physician's interpersonal communication and 
overall satisfaction 
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Figure 2: Means of attitudes, needs and satisfaction of patients from the three culture groups, 
with respect to: verbal communication and time 
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5.2.3 Results for Hypothesis No.1 

Statistically significant differences were found between the patients from the three cultures 

for all the examined variables. Since three groups were compared, pairwise comparisons were 

used to determine between which two groups the differences were statistically significant. 

Tukey type comparisons showed the following findings: 

Information-seeking and giving: JI patients sought and received more (statistically 

significant) medical information than did either AI or FSU immigrant patients, while AI 

patients sought and received more medical information than did FSU immigrant patients 

(difference is statistically significant). 

Participatory decision-making (PDM): JI patients were more interested in becoming partners 

in PDM than were AI patients. JI patients were also found to differ statistically compared to 

FSU immigrant patients in that they sought more PDM than did FSU immigrant patients. 

Physician's willingness for participatory decision-making (4): FSU immigrant patients fel~ 

that their physicians were less willing to engage in PDM compared to the evaluations of JI 

and AI patients (statistically significant). 

Consulting with others: JI patients expressed a greater desire (statistically significant) to 

consult with other sources concerning their medical problems and treatment than did either AI 

patients or FSU immigrant patients. 

Physician's interpersonal communication: JI patients evaluated their physician's 

interpersonal communication more positively compared to both AI and FSU immigrant 

patients. AI patients evaluated the physician's interpersonal communication more positively 

than did FSU immigrant patients. These differences were found to be statistically significant. 

Needfor improvement in the medical encounter (12): FSU immigrant patients expressed a 

greater need for improvement in the medical encounter than did JI and AI patients. AI 

patients expressed a greater need for improvement than did JI patients. These findings were 

statistically significant and suggest that JI patients were more satisfied with their medical 

encounters than were either AI or FSU immigrant patients, and that AI patients were more 

satisfied with the visit than were FSU immigrant patients. 

Patient satisfaction with medical treatment (26): JI patients were found to be more satisfied 

(statistically significant) with their physician's medical treatment compared to FSU 
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immigrant patients. No statistically significant differences were found between AI and FSU 

immigrant patients on this item. 

Patient satisfaction with physician's courtesy (35): JI patients were found to be more satisfied 

(statistically significant) with their physician's courtesy compared to both AI and FSU 

immigrant patients. No statistically significant differences were found between AI and FSU 

immigrant patients for this item. 

Verbal communication: The findings show that FSU immigrant patients suffered from more 

language difficulties iIi comparison with both AI and JI patients. AI patients suffered from 

more problems deriving from language barriers than did JI patients. A statistically significant 

difference was found between each two groups in the three culture groups. 

Since interpretation services were applicable for AI and FSU patients, the effect of culture 

and interpretation on verbal communication problems was tested, using 2-way ANOV A. The 

two independent variables were culture and interpreter-use during the encounter, while the 

dependent variable was verbal communication. 

The ANOV A revealed that patients who needed and received translation reported more 

communication problems (mean 2.66, SO 0.77) compared to those who did not receive 

translation assistance (mean 1.56, SO 0.84), (F(l.656) = 166.04, P < .001). This difference was 

not found to depend on patient culture, i.e., AI and FSU immigrant patients suffered equally 

from language barriers. 

Preference of physician 's spoken language (6): FSU immigrant patients expressed a greater 

preference to be examined by physicians speaking their own language than did either JI or AI 

patients. JI patients expressed greater preference to be seen by physicians speaking their own 

language than did AI patients. These differences were found to be statistically significant. 

Time: The only statistically significant difference concerning lack of time during the medical 

encounter was found between JI patients and FSU immigrant patients. FSU immigrant 

patients suffered from lack of time more than did JI patients. 

Needfor more time to get acquainted with the doctor (32): AI patients expressed a greater 

need for time to get acquainted with the physician compared to both JI and FSU immigrant 

patients (statistically significant). 

Patient consultants: To explore the identity of patient consultants, each one of the statements 

comprising the sub-scale "consulting with others" was analyzed separately. The Likert scale 

for each statement was recoded to two categories: patients who answered "totally disagree" 
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(I) or "agree mildly" (2) were recoded as "low", while patients who answered "agree 

moderately" (3), "agree very much" (4) or "agree totally" (5) were recoded as "high" . All four 

statements were analyzed using Chi square tests, and their answer distributions (in 

percentages) are shown in Figure 3. 

Figure 3: Percentages of patients expressing desire to consult with relatives, friends and 
religious clerics, according to culture group 

60.0 0 Jewish-Israeli • Arab-Israeli 0 FSU immigrants 

50.0 

40.0 

% 

30.0 

20.0 

10.0 

0.0 Receiving information 
from relatives·· 

**p<.OI ;***p < .001 

48 48 

Consulting 
with family 

Consulting 
cleric·· 

Consulting 
with friends··· 

Figure 3 demonstrates the significant differences between the three culture groups of patients 

regarding their desire to receive additional information from relatives (X2=8.77, p < .01), to 

consult with religious clerics (X2=9.67, p < .01) and to consult with friends (X2= 14.16, p < 

.00 I). Additional Chi square tests between culture group pairs indicated that the source of 

difference between the three culture groups was between 11 patients and AI patients with 

respect to three measures: (I) 11 patients were found to express greater desire to receive 

additional information from relatives (29%) as compared to AI patients (20%), (X2=8.38, p < 

.01); (2) 11 patients were found to express more desire to consult with a rabbi (15%) as 

compared to AI patients ' desire to consult with a sheikh or priest (7%), (X2=9.63, p < .01); 
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and (3) JI patients were found to express more desire to consult with friends (26%) than were 

AI patients (18), (X2=6.07, P < .0 I). 

A higher percent of JI patients expressed a desire to consult with friends (26%), compared to 

FSU immigrant patients (14%). This difference was found to be statistically significant 

(X2= 13.04, P < .001). The percentage of patients who expressed a desire to consult with 

family members was similar in all three culture groups. No significant differences were found 

between AI and FSU immigrant patients regarding all four statements. 

5.2.4 Analysis of Hypothesis No.2 

The dependent variables for the second Hypothesis were patient attitudes, needs, 

expectations, and satisfaction in the medical encounter, and the independent variables were 

patient culture and physician culture. This hypothesis was tested in two steps: 

1) Two-way MANOVA 

2) Post hoc Tukey tests. 

Since each dependent variable included patients from all three culture groups, post hoc tests 

were conducted separately for each group. These tests compared patients from each culture 

group visiting physicians from each of the different culture groups. A MANOV A revealed a 

significant multivariate interaction effect of patient x physician culture (Wilks ~ =.77, 

MF(24.632) =3.71, p<.OO I). Results for multivariate interaction effects are shown in Appendices 

G and H. 
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5.2.4.1 Jewish-Israeli patients 

Table 9: Comparisons between Jewish-Israeli patients who visited physicians from the three 
culture groups, with respect to attitudes, needs and satisfaction: Means, SD's and F values 

Physician culture: A B C F Pairwise 
lewish- Arab- Russian- df=2,327 differences 
Israeli Israeli Israeli (Tukey 

test) 
Information-seeking and M 4.24 4.15 4.03 3.45* A>C 
giving SD .51 .57 .71 
Participatory decision- M 2.60 2.53 3.00 3.57* B<C 
making SD 1.39 1.47 1.43 

The doctor wanted me to M 3.51 3.39 3.01 4.14* A>C 
share with him/her the SD 1.28 1.33 1.43 
decision about my 
treatment (4) 
Consulting with others M 1.91 1.96 1.95 0.09 

SD .83 .84 .80 
Physician's interpersonal M 3.36 3.25 3.15 1.69 
communication SD .75 .79 .98 
Some things about my M 1.77 1.88 2.45 12.28*** A,B<C 
consultation could have SD 1.03 1.02 1.19 
been better ( 12) 
I am satisfied with the M 4.63 4.52 4.33 4.47** A>C 
medical treatment I SD .57 .70 .94 
received from the doctor 
(26) 
I am satisfied with the M 4.54 4.33 3.81 21.32*** A,B>C 
doctor's courtesy towards SD .74 .84 .96 
me (35) 
Verbal communication M 1.23 1.36 1.36 1.79 

SD .42 .60 .67 
I prefer to be examined by M 3.43 2.91 3.92 9.16*** B<C 
a doctor who speaks my SD 1.84 1.76 1.63 
language (6) 
Time M 1.83 1.73 2.09 3.30* B<C 

SD 1.04 .95 1.16 

I need more time to get M 1.74 1.76 1.91 0.69 

acquainted with the SD 1.20 1.12 1.19 
doctor, before I can tell 
himlher about my medical 
condition (32) 

* p < .05; ** P < .01; *** P < .001 

Wilks t1 = .77, MF(24.632) =3.71, p<.OOI 
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Figure 4: Comparisons of means between Jewish-Israeli patients who visited physicians from 
the three culture groups, with respect to: information, participatory decision-making, 
physician's interpersonal communication and overall satisfaction 
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Figure 5: Comparisons of means between Jewish-JsraeU patients who visited physicians from 
the three culture groups, with respect to: verbal communication and time 
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Results for Jewish-Israeli patients are shown in Table 9 and Figures 4 and 5. Table 9 shows 

that statistically significant differences were found between JI patients who visited physicians 

from the three culture groups on the following items: information-seeking and giving, 

participatory decision-making, preference of physician's spoken language, time, and patient 

satisfaction as demonstrated in three separate items ("some things about my consultation 

could have been better", "I am satisfied with the medical treatment I received from the 

doctor", and "I am satisfied with the doctor's courtesy towards me"). In order to test the 

statistical significance of the differences between patients who visited physicians of every two 

culture groups, Tukey type post hoc tests were performed. The results are presented below. 

Information-seeking and giving: JI patients who visited JI physicians reported more desire to 

seek information and received more information than did JI patients treated by Russian-Israeli 

physicians. 

Participatory decision-making: JI patients who visited Russian-Israeli physicians expressed 

an increased desire for PDM compared to JI patients who visited both JI and AI physicians. 

Physician's willingness for participatory decision-making (4): JI patients treated by Russian

Israeli physicians reported that their physicians were less open to PDM compared to JI 

patients seen by JI physicians, who reported increased physician willingness. 

Needfor improvement in the medical encounter (12): JI patients treated by Russian-Israeli 

physicians were found to express more need for improvement in the medical encounter 

compared to JI patients who visited both JI and AI physicians. 

Patient satisfaction with medical treatment (26): JI patients who visited JI physicians were 

more satisfied with their medical treatment than were JI patients treated by Russian-Israeli 

physicians. 

Patient satisfaction with physician's courtesy (35): JI patients treated by both JI and AI 

physicians were found to be more satisfied with their physicians' courtesy than were JI 

patients seen by Russian-Israeli physicians. 

Preference for physician's spoken language (6): JI patients treated by AI physicians reported 

less desire to be examined by physicians speaking their own language than did JI patients 

seen by Russian-Israeli physicians. No statistically significant difference was found regarding 

JI patients' preferences in this item when treated by JI physicians. 

Time: JI patients who visited AI physicians reported to have suffered less from lack of time 

during the medical encounter compared to JI patients seen by Russian-Israeli physicians. 
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5.2.4.2 Arab-Israeli patients 

Table 10: Comparisons between Arab-Israeli patients who visited physicians from the three 
culture groups, with respect to attitudes, needs and satisfaction: Means, SD' sand F values 

Physician culture: A B C F Pairwise 
Jewish- Arab- Russian- df=2, differences 
Israeli Israeli Israeli 327 (Tuke;y test) 

Information-seeking and M 4.07 4.12 3.84 4.99** A,B>C 
giving SO 0.66 0.58 0.87 
Participatory decision- M 2.16 1.97 2.25 1.16 
making SO 1.42 1.42 1.40 

The doctor wanted me to M 3.21 3.05 3.01 0.56 
share with himlher the SO 1.41 1.47 1.52 
decision about my treatment 
(4) 
Consulting with others M 1.61 1.77 1.79 1.74 

SO 0.60 0.83 0.87 
Physician's interpersonal M 3.09 3.28 2.75 *** A,B>C 
communication 12.33 

SO 0.74 0.82 0.84 
Some things about my M 2.21 2.13 2.50 3.18* B>C 
consultation could have SO 1.15 1.15 1.16 
been better (12) 
I am satisfied with the M 4.30 4.31 4.14 1.08 
medical treatment I SO 0.92 0.92 1.09 
received from the doctor 
(26) 
I am satisfied with the M 3.94 4.12 3.58 *** A,B>C 

doctor's courtesy towards 9.33 
me (35) SO 0.92 0.85 1.03 
Verbal communication M 1.69 1.28 1.85 *** A,C>B 

14.58 

SO 0.85 0.60 0.92 
I prefer to be examined by a M 2.42 2.94 2.33 3.79* B>C 
doctor who speaks my SO 1.76 1.86 1.68 
language (6) 
Time M 1.95 1.88 2.30 4.51** A,B>C 

SO 1.08 1.05 1.21 
I need more time to get M 2.59 2.83 2.64 1.09 
acquainted with the doctor, SO 1.18 1.34 l.25 
before I can tell him/her 
about my medical condition 
(32) 

* p < .05; ** P < .01; *** P < .001 

Wilks ~ = .75, MF(24.632) =3.99, p<.OOI 
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Figure 6: Comparisons of means between Arab-Israeli patients who visited physicians from 
the three culture groups, with respect to: information, participatory decision-making, 
physician's interpersonal communication and overall satisfaction 
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Figure 7: Comparisons of means between Arab-Israeli patients who visited physicians from 
the three culture groups, with respect to: verbal communication and time 
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Table 10 reveals statistically significant differences between AI patients who visited 

physicians of the three culture groups on the following items: information-seeking and giving, 

physician's interpersonal communication, verbal communication, preference of physician's 

spoken language, time, patient's satisfaction as demonstrated in two separate items ("some 

things about my consultation could have been better," and "I am satisfied with the doctor's 

courtesy towards me"). To test the statistical significance of the differences between patients 

who visited with physicians of every two culture groups, post hoc Tukey type tests were 

performed, revealing the results presented below. 

Information-seeking and giving: AI patients treated by both JI and AI physicians reported 

more desire to seek information and received more information than did AI patients seen by 

Russian-Israeli physicians. 

Physician's interpersonal communication: AI patients treated by both JI and AI physicians 

reported an increased positive evaluation regarding their physician's interpersonal 

communication compared to AI patients seen by Russian-Israeli physicians. 

Needfor improvement in the medical encounter (12): AI patients treated by Russian-Israeli 

physicians expressed more need for improvement in the medical encounter than did AI 

patients treated by AI physicians. 

Patient satisfaction with physician's courtesy (35): AI patients treated by both AI and JI 

physicians were found to be more satisfied with physician courtesy than were AI patients 

treated by Russian-Israeli physicians. 

Verbal communication: AI patients treated by both JI and Russian-Israeli physicians suffered 

more problems deriving from language barriers than did AI patients who visited AI physicians. 

Preference for physician's spoken language (6): AI patients treated by AI physicians reported 

more desire to be examined by physicians speaking their own language than did AI patients 

seen by Russian-Israeli physicians. 

Time: AI patients treated by both JI and AI physicians reported to have suffered less from lack 

of time during the medical encounter than did AI patients seen by Russian-Israeli physicians. 
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5.2.4.3 FSU immigrant patients 

Table 11: Comparison between FSU immigrant patients who visited physicians from the three 
culture groups, in the aspects of attitudes, needs and satisfaction: Means, SD's and F values 

Physician culture: A B C F Pairwise 
lewish- Arab- Russian- df=2,327 differences 
Israeli Israeli Israeli (Tukey test) 

Information-seeking and M 3.66 3.85 3.76 1.83 
giving SD 0.87 0.72 0.71 
Participatory decision- M 2.48 2.16 1.92 4.16* A>C 
making SD 1.59 1.39 1.26 
The doctor wanted me to M 2.62 2.11 3.07 11.45*** A,C>B 
share with him/her the SD 1.58 1.33 1.56 
decision about my 
treatment (4) 
Consulting with others M 1.77 1.85 1.62 2.70 

SD 0.76 0.75 0.69 
Physician's interpersonal M 2.54 2.28 3.03 23.47*** A,B<C 
communication A>B 

SD 0.90 0.72 0.86 
Some things about my M 2.78 2.53 2.40 2.79 
consultation could have SD 1.31 1.22 1.13 
been better (12) 
I am satisfied with the M 4.05 4.18 4.35 2.29 
medical treatment I SD 
recei ved from the doctor 1.20 1.08 0.92 
(26) 
I am satisfied with the M 3.59 3.75 3.98 4.26* A<C 
doctor's courtesy towards SD 1.11 0.99 0.89 
me (35) 
Verbal communication M 2.28 2.23 1.44 28.07*** A,B>C 

SD 1.10 0.91 0.76 
I prefer to be examined M 3.81 3.87 4.77 17.34*** A,B<C 
by a doctor who speaks SD 1.55 1.63 0.70 
my language (6) 
Time M 2.34 2.07 2.17 1.44 

SD 1.29 1.15 1.19 
I need more time to get M 2.15 2.02 1.91 0.82 
acquainted with the SD 1.46 1.39 1.25 
doctor, before I can tell 
him/her about my medical 
condition (32) 

* p < .05; ** p < .01; *** P < .001 

Wilks!1 = .52, MF(24.632) =10.12, p<.OOI 
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Figure 8: Comparisons of Means between FSU immigrant patients who visited physicians 
from the three culture groups, with respect to: Information, participatory decision-making, 
physician's interpersonal communication and overall satisfaction 
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Figure 9: Comparisons of means between FSU immigrant patients who visited physicians from 
the three culture groups, with respect to verbal communication and time 
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Table 11 reveals statistically significant differences among FSU immigrant patients who 

visited physicians of the three culture groups on the following items: participatory decision

making, physician's interpersonal communication, verbal communication, preference of 

physician's spoken language, patient's satisfaction as demonstrated in one separate item ("I 

am satisfied with the doctor's courtesy towards me"). To test the statistical significance of the 

differences among patients who visited with physicians of every two culture groups, post hoc 

Tukey type tests were performed, revealing the results presented below. 

Participatory decision-making: FSU immigrant patients who visited JI physicians expressed 

an increased desire for PDM compared to FSU immigrant patients who visited Russian-Israeli 

physicians. 

Physician's willingness for participatory decision-making (4): FSU immigrant patients 

treated by AI physicians reported that their physicians were less open to PDM compared to 

FSU immigrant patients seen by both JI and Russian-Israeli physicians, who reported 

increased physician willingness. 

Physician's interpersonal communication: FSU immigrant patients treated by Russian-Israeli 

physicians reported an increased positive evaluation regarding their physician's interpersonal 

communication compared to FSU immigrant patients seen by both JI and AI physicians. FSU 

immigrant patients treated by AI patients reported a more negative evaluation of physician's 

interpersonal communication than did FSU immigrant patients seen by JI physicians. 

Patient satisfaction with physician's courtesy (35): FSU immigrant patients treated by 

Russian-Israeli physicians were found to be more satisfied with physician courtesy than were 

FSU immigrant patients treated by II physicians. No statistically significant differences were 

found between FSU immigrant patients treated by AI physicians and FSU immigrant patients 

examined by physicians of the other two culture groups on this item. 

Verbal communication: FSU immigrant patients treated by Russian-Israeli physicians suffered 

fewer problems deriving from language barriers than did FSU immigrant patients who visited 

both II and AI physicians. 

Preference for physician's spoken language (6): FSU immigrant patients treated by Russian

Israeli physicians reported more desire to be examined by physicians speaking their own 

language than did FSU immigrant patients seen by both II and AI physicians. 
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5.2.5 Results for Hypothesis No.2 

The findings of the study suggest that patient culture and physician culture indeed interacted 

regarding patient attitudes, needs and satisfaction. 

Information-seeking and giving: JI patients were found to seek and receive more information 

from physicians from their own culture group only. AI patients reported seeking and 

receiving more information when treated by JI and AI physicians than when visiting Russian

Israeli physicians. FSU immigrant patients did not report differential information-seeking and 

giving behaviours when visiting physicians from the three culture groups. 

Participatory decision-making: JI patients expressed an increased desire for PDM only when 

visiting Russian-Israeli physicians. AI patients did not report differential behaviour regarding 

desire for PDM. FSU immigrant patients who visited JI physicians expressed an increased 

desire for PDM compared to when visiting Russian-Israeli physicians. 

Physician's interpersonal communication: JI patients did not report differential evaluations 

for physicians from the three culture groups with respect to physician interpersonal 

communication. AI patients, in contrast, reported different levels of evaluations: when treated 

by either JI or AI physicians, they reported an increased positive evaluation of physician's 

interpersonal communication style as compared to visits to Russian-Israeli physicians. FSU 

immigrant patients also reported different levels of evaluation, evaluating physicians from 

their own culture group more positively than either JI or AI physicians. FSU immigrant 

patients treated by AI physicians were less positive regarding this item than those seen by JI 

physicians. 

Needfor improvement in the medical encounter (12): JI patients were found to express a need 

for improvement in the medical encounter only when treated by Russian-Israeli physicians. 

AI patients treated by Russian-Israeli physicians expressed more need for improvement than 

did AI patients treated by culture-congruent physicians. FSU immigrant patients did not 

report differences on this item. 

Patient satisfaction with medical treatment (26): JI patients who visited culture-congruent 

physicians were more satisfied with their medical treatment than were JI patients treated by 

Russian-Israeli physicians. No differences were found regarding satisfaction with medical 

treatment for either AI patients or FSU immigrant patients. 

Patient satisfaction with physician courtesy (35): JI patients treated by JI and by AI 

physicians were found to be more satisfied with physician courtesy than were JI patients seen 
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by Russian-Israeli physicians. Similarly, AI patients treated by AI and by 11 physicians were 

found to be more satisfied with physician courtesy than were AI patients treated by Russian

Israeli physicians. FSU immigrant patients treated by culture-congruent physicians were 

found to be more satisfied with physician courtesy than were FSU immigrant patients seen by 

11 physicians. 

Verbal communication: 11 patients did not suffer from problems deriving from language 

barriers. AI patients suffered from language barriers only when treated by Russian-Israeli 

physicians. FSU immigrant patients reported differences for this problem: patients of culture

congruent physicians suffered fewer problems than their counterparts who visited 11 and AI 

physicians. 

Preference for physician's spoken language (6): 11 patients treated by AI physicians reported 

less desire to be examined by physicians speaking their own language than did 11 patients 

seen by Russian-Israeli physicians. AI patients treated by culture-congruent physicians 

reported more desire to be examined by physicians speaking their own language than did AI 

patients seen by Russian-Israeli physicians. FSU immigrant patients treated by culture

congruent physicians reported more desire to be examined by physicians speaking their own 

language than did FSU immigrant patients seen by both 11 and AI physicians. 

Time: 11 patients who visited AI physicians reported suffering less from lack of time during 

the medical encounter than did 11 patients seen by Russian-Israeli physicians. AI patients 

reported differences between their visits with physicians from the three culture groups: AI 

patients treated by both 11 and AI physicians reported to have suffered less from lack of time 

than did AI patients seen by Russian-Israeli physicians. FSU immigrant patients did not report 

differences regarding time when visiting physicians from any of the three culture groups. 

5.2.6 Analysis of Hypothesis No.3 

To find the differences between patients in culture-congruent groups and those in culture

incongruent groups, all participating patients were divided into two groups: 

1) Patients seen by culture-congruent physicians (330 patients). 

2) Patients seen by culture-incongruent physicians (660 patients). 

For comparing between these two groups, a 2-way MANOV A was performed, with patient 

attitudes, needs, expectations, and satisfaction expressed in the questionnaire as dependent 

variables, and congruence between physician culture and patient culture (culture 

congruence/in-congruence) and patient gender as independent variables. 
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Table 12: Comparisons between culture-congruent and culture-incongruent physician-patient 
dyads regarding attitudes, needs and satisfaction: Means, SD's and F values 

Patient and physician culture Incongruent Congruent F 
N=660 N=330 df = 1,986 

Information-seeking and giving M 3.96 4.02 4.72* 
SO .76 .66 

Participatory decision-making 
M 2.43 2.16 7.38** 
SO 1.47 1.39 

The doctor wanted me to share M 2.89 3.21 10.40*** 
with him/her the decision about 

SO 
1.49 1.45 

my treatment (4) 
Consulting with others M 1.88 1.82 1.01 

SO .81 .78 
Physician's interpersonal M 2.90 3.27 41.47*** 
communication SO .90 .83 
Some things about my M 2.44 2.22 13.39*** 
consultation could have been 

SO 1.21 1.16 better (12) 
I am satisfied with the medical M 4.32 4.43 7.75** 
treatment I received from the 

SO 1.00 .85 doctor (26) 
I am satisfied with the doctor's M 3.85 4.19 34.43*** 
attitude courtesy towards me 

SO 1.02 .86 (35) 

Verbal communication M 1.74 1.28 71.21 *** 

SO .91 .59 
I prefer to be examined by a M 3.20 3.48 17.62*** 
doctor who speaks my language 

SO 1.77 1.81 (6) 

Time M 2.14 2.07 2.39 

SO 1.17 1.15 
I need more time to get M 2.16 2.22 .05 
acquainted with the doctor, 
before I can tell him/her about SO 1.26 1.36 
my medical condition (32) 

* p < .05; ** p < .01; *** p < .001 

Wilks~=.85, MF (lI,978) = 16.95, p < .001 
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5 

Figure 10: Comparisons of means between culture-congruent and culture-incongruent 
physician-patient dyads, with respect to: information, decision-making, physician's 
interpersonal communication, and overall satisfaction 

o Incongruent 

Information-giving 
and seeking' 

Participatory 
decision-making" 

• Congruent 

The doctor wanted 
me to participate in 
the decision about 

my medical 
treatment (4)'" 

* p< .05; ** p< .0 1; *** p< ,001 

Consulting with 
others 
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Figure 11: Comparisons of means between culture-congruent and culture-incongruent 
physician-patient dyads, with respect to: verbal communication and time 

Verbal communication'" 

*** p < .001 

3.48 

I prefer to be examined by a doctor 
who speaks my language (6)*" 

5.2.7 Results of Hypothesis No.3 

Time 

o Incongruent • Congruent I 

I need more time to get acquainted 
with the doctor. before I can tell 

him/her about my medical condition 
(32) 

Table 12 shows that statistically significant differences were found between culture-congruent 

and incongruent physician-patient dyads on the following: information-giving and seeking, 

participatory decision-making, physician's interpersonal communication, verbal 

communication, preference of physician's spoken language, patient satisfaction as 

demonstrated by three separate statements ("Some things about my consultation could have 

been better", "I am satisfied with the medical treatment I received from the doctor" and "I am 

satisfied with the doctor's courtesy towards me"). These results are illustrated in Figures IO 

and 11, and summarized below. 

Information-seeking and giving: Patients from culture-incongruent groups reported fewer 

information-seeking needs and less information given by their physicians than did patients 

from culture-congruent groups. 

Participatory decision-making: Patients' desire for POM with their physicians was reported 

higher in patients from culture-incongruent groups. 
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Physician's willingness for participatory decision-making (4): Patients in culture-congruent 

dyads reported that physicians were more open to PDM compared to patients from culture

incongruent dyads. 

Physician's interpersonal communication: Patients from culture-congruent groups evaluated 

their physicians' interpersonal communication more positively than did patients from culture

incongruent groups. 

Points for improvement in the medical encounter (12): Patients from culture-incongruent 

groups were found to express a greater need for improvement in the medical encounter than 

did patients from culture-congruent groups. 

Patient satisfaction (26. 35): Patient satisfaction, as examined by two direct statements ("I am 

satisfied with the medical treatment I received from the doctor" and "I am satisfied with the 

doctor's courtesy towards me"), was found to be higher in patients from culture-congruent 

groups than in patients from culture-incongruent groups. 

Verbal communication: Patients from culture-incongruent groups reported increased 

problems deriving from language barriers than did patients from culture-congruent groups. 

Preference of physician' s language (6): Patients from culture-congruent groups were found to 

prefer being treated by physicians speaking their language, compared to patients from culture

incongruent groups. 

No statistically significant differences were found between patients from culture-congruent 

groups and patients from culture-incongruent groups regarding time, consulting with others, 

and time to get acquainted with the physician. 

None of the differences between patients from culture-congruent groups and culture

incongruent groups were found to be gender dependent, i.e., all the reported differences were 

found among male as well as female patients. The interaction effect of gender x culture 

congruence was found insignificant: (MF(lo,647) = .59, P=NS). 
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Table 13: Multiple regression analyses for information, decision-making, physician's interpersonal communication, overall satisfaction: Beta coefficients R2 
and P values 

Information- The doctor Physician's 
Needs for Patient Patient 

. Participatory Consulting improvement in satisfaction with satisfaction with 
seekmg and d .. k' wanted me to with others 

interpersonal 
the medical medical physician's . . eClSIon-ma 109 . . (4) communication glvmg participate ... 

encounter (12) treatment (26) courtesy (35) 
Patient and 
physician 0.070* -0.08** 0.11 *** -0.03 0.21 *** -0.11 *** 0.09** 0.18*** 
culture 
Gender 

0.02 0.0] 0.01 0.06 0.05 0.04 0.05 0.02 
O=Male) 
Marital Status 

-0.03 0.01 0.02 0.05 -0.0] 0.02 0.01 -0.03 
(] =Married) 
Age -0.04 -0.10*** -0.09 -0.08* -0.] 2*** -0.05 0.04 0.05 
Education -0.03 0.16*** -0.04 -0.0] -0.06* 0.08** -0.01 -0.04 
R2 0.01 0.04*** 0.02*** 0.01* 006*** 0.03*** 0.01 * 0.04*** 

* P < .05; ** P < .01; *** P < .001; 
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Table 14: Multiple regression analyses for verbal communication and time: Beta coefficients 
R 2 and P values 

Patient and physician 
culture 
Gender (1 =Male) 
Marital Status 
(1 =Married) 
Age 
Education 
R2 

Verbal 
communication 

-0.27*** 

-0.03 

-0.03 

0.15*** 
-0.05 
0.10*** 

* p < .05; ** p < .01; *** P < .001 

Preference for 
physician's spoken Time 
language (6) 

0.12*** 

-0.04 

-0.04 

0.18*** 
0.10*** 
0.06*** 

-0.04 

0.05 

0.03 

-0.11 *** 
0.07* 
0.02*** 

5.3 Analysis and results of multiple regressions 

Needs for more 
time to get 
acquainted with 
physician (32) 

0.00 

0.00 

0.06* 

-0.12*** 
-0.10*** 
0.03*** 

For the purpose of summarizing the results of the study, multiple regressions were performed, 

in which the dependent variables were the needs, attitudes, expectations, and satisfaction of 

patients in the medical encounter, and the independent variables were patient gender, patient 

age, culture (congruence or incongruence with physician culture as a dummy variable ranging 

0-1), patient education, and patient marital status (married/not married as a dummy variable 

ranging 0-1). The results are summarized in Tables 13 and 14 and outlined below. 

Information-seeking and giving: The regression for information-seeking and giving as a 

criteria variable was found to have a low percentage of variance (R 2=0.01) 

Participatory decision-making: Patients from culture-congruent groups expressed less desire 

to take part in PDM. As patient age rises, the desire for PDM decreases. As education level 

rises (more years of study), the desire for PDM rises as well. The examined predictors explain 

4% of the variance for desire for PDM. 

Physician's interpersonal communication: Patients from culture-congruent groups evaluated 

their physicians' interpersonal communication more positively than did patients from culture

incongruent groups. As patient age rises, evaluation of the quality of physician's interpersonal 

communication decreases. As patient education level rises (more years of study), the 
-

evaluation of physician's interpersonal communication decreases. The examined predictors 

explain 6% of the variance for physician's interpersonal communication. 
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Patient's satisfaction with the physician's courtesy (35): Patient satisfaction with physician 

courtesy is explained by the congruence between the culture of the patient and that of the 

physician. Satisfaction was found to be higher in culture-congruent dyads. The examined 

predictors explain 4% of the variance for patient satisfaction with physician courtesy. 

Verbal communication: Patients from culture-incongruent groups reported more problems 

deriving from language barriers than did patients from culture-congruent groups. As patient 

age rises, reports on language problems increase. The examined predictors explain 10% of the 

variance for problems deriving from language barriers. 

Patient preference for physician language (6): Congruence between patient and physician 

culture, age and education was found to predict statistically significant differences in the 

preferences of patients to be examined by physicians who speak their own languages. Patients 

from culture-congruent dyads preferred physicians speaking their own languages. As patient 

age and education levels rise, patient desire to be treated by physicians speaking their own 

language increases as well. The examined predictors explain 6% of the variance for 

preferences for physician's spoken language. 

Time: As patient age rises, problems of lack of time during the medical encounter decrease. 

When patient education level rises, problems of lack of time during the medical encounter 

increase. The examined predictors explain 6% of the variance for lack of time during the 

encounter. 

Although some variables were found statistically significant in the regressions, the highest 

percentage of explained variance was R 2=0.10. 

5.4 Additional data 

Additional data collected during the study were not directly correlated to the examination of 

the hypotheses yet were considered to enrich the findings. The variable of gender was 

examined to explore female and male patients' preferences regarding physician gender. The 

statement regarding the Internet search for medical information was tested for an enhanced 

understanding of patient information-seeking behaviours. The translator's identity statement 

was separated from the sub-scale of verbal communication and examined separately in order 

to explore AI and FSU immigrant patients' preferences regarding the identity of translators. 
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5.4.1 Gender (statements 37, 38, 39) 

Table 15: Differences between male andfemale patients regarding preferences to be 
examined by physicians of their own or opposite gender, processed according to patient 
culture (Statement 37) 

The opposite gender 
Same gender 
Doesn't matter 

t 

Jewish-Israeli 
Patient gender 
Male Female 

0.6% 10.3% 
17.6% 9.1% 
81.8% 80.6% 

18.69*** 

Patient culture 
Arab-Israeli FSU immigrant 
Patient gender Patient gender 
Male Female Male Female 

2.4% 0.6% 3.0% 10.2% 
12.1% 19.4% 10.4% 16.3% 
85.5% 80.0% 86.6% 73.5% 

4.87 10.32*** 

Table 15 shows a significant correlation between patient gender and preferences regarding 

treating physician gender for JI and FSU immigrant patients. Although over 73% of patients 

in all culture groups did not state a preference regarding physician gender, in the JI and FSU 

immigrant patient groups, a higher percent of male patients preferred physicians of their own 

gender (17.6% and 10.4% respectively) to physicians of the opposite gender. Female patients 

in these two culture groups preferred physicians of the opposite gender (10.3% and 10.2% 

respectively). In other words, both male and female patients in these two culture groups 

expressed a preference for male physicians. No statistically significant preference was found 

among AI patients regarding physician gender. 

Table 16: Differences between male andfemale patients regarding their preferences to talk 
about medical problems with physicians of their own or opposite gender, processed 
according to patient culture (Statement 38) . 

The opposite gender 
Same gender 
Doesn't matter 

t 

Jewish-Israeli 
Patient gender 
Male Female 

0% 9.7% 
16.4% 9.1% 
83.6% 81.2% 

19.48*** 

**p<.OI; ***p<.~1 

Patient culture 
Arab- Israeli 
Patient gender 
Male Female 

1.8% 3.6% 
17.0% 18.8% 
81.2% 77.6% 

1.29 

FSU immigrant 
Patient gender 
Male Female 

2.4% 10.8% 
14.6% 16.3% 
82.9% 72.9% 

9.95** 

Table 16 shows differences among female patients from the three culture groups. AI female 

patients expressed a decreased preference to talk about medical problems with physicians of 

the opposite gender (3.6%) compared to JI and FSU immigrant female patients (9.7% and 
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10.8% respectively). AI and FSU immigrant female patients expressed an increased 

preference to talk about medical problems with physicians of the same gender (18.8% and 

16.3% respectively) compared to JI female patients (9.1 %). No statistically significant 

difference was found between JI and AI female patients regarding lack of preference. A lower 

percentage of FSU immigrant female patients reported a lack of preference (72.9%), as 

compared to both JI and AI female patients. No statistically significant difference was found 

between male patients of the three culture groups on this statement. 

Table 17: Differences between male andfemale patients regarding their preferences to talk 
about emotional problems with physicians of their own or opposite gender, processed 
according to patient culture (Statement 39) 

The opposite gender 
Same gender 
Doesn't matter 

t 
*p < .05; ** p < .01 

J ewi sh-Israeli 
Patient gender 
Male Female 

2.4% 7.3% 
12.7% 20.6% 
84.8% 72.1% 

8.77* 

Patient culture 
Arab- Israeli FSU immigrant 

Patient gender Patient gender 

Male Female Male Female 

6.1% 4.2% 4.9% 9.0% 

15.8% 30.9% 14.0% 16.9% 

78.2% 64.8% 81.1% 74.1% 

10.70** 3.00 

Table 17 shows a correlation among JI and AI patients between patient gender and preference 

to discuss emotional problems with physicians of their own or opposite gender. A high 

percent of JI (20.6%) and AI (30.9%) female patients felt more comfortable discussing 

emotional problems with female physicians. A high percent of JI (84.8%) and AI (78.2%) 

male patients reported no preference regarding this statement. 
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5.4.2 Patients' use of Internet search and other sources for information (statement 40) 

Table 18: Frequency distribution in percentages o/patients' search on the Internet and other 
sources according to patient culture and education levels (Statement 40) 

Patient culture Total 

Jewish-Israeli Arab-Israeli 
FSU 
Immigrants 

n % n % n % n % 

All culture groups 
yes 79 23.9% 35 10.6% 31 9.4% 145 14.6% 
no 229 69.4% 273 82.7% 221 67.0% 723 73.0% 
other 22 6.7% 22 6.7% 78 23.6% 122 12.3% 

Educational level 
0-9 years 

yes 0 .0% 4 3.2% 0 .0% 4 2.2% 
I search the no 30 90.9% 118 93.7% 16 84.2% 164 92.1% 
Internet. .. 

other 3 9.1% 4 3.2% 3 15.8% 10 5.6% 

Total 33 100.0% 126 100.0% 19 100.0% 178 100.0% 

10-12 years 
yes 31 17.4% 18 12.7% 7 10.0% 56 14.4% 

I search the no 140 78.7% 112 78.9% 53 75.7% 305 78.2% 
Internet. .. other 7 3.9% 12 8.5% 10 14.3% 29 7.4% 

Total 178 100.0% 142 100.0% 70 100.0% 390 100.0% 

13+ years 
yes 48 40.3% 13 21.7% 24 10.0% 85 20.2% 

I search the no 59 49.6% 41 68.3% 152 63.1% 252 60.0% 
Internet. .. other 12 10.1% 6 10.0% 65 27.0% 83 19.8% 

Total 119 100.0% 60 100.0% 241 100.0% 420 100.0% 

Dependent variable: I search the Internet for more information about my medical problem 

Table 18 reveals that among JI patients, nearly a quarter (24%) searched the Internet for 

additional medical information and 7% of patients searched other sources. Among AI 

patients, 11 % searched the Internet, while 7% referred to other sources. Among FSU 

immigrant patients, 9% searched the Internet and 24% searched other sources. 69% of the JI 

patients did not search for additional written information. 83% of AI patients reported not to 

have searched for additional information, and 67% of FSU immigrant patients did not search 

for more information (X2= 87.27, p< .001). These results suggest that JI patients demonstrated 

an increased desire to search for medical information on the Internet, while FSU immigrant 

patients were more inclined to search in other sources. 
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Since the variable of patient education (years of study) was suspected to affect patient desire 

to seek medical information on the Internet, three levels of education were tested separately: 

0-9 years of study, 10-12 years of study, and 13+ years of study. 

Results showed that among patients of the three culture groups belonging to the elementary 

education level (0-9 years), almost none of the patients searched the Internet (2.2%), and most 

of them did not search for further information at all (92.1 %), (X2=7.36, p = NS). Among 

patients from the three culture groups belonging to the secondary education level (l0-12 

years), 17% of JI patients searched the Internet, while around 80% did not search for 

additional information at all; 13% of AI patients searched the Internet, while about 80% did 

not search at all; among FSU immigrant patients about 10% searched the Internet, while 

around 76% did not search at all. At this education level, the correlation between culture and 

source of information search was found to be statistically significant (X2=9.98, p = .05). 

Among patients from the three culture groups belonging to the higher education level (13+ 

years), 40% of JI patients searched for medical information on the Internet, 50% did not 

search at all, and 10% turned to other sources. 22% of the AI patients searched the Internet, 

68% did not search at all, and 10% searched in other sources. Among FSU immigrant 

patients, 10% searched the Internet, 63% did not search for additional information at all, and 

27% turned to other sources. 

These findings suggest that the variable of education combined with culture affects patient 

use of additional information sources. JI patients were more inclined to search the Internet 

than were patients from the other two culture groups, and their tendency to search the Internet 

increased as their education level rose. FSU immigrant patients searched more in other 

sources, and AI patients searched less than patients from the two other culture groups, yet as 

their level of their education increased, they were more inclined to search in other sources. 
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Table 19: Frequency distribution in percentages o/patients searching the Internet and other 
sources according to patient gender and education levels (Statement 40) 

Male Female Total 
0-9 education yrs 

yes 2 2.8% 2 1.9% 4 2.2% 
I search the Internet. .. no 63 88.7% 101 94.4% 164 92.1% 

other 6 8.5% 4 3.7% 10 5.6% 
Total 71 100.0% 107 100.0% 178 100.0% 
10-12 

yes 32 14.7% 24 13.9% 56 14.4% 
I search the Internet. .. no 165 76.0% 140 80.9% 305 78.2% 

other 20 9.2% 9 5.2% 29 7.4% 
Total 217 100.0% 173 100.0% 390 100.0% 

13+ 
yes 43 20.8% 42 19.7% 85 20.2% 

I search the Internet. .. no 136 65.7% 116 54.5% 252 60.0% 
other 28 13.5% 55 25.8% 83 19.8% 

Total 207 100.0% 213 100.0% 420 100.0% 

Dependent variable: I search the Internet for more information about my medical problem. 

Table 19 shows that in examining the correlation between gender and information search, no 

statistically significant differences were found between patient gender and patient attitude 

toward searching for additional medical information on the Internet and in other sources. 

However, when the correlation was tested separately for the three education levels, the results 

showed that female patients with a higher education level (13+ years of study) searched for 

information in other sources more than did male patients of the same education level (26% of 

female patients vs. 13.5% of male patients). As education level rises, an increased desire to 

search the Internet was found among both male and female patients. 
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Table 20: Frequency distribution in percentages of patients , search on the Internet and other 
sources according to patient gender and culture (Statement 40) 

Patient culture 

Jewish-Israeli Arab-Israeli 
FSU 
Immigrants 

n % n % n % 

Male 

I search the 
yes 46 27.9% 17 10.3% 14 8.5% 

Internet. .. no 105 63.6% 134 81.2% 125 75.8% 

other 14 8.5% 14 8.5% 26 15.8% 
Total 165 100.0% 165 100.0% 165 100.0% 

Female 
yes 33 20.0% 18 10.9% 17 10.3% 

I search the 
124 75.2% 139 84.2% 96 58.2% 

Internet. .. no 
other 8 4.8% 8 4.8% 52 31.5% 

Total 165 100.0% 165 100.0% 165 100.0% 
Total 

yes 79 23.9% 35 10.6% 31 9.4% 
I search the 

229 69.4% 273 82.7% 221 67.0% no 
Internet ... 

22 6.7% 22 6.7% 78 23.6% other 
Total 330 100.0% 330 100.0% 330 100.0% 

Dependent variable: I search the Internet for more information about my medical problem. 

Table 20 reveals that the percentages of male and female patients from the three culture 

groups who searched the Internet were similar (JI male patients 28%, JI female patients 20%; 

AI male patients 1 0%, AI female patients 11 %; FSU immigrant male patients 8.5%, FSU 

immigrant female patients 10%). A statistically significant difference was found between 

male and female FSU immigrant patients regarding searching for information in other sources 

(16% among male FSU immigrants, and 31.5% among female FSU immigrants (X2=12.76, 

p<.Ol). 
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5.4.3 Arab-Israeli and FSU immigrant patients' preferences regarding identity of 

translators (statement 44) 

To examine whether AI and FSU immigrant patients preferred to receive translation from 

people other than their family members, a chi square test was conducted. The Likert scale of 

patient answers to statement 44 were recoded into two categories: patients who indi~ated their 

answers as "totally disagree" (1), "agree mildly" (2) and "agree moderately" (3) were recoded 

as "I", while patients who indicated their answers as "agree very much" (4) and "agree 

totally" (5) were recoded as "2". 

Table 21: Differences between Arab-Israeli and FSU immigrant patients regarding their 
preferences to have family or others translating in the medical encounter 

Patient culture 

Arab-Israeli FSU Immigrants 

n % n % n 

I would like to have someone 1 52 89.7% 118 82.5% 170 
else translate in the visit, rather 2 6 10.3% 25 17.5% 31 
than my family member Total 58 100.0% 143 100.0% 201 

Table 21 shows that ca. 90% of AI patients and 82.5% of FSU immigrant patients did not 

prefer others to their family as translators (X2= 1.8, P = NS). 
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Chapter 6 Discussion 

In recent years, medical providers have faced the challenge of caring for patients from a 

variety of cultures who speak different languages, are on different acculturation and 

socioeconomic levels, and have unique culturally-based ways of understanding illness, health, 

and health care. Immigrants worldwide commonly report feeling misunderstood by their 

doctors. This is not only due to language barriers but also to differences in their definitions of 

illness and their beliefs about health and health behaviours. For example, in the US and the 

UK minority patients were troubled not only by the outcomes of biomedicine but by the 

manner of its delivery, particularly when their cultural traditions differed from those of their 

physicians (Madhoc 1992, Hahn 1995). 

Today, broad cultural concepts have begun to be used by physicians to understand and 

empathize with their patients' beliefs, values and worldview in order to discover what 

solutions are in the best interests of the patient. As in every multicultural society, Israeli 

physicians are facing the challenge of understanding the impact of each patient's cultural 

background on health beliefs and behaviours, in order to effectively communicate and 

overcome relationship barriers. 

The current study assesses differences between Jewish-Israeli (JI), Arab-Israeli (AI), and FSU 

immigrant patients regarding their values, attitudes, needs and satisfaction in the medical 

encounter, and their assessment of health care providers. The general picture that emerges 

from the data demonstrates the diversity of present practice in Israel, and the impact of these 

differences on patients' evaluations of the various aspects of the medical encounter examined 

in the study. 

6.1 Characteristics of the study sample 

The population studied was composed of randomly selected ambulatory patients from the 

three culture groups, 330 patients in each group. FSU immigrant patients were older and 

better educated, and reported a higher need for translation than AI patients. However, 11.5% 

of AI patients also required translation assistance, mostly females. 

AI patients' lower Hebrew proficiency may be due to several reasons. AI citizens are usually 

educated in Arab-speaking schools, with Hebrew as a second language. AI patients were also 

found to have fewer years of study compared to JI patients. According to Israel Central 

Bureau of Statistics data for 2003, 36.8% of JI citizens completed 11-12 years of education 

(37.6% males and 36% females), compared to 32.4% of AI citizens (34.5% males and 30.2% 
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females). At the level of 16+ years of education, the differences are more pronounced, with 

19.5% of the JI population (20% males and 19% females) compared to 8.4 % of the AI 

population (9.7% male and 7.1 % females). In addition, AI female patients living in rural 

villages usually do not work with or communicate with JI citizens in their daily lives, and 

therefore have a lower Hebrew proficiency than males. 

In all three culture groups the primary accompanying persons were family members. Almost 

half of the AI patients were accompanied by another person. Close family relations are typical 

of the three culture groups. In the Jewish population family cohesion remains relatively strong 

despite growing modernization and secularization. This has important implications with 

regard to informal social support, ability to cope with stress, tenacity of family-based 

lifestyles, and social control. Israel has been referred to as a familial society (Shuval 1992), 

which may explain why JI patients bring family members to the medical encounter. 

Researchers argue that Arab culture emphasizes the hamula (kinship group) as a predominant 

value, so that the Arab family remains patrilineal, patrilocal, patriarchal, and endogamous. 

While the values of conservatism and traditionalism in the nuclear family have been 

influenced by contact with Jewish society and by modernization, researchers have noted that 

contact with Jewish society failed to change Muslim men's position regarding the status of 

women, and indeed reinforced their traditional beliefs that women may jeopardize their 

honour (Shokeid 1980, Patai 1983, AI-Haj 1989). According to Ginat (1982), for AI women 

unaccompanied movement within the village and certainly outside it was restricted in the 

past, though freedom of movement has increased in recent years. Many of the restrictions on 

Arab Muslim women reflect the modesty code. A married woman is not only protected and 

offered shelter by her agnates, but is also supervised and controlled by them. Rispler-Chaim 

(1993) explains that when the doctor and patient are of opposite sexes, their being alone in a 

clinic evokes the problem of the khalwa (seclusion), which only married couples or persons 

who have specific blood ties may enjoy. In order to avoid unnecessary cases of khalwa, 

Muslims would often recommend the presence of a nurse, a female relative or the husband of 

the patient in the encounter, while the male physician examines a woman. This may explain 

why AI women are escorted to medical encounters by their husbands or other family 

members. An additional reason may be that AI females need translation assistance due to 

lower Hebrew proficiency. 

-
FSU immigrant patients may bring escorts to the medical encounter for a combination of 

reasons. Poor command of Hebrew, especially among the elderly, may partly explain why 

patients bring relatives or friends. Another explanation may refer to immigrants' age. There 

are relatively more elderly persons among immigrants than among the veteran Jewish 
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population. The elderly, who tend to be sicker and suffer from chronic diseases, may find it 

physically difficult to come to medical encounters on their own. Moreover, FSU immigrants' 

social networks are ethnically-centred and composed mainly of other immigrants who came 

during the same immigration wave (AI-Haj 2000). Hence, their dependency on family and 

other immigrant friends combined with language barriers and reduced health status may 

explain why they come with escorts to the medical encounter. 

Since patients in all three culture groups tend to bring escorts to medical encounters, 

physicians should be aware of the potential change in the visit's dynamics from an exchange 

between physician and patient to a physician-patient-family negotiation process (Putsch 

1985). Another consideration is the role of the accompanying persons as translators. Results 

showed that the majority of AI patients and FSU immigrant patients did not prefer others over 

their family members as translators. Patients who were interviewed in-depth emphasized the 

importance of a translator's presence, and did not mind speaking of their medical and 

personal problems in the presence of family members. The goal of mutual understanding with 

the physician seemed to override feelings of shyness or embarrassment. Nevertheless, 

physicians should take into account the disadvantages and potential problems that arise from 

using family members as interpreters. The research evidence suggests that trusted bilingual 

family members and friends are often ill-prepared to deal with the complexity of interpreting, 

may have conflicts about revealing information the patient has not volunteered, may commit 

stereotypical errors that may result in serious distortions, and may not stop their own views 

from colouring their translation. In addition, the patient may be inhibited from discussing 

embarrassing issues in front of family members, especially children and friends (Fuller 1988, 

Ebden 1988, Phelan 1995, Baker 1998, Dwyer 2001, Ngo-Metzger 2003). Researchers 

expressed serious concerns about using children to interpret for fear of exposing them to 

sensitive information and upsetting family dynamics (Rack 1982, Putsch 1985, Baker 1998, 

Woloshin 1995, Cohen 1999). 

6.2 Dimensions of cultural variability 

The cultural variability schemas of individualism-collectivism, low-and high-context 

communication, and time orientation (M-time and P-time) are used to interpret differences 

between the three culture groups. For a detailed discussion of these cultural variability 

schemas, see Chapter 2. 

Based upon these models of cultural variability, Jewish-Israeli patients can be defined as 

members of an individualistic culture who have a low-context, direct and exacting verbal 

style and use M-time. Arab-Israeli patients belong to a collectivist culture, use a high-context, 
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elaborate and affective communication style, and follow P-time. FSU immigrant patients 

brought their own unifying language and a shared world of values and symbols derived from 

the social-control mechanism woven into Russian and Soviet culture (Leshem 1999), which 

places them on the collectivistic end of the individualism-collectivism dimension. Upon their 

arrival in Israel, they found themselves in a political and social system where individualistic 

values such as personal initiative and responsibility are stressed, and they have become 

proficient in using the system to obtain needed services. AI-Haj (2000) claims that the 

immigrants' views of courtesy, individual rights and other issues connected with multicultural 

perception are based on instrumental and pragmatic rationales according to their group and 

individual interests rather than on universal measures and values. Most immigrants have 

adopted a "multidimensional type" of identity combining the Jewish component with the 

ethnically-centred component and the ideologically-centred Zionist component. The 

importance of ethnic identity among immigrants is reflected in their deep cultural pride and 

even in their sense of cultural superiority to Israeli society. Thus, FSU immigrants may be 

characterized as acculturating into the absorbing, individualistic Jewish-Israeli culture while 

continuing to demonstrate attitudes largely based on the value system of the Soviet regime. 

According to Gudykunst (1988) the USSR is considered to be a culture that uses a low

context communication style, which may also place the FSU immigrants as following M

time. 

While 11 culture is placed as individualistic, certain additional traits of Israeli culture should 

be taken into account. Katriel (1991) has explained that a central aspect of the Israeli 

experience is the weaving of shared communal bonds. The notion of connectedness has 

dominated the Israeli nation-building ethos, and is still encouraged today in army service, at 

school, at religious rituals, and in other organizations. Contrary to the American "celebration 

of the self', a profound communal focus still dominates Israeli culture despite the much 

discussed "Americanization of Israel" (Katriel 1991). Sered (1999) claimed that Israeli 

culture is less hierarchical than many other Western societies and addressed another related 

element of the Israeli cultural ethos, "prickliness", brashness, or assertiveness, as expressed in 

referring to a native Israeli as a "tsabar" (the cactus fruit, which is prickly outside and sweet 

inside). This assertiveness, together with Israeli's non-hierarchical cultural ethos, means that 

. in everyday interactions individuals are expected to challenge others' opinions, stand up for 

their own opinions, and speak their minds freely. These characteristics correlate with Katriel's 

(1986) assessment oflsraeli Sabra culture as a low-context culture that uses "straight talk", a 

direct verbal style. 
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Interactions across low-and high-context boundaries are particularly prone to confusion 

(Ting-Toomey 1985). Thus, culture-incongruent dyads, as for example JI patient-AI physician 

or FSU immigrant patient-AI physician, bring together individuals who hold individualistic 

versus collectivistic views and values, differ in their concept of time and use different 

communication styles, all of which may cause misunderstandings and mutual frustrations. 

6.3 The first hypothesis 

As the first hypothesis suggested, patients in the three culture groups on the whole differed in 

their values, beliefs, attitudes, expectations, and behaviours, all of which were found to 

impact their evaluations of the examined aspects in the medical encounter and of their 

physicians. 

JI patients expressed needs and exhibited behaviours that may be interpreted as individualistic 

and consumerist, and assumed more bargaining power in the relationship with the medical 

provider. Compared to both AI and FSU immigrants, JI patients were found to seek and 

receive more medical information, and expressed an increased desire to become partners in 

PDM. These findings correspond with Baider's (1995) reports of greater desire for 

information and participation in treatment planning among Israeli cancer patients compared to 

FSU immigrants. JI patients also expressed more desire to consult with additional sources, 

including family members, friends and religious clerics. This desire may also reflect a 

consumerist attitude in which the physician is viewed as a consultant whose opinions are 

listened to, but ultimately the decision is up to the patient. As members of the dominant 

culture group, JI patients are probably more familiar with current modernization trends in the 

Israeli medical system, and seem to want to benefit from patient-centred and consumerist 

approaches that support individual goals and needs. Their physicians seemed to demonstrate 

behaviours promoted by these approaches that matched their patients' needs and expectations. 

JI patients were more satisfied than either of the other two culture groups with the 

interpersonal communication style, the medical treatment and courtesy provided by their 

physicians, and they expressed less desire for improvements. The fact that JI patients did not 

suffer from language barriers and did not report on lack of time may have contributed to their 

. greater satisfaction than AI and FSU immigrant patients who were burdened by such barriers. 

These results resemble the higher satisfaction rates reported for whites in the US compared to 

minority group patients such as African-Americans, Hispanics, and Mexican-Americans, who 

were found to receive less information and to have less participatory visits, resulting in lower 

levels of satisfaction (Kaplan 1995, Blackball 1995, Maly 2003). Malat (2001) explained that 

whites have an advantage in that they view themselves as the norm in American society, thus 
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helping them dismiss the possibility that the health care provider views them negatively, 

resulting in a more favourable feeling about the interaction. Similar traits may be attributed to 

II patients. 

II patients interviewed in-depth seemed more realistic regarding physicians' interpersonal 

communication style than were their counterparts in the other culture groups. They did not 

emphasize the need for personal discussions, which was mostly left up to the physicians. This 

may be attributed to the individualistic, target-oriented goal of coming to see the physician for 

a medical purpose and using the available limited time for this purpose only. Nevertheless, 

when describing the "ideal" physician, these patients considered a personal and 

compassionate attitude as crucial and as important as professional knowledge. This 

description is supported by Pendleton's (1983) findings correlating patient satisfaction to 

physician communication characteristics, including discovering and dealing with patients' 

concerns and expectations with warmth, interest and concern, and volunteering a lot of 

information in terms that are understood by patients. Baider (1995) also suggested that II 

patients expect a close relationship with their physicians based on trust and on the ability to 

talk openly and freely to the physician when problems arise. 

Comparing the AI minority group with the FSU immigrant group showed that AI patients 

were on the whole more satisfied with the visit, sought and received more medical 

information, and evaluated the physician's interpersonal communication style more 

positively. These results may suggest similar basic needs and behaviours among AI and II 

patients compared to FSU immigrants, particularly in their information-seeking behaviours 

and their evaluation of physicians' interpersonal communication. AI patients are more 

acculturated into the dominant II culture than are FSU immigrant patients, and are more 

familiar with the Israeli health care system. Nevertheless, compared with II patients, AI 

patients expressed greater need for improvement in the medical encounter. This may be the 

result of problems and misunderstandings deriving from differences between individualistic 

and collectivistic cultures, differences between high and low context communication, and 

different approaches to time ori~ntation. It may also be related to language barrier problems 

as well as to the minority status of Arab Israelis, which may lead to underlying tensions in 

examinations by II and Russian-Israeli physicians. 

AI patients exhibited unique cultural and religious attitudes, needs, and behaviours regarding 

the roles of all participants in the medical encounter: the patient, the family, and the health 

care practitioner. As Ali (1993) noted with Egyptian cancer patients, Muslim as well as 

Christian patients in Egypt believe that humans should not question God's decision, but 

should accept and endure the consequences. The physician is considered an authority in 
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treating diseases, and whatever is prescribed should be followed precisely. Thus, the patient is 

expected not to contradict or question the physician, which would imply impolite behaviour 

or lack of respect. Moreover, emotional support is the responsibility of the family, not of the 

health care practitioner. Rispler-Chaim (1993) studied the Islamic Code of Medical Ethics, 

which was drawn up at the First International Conference on Islamic Medicine in Kuwait in 

1981. In her view, it implied that the reference to Allah (God) and the recognition by every 

Muslim that there is a divine God who supervises all things induding the actions of doctors, 

are likely to engender greater humility in doctors, more careful practice, and hence more 

ethical medicine. Similar traits among Muslim, Druze and Christian patients were reflected in 

the in-depth interviews and the field study results. AI patients trusted their physicians to have 

all the necessary knowledge and information. They were therefore satisfied with the provided 

information, and left treatment decisions to their physicians. 

FSU immigrant patients reported less information-seeking behaviour, less information-giving 

by physicians, a lower desire for PDM, and less willingness of physicians to engage in PDM. 

Similar results were reported by Baider (1995). These results may indicate confusion among 

FSU immigrant patients regarding the differences between the Western host medical system 

and the socialist Soviet system. Medical care in the FSU adhered to an authoritarian and 

paternalistic philosophy of care, leaving little room for free exchange of information. Doctors 

made "informed decisions" for their patients, while little choice was offered to patients and 

compliance was required (Sloane 1991, Brod 1992, Remennick 1998). FSU immigrant 

patients seemed to conform to the Russian model of medical care; nonetheless, their 

dissatisfaction may express a conflict between their desire to benefit from modern Western 

Israeli health care and their inability to behave accordingly. 

FSU immigrant patients' expressed need for improvement in the medical encounter may be 

accounted for by several reasons: (1) they suffered more language problems and lack of time 

than did JI patients, leading to impaired communication, misunderstandings and frustration, 

and resulting in reduced satisfaction. Patients interviewed in-depth reported that language 

barriers and shortage of time prevented them from receiving sufficient information, asking 

questions, understanding physicians and making themselves understood, and carrying out 

personal conversations with physicians. Similar results were reported with minority patients 

in the US, such as Hispanic Spanish-speaking patients in non-concordant physician-patient 

dyads (Kaplan 1989,Woloshin 1995, David 1998, Perez-Stable 1997,2000). This explanation 

is also supported by FSU immigrant patients' preference to be examined by physicians 

speaking their own language. (2) Another explanation relates to the differences between the 

Russian and Israeli health care systems. In the FSU, strong emphasis was placed on medicine 
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as a "helping profession", where primary physicians functioned as informal psychotherapists 

who showed concern and gave hope and guidance. Many doctors served their neighbourhood 

for years, ensuring familiarity with patients and continuity of care. Many patients believed 

that Soviet doctors showed more sympathy and warmth, probably because Israeli physicians 

are not willing to act as counsellors as did Soviet doctors. Many FSU patients, particularly the 

elderly, were also disappointed that house calls, which were central to Russian health care, are 

not available in Israel (Bernstein 1994, Remennick 1995, 1997). (3) In the US, older FSU 

immigrant patients were found to have unrealistically high expectations of the American 

medical system, expecting the doctors to make them well immediately (Brod 1992). 

Similarly, Remennick (1995) reported unrealistic expectations; the belief that Israeli advanced 

medicine promises a cure for all sufferers led to disappointments. (4) FSU immigrants may 

rely on old habits and operate under expectations that are regarded as inappropriate in their 

new environment. In the FSU, they were accustomed to having to "make noise" to get 

anything and became proficient in "working the system" to obtain needed services. In the US, 

physicians described such behaviours as pushy, manipulative, and abrasive (Wheat 1983, 

Brod 1992). Physicians in Israel may have similar feeling toward such behaviours, which may 

result in impaired communication, reduced willingness and courtesy, and lower patient 

satisfaction. (5) Results of the study's multiple regressions revealed that older patient age and 

higher education level negatively influenced patients' evaluation of physicians' interpersonal 

communication style. FSU immigrant patients were older and better educated than patients in 

either of the other culture groups, which may partly account for their lower evaluation of 

physician's communication style and courtesy. 

Most AI and FSU immigrant patients interviewed in-depth wanted to befriend their 

physicians, and felt that personal conversations enhanced their trust in the physicians and 

improved the atmosphere of the encounter. Both AI and FSU immigrant interviewees reported 

that discussions of personal issues and the chance to become friends with physicians were 

mainly possible with culture-congruent, language-concordant physicians. 

The reasons for this desire to befriend physicians seemed to differ between the two patient 

groups. AI patients, as members of a collectivistic culture, may have wanted to befriend their 

physician to maintain harmony. Due to their high-context verbal communication, they may 

not display their needs directly. Thus, the negotiation process with the physician is long-term, 

arguments or disagreements in a conflict situation are expressed ambiguously, and eventual 

reciprocity of face-honouring is important in maintaining social and personal relations (Ting

Toomey 1988, Gudykunst 1988). Similar reports from the US revealed that African-American 

patients expressed desire to build a relationship with physicians before invasive testing, based 
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perhaps on the belief that a doctor must know a patient to provide good medical care and that 

a relationship with a physician is a good foundation for trust. By contrast, white patients 

expressed a desire for receiving information without the need of knowing the physician 

(Collins 2002). 

AI patients interviewed in-depth wished to have a personal discussion first to create a pleasant 

atmosphere before getting into the medical details of their problems. This desire corresponds 

to the need for more time to get acquainted with the physician reported in the field study. As 

members of a collectivistic culture following the P-time pattern, AI patients may tend to have 

more flexible attitudes toward appointment schedules and to integrate task needs with socio

emotional needs. This may explain their emphasis on human connectedness and desire to 

establish friendly relations with physicians. 

FSU immigrant patients seemed to crave their physicians' attention and friendship in order to 

share their absorption problems and difficulties of daily life as immigrants. This desire was 

reflected in Habermas' (1984) theory of communicative action that posits a dialectical 

struggle between value rationality and the voice of the lifeworld, that is, the contextually 

grounded experiences of everyday events. Mishler (1984) claimed that science-based 

medicine suppresses patients' meaningful accounts so that encounters become less humane 

and less effective. FSU immigrant patients' reported needs are consistent with research results 

supporting the premise that when both doctor and patient are engaged with the lifeworld, and 

patients are recognized as unique human beings, this leads to better outcomes and more 

humane treatment (Roter 1992, DeCoster 1997, Barry 2001). 

The desire to meet with a friendly and caring physician was repeatedly and emotionally 

expressed by patients of the three culture groups who were interviewed in-depth. They all 

longed for physicians who would treat them as human beings, as a "ben adam". Although 

patients valued physicians' medical competence, they stressed the importance of the 

combination of knowledge and a humane approach. A physician's good word or a smile was 

believed to provide added value to any medicine and treatment. A similar emotional response 

was reported by Sered (1999) in interviews with Israeli breast cancer patients. A central 

theme in their narratives was the Hebrew word "yachas", loosely translated as "attitude", 

"attention" or "relationship". The women consistently and emotionally contrasted the good 

yachas of medical staff who treated them "like humans" or "real friends" with the bad yachas 

of staff who treated them like numbers, broken-down machines or strangers. 

JI patients expressed more desire to consult with a religious cleric, a rabbi than did AI 

patients. Muslim, Christian and Druze AI patients who were interviewed in-depth, all reported 
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that they turn to their sheikh or priest only for prayer or spiritual relief but not for medical 

advice, because they trust physicians to have the medical knowledge. As discussed earlier, 

similar traits were described by Ali (1993). The percentage of patients who expressed a desire 

to consult with family members was found similar in all three culture groups, which matches 

the central role of the family in the three cultures discussed previously. 

The increasing use of the Internet as a rich source of information, including medical, has led 

to the assumption that patients looking for additional information will also search the Internet. 

Nearly a quarter of 11 patients searched the Internet, compared to 11 % of AI patients and 9% 

of FSU immigrant patients, while FSU immigrant patients reported an increased desire to 

search for medical information from other sources. Several explanations may account for 

these findings. 11 patients were found to seek and receive more medical information and 

express a greater desire to consult with additional sources than either of the other two culture 

groups. This may reflect a modernistic health consumerist attitude of members of an 

individualistic culture that challenge phy'sicians' knowledge (Beck 1994, Lupton 1997). The 

Internet may serve as a source of information for 11 patients who seek active involvement in 

discussions and decisions about their health. 11 patients may also have better access to the 

Internet due to a higher economic status, and better proficiency in Hebrew and English 

compared to the other two culture groups. The lesser desire of AI patients to search for 

additional information may also refer to their increased trust and respect for physicians' 

knowledge. FSU immigrant patients interviewed in-depth reported searching for information 

in various alternative medicine sources, also reported as a popular source in Russia by 

Cassileth (1995) and Lidquist (2001). 

Patients in the three culture groups on a higher education level were more inclined to search 

the Internet and other information sources. This finding may reflect improved economical 

status and better understanding of written information. Female patients with a higher 

education level, regardless of culture, searched for information in other sources more than did 

male patients on the same education level. Providing information and PDM facilitation was 

associated with patient's female gender by Hall (1988) and GotIer (2000). 

6.4 The second hypothesis 

As the second hypothesis suggested, differences were found among patients of the three 

culture groups in their interaction with physician cultures. These differences were reflected in 

attitudes, needs, expectations, behaviours, and satisfaction. 
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6.4.1 Information 

JI patients were found to seek and receive more information only from culture-congruent 

physicians. AI patients reported seeking and receiving more information when treated by JI 

and AI physicians than their counterparts seen by Russian-Israeli physicians. These findings 

may suggest that JI and AI physicians and patients share similar values and behaviours 

regarding patient information needs, as expressed by patients' increased desire for and 

physicians' increased willingness to provide medical information. 

Russian-Israeli physicians, however, seemed to fall short when it comes to the needs of JI and 

AI patients. One explanation may be differences in training and shared values. JI and AI 

physicians were trained in the Israeli health care system and absorbed its current values of 

patients' rights and autonomy, as expressed in the Law of Patients' Rights (1996) and in the 

current promotion of patient-centred and consumerist approaches. Russian-Israeli physicians 

seemed to conform to the more paternalistic traits of the Russian health care system, which 

rarely promoted a free exchange of information (Sloane 1991, Brod 1992). FSU immigrant 

patients did not report on different behaviours regarding information-giving and seeking when 

visiting physicians from the three culture groups, corresponding with their overall reduced 

desire for information (as discussed in the examination of the first hypothesis). 

6.4.2 Participatory decision-making 

Similar findings were found regarding POM facilitation. JI patients who visited Russian

Israeli physicians expressed an increased desire for POM compared to their counterparts who 

visited both JI and AI physicians. They also reported that Russian-Israeli physicians were less 

open to POM compared to JI physicians. The reasons for these findings may be similar to 

those mentioned regarding information. As reported by Barr (1996), it was not necessary for a 

Soviet physician to inform a patient of treatment risks, other treatment alternatives or poor 

prognosis. Even when a patient refused treatment, in many cases the physician would 

continue that treatment. By Western standards, these behaviours are seen as violating 

patients' rights. 

AI patients expressed an overall lower desire for POM, leaving decisions to the authority, 

trust and respect for their physicians' knowledge. This may explain their lack of differences 

regarding POM regardless of physician's culture. FSU immigrant patients were also found to 

.' express a reduced desire for POM. Nevertheless, when seen by JI physicians, they expressed 

an increased desire for POM compared to their counterparts who visited Russian-Israeli 

physicians. This may reflect patients' expectations and desire to benefit from the modern 
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Israeli health care system through the conduct of their 11 physicians. They expected more 

facilitation of PDM from 11 physicians than from Russian-Israeli physicians, and may have 

been disappointed when their needs were not fulfilled. 

FSU immigrant patients seen by AI physicians reported that their physicians were less open to 

PDM than did their counterparts seen by 11 and Russian-Israeli physicians. Several 

explanations may account for this result. AI physicians may not be aware of FSU immigrant 

patients' desire for PDM due to language barriers. They may also hold stereotypical 

assumptions that FSU immigrant patients do not wish to take part in decisions due to prior 

experiences with FSU immigrant patients. 11 physicians' willingness to facilitate PDM was 

probably due to their general attitude to comply with patients' needs regardless of culture. 

Russian-Israeli physicians' willingness may be attributed to lack of language barriers and 

better communication with culture-congruent patients, enabling them to better elicit patients' 

needs. Moreover, FSU immigrant patients' overall reduced desire for PDM may have been 

easier to meet as compared to 11 patients' higher expectations. 

6.4.3 Physicians' interpersonal communication 

11 patients treated by Russian-Israeli physicians were found to express a greater need for 

improvement in the medical encounter than their counterparts who visited both 11 and AI 

physicians. 11 patients were also more satisfied with 11 physicians' medical treatment and 

courtesy as well as with AI physicians' courtesy, compared to the conduct of Russian-Israeli 

physicians. These findings may imply that Russian-Israeli physicians are either unaware of or 

are not complying with the needs and expectations of 11 patients, which are believed to be 

based on the current values of the Israeli health care system. 

Taken together, these findings concerning an inferior evaluation of Russian-Israeli 

physicians' conduct are supported by substantial research evidence. Interviews, in which 

physicians demonstrated more patient-centred behaviour, actively sought the patient's point 

of view and enabled patients to openly express thoughts and questions were correlated with 

higher patient satisfaction rates. Emotional support was shown not only to bridge patient 

uncertainty regarding treatment content and outcome, but also to be a crucial element in 

patients' evaluation of the treatment itself (Ben-Sira 1980, Stewart 1984). Patient satisfaction 

has been related to the amount of information given by physicians, greater technical and 

interpersonal competence, more partnership building, more social conversation, more positive 

- talk, and more communication overall (Hall 1988, Laine 1996). Thus, 11 patients' less positive 

evaluation and dissatisfaction with Russian-Israeli physicians' behaviours may be correlated 
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to Russian-Israeli physicians' lesser provision of medical information and accommodation of 

PDM and their paternalistic, non-supportive conduct. 

AI patients evaluated both JI and AI physicians' interpersonal communication and courtesy 

more positively than that of Russian-Israeli physicians. Moreover, AI patients seen by 

Russian-Israeli physicians also expressed more need for improvement in the medical 

encounter compared to their counterparts who were seen by culture-congruent physicians. 

The similarity of results concerning JI and AI patient reports on this aspect may suggest that 

patients of both culture groups share similar expectations when visiting physicians. 11 and AI 

physicians seemed to understand and conform to these needs, while Russian-Israeli 

physicians seemed to misinterpret or ignore them. 

As discussed earlier, AI patients more than 11 patients seem to respect physicians' authority as 

knowledgeable scholars and as decision-makers regardless of physician culture. In light of 

this respectful attitude, their lower evaluation and dissatisfaction with Russian-Israeli 

physicians seem even more striking. Several of the reasons mentioned for 11 patients' less 

positive evaluation of Russian-Israeli physicians' behaviours seem applicable to AI patients' 

reports as well: a more paternalistic approach, less information-giving and less willingness to 

deal with patients' concerns. 

Additional reasons for AI patients' complaints may be due to problems deriving from 

language barriers when examined by language non-concordant physicians. The common 

language used between in the AI patient-Russi an-Israeli physician dyad is Hebrew, which is 

not the mother tongue of the physicians or of the patients. In some encounters translators were 

not available, and in others translators were untrained, for example patients' family members 

or medical staff. Even interpreted encounters may not suffice to overcome problems caused 

by language barriers, such as misinterpretations and misunderstandings of both parties. 

Another problem may lie in cultural variability of verbal communication styles. The low

context, direct communication style of Russian-Israeli physicians vs. the high-context, 

elaborate verbal style of AI patients may have also caused mutual misinterpretations and 

frustrations. 

Use of an elaborate, affective and indirect style by AI patients may not only have been 

misunderstood by Russian-Israeli physicians, it may also require extra time to elicit patients' 

problems and requirements. Indeed, AI patients seen by Russian-Israeli physicians reported 

suffering more from lack of time than their counterparts who visited 11 and AI physicians. 

They also expressed a greater need for more time to get acquainted with the physician. It 

seems that Russian-Israeli physicians did not allocate the extra time needed to meet AI 
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patients' needs and desires. Finally, the political-economical tensions between the AI 

population and the FSU immigrants cannot be ignored, and may have had further impact on 

AI patients' reports (see chapter 1.2.4: background). 

FSU immigrant patients who visited Russian-Israeli physicians evaluated physician's 

interpersonal communication more positively than did their counterparts who were treated by 

both II and AI physicians. In particular, patients treated by AI physicians had more negative 

evaluations than those seen by II physicians. In addition, FSU immigrant patients were more 

satisfied with the courteous behaviour of Russian-Israeli physicians than with the conduct of 

II physicians. These results are consistent with reports of FSU immigrant patients' complaints 

of a lack of friendliness by physicians in the Israeli health care system, describing them as 

"dry", "cold", or "indifferent" (Remennick 1995). 

The reasons for the less positive evaluation of AI physicians may coincide with those 

discussed about the opposite dyad, the AI patient and the Russian-Israeli physician. Problems 

deriving from language barriers, use of different verbal communication styles, differences in 

time orientation, and the political-economical tensions between the two culture groups may. 

have caused similar confusions, disappointments, and dissatisfaction in the FSU immigrant 

patient-AI physician dyad. Remennick (1995) suggested that FSU immigrant patients' 

dissatisfaction may at times express real differences between Israeli and Russian physicians, 

but may also be based on nostalgic memories of the past. 

6.4.4 Language barriers 

II patients did not suffer from problems deriving from language barriers, as the spoken 

language in all the encounters was Hebrew. However, II patients treated by AI physicians 

reported less desire to be examined by physicians speaking their own language than those 

seen by Russian-Israeli physicians. This may be partly explained by a lower Hebrew 

proficiency among Russian-Israeli physicians, but may also be interpreted as a critique of 

Russian-Israeli physicians, consistent with II patients' overall less positive evaluation as 

described earlier. 

AI patients treated by both II and Russian-Israeli physicians suffered from language 

problems. As discussed earlier, AI patients reported lower Hebrew proficiency than II 

patients, and 11.5% ~f AI patients, particularly female patients, needed and used interpreting 

_ assistance during the medical encounter. 

FSU immigrant patients who visited both II and AI physicians reported suffering from 

language problems. The'y also preferred to be examined by physicians speaking their own 

-142-



language more than did either JI or AI patients. According to Remennick (1995), the main 

reason for FSU immigrant patients' choice of joining a particular health provider was 

accessibility of Russian-speaking physicians. 

FSU immigrant patients reported lower Hebrew proficiency than their JI and AI counterparts, 

and they were older. The interrelation of these two variables was confirmed by AI-Haj (2000), 

who found a correlation between the various categories of fluency in Hebrew and immigrants' 

age and year of immigration. Improved mastery of Hebrew was inversely correlated to 

younger age, more time in the country and higher income. Patients aged 55+ had a poorer self

reported command of Hebrew. According to Remennick (1995), elderly FSU immigrant 

patients emphasized that language barriers were their most serious problem in interacting with 

Israeli medical staff. The inability to express their needs and misunderstandings on the part of 

physicians were reported as reasons for cancelling or postponing medical visits. 

31 % of FSU immigrant patients needed and used translators during language non-concordant 

encounters. Like their AI counterparts, most also preferred family members as translators 

over medical staff or others. AI and FSU immigrant patients interviewed in-depth related 

language barriers to most other aspects of the encounter, including receiving less medical 

information, impaired understanding of physicians' explanations and instructions, fewer 

questions asked, reduced participation in OM, need for more time which was not made 

avai lable, lower evaluation of physicians' interpersonal communication and friendliness, and 

feelings of frustration and stress. Language-concordant physicians, usually their family 

physicians, were reported to meet patients' needs to a much greater extent and were 

considered to have become their "friends". These results are consistent with reports from the 

US concerning Spanish-speaking Hispanic-American patients for whom a language barrier 

existed (Seijo 1991, David 1998, Perez-Stable 1997,2000). 

All patients highly valued information given by the physician and understanding 

explanations. However, AI and FSU immigrant patients emphasized that language barrier was 

a major reason for limited inforrnation-giving, question asking, and understanding of medical 

information, which negatively influenced their evaluation of language non-concordant 

physicians' conduct. These findings are supported by research evidence that provision of 

information by doctors is positively related to patient satisfaction (Freemon 1971, Comstock 

1982, Roter 1989, Williams 1991 b). 

All patients interviewed in-depth, regardless of their culture, made similar reports concerning 

physicians' use of medical terminology that patients failed to understand. Most of the patients 

reporting such experiences felt uncomfortable asking for clarifications because they were 
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either embarrassed to let physicians know they failed to understand, or hesitant to take more 

of the physicians' time. Other patients felt angry, claiming physicians are obliged to clarify 

information, or anxious that physicians were hiding relevant but worrisome information. 

These reports match Berlin Ray's (1990) identification of physicians' behaviours that may 

lead to satisfaction or dissatisfaction. 

6.4.5 Time 

]I and FSU immigrant patients who use M-time were expected to separate task-oriented time 

from socio-emotional time in the medical encounter and hence to more easily accept the 

medical establishment's regulations and monitoring of time. AI patients as members of a 

collectivistic culture using P-time were expected to be less attuned to time as dictated by the 

medical establishment to determine relations, schedules and procedures, and to have more 

flexible attitudes toward time schedules. Due to their people orientation, they were expected to 

desire human relations with their physician and to integrate task needs with socio-emotional 

needs. 

Israeli physicians, regardless of their culture, are believed to adhere to the time characteristics 

of Western medicine. In the Western world, M-time is a widespread feature of almost all 

medical institutions, which adhere to rigid visiting hours and appointment times. Patients 

using P-time may see such rigid scheduling as inhuman and impersonal (Helman 2001, 

Purtilo 2002). The traditional authoritarian, doctor-centred approach allows the doctor to 

control the use of time during the encounter. This clinically-oriented, quick style of consulting 

is the opposite of the patient-centred approach, which is less structured, more time-consuming 

and more emotion-seeking (Tate 1983). 

]I patients who saw culture-incongruent physicians reported fewer problems of lack of time 

with AI physicians than with Russian-Israeli physicians. Similarly, AI patients who were 

treated by both ]I and AI physicians reported fewer problems of lack of time than those seen 

by Russian-Israeli physicians. These findings may suggest that]l and AI physicians complied 

with]l and AI patients' time needs more than their Russian-Israeli colleagues. The reasons 

for these findings, already considered in the discussion of the first hypothesis, are presented in 

brief. 

]I and AI physicians seemed to behave in accordance with current modernization trends in the 

Israeli medical system. They appeared to accommodate]l patients' desire for patient-centred, 

consumerist approaches by promoting individual goals and needs in a time frame acceptable 

to patients. Contrary to Russian-Israeli physicians, ]I and AI physicians may be more aware 
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of AI patients' attitudes toward time, including the use of P-time, the desire for more time to 

befriend the physician, and the use of an elaborate, indirect verbal style. JI and AI physicians, 

more than Russian-Israeli physicians, seemed able to meet the unique and different needs of 

JI and AI patients, and to devote suitable time to each group of patients. JI physicians, though 

members of an individualistic culture following M-time who adhere to schedules and 

regulations of Israeli Western medicine, seemed to meet AI patients' needs just as well as AI 

physicians, who are probably more familiar with AI patients' unique time orientation. 

Russian-Israeli physicians, on the other hand, may still adhere to a more authoritarian and 

paternalistic approach that leaves little room for free exchange of information and offers little 

choice to patients (Brod 1992, Remennick 1998). This approach may minimize interpersonal 

communication, shorten time offered to patients, and be especialIy problematic to AI patients. 

In addition, AI patients' elaborate, affective and indirect verbal style that may be more time 

consuming, may not have been welI understood by Russian-Israeli physicians. 

FSU immigrant patients were found to suffer from lack of time more than JI patients, with no 

significant differences found for physician culture. As discussed earlier, lack of time and 

language barriers were dominant complaints of FSU immigrant patients, and were found to 

negatively impact their evaluation of alI other examined aspects. 

Half of the patients interviewed in-depth complained of shortage of time. Most patients, 

regardless of their culture, felt that physicians usually are short of time. Patients seemed to 

understand the reasons for this, among them the patients waiting outside the examination 

rooms and the physician's workload. Pluchman (1978) reported similar patient complaints 

and explanations regarding shortage of time. 

Many patients shared the feeling that lack of time prevented them from receiving sufficient 

information. They reported they were denied the opportunity to ask all the questions they 

wanted, stating that physicians did not volunteer to answer additional questions and that 

patients limited the number of questions asked because they felt physicians were too busy. AI 

and FSU immigrant patients who suffered from language barriers reported that lack of time 

added another burden to their limited ability to make themselves understood and to 

understand instructions and ask questions. As discussed earlier, limited information-giving, 

question-asking and understanding of information negatively influenced patients' evaluation 

of co~unication with culture non-congruent physicians, and were found to be related to 

- patient dissatisfaction. These findings are supported by evidence linking patient satisfaction to 

longer visits. Visits during which the physician took the time to chat with the patient yielded a 

higher level of satisfaction than those with little or no chatting (Gross 1998). In longer 
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consultations, long-term comorbidity and psychosocial problems as well as the presenting 

complaint were more likely recognized and addressed, more health education was offered, 

and patients as well as doctors were more likely to be satisfied (Heaney 2002). 

JI patients interviewed in-depth connected shortage of time to receiving insufficient 

information, while AI and FSU immigrant patients were more concerned that lack of time 

prevented them from establishing friendly relations with physicians. AI and FSU immigrant 

patients repeatedly emphasized that language-concordant physicians gave more time for 

consultation. The extra time was believed to improve the atmosphere of the encounter, 

facilitate more communication overall and conversations about personal and emotional issues 

in particular. 

6.5 The third hypothesis 

The third hypothesis claimed that patients in culture-congruent physician-patient dyads are 

more likely to report that their needs, expectations and satisfaction were met than are patients 

in culture-incongruent dyads. 

Patients in culture-congruent groups reported increased information-seeking needs, more 

information-giving by physicians, and an increased willingness on the part of physicians for 

POM compared to patients in culture-incongruent groups. Patients in culture-incongruent 

groups expressed an increased need for POM when seen by culture-incongruent physicians. 

Research in this area supports this notion. Patients in the US with race-congruent physicians 

rated their provider as allowing a more participatory style of OM (Cooper-Patrick 1999). 

Patients in culture-congruent groups evaluated physicians' interpersonal communication more 

positively than patients in culture-incongruent groups, who also expressed more need for 

improvement in the medical encounter. Patients in the culture-congruent groups were also 

more satisfied with physicians' medical treatment and courtesy than were patients of culture

incongruent groups. Various studies support these findings. Research in psychology generally 

indicates that racial paring betw~en patients and therapists results in longer treatment duration 

and increased patient trust (Sue 1991, Rosenheck 1995). African-American, white, Hispanic, 

and Asian-American patients who had a choice in selecting their physician were more likely 

to choose a culture-congruent physician and to report greater satisfaction. African-American 

patients with culture-congruent physicians were more likely to rate their physicians as 

.- excellent as were those with culture-incongruent physicians, and to report receiving 

preventive and needed medical care. Whites gave white physicians an excellent rating in 
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listening to patient concerns more often than they so rated non-white physicians (Saha 1999, 

Laveist 2002). 

Patients' reported desires to befriend their physicians (especially AI and FSU immigrant 

patients) or to have a friendly physician (most patients interviewed in-depth) seem better met 

by culture-congruent physicians. AI and FSU immigrant patients interviewed in-depth 

emphasized improved personal relations with culture-congruent, language-concordant 

physicians. Similarly, mutual friendly relations between culture-congruent physician-patient 

dyads were reported by van Ryn (2000). 

Cultural-congruence/incongruence between providers and patients may affect patient ratings 

of their care in a number of ways: (1) Negati ve feelings about a physician from another 

culture group may affect evaluation of care regardless of actual treatment, as noted with 

respect to political and economical tensions among the three culture groups in Israel. (2) 

Members of all cultural groups may have prejudices about people from another culture and 

who speak with a different accent, as Cummings (1997) reported about the prejudices of 

whites and African-Americans toward Asian-Americans. In the health care system, both 

physicians and patients may be prejudiced, and these prejudices have a negative reciprocal 

effect on their relations. (3) Patients may be uncomfortable with culture-incongruent health 

providers and respond by not communicating welI or by withdrawing, thus negatively 

affecting interaction quality. (4) Patients who report having a health care provider from their 

own culture may have specifically sought a culture-congruent physician. Thus, when asked 

about the quality of the encounter, such patients may avoid cognitive dissonance about their 

efforts by giving a favourable evaluation. At the same time, however, poor care from a 

culture-congruent provider may more seriously violate expectations, and be more likely to 

produce a poor assessment of the physician (Malat 2001). 

Language-concordance played a meaningful role in predicting patients' evaluation and 

satisfaction. AI and FSU immigrant patients seen by culture-incongruent physicians reported 

more language problems than did patients in culture-congruent pairs. Language barriers were 

found to negatively affect alI patient evaluations. The literature supports the hypothesis that 

language-concordance affects health care provider ratings. Baker (1996) argued that 

communication between physicians and patients is difficult even when they have a common 

language, dialect, and culture. Communication can never be truly satisfactory when the only 

common linguistic currency between physician and patient consists of a few words or 

phrases. Language barriers were found to decrease patients' understanding of their disease 

processes and to negatively impact their compliance with treatment and follow up (Manson 
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1988, Seijo 1991, Woloshin 1995, Baker 1996, David 1998, Perez-Stable 1997,2000, Saha 

2000). 

No statistically significant differences were found between patients in culture-congruent 

dyads and those in culture-incongruent dyads regarding time, consulting with others, and time 

to get acquainted with the physician. The findings concerning patient evaluations of time 

when seen by physicians of the three culture groups were addressed in the discussion of the 

second hypothesis, and are summarized in brief. Patients interviewed in-depth, regardless of 

culture, complained of lack of time when seen by most physicians, claiming that all 

physicians are usually pressed in time. JI and AI patients evaluated the time frame of their 

visits more positively when seen by JI and AI physicians, which may suggest that these 

physicians complied with JI and AI patients' time needs better than did their Russian-Israeli 

colleagues. The desire for more time to get acquainted with physicians was found to be a 

unique wish of AI patients, who demonstrate collectivist behaviours, use high-context, 

elaborate verbal styles, and have P-time orientation. This wish seemed to be better understood 

by AI as well as JI physicians, and not understood by Russian-Israeli physicians. 

None of the differences among patients in culture-congruent and incongruent groups were 

gender dependent. That is, all reported differences were found among male and as well as 

female patients. Gender was hypothesized as a factor affecting patient preferences for a 

physician of the same or opposite gender. Female patients were expected to prefer female 

physicians, and male patients were expected to prefer male physicians, as reported in many 

studies (Hopkins 1967, Kelly 1980, Challacombe 1983, Fennema 1990, Bensing 1993, 

Schmittdiel 2000, Ahmad 2002). 

The results indicated that over 73% of all patients did not state a preference regarding 

physician gender. These results contradict studies showing increased patient satisfaction with 

female physicians (Linn 1984, Bertakis 1995, Bernzweig 1997). A possible explanation for 

these results has been suggested by Arguette (2000) and Howell (2002), who attributed lack 

of gender effects to the influence of communication style. Bertakis (1995) reported that 

patient satisfaction was greater for female than for male physicians, but this gender difference 

became insignificant when controlled for physicians' practice style. Arguette argued that the 

use of affiliative communication style (emphasis on development of a positive relationship 

with patients) rather than gender seems to promote positive patient evaluations. Patients may 

have positively recalled encounters with both male and female physicians based on 

physicians' communication style, thus reinforcing their lack of gender preference. 
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Almost all thirty patients interviewed in-depth thought that male and female physicians do not 

differ in their professional knowledge and skills. The main reason for preference was a 

reluctance to be examined physically by a physician of the opposite sex, especially among 

religious patients. For JI orthodox females and for AI female patients, this preference derives 

from the laws of modesty, which prohibit being alone with a member of the opposite sex 

(Silverstein 1995, Madhoc 1992). For female Muslim patients the following order of priorities 

is suggested: approach a female Muslim physician; if one is not available, a male Muslim 

doctor, and only if neither is available, a non-Muslim doctor. The latter option is legitimized 

under the principle of emergency (Rispler-Chaim 1993). 

JI and FSU immigrant patients, both males and females, expressed a preference for male 

physicians. These results were not expected, in light of research evidence suggesting that 

female physicians exhibit behaviours evaluated by male and female patients alike as more 

satisfactory than those of male physicians. These behaviours included more total 

communication, more partnership building, and more positive talk, especially directed at 

female patients (Linn 1984, Hall 1988, Lieberman 1989, Bertakis 1995, Derose 2001). A 

possible explanation may be the majority of male physicians in Israeli medical system. 

Although this trend is slowly changing, JI patients may still be accustomed to male 

physicians. Another possible explanation may relate to reports that patients with an overall 

male physician preference rated technical competence as more characteristic of male 

physicians (Fennema 1990). JI and FSU immigrant patients may emphasize technical 

competence over emotional responsiveness, thus stressing target-oriented needs in the 

medical encounter. No statistically significant preference was found for physician gender 

preference among AI patients, which may be explained by AI patients' overall trust and 

respect for physicians as discussed earlier. 

A high percent of JI and AI female patients felt more comfortable discussing emotional 

problems with female physicians. This finding parallels reports that female patients are more 

satisfied with emotional responsiveness and informational partnership provided by female 

physicians (Roter 1998), and that female patients prefer female physicians based on a feeling 

that female doctors are generally more sympathetic, particularly about psychological and 

gynaecological problems (Challacombe 1983, Watson 1999). Fennema (1990) reported that 

patients tended to describe humane behaviours as characteristic of female physicians, and that 

the group of patients with an overall preference for female physicians felt this association 

most strongly. Patients with an overall male physician preference rated technical competence 

as more characteristic of male physicians. 
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6.6 Multiple regressions 

Similar basic needs among all patients, regardless of culture, were found in the multiple 

regression correlations for patient age, education level and language barriers. 

6.6.1 Age 

Older age negatively affected patient desire to participate in OM, evaluation of phy~ician 

interpersonal communication style, and need for more time. Language problems and the 

preference to be examined by language-concordant physicians increased with age. 

The results concerning the reduced desire for POM among older patients are in congruence 

with research evidence. Cassileth (1980) reported that age was the only variable that 

consistently differentiated between patients who wanted information and active involvement 

in their own care, and those who preferred a minimum of information and involvement. 

Younger patients conformed to the well-informed participant approach of patient behaviour, 

while older patients preferred the older, non-participatory patient role. Age was the most 

important predictor of preferences regarding desire for information and attitudes regarding· 

keeping, sharing or giving away control to the physician, with older patients preferring less 

information and control (Oegner 1992, Kaplan 1995, Oeber 1996, Greenhow 1998). Older 

patients were less likely to believe in their rights to make decisions or challenge the 

physician's authority, and more likely to place the locus of authority with the doctor. Younger 

patients, although giving the physician more authority, were more likely to seek joint 

decisions (Beisecker 1988). Two explanations may account for older patients' negative 

attitudes toward involvement in medical OM. (1) Older patients come of age when physicians 

were traditional power figures, which may lead them to avoid questioning their decisions. (2) 

As persons age, they may want less responsibility for medical decisions, and tend to rely more 

on the expertise and responsibility of others. 

Results of multiple regressions showed that as patient education level rises, the desire for 

POM rises as well. JI patients ~ere more educated than AI patients, which may have added to 

their increased desire for POM, along with other reasons such as their individualistic, goal

oriented characteristics. AI patients were younger than the other two culture groups, which 

may suggest an increased desire for information and POM. Yet AI patients had other 

characteristics that seemed to override the impact of age: lower education level than the other 

two groups, membership in a collectivistic culture, and religious beliefs concerning fatalism 

and respect for physician'S role. All of these factors may account for a decreased desire for 

POM regardless of their age. FSU immigrant patients were more educated than either of the 
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other culture groups, but were older and accustomed to paternalistic Russian health care, 

which may account for their overall lower desire for PDM. 

Older patients' lower satisfaction with physicians' interpersonal communication found in the 

study is not consistent with a large body of research evidence suggesting that older patients 

tend to be more satisfied with health care than younger people. Several explanations have 

been suggested in the literature. The elderly may have lower expectations, make fewer 

demands, are more easily satisfied and more grateful, and are reluctant to articulate their 

dissatisfaction due to dependency on the medical staff (Hooper 1982, Gray 1983, Houts 1986, 

Blanchard 1990, Zahr 1991, Williams 1991a, Owens 1996, Greenhow 1998). 

One explanation for the study's results refers to physicians' attitudes and behaviours towards 

elderly patients, regardless of their culture. Ageism, or prejudice against the elderly, is 

manifested in the health care environment in a number of ways: older patients receive less 

attention or are denied services based on their age alone; physical and psychological problems 

are assumed normal for elderly and may not be addressed by professionals; older patients are 

often overmedicated and experience the effects of poorly coordinated care; and elderly 

patients are often met with a patronizing attitude (Purtilo 2002). 

Aging is accompanied by a high risk of chronic ailments, some which may have taken root at 

an earlier time in life. Chronic problems require a different type of medical care, and must be 

managed through cooperation of physician and patient, with family, on a long-term basis 

(Loustaunan 1997). Bereavement, financial insecurity, isolation, dependency, inadequate 

housing, lack of transportation, and other issues cause difficulties for the elderly (Waitzkin 

1994). Many older patients consult practitioners who feel the social context is not relevant to 

the medical task, or that their ability to grapple with contextual problems is limited. When 

such issues do arise, the structure of discourse tends to cut off and ultimately to marginalize 

the discussion, even though these concerns may create substantial day-to-day distress 

(Waitzkin 1993, 1994). All these factors may account for reduced satisfaction of the elderly, 

regardless of their culture. It may also be particularly true for older FSU immigrant patients, 

who suffer from more absorption difficulties due to increased language barrier, lower income, 

and poorer health status as compared to younger immigrants. 

Another explanation may refer to cultural differences in status attributed to the elderly. 

Respect for elders is usually much greater in traditional, rural societies, where the elders are 

the living repositories of history and ancient traditions; this is more typical of AI culture. 

Modem western industrial society, with its emphasis on youth, productivity, individualism, 

and autonomy, is often quite intolerant of old people (Helman 2001), and may be more typical 
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of JI society. AI older patients as members of a collectivistic culture may have been 

dissatisfied with the "straightforward" style of JI and Russian-Israeli physicians, interpreted 

as lack of courtesy and respect for the elderly. 

6.6.2 Education 

Multiple regressions showed that as patient educational level rises the desire for PDM rises as 

well, and evaluations of physicians' reported interpersonal communication are less positive. 

Research evidence supports these findings. Silverman (1987) argued that the power relations 

in the physician-patient relationship are only really challenged if the impetus for more control 

over the encounter comes from patient; higher social class or higher education level were 

identified as possible sources of resistance. PDM facilitation was associated with higher 

education level by Waitzkin (1996), Gotler (2000), and Adams (2001). These findings may 

describe the case of FSU immigrant patients, who were better educated than their 

counterparts. FSU immigrant patients felt their physicians were less willing to engage in 

PDM than did either JI or AI patients. The less positive evaluation of physician interpersonal 

communication is consistent with reports that lower levels of education were found to be . 

associated with greater satisfaction, while higher educational attainment was associated with 

dissatisfaction (Hall 1990a, 1990b, Andersson 1993, Schutz 1994). 

6.6.3 Language and time 

As patient age rises, reports of language problems increase. AI and FSU immigrant patients 

suffered from language barriers when visiting language non-concordant physicians. Mastery 

of Hebrew has been correlated to the age of FSU immigrant (Al-Haj 2000). Younger FSU 

immigrants reported better Hebrew proficiency in all categories of fluency: oral 

comprehension, conversational skills, reading, and writing. Older FSU immigrant patients 

with lesser Hebrew proficiency therefore suffered from more problems deriving from 

language barriers. Older AI patients may also have a poorer command of Hebrew and suffer 

from increased language barriers, as compared to younger AI patients who received more 

schooling. 

As patient age and education levels rise, the desire to be treated by physicians who speak the 

patient's own language increases as well. The preferences of JI patients cannot be attributed 

to language barriers,_ and may therefore hint at previously discussed tensions with the AI 

population, and with their overall lower satisfaction when examined by Russian-Israeli 

physicians. 
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The desire of older AI and FSU immigrant patients for language-concordant physicians 

corresponds with their reduced Hebrew proficiency and increased language barriers. Older AI 

patients may also feel more at ease with culture-congruent physicians, who may be more 

familiar with their unique culturally-based health beliefs, needs and behaviours and therefore 

treat them more respectfully. Similarly, older FSU immigrant patients who have more 

absorption problems than younger immigrants may wish to be seen by Russian-speaking 

physicians, who may empathize with their problems more than JI and AI physicians'. 

The preference of more educated AI patients for language-concordant physicians cannot be 

explained by their Hebrew proficiency, which is probably relatively good. It may be related to 

underlying political tensions among the three culture groups, which may also explain the 

preferences of JI patients and FSU immigrant patients. In addition, this preference may also 

reflect findings showing that a higher education level increases the problem of lack of time. 

AI patients reported receiving more time from JI and AI physicians than from Russian-Israeli 

physicians. This time issue may be more crucial to more educated AI as well as JI patients, 

who may want more information-giving from physicians and a better understanding of 

information and instructions, both of which may require extra time. 

The need for more time during the medical encounter was found to drop among older 

patients. Research evidence supports this result. Keeler (1982), Beisecker (1990), and Kaplan 

(1996) reported that more time with patients might be required to present and discuss 

treatment options and arrive at mutually acceptable treatment plans. However, older patients 

were found to take less time and to prefer less information, less control and less participation 

in DM (Degner 1992, Kaplan 1995, Deber 1996, Greenhow 1998). 

6.7 Limitations of study 

No study on such a wide topic can achieve universal coverage of the subject, and this study is 

no exception. The following limitations to the data and results should be noted. 

The three culture groups examined are comprised of sub-groups that were not addressed in 

this study. Jewish-Israeli physicians and patients include individuals from Ashkenazi and 

Sephardic origin, those who were born in Israel, and those who immigrated from a large 

number of Diaspora countries. Arab-Israeli physicians and patients comprise individuals 

practicing several religions, including Muslim, Christian, and Druze. FSU physicians and 

patients immigrated to Israel from the various states of the former Soviet Union, which are 

marked by culturally-based differences. For the purposes of the current study, it was assumed 
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that even a broad definition of the three culture groups would provide valuable information, 

especially in view of the limited research evidence from the Israeli health care system. 

The ethical considerations of the Helsinki Ethical Committee of the Bnai-Zion Medical 

Centre regarding respect for patient privacy and anonymity prevented the researcher from 

using additional evaluation tools, such as observing or videotaping the encounters. Therefore, 

the non-verbal communication and individual behaviour characteristics of physicians and 

patients, found in the literature to affect relations, could not be assessed. Due to the same 

ethical considerations, access was not permitted to patient medical records. Thus, the study 

did not include assessment of patient health status, shown by research evidence to influence 

patient needs, expectations and satisfaction. 

The study is limited by the absence of participating female Arab-Israeli physicians, and by the 

smaller number of Arab-Israeli and Russian-Israeli physicians compared to the number of 

Jewish-Israeli physicians. 

Data was collected in a single hospital in Haifa. Nevertheless, the patient cohort of the Bnai

Zion Medical Centre is comprised of the population of city of Haifa, as well as its suburbs 

and rural villages and kibbutzim of the northern part of Israel. It is therefore believed to 

represent the main characteristics of the Israeli patient cohort. 

6.8 Recommendations for further research 

Further research is recommended to explore and compare dimensions of cultural variability 

within the cultural sub-groups of the three culture groups that have been addressed in this 

study, and in the interactions between physicians and patients from all of these groups. 

Moreover, further research is recommended that will include the assessment of patient health 

status, and socio-economic status, which were unavailable for the current study. It is also 

recommended to further explore patients' attitudes, expectations, needs and satisfaction in 

other geographic regions of Israel, which may have a different population mix . 

.. The ethical considerations demanded by the Bnai Zion Medical Centre's Helsinki ethical 

committee with regard to respect for patient privacy and anonymity prevented the researcher 

from using additional evaluation tools, such as observations or videotaping of the encounters, 

which are recommended for future research. 

The current study did not refer to physician assessment of dealing with patients from the three 

culture groups. Further research may compare differences between the views and evaluations 

of physicians and those of patients. Such a comparison could improve physicians' self-
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assessment, and increase their awareness of the discrepancies between their own evaluation 

and reports by their patients. 

6.9 Recommendations for administrators and medical educators 

The practical implications of the study's results can impact a variety of public and 

organizational bodies, including administrators and decision-makers in governmental and 

health care organizations, medical school educators, and health care practitioners and staff 

members who treat patients from different cultures every day. 

Patient experiences are potentially shaped by the health care context as well as by interactions 

and prejudices from their daily life. Widespread changes in the nature of cultural and political 

beliefs embedded in the governmental system and the health care system, as manifested in the 

organization of life for AI minority patients and Jewish immigrant patients, are required to 

achieve real improvements in the experiences of these patients. These changes are expected to 

develop over a long period of time. In the meantime some more specific recommendations are 

suggested. 

The importance of culturally-congruent physicians in improving patient healthcare 

experiences has implications for enrolment in medical education. Potential culture-based 

affirmative action strategies should be encouraged in educating minority physicians, 

especially among the AI and Ethiopian immigrants' population. 

Despite the multitude of cultures in Israel, physicians seem to be inadequately trained to meet 

the complexities of providing care to culturally diverse patients. Better training of medical 

students and physicians could reduce cultural tension. The skills learned through intercultural 

training could help promote communication, negotiation and cooperation, improve clinical 

diagnosis and management, avoid cultural blind spots and unnecessary medical testing, and 

improve physician-patient understanding and relations. Medical school curricula and 

continuing medical education programs should be examined and improved to provide the 

training needed to practice medicine in Israel's multicultural, multilingual society. 

Communication is a skill often taken for granted. Yet, because it is overshadowed by the 

explosion of knowledge in diagnostic and therapeutic medical disciplines, the approach 

toward the patient is often regarded with little importance. Communication, however, remains 

a most important tool for the medical profession. New technologies cannot replace the need 

for a caring, compassionate and understanding physician. Medical school curricula and 

continuing medical education programs should provide the training needed to improve 

-155-



physicians' communication skills in order to enhance effective communication between 

physicians and patients. 

When interviewed for medical schools, student candidates should be singled out not only 

according to scholastic considerations, but also based on personality qualifications. 

Nowadays, interviews usually single out academic excellence and seem to ignore the need to 

find students who will become humane physicians, attuned to patient distress. 

Language barriers were found to impair effective communication and to cause frustrations, 

misunderstandings, and dissatisfaction. Including trained interpreters in medical facilities 

would create links between health services and minority and immigrant communities, help 

identify the problems affecting the health and health care of these population groups, and 

improve communication during encounters. 

Use of professional translation services (face-to-face and remote) by clinics and hospitals is 

recommended to overcome problems deriving from language barriers. Since providing such 

services is costly and cannot be afforded by all medical services, a potential solution is to 

train volunteers from minority and immigrant communities. Another option is to establish 

voluntary services by associations such as the Israel Translators Association. Where these 

services are unavailable, bilingual and bicultural staff members can be trained as linguistically 

and culturally competent translators. 

The ultra-technological era in health care emphasizing the use of new technologies and 

advanced testing techniques was found to impair relations between physicians and patients 

and create feelings of alienation. Along with providing patients with tests results, physicians 

must allocate time and attention for talking, listening, and building relations in order to avoid 

estrangement. 

The increased use of modern technology and testing and the use of computers in office visits 

take up much of physicians' time and attention during the encounter, and reduce face-to-face 

contact. Longer consultation times are required to combine technical necessities with personal 

attention and effective communication. 

Minority and immigrant patients expressed the need and desire for longer consultations with 

physicians, particularly due to language barriers and difficulties in understanding and making 

themselves understood. Even though physicians are highly pressured for time, clinics would 

do well to consider scheduling appointments for such patients at longer intervals. 

-\56-



Chapter 7 Concluding remarks 

Vast research evidence suggests that culture has a substantial impact on the success and 

outcomes of the medical encounter. The current study found support for this notion by 

examining physician-patient relations in three culturally diverse groups in Israel. Differences 

between patients' attitudes, needs, and behaviours were found in all examined aspects of the 

medical encounter, and among all the three groups, in the interaction of culture-congruent and 

culture-incongruent physician-patient dyads. 

It should, however, be noted that although of great importance, culture is but one variable that 

has been reported to affect relations. Other physician and patient characteristics, such as 

socio-economic status, age, education level, health status, and gender, have also been found to 

influence the attitudes and behaviours of both partners to the medical encounter. 

Issues of health and illness are surrounded by conflict and emotion. How the medical 

community understands these issues is interlinked with the socio-cultural settings in which 

they are experienced. Medical training engenders a set of beliefs and a system of knowledg~ 

that determine how physicians diagnose illness and respond to patients. This knowledge is 

based upon the scientific-biomedical method of accumulating "facts", with little room 

devoted to consideration of human communication. While patients look to medicine to 

provide help when they are ill, they also express frustration at the feeling of powerlessness 

and disappointment they sometimes experience in the medical encounter. 

The introduction of cultural concepts into the education of health care professionals aims to 

make health care providers more culturally competent. This implies that within the delivery of 

care, the health care provider attends to the total context of the patient, examining health care 

issues and perceptions from a broad cultural viewpoint. By understanding that the socio

cultural bases of health care, illness conditions and beliefs are subject to change and 

negotiation, physicians and patients may avoid taken-for-granted assumptions and 

stereotyping. 

Two aspects that deserve special attention are problems deriving from language barriers, and 

from time allocation. Language barriers present a critical threat to communication between 

language-noncorcordant health care providers and patients. Problems deriving from language 

barriers can bring communication to a halt, and lead to misunderstandings, frustration and 

conflict. Training interpreters to serve as "culture brokers"- who convey patients' responses, 

and help in assessing their reality, experience, and world view- may reduce the chances of 

misunderstanding and conflict between physicians and patients. 
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The management of time is of utmost importance for medical staff, who deal with many 

patients in a limited period of time. The situation often demands that physicians limit the 

extent of personal interaction in favour of professional obligations, which leads to patients 

being treated as "cases", despite the needs of many patients to be treated as an individual 

person. Allocation of more time to listening to patients' stories and concerns and to providing 

requested information, may serve to improve the atmosphere of the encounter, as well as 

enhance patients' understanding, satisfaction, and medical outcomes. 

The purpose of this study has been to raise Israeli physicians' awareness of the various 

dimensions and complexities involved in caring for people from diverse cultural backgrounds. 

The characteristics and differences that have been found and discussed cannot account for the 

richness of anyone culture or health belief system. However, they are believed to inform and 

sensitize health care professionals to the need to elicit the narratives of people within their 

cultural context, and to seek to uncover the voice of the individual patient. 

Every culture defines what health and illness are for its members. Nevertheless, one must bear 

in mind that variations may occur within subgroups as well as from one individual to another. 

Each patient is unique, and develops his or her own interpretations of cultural guidelines. A 

culturally informed, patient-centred encounter, in which an understanding of the patient's 

needs, attitudes and beliefs is sought and respected, may reduce cultural misunderstandings. 

Moreover, respect for the patient's culture must be accompanied by parallel respect for the 

particular patient's experience and needs; otherwise, cultural knowledge becomes a mere list 

of stereotypical beliefs and values. 

Listening to each patient, while recognizing the multiple cultural contexts involved- those of 

the patient, of the physician, and of medicine itself- is believed to enable health care providers 

to negotiate among potential differences, in order to reach mutually desired goals for care, 

and to accommodate the treatment that best serves the interests of the individual patient. 
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Appendices 

Appendix A: Personal Interview Guide 

Appendix AI: Personal Interview Guide in Hebrew 
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Appendix A2: Personal Interview Guide in English 

I would like to speak with you about your opinions and feelings concerning your medical 

encounters with the physicians treating you. Your opinion is very valuable to us, and will 

contribute to the research we are conducting concerning the relationship between physicians and 

patients. 

1. I ask you to think of an encounter with a physician that had special meaning for you, and tell 

me about it. Why was it meaningful? With what kind of feelings did you leave the encounter? 

Which aspects of the encounter were especially meaningful to you, and how did you feel about 

them during the encounter? 

2. Information-giving and information-seeking 

You came here because of a medical problem, but it is not the medical problem itself I want to 

ask you about. I want to know whether you received information concerning your medical 

condition. Who provided you with this information? Do you feel that the knowledge you 

possess about your medical problem is sufficient? 

If the patient received the information from the treating physician: 

• Did the physician initiate the explanations, or did you get the information as a result of 

your questions? 

• Did the physician provide sufficient information, or did you want to know more? 

• If you wanted to know more than the physician initiated, did you ask him/her? 

If yes: how did the physician accept your questions? 

If no: why did you not ask? 

• Did you feel that the physician sees the issue of information giving as part of his duty? 

What gave you this impression? 

• Do you understand what the physician told you? 

• Do you feel comfortable telling the physician when you do not understand? 

If the patient received information from other sources: 

• From which sources did you get the information? 

• Does the fact that you used other sources mean that you have not received enough 

information from your physician? 

• Would you like to search for more information? From which sources? 

• Have you told your physician that you are looking for more information? 

If not: why? 

If yes: how did the physician react? 
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3. Participatory decision-making 

Patients sometimes tell about physicians who let their patients participate in decisions about 

their medical treatment. How do you feel about this issue? Is this true about your relationship 

with your physician? 

How do you understand the term "to participate in the decision regarding your treatment"? 

Do you think that the physician should decide about your treatment? Do you ~ant the physician 

to make suggestions and consult you about your treatment? 

If the patient does not want to participate: Why do you think it is right for the physician to make 

decisions about your treatment? 

If the patient wants to participate: Why do you think it is right for the patient to participate in 

the decision about his/her treatment? 

Is the treatment you are receiving now a result of your physician's decision? How did you and 

the physician come to the decision? 

Did you consult someone else after the physician suggested your treatment? 

Who do you consult with regarding your medical decisions? 

4. Verbal communication 

Did you have any misunderstandings due to language problems in your medical encounters with 

physicians? What sort of problems? 

Did you feel that you would have liked to receive a translation during the encounter? 

Did you get a translation? By whom? Were you comfortable with the person who translated? 

Do you want your family member to translate? Would you want your child to translate? Are you 

uncomfortable talking about medical problems in the presence of your husband! wife/ child? 

5. Time 

Some patients complain that their physicians do not dedicate enough time to their encounters. 

How do you feel on this issue? 

If the patient reports lack of time: How did this affect your visit? 

What would you do in a visit with your physician, if he/she had more time? 
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6. Physician's interpersonal communication 

Some patients want to speak to their physician about their medical problems only, while others 

want to tell their physician about other issues, including personal issues. 

How do you feel? Do you think your physician should know more things about you, other than 

your medical problem? What sort of things? 

Do you feel that your physician wants to hear about personal issues that you want to tell him/her 

about? Did you tell? 

If not: why did you not tell? 

If yes: how did telling contribute to the encounter? 

Was the physician friendly? Did he tell any jokes? Do you want your physician to be friendly, 

to tell jokes? 

7. Gender 

Would you rather be examined by a male or female physician? Why? 

What is the difference, in your opinion, between an encounter with a male physician and an 

encounter with a female physician? 

Who do you feel more comfortable talking to, and about what issues? Is there a difference in 

what you would tell a male physician or a female physician? 

8. Summary of the Interview 

How do you imagine the ideal relations between yourself as a patient and your physician? 

What would you like to be different in your relations with your physician? 

Thank you very much. 
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Appendix B: In-depth interviews - Analysis 

1.1 Patient Recall of Past Medical Encounters 

When recalling encounters and relations with physicians, all thirty patients mentioned three 

categories: personal relations; information-giving and question-answering; and time dedicated 

by the physician. These categories were not suggested by the interviewer and emerged as the 

main features valued by patients when visiting their physicians. Although eight patients had no 

special memories of their medical encounters, eight spoke of positive feelings, and fifteen 

reported on visits that aroused negative feelings. 

1.1.1 Jewish-Israeli patients 

Among the ten Jewish-Israeli (JI) patients, two females did not recall any special medical 

encounter, two males and two females recalled positive encounters, and four males remembered 

negative visits. One female reported two encounters that left both positive and negative 

impressions. 

Positive Encounters 

Personal relations: All ten JI patients spoke of "pleasant and patient" physicians, and felt that 

this attitude contributed to "better communication" and to a feeling of "faith and trust in my 

physician". One patient compared the way physicians treat patients nowadays to physician

patient relations "in the sixties", when doctors looked down on him and were unfriendly. 

Presently physicians' attitudes have improved, and their personal relations are "courteous and 

caring". 

Information-giving and question-answering: All ten JI patients spoke of physicians who 

"gave me all the information / wanted to know", who "explain everything, including the risks 

and success rates", and who "give all the details and with a lot of patience". Patients reported 

that this approach made them "respect the physician who does his job well", and provided "a 

feeling of confidence and trust in this physician". These patients all remembered that the 

physicians answered their questions willingly, thus enabling them to respect the physician, 

giving them a positive feeling, and contributing to better communication. 

Time offered by the physician: Patients were very concerned with the issue of time spent with 

the physician. They spoke of "a physician who was not in a hurry", and who had given the 

patient all the time needed to understand the medical problem and to ask all his questions. A 

female patient reported a case where "/ had many problems, and the physician dedicated a lot 
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of time and attention, which was exceptional in comparison with other doctors, and made me 

feel confident with what he said". She also felt the time spent with this physician contributed to 

better communication and enabled her to participate in decisions about her treatment. 

Negative encounters 

Personal relations: Four male and one female JI patients mentioned physician,s who had left 

them with "a badfeeling", "with anger,frustration and stress". Some even changed 

physicians. Descriptions of their experience included: "the physician spoke in a cold voice, she 

was aggressive and harsh, which made me cry" and "the physician treated me as a medical 

specimen and not as a patient and a human being, and he did not address my suffering". 

Information-giving and question-answering: Both lack of information and physician's 

reluctance to answer questions were reported to give a bad and unpleasant feeling, and to breach 

patient trust in the physician "because he does not care about you ". Patients mentioned 

physicians who did not provide any specific information and did not go into details about 

medical problems. Patients reported that physicians refused to answer their questions, "did not 

react to my questions and chose to ignore them ", and "gave me the feeling that I am not 

supposed to ask any questions, as iJmy questions show disrespect to the doctor's authority". 

One patient said that "it is part of the doctor's profession and his duty to answer the patient's 

questions", and when his physician neglected to do so, he felt "stressed and hurt". 

Time dedicated by the physician: Three JI patients reported that their physicians were short of 

time and impatient. One patient said: " The physician spent so little time with me that he did not 

even examine me". These patients felt that lack of time prevented them from asking questions 

and from understanding their medical problems, and created a bad atmosphere. One was so 

frustrated and angry he asked to be transferred to a different physician. 

1.1.2 Arab-Israeli patients 

Two male and one female Arab-Israeli (AI) patients did not report any special encounters with 

their physicians. One male and two females remembered positive encounters, while four male 

and two female patients recalled encounters that left them with negative emotions. 

Positive encounters 

Personal relations: One male and two female AI patients remembered "a pleasant and patient 

physician" who "makes youfeel comfortable", and "speaking to him is like speaking to afriend 

or family member':. One female reported that her Arabic-speaking family physician "treats me 

with a personal touch, and I consult him about personal issues". 
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Information-giving and question-answering: One male and two female AI patients mentioned 

information-giving as a factor influencing their trust in the physician and improving their 

feelings about the encounter. They spoke of "a physician with great knowledge, who explained 

everything / wanted to know", "who volunteered a lot of information, which made us share a 

common language, and made mefeel that the doctor treated me like afriend". 

Time dedicated by the physician: One female spoke of her Arabic-speaking family physician, 

who always dedicates a lot of time to their encounters, so that she can speak about whatever she 

wants, including personal issues. She felt that Hebrew-speaking physicians tend to spend less 

time with her, even with a translator. Another female remembered an exceptional physician who 

took all the time needed until she fully understood everything, and she admired his patience and 

devotion. 

Negative encounters 

Personal relations: All AI patients who reported on negative memories addressed the issue of 

personal relations with great intensity and frustration. They used expressions such as: ."The 

doctor was very professional, but sufferedfrom lack of communication ", and "he was hard

hearted and inconsiderate with my needs and complaints". Two male patients felt their 

physicians "did not take any interest in me as a human being, belittled my needs and did not 

take me seriously". These patients felt angry, hurt, frustrated and disappointed. 

Information-giving and question-answering: Six AI patients reporting a lack of sufficient 

information and reluctance among physicians to answer their questions. This created mistrust, 

anger and a negative atmosphere. One female patient said: "/ did not understand my medical 

problem at all, and / did not feel that / could ask what / wanted to know, because the doctor was 

impatient and did not want to answer". 

Time dedicated by the physician: Two male and one female AI patients commented on 

shortage of time. One male patient said that all physicians suffer from lack of time, and that he 

had never met with a physician who had spent enough time with him. Another male patient 

remembered a physician who came late to the clinic. Once the patient came into the room, the 

physician was so impatient and short of time that he neglected to examine him, was not willing 

to answer his questions, and the patient got up and walked out of the room without any 

information or treatment. All patients said that lack of time creates a tense atmosphere, and 

prevents them from asking questions and fully understanding their medical problems. 
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1.1.3 Immigrant patients from the FSU 

Two male and one female FSU immigrant patients did not recall a special encounter. One 

female patient reported visits that had left her with positive memories, and five patients, one 

male and four females, remembered encounters that left negative feelings. 

Positive encounters 

One female patient compared the physicians in her home country to the Israeli physician she 

had met. She claimed that in Tadgikistan physicians were not as well equipped, but "they were 

warm-hearted, had a good heart and cared more about their patients". She reported that her 

treating physicians in Tadgikistan were friendly and kind, and open to long conversations. She 

remembered in particular one physician who gave her detailed information about her medical 

problems and suggested and explained different treatment options. When visiting this physician, 

she felt free to ask anything she wanted to know, and he always had the time and patience to 

answer. 

Negative encounters 

Personal relations: All five FSU immigrant patients who remembered negative encounters 

reported on physicians who "were not humane". One patient said, "The physician acted like a 

machine, not like a person, his relations were not humane, unlike the physicians in Russia, 

where every physician was like a psychologist too ". He said that in Russia his physician wanted 

to know about his concerns, his family members and relations in the family, and he felt that this 

physician really cared about his well being. In contrast, he felt that physicians in Israel are "not 

interested in the person who is sitting in/rant a/them and in his suffering". Another patient 

complained that the physician did not take her complaints' seriously and belittled her suffering 

and pain. These patients used the term "ben adam" or the equivalent Yiddish expression 

"mensch ", meaning a "human being", which in this context denotes being humane, having a 

devoted and caring attitude. All these patients felt hurt and insulted by such an unkind attitude, 

and reported that it lead to -a feeling of mistrust with their physicians. 

Information-giving and question-answering: All five patients felt they had not received 

sufficient information from their physicians. Three attributed this to language barriers with 

Israeli physicians. They said: "It is difficult to ask Israeli doctors many questions, because I 

cannot make myseljunderstood in Hebrew, and they do not understand what I want to know". 

One patient felt "the physician was not listening to me seriously, and he did not consider my 

questions as important". 
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Time dedicated by the physician: One male and three female FSU immigrant patients thought 

the physicians were short of time and did not spend enough time with them. They all spoke of 

their difficulties in speaking Hebrew with these physicians, and noted that more time with the 

physicians would have enabled them to ask more questions so they could better understand their 

medical problems. One female patient remembered a physician who asked her:" Why are you 

coming again? [spent enough time with you last time, and you are receiving all the medication 

which you need. [ have no time for you". This patient was very hurt, and asked to be transferred 

to a different physician. Other patients said:" Physicians have no time. They are trying, but they 

are too busy and they lack time". These patients felt they needed to spend more time with their 

physicians to better understand their medical problems and treatment. They also wanted to ask 

more questions, and to speak of their concerns and other personal issues, but did not have the 

time to do so. They reported that shortage of time had a negative effect on the atmosphere of the 

encounter. 

1.2 Information-Giving and Information-Seeking 

1.2.1 Who provided patients with medical information, and did they understand it? 

Of the thirty patients, eighteen received information concerning their medical problems directly 

from the treating physician, and twelve consulted their treating physician as well as seeking a 

second opinion. Although two patients felt they did not understand the information received, the 

other 28 patients reported they understood the information. 

Jewish-Israeli patients: Five males and three females received their information from their 

treating physician. The other two males consulted another physician as well. One female patient 

felt that "[ know next to nothing about my medical problem because the physician did not go 

into any details about the medical problem and the medic~l procedures". The other nine 

patients said they understood their physicians' explanations. 

Arab-Israeli patients: Four males and three females received information from their treating 

physician. Three patients, two males and one female, consulted both the treating physician and 

their Arabic-speaking family physician. One female patient reported she understood the 

information given by the physician, but as it was partial and insufficient, she felt she did not 

understand enough about her medical problem and treatment. 

Immigrant patients from the FSU: Two males and one female received medical information 

from their treating physician only. Seven patients, two males and five females, received their 

medical information from both their treating physician and their Russian-speaking family 

physician. One male and three female patients felt they were able to understand the information 
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because they also consulted their Russian-speaking family physician. One male patient said he 

was able to understand the information "in a supeificial way, because / am not a physician and 

/ do not understand specific details". 

1.2.2 Was the information sufficient? 

Nineteen patients reported they received sufficient information concerning their medical 

problem, while eleven claimed to have received insufficient information. Half the patients (15) 

expressed no desire for more information, while the other half wanted more information about 

their medical problem. 

Jewish-Israeli patients: Seven 11 patients, five males and two females, said the information 

they received from their physician was sufficient. Three patients, one male and two females, 

claimed the information was insufficient. Another five patients, four males and one female, did 

not want to seek more information, claiming they tmsted their physician and his medical 

knowledge. One expression was: "/ trust my doctor that he has the knowledge and he is 

excellent, and / do not need any other sources". Finally, five patients, two males and three 

females, wanted to receive more information regarding their medical problem. 

Arab-Israeli patients: Nine of the ten AI patients, six males and three females, reported on 

sufficient information concerning their medical problem, while one female patient said the 

information was insufficient. Seven AI patients, four males and three females, did not want to 

receive more information because they trusted their physicians to have all the necessary 

knowledge and information. Three patients, two males and one female, wanted more 

information. 

Immigrant patients from the FSU: Three FSU immigrant patients, one male and two females, 

reported they received sufficient information. Seven patients, three males and four females, 

were not satisfied with the amount of information they received concerning their medical 

problem. Three patients, one male and three females, did not want more information because 

they trusted their doctors' knowledge. Finally, the same seven patients, three males and four 

females, who claimed to have received insufficient information from their physician reported 

wanting additional information concerning their medical problem. 

1.2.3 Sources of additional information 

The patients who said they sought further information gained this information from a variety of 

sources. Twelve spoke with family members about their medical problem and shared the 

information they had received from their physicians. These patients did not expect to gain 
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further knowledge about their medical problem from their relatives, and considered it more as 

"a family conversation", a means of sharing and receiving support from family members. Three 

patients spoke with friends yet did not expect them to provide more information, and one FSU 

immigrant patient spoke to a friend with a similar medical problem. Five patients searched for 

further information in medical books, medical encyclopaedias and medical publications, while 

two patients spoke with patients with similar medical problems. Although seven patients tried to 

search for information on the Internet, they all claimed they could not find val~able information. 

Finally, two patients consulted other specialist physicians. 

Jewish-Israeli patients: Two male JI patients spoke to their family about the information they 

received from the physician. They reported they did not expect family members to add to their 

knowledge, but rather spoke to them because they wanted to inform their family of the problem, 

"[ tell my children what the doctor said, but [trust the doctor, because they are not doctors". 

One male patient who reported having sufficient information and did not want to search for 

more information also reported speaking with his children about his medical problem. 

One male patient spoke to his friends about his medical problem but did not expect them to 

provide more information. Two males and three females searched the Internet for medical 

information, while two said the amount of information found on the Internet is so extensive that 

it is difficult to decide what is applicable. One male and one female read medical books, a 

medical encyclopaedia, and medical publications concerning their medical problem. They read 

about innovations, new treatments and new medications. One male patient consulted another 

specialist for additional information, and one female patient consulted a physician friend. 

Arab-Israeli patients: Five male and one female AI patients who stated the information they 

received from their physicians was sufficient and said they were not looking for more 

information, reported telling their family members about their information. They all claimed 

they are not looking for further information from their relatives, "because they are not 

physicians and they do not know medicine", but rather that they want their family members to 

know about their medical problems so they can discuss these problems with them. One male 

and one female spoke about their medical problem with friends, but not in order to gain more 

information. They did not expect their friends to have medical information. One male patient 

consulted two friends who are both physicians. Another male patient spoke with other patients 

with similar medical problems, and one female patient searched the Internet, but could not find 

any useful information. 

Immigrant patients from the FSU: Two female and one male FSU immigrant patients spoke 

to family members about their medical problem, but did not expect them to provide additional 
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information. However, two female patients did receive information from friends who suffered 

from similar medical problems. Two females and one male stated they would like to gain more 

information, but do not know where to look for it. One female patient reported reading books on 

alternative medicine, and one male patient searched for information in a medical encyclopaedia. 

One male patient tried to search the Internet, and one male patient consulted friends who are 

physicians. 

1.2.4 Do patients tell their physician that they seek additional information? 

Fifteen patients expressed a desire to find information from additional sources. However, only 

ten patients expanded on this question, while the others were reluctant to answer. Five of these 

ten told their treating physicians about the information they received, while five did not reveal 

they had sought further information. 

Jewish-Israeli patients: Two JI patients, one male and one female, did not tell their treating 

physicians they were seeking additional information because they did not want to insult 

him/her. Three patients, two male and one female, did tell their physician they were getting 

more information. Their feelings were that "my physician was glad to hear about innovations [ 

have read about, and she was happy that [ am interested and that [ want to learn more about my 

medical problem and treatment". Two other patients said they told their physicians what they 

learned from other sources, and asked their physicians questions about the new information. 

Their physicians accepted these questions willingly. 

Arab-Israeli patients: One AI female patient said she did not tell her physician about further 

information she had received because she felt uncomfortable telling him and thus causing him 

to think his authority had been breached. She also did not spend enough time with the physician 

to be able to tell him her concerns. One male patient told his physician about his readings in 

alternative medicine and said that "the physician laughed and was not offended". 

Immigrant patients from the FSU: Among FSU immigrant patients, one male and one female 

reported that they do not tell their physician about seeking further information, because "[ am 

shy and [feel uncomfortable about telling", and because "[ don't want him to think that [ 

criticize his knowledge". One male patient who read a medical encyclopaedia in Russian told 

his physician about the information and asked questions about it. 

1.2.5 Questions asked by the patient 

Twenty-seven patients reported asking their treating physicians questions during the encounter. 
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Jewish-Israeli patients: All ten 11 patients, four males and six females, reported asking their 

physicians questions concerning their medical problem and treatment. Five males and one 

female said they asked about everything they wanted to know. One male and two females felt 

comfortable asking questions "because as a patient I need to get a lot of information" and 

"because it is always good to know more and I want to understancf'. One patient said he 

generally prepares a list of questions at home in order not to forget to ask the physician 
, 

everything he wants to know. A female patient explained that "it is the duty of the physician to 

explain and to answer, and it is my right to ask questions. It is my health and I want to know". 

One female patient reported that she does not ask a lot of questions because she feels physicians 

are too busy. Another female patient said that she asks questions but feels as if she is doing 

something that is not right "as if the physician is thinking- I have many more patients to see, 

what do you think, that you are alone here?" Another male patient said that physicians are 

mostly very busy and therefore cannot answer many questions. That is why he generally does 

not ask all the questions he would like to ask, and it embarrasses him to ask many questions. 

Arab-Israeli patients: One AI female patient reported that she felt she could not ask whatever 

she wanted because the physician looked down on her and was too impatient. This made her 

feel uncomfortable and angry. She said it was the physician's duty to explain and answer 

questions, but that in the past when she did ask her physician, he was reluctant to answer. The 

other nine patients, six males and three females, reported asking their treating physicians 

questions. Seven patients, five males and two females, said they are not shy about asking 

questions, and that they all received answers. One of the expressions used was: To ask questions 

and to find out things before taking an important step is the patient's right". 

Three males and one female said they only asked a few questions, because "the information 

given was sufficient and there was no needfor more information". One male patient said he 

only asks questions about "what I think is really important, because physicians do not have the 

time to listen to endless questions, and one should not disturb them because they are very 

busy". One female patient who did not speak Hebrew weJ1 asked most of her questions when 

she visited her Arabic-speaking family physician. "When my physician does not speak Arabic, it 

is difficult to ask, even with a translator present, it is not the same as with my physician". She 

added that her bilingual relatives are the ones who ask her 11 treating physician most of the 

questions. 

Immigrant patients from the FSU: Among FSU immigrant patients, one male and one female 

did not ask their treating physician questions because "it never occurred to me to ask and the 

physician is the authority". The female said she is shy, and she does not like to ask questions, 
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but her husband mostly asks the physician questions. Whenever her husband was present in the 

meeting with the physician she also asked the physician some questions. The other eight FSU 

immigrant patients stated they asked questions during their encounters. 

Five patients, two males and three females, only asked their treating physician a few selected 

questions. The expressions they used were, "It is not so pleasant to ask ", "I do not understand 

much about medicine so I only ask little" and "I only ask when I feel I don't understand and 

when it is important to know something". Two female patients hardly asked any questions 

because they found it difficult to explain themselves in Hebrew. "When I see a Russian 

speaking physician I ask more". One male and one female felt that physicians are short of time, 

and therefore they only ask questions when they feel the physician has time to answer. Only one 

male patient stated he was able to ask about everything he wanted to know. 

1.2.6 Physicians' attitude toward patients' questions 

Of the thirty patients, only four female patients felt their physicians did not accept their 

questions willingly. The other 26 patients reported that their physicians answered their questions 

willingly. 

Jewish-Israeli patients: Two female 11 patients thought their physicians were reluctant to 

answer questions, and therefore they felt they lacked sufficient information. Another patient 

said: "I am not sure that the physician understands that it is his duty to give the patient 

information and to answer questions". The remaining eight 11 patients, six males and two 

females, felt their physicians considered question-answering part of their duty. Their 

expressions were: The physician accepted my questions willingly, he answered with patience, in 

a friendly and detailed manner", and "the physician was attentive to my questions, and 

answered patiently, in a sincere and truthful manner". 

Arab-Israeli patients: One female AI patient reported feeling uncomfortable about asking her 

physician questions "because of his attitude, because when I do ask the questions, I feel he does 

not want to answer". She disagreed and stated: "I think it is the physician's duty to his patients 

to answer and explain everything". The other nine Arab-Israeli patients, six males and three 

females, felt their physicians accepted all their questions willingly. Their expressions were: "I 

always feel my physician takes the time to answer my questions" and "my physician answers all 

my questions cordially, in detail and patiently". 

Immigrant patients from the FSU: One female patient was not satisfied with her physician's 

attitude when she asked questions. She said: "I feel he does not take the time, he does not want 

to spend more tim~ with me in order to answer my questions". Three males and five females felt 
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their physicians answered questions willingly and in a friendly way. "Sometimes I am stressed 

and I ask questions nervously, and still the physician always answers nicely" and "the 

physician answered all my questions cordially and gave me detailed information ". 

1.3 Participatory Decision-Making (PDM) 

1.3.1 Who should decide about patient treatment? 

Nineteen patients felt the decision concerning their treatment should be left to their physician. 

Four patients, however, felt they themselves would want to make that decision after hearing the 

physicians' recommendations. The remaining seven patients wanted to share the decision with 

their physicians and to be part of the decision-making (DM) process. 

Jewish-Israeli patients: Four male and one female 11 patients thought the physician should be 

the one to decide about their treatment. They said: "The physician has the knowledge and the 

authority, and one should leave the decisions in his hands. What the doctor thinks is the right 

thing to do; this is what should be done". Another patient said: "He studied medicine, and I am 

not experienced and know nothing about it. Only he understands and knows every medication. 

He will know where it will go to in my body, and I accept his opinion and advice in everything". 

Another expression was: "This is what they are learning for, and I know nothing about it. It is 

not myfield". 

Two male and three female 11 patients believed the physician and the patient should be partners 

in making treatment decisions. They felt the physician has the information and knowledge, yet 

they want to share the decision with him "because it is my body and my life, and I have to be 

part of the decision, which affects whatever is happening with me". Another patient said: "The 

doctor has to share the options with the patient, and explain his reasoning for the recommended 

choice. Then the patient feels that he was part of the decision and that he can share the decision 

with the physician". A male patient said: "It is my body, it is my decision, but I can only make it 

in collaboration with the physician's advice and together with him". He added: "It is my body, 

and I know best what is happening to me and how I feel, therefore my opinion should be taken 

into consideration. I want to be a partner in the decision concerning what is happening to me". 

Arab-Israeli patients: Three male and three female AI patients wanted to leave treatment 

decisions to the physician. They said: "The physician is the one who knows, he understands 

because he studied". "He has the knowledge, he studied, he has the authority to decide". Four 

male patients said they trusted the physicians to take the right decisions, and one of them said: 

"I make the doctor responsible for my health, I do not want to be part of the decision of my 

treatment" . 
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One male and one female AI patient thought the patient should decide about his or her 

treatment. The male said: "The physician has the medical know-how, but this is my life, my body 

and th~refore the final decision is in my hands and not in the physician's". He added: "[ 

examine the alternatives which the physician offers, and [ decide which [ prefer. [ tell the 

physician what my preference is, and [ expect the physician to accept my decision". The female 

said: "The physician should give the patient all the information and options, and recommend to 

the patient what he thinks should be done. But the decision is mine. [ need to d~cide what is 

good for me, and which treatment is right for my body". 

Two male patients felt they should participate in the decision and decide "together with the 

physician ". One patient said: "The physician directs me to the right thing to do, [ need to decide 

with him, and he has to help me decide what is right for me". The other patient reported: "[ 

want to know everything from the physician, and then [feel that [ can trust him, and that he is a 

good physician. [ share my opinion with him, and then [feel that [ can do what we both think is 

the best thing to do". 

Immigrant patients from the FSU: Three male and five female FSU immigrant patients 

believed that the decision about their treatment should be left to the physician. They said: "[ do 

not know enough about medicine to be involved in the decision ", and "this is his profession, 

and he has the knowledge". They all said they trusted their physician to make the right 

decisions, and one patient added: "[t is easier when the physician takes the responsibility". One 

male patient said that the "ideal case" would be for the patient and the physician to take 

decisions together, "as partners, but in reality this is impossible. [ do not know enough about 

medicine, and [cannot make decisions". 

Among the FSU immigrant patients, one male and one female said they should be the ones to 

decide about their treatment. The male patient said: "The physician explained the options, and 

the results of each option. [ want to consult the physician and to understand what he thinks, and 

his opinion is very important, but [ have to decide. [ don't want to cast the responsibility on the 

physician. [need to take the decision about my health". The female patient thought that "the 

physician should explain exactly what the problem is, and what should be done, and according 

to this information, [ should decide to do what [ want and what [feel is right. Physicians do not 

force me to do something. The physician explains it and tells me, we shall do whatever you want 

and in any way that you want". 
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1.3.2 Who made the decision regarding patient treatment? 

Nineteen out of thirty patients wanted the physicians to make decisions about their treatment. 

Four patients wanted to take responsibility for the decisions themselves, while seven wanted to 

take an active role in the OM procedure regarding their medical treatment. 

Jewish-Israeli patients: Four males and one female reported it was the physic,ian who decided 

on their medical treatment. All five said that their physicians had not offered mutuality in the 

OM process, and that they had not expressed any desire for such mutuality. They felt they did 

not have the medical knowledge, and said: "It is his profession, and not mine, and therefore he 

should decide. I trust him and his know-how". One patient said: "This is not my field. I would 

not want anybody in my work to inteifere with what I know more about". They all agreed that 

they trust their physicians, and "respect him and his expertise". 

Two males and three females reported sharing the decisions with their physicians. Their 

physicians suggested POM, and they all agreed this was the right thing to do. One female 

patient said: "I hear what the physician says, and I tell him what I feel, and although his 

opinion is more important, I want him to consider mine. I feel that we decided together on what 

is best for me". Another patient said: "It is important for me to participate in understanding the 

information, and in making the decisions, because it is my life and my body. I want to be part of 

the decisions that concern me. I got the feeling that I share the procedure, that my feelings 

count, and this is more pleasant than when the physician decides by himself'· 

Arab-Israeli patients: Three male and three female AI patients reported that their physicians 

made the decisions about their treatment. They all thought they wanted the physicians to decide, 

and they did not want to be involved in the decisions because they lack the medical know how. 

These six AI patients reported that their physicians had not suggested POM, and that they had 

no desire to request it. Their arguments were: "The physician made the decision, and if he 

would have asked me, I would have let him decide, because of his knowledge ", and "the 

decision is in the hands of the physician who knows best what the right treatment is ". One 

female patient said: "The physician decides what treatment to give, and God decides what will 

happen to the person ". 

One male and one female said they made their own decisions and their physician complied with 

their choices. The male informed his physician about his preferences after the physician had 

suggested mutual OM. He heard all the options, decided which he preferred, and the physician 

accepted his choice. He considered this procedure his choice, because he did not choose the 

physician's first choice, and he was satisfied that the physician did not oppose his decision. The 
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female patient reported that the medical decision should be hers, and that "[ should know what 

is goodfor me". Her physician suggested an operation, and she did not want to undergo surgery. 

She wanted "to decide about the treatment for my body", and she refused surgery. She 

complained that the physician gave her the feeling she had shown disrespect for his authority, 

and that this made her nervous. She felt it was her right to decide what was best for her. 

Two male patients whose physicians had suggested mutual DM felt they shared in the procedure 

with their physicians. They both felt that the physicians have authority and knowledge, that they 

had confidence in them, but that the physician should not decide alone. "He should not make 

the decision for me. [want him to share his considerations with me. [feel that he guides me to 

the right decision, and then [feel safe that it is the right thing to do. [ ask him, if you were in my 

place, what would you do? And his answer directs me as to whether to accept his opinion". 

Immigrant patients from the FSU: All eight FSU immigrant patients, three males and five 

females, who thought the physician should make the medical decision stated that they, indeed, 

left these decisions to their physician. A female patient said: "[ did not wish to be part of the 

decisions. [ wanted the physician to explain what he intended to do, which he did, yet he should 

be the one to decide". Two male patients said that "the treatment is the decision of the 

physician, and this is right. This is how it should be" and, "[ have no medical knowledge, [ . 

cannot decide. Therefore [ have to believe in my physician and let him decide". 

The physicians of two FSU immigrant patients, one male and one female, offered to share 

treatment decisions with them, yet both reported that that in their opinion the patients should 

decide for themselves. The male patient said: "[ need to understand what the physician thinks 

and [ need to decide what [feel concerning my health. [ do not want to cast the responsibility on 

my physician. [ have to take this responsibility over my health". The female patient said: "The 

decision has to be according to what the physician explains and to what [feel, and then [ have 

to decide. And this is how it was" . 

1.3.3 Who is consulted regarding treatment? 

Fourteen of the thirty patients did not consult other sources after meeting with their physician, 

while sixteen did consult several other sources. 

Jewish-Israeli patients: Three male and one female JI patients did not consult other sources 

after having visited their physician. They did not feel they needed more advice and were 

satisfied with the physician's decisions. Two males told their family members and friends about 

the physician's recommendations, but felt this was not a consultation, but rather a sharing of 

their problems with family and friends. Since they did not think their relatives and friends 
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possessed the medical knowledge to advise them, they considered these to be personal 

conversations. 

Three male and three female JI patients claimed they consulted additional sources. Two males 

and one female consulted family members, including parents, spouses and children. Two males 

and one female met with friends or relatives who are physicians to consult with them. One male 

and one female read medical books and publications about their medical problems and about 

treatment, and two females searched the Internet. One female patient consulted her family 

physician about the treating physician's recommendation, three patients mentioned 

consultations with a rabbi, and one patient said she did not really think the rabbi was 

knowledgeable in medical problems but that her mother had insisted. Another patient said that 

his wife consulted a rabbi to get his advice and his prayers for the success of his operation. The 

third patient was still considering whether he should meet with the rabbi. He said: "Many 

people go to the rabbi like to a psychologist, for spiritual support". 

Arab-Israeli patients: Four male and two female AI patients did not feel the need to consult 

other sources after visiting their physician. Five males and three females told their family 

members about the consultation and the physician's recommendations. They all said their 

family members did not interfere in the physician's considerations. None of these AI patients 

consulted a sheikh or a priest. They said: "The priest is in the religion and the physician in the 

medicine", and, "You see the priest for your soul, for prayers. God decides what will be and the 

priest does not know about medicine". Another patient said: "You go to the sheikh to pray for 

the success of an operation, but not for medical decisions". 

Two male and two female AI patients consulted additional sources after seeing their physician. 

One male and one female visited their Arabic-speaking family physician. Two male patients 

consulted a friend and a brother who are physicians. Two male and one female discussed the 

physicians' recommendations with family members. One female patient consulted her friends, 

and one male patient consulted some alternative medicine publications. 

Immigrant patients from the FSU: Two male and one female FSU immigrant patients did not 

consult other sources. They said they trusted the physician's decisions and they would not know 

with whom else they could consult. Two males and five females felt the need to consult other 

sources. These patients turned to their Russian-speaking family physicians for consultations. 

One female consulted another patient who suffered from a similar medical problem. One male 

met friends who are physicians. Two males and four females consulted family members and 

relatives about the physicians' recommendations. One male and one female consulted their 

friends. One female patient saw a rabbi, "because it is important to get hope", and three male 
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patients said they knew people who tum to a rabbi but they themselves did not go because "it is 

not his profession. A cleric is not a physician". 

1.4 Verbal communication 

1.4.1 Did patients have language difficulties during meetings with their physician? 

Nine of the thirty patients suffered from language difficulties, while twenty-o~e did not. 

Jewish-Israeli patients: Five male and four female JI patients reported having no problems 

when meeting with Arab-Israeli and with FSU immigrant physicians. One male patient reported 

having language difficulties with young FSU immigrant physicians. He said: "I don't mind 

being examined by them, but the communication with them is difficult. The language difficulties 

project onto their humane attitude, and did not help to create a positive interaction with them". 

He did not think the language barrier influenced the medical care, but emphasized that it 

affected the atmosphere. This patient also complained about physicians speaking Russian 

among themselves in his presence when discussing his medical problems. "I want to know what 

they are saying about me, and when I don't understand their Language, / get anxious". 

Arab-Israeli patients: Among the AI patients, seven males and one female had no problems 

communicating with their physicians, including their Hebrew-speaking physicians. A male 

patient said: "[ have a good knowledge of the Hebrew language, and I understand everything. 

With my family physician / speak Arabic, but here I speak Hebrew and it creates no problems". 

Three female patients reported having had language difficulties with Hebrew-speaking 

physicians. They all relied on accompanying relatives, who translated for them during the visits. 

One male AI patient commented on Russian-speaking physicians who have the habit of 

speaking Russian in his presence. "It makes mefeel they are ignoring me, and it bothers me that 

I don't understand what they are saying about me". Five males and three females mentioned 

their Arabic-speaking family physicians. One female patient said: "It is easier to see an Arabic

speaking physician, because / can make myself better understood". Another female patient said: 

"/ hardLy speak Hebrew, so / try to go to physicians who speak Arabic". 

Immigrant patients from the FSU: One male and two female FSU immigrant patients reported 

having language difficulties shortly after their immigration to Israel. "When I just arrived in the 

country, it was very difficult to visit an Israeli physician, because I did not understand the 

Language or what I was told". These patients no longer felt they have any language problems. 

Two males and two females did not have language difficulties because their physicians were 

Russian-speaking. They reported having difficulties understanding Hebrew-speaking 
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physicians, and they tried to speak English or Yiddish with the physicians or to ask for 

interpretation. 

Three male and four female FSU immigrant patients reported having language difficulties when 

meeting with Hebrew-speaking physicians. A female patient said: "I don't understand what the 

physician says, and I don't get enough information about my problem and about my treatment. 

It makes me feel stressed". Another female patient said: "I didn't understand what he said, and 

I couldn't explain what I wanted to tell him". A male patient felt that with a Hebrew speaking 

physician "I can't speak of all the details and nuances which I can tell a Russian speaking 

physician". All these patients preferred meeting with Russian-speaking physicians, enabling 

them to better understand medical information and ask more questions. 

1.4.2 Translation during the medical encounter: Who translated? 

Translators assisted eleven AI and FSU immigrant patients. 

Arab-Israeli patients: Three female AI patients felt the need for translation. They all said they 

did not speak Hebrew well, and had difficulties in understanding what their Hebrew-speaking 

physicians said. One patient said: "When I meet with an Israeli physician who does not speak 

Arabic, my husband translates for me, and sometimes a nurse or an Arabic-speaking physician 

joins the Israeli physician". Another patient reported that a family member always escorts her 

to encounters with physicians who do not speak Arabic. One male patient did not have any 

problems understanding Jewish-Israeli physicians, but did have difficulties with FSU immigrant 

physicians who did not speak Hebrew well. He reported that a nurse translated during the 

encounters. 

Immigrant patients from the FSU: One male and two female patients did not use interpreters. 

The male patient did not feel it was necessary, while the two female patients were unable to find 

anybody who could translate. One of them was not sure if she wanted assistance, "because the 

translation cuts off the direct connection between the physician and me". Three male and four 

female patients had help in translation from various sources, including Russian-speaking 

medical staff, nurses, physicians and medical secretaries, as well as family members such as 

husbands, wives and children. Such family member-translators accompanied two males and four 

females. One male patient came with a friend, and a female patient asked another patient to 

assist her. 
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1.4.3 Patient preferences regarding interpreters 

Eleven patients had no preferences as to who translated for them, but some were shy in front of 

their family members. One patient did not want her son to translate for her. 

Arab-Israeli patients: Two male and two female AI patients did not mind who the interpreter 

was. A female patient said: "It does not bother me who translates, medical staff, my family. A 
( 

family member is even better. For the secrets of the body it is better to have the translation by 

someone from the family and not by a stranger". She did not mind if her children translated, 

"because children nowadays know everything anyhow". All these patients did not mind if their 

family members translated for them and were not embarrassed by the presence and translation 

of their children. A female patient emphasized: "I don't care who translates, my husband, a 

nurse, because I want to understand". 

Immigrant patients from the FSU: Three male and three female patients did not mind who the 

translator was, because "the important thing is to understand the physician". A female patient 

said: "I ask everybody for assistance, a nurse, a Russian physician, my daughters, because lack 

of information is a fundamental problem". Another female patient felt: "It is important tofind 

someone to translate, no matter whom, because it is not good to not understand". This patient 

did not mind if her daughter translated. "I don't feel shy, because my daughter is like my 

friend". A male patient thought it was best when his wife or son translated, "because they are 

aware of my problems, as I tell them about it anyhow, and I consult them". 

Two female patients did not feel comfortable asking their sons to translate. One patient did not 

mind the nurse or her husband as translators, but "I don't want my son to translate. Not because 

I am ashamed that he would know of my medical problems, because we have a very close 

relationship. I don't want to burden the child, because things are already difficult enough, and 

he is still a child". The other patient said: "It is not pleasantfor my son to translate intimate 

matters. It is better if someone from the medical staff, or a grown up relative, or a friend 

translates" . 

1.4.4 Physicians' use of medical terminology 

Twenty-one of the thirty patients reported that their physicians used medical terminology which 

they failed to understand. The other seven patients did not have this experience. 

Jewish-Israeli patients: Two II patients, male and female, did not meet with physicians who 

used incomprehensible medical terminology. Five male and three female patients, however, 

sometimes had this experience. Three males and two females restrained themselves from asking 
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for clarifications. A male patient said: "Some physicians let Latin medical terms slip into the 

conversation, which I don't understand. Sometimes I catch a word and ask, but mostly I am 

embarrassed, and I also feel there is not enough time for the physician to explain every word". 

Another male patient reported that he sometimes asks for clarification, "but mostly I don't, 

because it is not so important. What is important is that the physician knows exactly what 

should be done". A male patient thought that physicians have their own language and 

terminology, which serves their medical purposes. "The medical language is part of the 

physician's profession, and it is not the patient's business. How will they explain medical terms 

to me, which I know nothing about?" 

A female patient said that the use of medical terminology annoyed her. "I don't mind them 

speaking like this, but let them explain, because it is me they are talking about". She did not feel 

free to ask, because "they don't treat me nicely when they answer". Two male patients reported 

that they rarely came across physicians who used obscure medical terminology. When they did, 

the physicians willingly explained the meaning and were patient and friendly. 

Arab-Israeli patients: Two AI patients, male and female, did not see physicians who used 

medical terminology. Five males and three females had encounters with physicians who used 

medical terminology that they failed to comprehend. Two patients were dissatisfied with 

physicians' use of medical terminology. A female patient reported: "I have to ask a lot of 

questions because he uses Latin words, and I really understand my medical problem. When 

more than one physician is present, they use a lot of Latin words and unclear terms, and it 

seems like a certain haughtiness on their part". A male patient said: "Physicians who use 

medical terminology are a problem. It aggravates and annoys me. They speak among 

themselves in unclear terms in my presence, and mostly they are reluctant to answer when I ask. 

I think it is my right to know everything about my problem, and it is their obligation to clarify 

unclear terminology". A male patient thought that physicians regularly use unclear medical 

terminology, and reported that he asks for and receives explanations for every one of these 

words. "I must get an exact explanation for every word, otherwise I cannot create a common 

language with my physician". 

Two male patients did not mind their physicians' use of medical terminology. They thought that 

understanding the conversation in general was important, and asking about a word or two would 

interrupt the flow of conversation. One patient said: "I don't ask all the time, only if it is very 

important, because not every word counts. It is important to understand what it is all about, and 

physicians are too busy to answer on every word". 

-210-



Immigrant patients from the FSU: One male and two female FSU immigrants reported that 

their physicians did not use medical expressions they did not understand. Four patients met with 

physicians who used incomprehensible medical terms. Two male and two female patients did 

not feel comfortable asking the meaning of medical terminology. A female patient said that her 

physician sometimes uses words she does not understand, and she feels uncomfortable asking. 

"I am embarrassed that the physician will know I don't understand what he says". A male 

patient said: "Sometimes the physician uses Latin terms, and usually I don't ask what it means. I 

am a little shy, and I don't want to bother and ask too much, I just ask what seems really 

important". A male patient noticed that physicians sometimes use Latin words which he failed 

to understand and he then asks for further explanations. A female patient reported: "I hardly 

ever feZt the words were unclear, and I don't mind asking for clarifications". 

1.5 Time as a factor in the medical encounter 

Fifteen of the thirty patients felt the time spent with their physicians was adequate, while fifteen 

felt the time was inadequate. Lack of time was reported to have a negative effect on the visit's 

atmosphere, and on the amount of information received and questions asked by the patients. 

Jewish-Israeli patients: Three male and two female JI patients felt that the encounter's 

duration was suitable for their needs and that they did need more time. On the other hand, three 

males and two females reported feeling the physicians had not spent enough time with them. 

The patients who felt that the encounters were too short reported this lack of time influenced 

information-seeking and giving as well as their feelings concerning the visit. 

Information-seeking and giving: All the JI patients who complained about lack of time 

thought they did not receive all the information they wanted. One expression was: "If there had 

been more time, I would have asked for more information from the physician, because I feel I 

need more information". Another patient said: "If we had had more time, the physician would 

have explained the problem in more detail way, and what it means from my point of view. This 

could have eased my feelings of uncertainty". Another patient said: "I do understand that 

physicians suffer from shortage of time, and that patients must settle for practical answers, but I 

feel I needed more time to receive more information". Information-seeking by patients was 

strongly correlated with question-asking. Three males and one female thought that limited time 

prevented them from asking all the questions they had in mind. One patient said: "More time 

and a slower pace of the visit would have enabled me to ask all my questions and to get more 

detailed information". 

Patients' feelings: All the JI patients reported that shortage of time had a negative effect on 

their perception of the encounters. More time would have contributed to an improved 
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atmosphere, a more calm and pleasant feeling, and enhanced personal relations between patient 

and physician, One patient said: "[ want to become friendly with my physician and to establish 

more personal contact with him, [want him to learn to know me as a person, but the shortage of 

time makes this impossible", Other patients claimed: "With more time physicians could show 

patients they really care about them, which is essentialfor me as a patient", and "when [visit a 

physician who has no time for me, [ am sorry [ even came to see him". Two patients felt that 

more time could have been used to discuss personal problems and on other issues, but never had 

a chance to do so, "[ wanted to discuss my problems and consult the physician, but I was afraid 

to become a burden on my physician or to feel that I am nagging him ", 

Among JI patients, one male and one female compared the encounters with the treating 

physician to visits with their family physicians, who devoted much more time to the visit. They 

said: "With my family physician I have time to talk about my personal issues", and "with him I 

can create a personal contact and I can spend more time", One patient compared "young and 

modern" physicians to the physicians of the "old school", She said: "The senior physicians do 

not let their patients share their knowledge and do not spend a lot of time with them, while the 

young generation of doctors tend to devote much more time to their patients and establish 

closer relations with them ", 

Arab-Israeli patients: Four male and two female Arab-Israeli patients reported spending an 

adequate amount of time with their physicians and did not feel a desire for more time, Two male 

and two female patients thought the time spent with their physicians was too short. Similar to 

the JI patients, the AI patients who felt the encounters were too short reported that this 

influenced two aspects of the encounter: information-seeking and giving and their feelings 

concerning the visit. 

Information-seeking and giving: All four Arab-Israeli patients complained about lack of time, 

They said this prevented them from fully understanding their medical problems and treatment, 

and from asking all the questions they wanted to ask, They expressed these feelings in various 

ways: "[ only ask what I think is urgent, and since I feel the physician is under pressure of time, 

[mostly don't ask anything at aU"; "If eel that [ do not get enough information because there is 

no time, and I feel that the doctor does not want to answer", and "I know that physicians are 

always pressed for time, so I speak concisely, and I don't like to intrude and to ask too many 

questions, but I don't get the information I want", 

Patient feelings: All four AI patients felt that lack of time influenced the atmosphere of the 

encounter, and that more time would have improved relations with the physicians, One patient 

wanted "to become friendlier with the doctor in order to be able to tell him more about my 
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problems". He wanted to speak about his private life, his family, his job, and to become better 

acquainted with his physician, and he regretted the fact that it was impossible to establish such a 

relationship. He said this could have created a more open and pleasant atmosphere, and 

otherwise he felt stressed. Another patient wanted more time to establish "a common language" 

with his physician, "to address him like a friend or afamity member, in order to establish my 

faith in this doctor and in what he recommends". 

Three males and one female compared the visits with their treating physicians to other 

physicians with whom they consulted. Two patients regularly consulted with their Arabic

speaking family physicians, and felt "that with him [ can speak longer, and discuss personal 

things before we get into the medical detail, which serve as an introduction to the visit and has 

a calming effect". One patient consulted mainly with physicians "that [know from my social 

life, and when [ visit them as a patient, they take more time to spend with me, and they are 

friendly and patient". He thought "it is important to become friends with your doctor, and once 

he is your friend, he will treat you as a person, as afriend, and then you can get into the 

medical details ". 

Immigrant patients from the FSU: One female and three male FSU immigrant patients 

reported spending enough time with their physicians. They said: "We talked about all that is 

necessary" or "[ talk as much as [need to know". One male and five females felt that the time 

given by the physician was insufficient and that it negatively affected their understanding of the 

information as well as the visit's atmosphere. 

Information-seeking and giving: .one female FSU immigrant patient said: "[ very much want 

to visit a physician who takes the time to hear more about issues that worry me, both medical 

and personal issues, but this has never happened to me yet". Another patient felt that 

"physicians never have enough time. They are trying, but they are so busy, and [ need more 

time to better understand the medical details, and [also want to discuss personal problems". 

One patient stated: "[ need more time to formulate my questions in Hebrew, and because there 

is never enough time, [ am too embarrassed to ask my questions ". All these patients felt they 

could not ask all their questions, thus preventing them from better understanding their medical 

problems and treatment. One patient described the relations when there is not enough time: 

"When [feel the doctor is pressed for time, [ get nervous and tense. [ cannot ask what [want, 

and [forget what [ wanted to know, and [ hurry out. Only outside of the room [ recall what it 

was that [ wanted to know, and then it is too late". 

Patients' feelings: The FSU immigrant patients who reported a lack of time were united in 

feeling that their physicians did not view them with warmth and did not really care for them as 
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"human beings". One female patient said: "I want a kind and amicable physician; I want to feel 

he cares about me". Other patients felt stressed with the short encounters, and were hoping to 

find "a friendly and caring physician". One patient said that lack of time made him nervous and 

upset, and that it has a negative effect on the atmosphere, especially for older patients like his 

parents. He thought that older people need more time to explain themselves, and they also need 

more explanations and more empathy from physicians. Another patient remarked on the long 

waiting time outside the physician's room. He explained that "once I entered the room, I myself 

shortened my stay, and did not feel free to ask a lot of questions, because I knew so many other 

patients were waiting outside, and this created pressure on my visit". 

One male and five female FSU immigrant patients reported regularly consulting their Russian

speaking family physicians. They all felt their family physicians spend more time with them and 

that due to language concordance they communicate better and get more information. The 

additional time also enables them to learn to know each other, and the physicians take more 

interest in their private lives and problems. The treating physicians of two patients were 

Russian-Israeli. These patients felt they spent adequate time with them, and that the language

concordance added to the positive atmosphere of the encounters. 

1.6 Physician's communication style 

1.6.1 Desire to discuss personal issues 

Twenty-one patients wanted to have personal discussions with the physicians, while nine did 

not express a desire for such discussions. 

Jewish-Israeli patients: Three male and one female 11 patients did not have the desire to speak 

about personal matters with their treating physicians. One male patient thought: "There is no 

need to tell the physician about personal or emotional things, because the physician is not my 

friend, and I don't wand to nag. Physicians are busy, and are doing their job, and one should 

only talk to them about medical problems". Another male patient said: "I want the physician to 

be medically professional and not to be my psychologist. Personal things are not his business". 

The female patient said: "I would not initiate a conversation on personal or emotional subjects, 

but if a physician would ask me, I wouldfreely talk about it". 

Three male and three female 11 patients expressed a desire to tell their physicians about personal 

matters. One male patient said: "I would like to become friends with my physician, and to be 

able to tell him more about myself, but there is never enough time". Another male patient 

thought: "I want to speak about my private life, because I want the physician to learn to know 

me, and then she will better understand my medical problems and how they affect my life". A 
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female patient said: "It is not a must, but I think a physician should want to learn to know his 

patient in a way that will contribute to his understanding of the person behind the disease". 

Arab-Israeli patients: Two AI male patients did not think they should initiate a conversation 

about personal matters. "I speak about the medical reasons for my visit, and do notfeel the urge 

to talk about personal issues". Another expression was: "It is not the physician's duty to speak 

about my personal issues, and he should mainly stick to the medical part and do it well. I think 

physicians are too busy for this". One male patient did not want to talk about personal matters 

at all, "I don't think the physician should be my friend, and we don't need to discuss things 

other than medical issues. The physician is a medical authority and that is how I want it to be". 

Four male and four female AI patients wanted to speak about personal issues during the medical 

encounter. They identified several conditions for such a conversation to take place. Two male 

and three female patients wanted the physician to initiate such a conversation, "because 

physicians are very busy, and one should not disturb them too much with what is not related to 

the medical problem. So I only talk about it if the physician starts the subject". Two female 

patients felt they could only disclose personal matters to their Arabic-speaking family 

physicians. "With him I can talk about private things and about things that happen at home. He 

knows me well, and he is like afriend, a brother, and I can tell him a lot, which is goodfor me". 

A male patient also spoke of the physician as a friend. "It is important to become friends with 

the physician, and when you are friends, you can talk about everything, and it is easier to tell 

him about problems". One male and one female thought it was the physician's obligation to 

take an interest in personal issues, because they influence the patient's medical condition and 

needs during the medical encounter. 

Immigrant patients from the FSU: Two male and one female FSU immigrant patients did not 

want to speak about matters other than their medical problems. The male patients said: "The 

physician is not my friend, and it is not of interest to him", and "I have no need to speak to a 

person whom I don't know well about my private life". The female patient said: "I have my 

family for that, I don't need to disturb the doctor". However, two male and six female FSU 

immigrant patients expressed the wish to have personal discussions with the physicians. They 

mentioned the conditions on which such discussions depend. Four female patients thought it 

was possible "only when the physician has enough time", and another female patient wanted the 

physician to initiate the conversation. Otherwise she would not dare take more of his time 

unless he volunteered. A male patient thought the physician should be like a psychologist, and 

that the physician and patient should learn to know each other. After they do, it is easier to talk 

about any subject. Two females and one male found they could only speak about personal 

matters with their Russian-speaking family physicians. They found these physicians more 
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understanding and interested in their problems and felt they could make themselves more easily 

understood. 

1.6.2 Raising personal issues during the encounter, and the physician's response 

Twelve patients wanted to tell physicians about personal matters, while eighteen patients did 

not. 

Jewish-Israeli patients: Five male and three female JI patients did not speak about personal 

matters during their medical encounters. Three males and two females reported that the 

physician did not initiate such a conversation. These patients did not feel comfortable starting a 

personal discussion since they thought the physicians did not want to hear about their private 

matters. A male patient said: "I never initiate such a conversation, and the physician does not 

either, but I would have liked it to happen, it would have improved to the atmosphere". A 

female patient felt that "physicians don't have enough time, and therefore I do not have the 

opportunity to speak about private things. If it were possible, I would have wanted to tell my 

physician. It would have added to the atmosphere, and minimized uncertainties". Another 

female patient said: "The physician was patient and friendly, but did not initiate a personal 

conversation, so I did not feel I could motivate such a conversation". 

Two males and one female did not think there is any need to involve a treating physician in their 

personal matters. A male patient said: "It is not his business, I did not come here to tell the 

physician stories. What is important is that he should be knowledgeable about the treatment, I 

need". The female patient felt: "One should not burden the physician with other issues because 

he isfar too busy. This is a conversationfor the family physician". 

One male and one female spoke with their physicians about personal matters, and their 

physicians joined the conversation willingly. The male patient said that in most of his 

encounters with his physician, they speak about his private life. "She asks about things that are 

connected with medical details, abollt my interests, my work and about what happens in my life. 

This makes me feel free with her. I know she cares and that I have an open door with her. It 

builds up a good relationship, and creates a good atmosphere and mutuality in decisions about 

my care". The female patient said she always speaks to her physicians about personal and 

emotional matters. She tells them about her family, her children and grandchildren, and feels it 

creates a good atmosphere. These conversations are initiated by her and by the physicians, "and 

I feel like his mother, because he is as old as my son, and I love him like my son. I also tell him 

that". 
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Arab-Israeli patients: Three male and one female AI patients did not have personal 

conversations with the physician. The female patient said: "The physician was impatient and 

showed no interest in me as a person. I wanted to tell him about my private problems, but he cut 

me short, was disinterested, and the atmosphere was tense". Two male patients reported that 

physicians did not initiate such discussions, and they did not think that it was right for them to 

take the initiative. They both agreed they would have responded to such initiative if made by the 

physician, and that it could have added to a more pleasant atmosphere. The third male patient 

did not want to speak about personal matters and his physician did not initiate such topics. "I 

don't think the physician is my friend, I want the atmosphere to be pleasant, but I have my 

friendsfor personal relations". 

Four male and two female patients spoke about personal issues with their physician. A male 

patient said: "It made me feel the physician knows he is a person like me, that he cares about 

me as a person, and I felt more comfortable telling him about my problems". The female 

patients and a male patient said that the physicians initiated the conversation and were willing to 

listen. They were very pleasant and encouraging, which created a very good atmosphere. A 

male patient described the encounter: "The physician started with a general discussion and we 

spoke of several things. This created a comfortable atmosphere, and I felt that the physician is 

first of all a person like me. We were like two equal people, and not like I am the doctor and you 

are the patient. This gave me a goodfeeling and I was confident that he could help me". 

Immigrant patients from the FSU: Three male and three female FSU immigrant patients did 

not have private conversations with the physicians. A female patient said: "The physician did 

not give me the feeling he had the heart to hear about my personal problems and worries, and 

although I very much wanted to talk to him, it did not seem possible to do it". Another female 

patient reported that she usually does not like to tell too much about herself. She said: "I told 

him what is needed and that is all. The physician did not have a lot of time, and I did not want 

to take away his time on issues not related to my medical problem. I know my limits". A male 

patient said: "The physician did not ask, and I did notfeel it was of interest to him. He is not my 

friend, and he was busy". Another male patient felt: "He is a specialist and not a family 

physician, and I did not think it was important to tell about personal things I tell my family 

physician. He is a stranger to me and I did not feel comfortable talking about such problems". 

One male and three female FSU immigrant patients had personal conversations with the 

physician. One male and one female patient reported that the physicians initiated the subject, 

and they felt comfortable participating in the conversation. They said: "I knew he was busy, but 

I was glad he asked, and I felt good telling him about my worries and thoughts", and, "my 

physician was so friendly. He wanted to know about my family, about problems I have at work, 
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and it encouraged me to tell him more about it and made me feel good". A female patient 

thought that speaking about personal problems was not the main reason for the visit. However, 

since the physician was friendly and caring, she told about her personal problems in order to let 

him better understand how she felt and how it affected her condition. 

1.6.3 Physician friendliness and humour, and its impact 

Twenty-five patients reported that their physicians were friendly, while five did not agree. 

Jewish-Israeli patients: Only one female 11 patient felt that her physician was unfriendly, and 

she thought the reason was lack of time. "I wanted him to befriendly, to ask how Ifeel and to 

really care about my answer, but he was short, almost harsh, which made mefeel insecure and 

tense ". Six male and three female patients reported that their physicians were friendly. A 

female patient said: "My physician is very friendly, he smiles a lot, and jokes with me, and I 

really like it. It is not enough for a physician to have knowledge. Human relations are worth 

millions. A courteous physician brings happiness to his patient's heart". A male patient said: "I 

prefer friendly physicians. Some physicians are dry and introverts and I can't warm up to them. 

I can only ask my questions with a friendly physician, and then I am pleased with the 

encounter". Another female patient felt her physician was friendly and had a sense of humour. 

This created a pleasant atmosphere and calmed her worries. A male patient thought that laughter 

and humour relax patients, and they feel less worried. He said: "A smile always adds to a good . 

feeling ", and he was satisfied that his physician was friendly and kind. 

Arab-Israeli patients: Only one female AI patient complained that her physician was 

unfriendly. "He was uninterested in me as a person, and I was stressed. He did not say anything 

friendly or nice and I longed so much to tell him about my problems, but I could not". Six male 

and three female patients reported that the physicians were friendly. A male patient said: "My 

physician started the visit with a joke, which eased the atmosphere and my concerns right from 

the start. The conversation that followed was good, and I think it enabled me to speak more 

freely about my medical problems ". A male patient said that the friendly physician helped open 

him up and he communicated better with this physician than with others who were not as 

pleasant. Another male patient said: "I like it when the physician is friendly, he made some 

jokes, and I felt relieved, and wanted this doctor to treat me". 

Immigrant patients from the FSU: One male and two female FSU immigrant patients felt the 

physicians were unfriendly. The male patient said: "The physician was strict, like most 

physicians here, and I was unhappy about it, because in Russia they were friendly, and that 

calmed me ". Three male and four female patients reported that the physicians were friendly and 
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pleasant. They all agreed it made the atmosphere pleasant, and felt the physicians really cared 

about them. A female patient said: "He smiled when I spoke, and it was the best medicine he 

could offer". Another female patient reported: "I was anxious and spoke nervously, and he 

calmed me down, and was so considerate, that I started telling him about my worries". Only 

two patients, one male and one female, mentioned that the physician told them jokes. They said: 

"Laughter helps cure, and I liked his attitude" and, "his humour together with his smile are the 

best medicine". 

1.7 Gender 

1.7.1 Differences between male and female physicians, and patient preference 

Thirteen patients described differences between male and female physicians, while seventeen 

patients found no differences. Three patients preferred male physicians. Three female patients 

wished to be seen by female physicians, and twenty-four patients expressed no preferences 

regarding their physicians' gender. 

Jewish-Israeli patients: Three male JI patients thought there were differences between 

encounters with male and female physicians. One patient said: "I don't think there is a 

difference in their knowledge, and I don't mind being examined by a female physician, but I 

think that female physicians have more patience, and they are more pleasant to speak with than 

male physicians". Another patient found that ''female physicians, in my experience, are more 

sensitive than male physicians. I met with afemale physician who was gentle and considerate. 

She was patient and explained everything I wanted to know step by step, so that I could follow 

her thoughts. The visit was very pleasant". The third patient reported that "in intimate body 

examinations peiformed by a female physician, I tend to be embarrassed, and I feel more at 

ease with a male physician. When I was younger, I used to blush when she examined me, but 

now I got used to her, and Ifeel better about it". 

Three male and four female patients found no differences between male and female physicians. 

A female patient said: "I don 'tfind a difference, and I don't mind being examined by a male 

physician. I am not shy. What is important is to have a professional and skilled physician". 

Another female patient thought that "the differences lie in the character and not in the gender". 

A male patient felt that "I had good and bad experiences with physicians of both kinds, and the 

truth is that it all depends on the person's character". All ten JI patients stated no preference, 

and did not care if their physician is a male or a female, as long as they are good and 

professional. 
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Arab-Israeli patients: Three male and three female AI patients thought there are differences 

between male and female physicians. Two female patients felt that "with afemale physician I 

am less shy and embarrassed", and "I feel more comfortable talking to her, because female 

physicians listen more patiently to my questions, and give more answers and more 

information". Two male patients found that "a woman is mostly gentle and pleasant, and 

female physicians treat you kindly, which makes the encounter more pleasing". However, three 

male patients did not want to be examined by a female physician. They said: ;'1 am religious, 

and I prefer to be examined by a man", and "I don't mind speaking to afemale physician, but I 

prefer to be examined by a male physician". A third male patient said: "I shall not let a woman 

examine me, this is not logical". One of them also felt "more at ease and able to speak freely to 

a male physician". 

Three males and one female thought there is no gender difference, and did not mind seeing a 

physician of the opposite gender. They all agreed that "a physician is a physician, the main 

point is that they should be good professionally, and kind". Another expression was: "They are 

all human beings, and have to do their job well". Two female patients preferred to be seen and 

examined by female physicians, and the other eight AI patients did not express any preference, 

as long as the physicians are "kind and professional". 

Immigrant patients from the FSU: Two female and two male patients found differences 

between male and female physicians. A female patient said: "I feel more comfortable with a 

woman, because I am shy, and when a male physician examines me, his hands are different, I 

can feel that it is a man". The other female patient preferred to have a male physician. She said: 

"A male physician is more professional, he only thinks about his work. A female physician has 

all kinds of things to think about, like any other woman, who takes care of the house and the 

children. It occupies her at work too, and she is less iml~ersed in her work". One male patient 

felt that "a man needs a male physician" and the other male patient said: "Professionally, I 

don't think there is a difference, but in intimate examinations it is more comfortable when a 

man examines you. Concerning the human relations of the physicians, this depends on the 

personality and not on the physician's gender". 

Two male and four female FSU immigrant patients did not find differences between male and 

female physicians. They identified the qualities important in a physician, regardless of gender. 

"It is important for the physician to have a good, warm heart, and to be humane", and "what is 

important is medical knowledge, a humane attitude, a smile and reassurance, and to have more 

time with the patients". Another patient said: "Their knowledge counts, and their human 

relations. It is important that the physician pay attention to the patient". One female patient 
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preferred to be seen by a female physician. Two males and one female preferred to be treated by 

male physicians. Two males and four females did not express any preferences. 

1.7.2 Gender preference in discussing personal issues 

Seventeen patients were able to speak with both male and female physicians about personal 

matters. Two patients preferred to talk to male physicians, and seven patients preferred female 

physicians. Three patients did not want to initiate personal conversations, and four patients did 

not want to speak about personal matters with their physicians at all. 

Jewish-Israeli patients: When speaking of personal issues, eight JI patients did not find a 

difference between male and female physicians. One female patient said: "[ don't think afemale 

physician is more open or friendly than a male. My physician is a male, he is friendly and kind, 

and [ can tell him everything". A male patient said: "[ speak to a male or female physician 

about the same things, even emotional subjects, without any problem or shame". Two male 

patients found they could speak more freely to female physicians about personal issues. "Maybe 

because women are more sensitive, and it's easier and more pleasant to get into personal 

conversations with them". One male and two female patients did not want to initiate 

conversations about personal issues with their physicians. 

Arab-Israeli patients: Two male AI patients did not mind telling either a male or female 

physician about their personal issues. "[ don't see a difference between telling a male or female 

physician about my personal problems, as long as they are open andfriendly". One male and 

three female patients preferred speaking to female physicians about personal matters. The male 

patient found female physicians more kind and friendly, and claimed it was easier and more 

comfortable speaking with female physicians about personal issues. A female patient said: "[ 

think a female physician will identify more with me as a patient. [can tell her more, because she 

is a woman like me, and women better understand each other". Another female patient 

expressed a warm desire to speak to a female physician, "[ wish [ had afemale physician. [very 

much want to talk about personal and emotional matters, and [ am embarrassed to tell my male 

physician. A woman would be more understanding and humane". 

One female AI patient who was examined by an AI physician felt comfortable teIling him about 

her personal issues, "because he initiated the conversation, and he was so friendly, and [ could 

speak to him in Arabic, and open my heart. [t was pleasant to find a physician who also takes 

interest in other things". Three male patients did not feel the need to speak to their physicians 

about personal matters. 
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Immigrant patients from the FSU: Two male and five female patients thought they could 

speak to both male and female physicians about personal issues, "as long as the physician is 

courteous". A female patient said: "It depends on the physician's personality. With afriendly 

and pleasant male physician I can talk about personal problems freely". One female patient felt 

"it is easier to tell a woman about personal issues, and I am shy of male physicians". One male 

patient reported: "I hardly talk about more personal matters, because I don't like to speak about 

them at all, but if I would want to, I can't see myself talking about it to a female physician". 

One male patient did not wish to speak to a physician about personal issues at all. 

1.8 Choosing what is most important in relations with the physician 

During the final portion of the interview, patients identified six aspects of the medical encounter 

that they valued as important and desirable. 

1.8.1 Information disclosure and question-answering 

Jewish-Israeli patients: Four male and three female JI patients addressed information 

disclosure and question-answering as an important aspect of their relationship with their 

physicians. They all agreed that "it is important that physicians provide information, explain 

and tell patients what they want to know". A female patient said: "The ideal physician should 

volunteer the information, initiate these explanations for the patients, and patients should be 

able to ask all their questions. Physicians should be open and tolerant of the patient's needfor 

information". A male patient expressed the desire "to learn more from physicians about 

improvements and innovations in medicine, to feel that physicians share their knowledge with 

the patients". Three patients made a correlation between lack of sufficient information and 

physicians' shortage of time. These factors prevented them from asking more questions. 

Arab-Israeli patients: Three male and one female AI patients wished to receive more 

information from physicians. A male patient said: "I don't want to receive superficial 

explanations, I want the physician to involve me in a detailed conversation, which deals with all 

that I want to know". Another male patient said: "Asking questions and finding out things prior 

to an important step is the patient's right". They claimed that sufficient information provided 

by the physician enables patients to better understand their medical problems and to make the 

right decisions about their care. It also increases patients' trust in the physicians. 

Immigrant patients from the FSU: One male and three female FSU immigrant patients 

wanted to meet with physicians who provide more information than they usually receive. They 

identified several reasons for seeking additional information. More detailed information calms 

patients and increases their trust; "It is appeasing, it alleviates worries about the future, and 

-222-



establishes trust in the physician, when you know what the problem is and how to go about 

solving it". Patients wanted a mutual exchange of information with the physicians: "It is 

important for the physician to understand the patient and to listen to him, and he should provide 

the patient with accurate, logical information, and explain everything to him". Patients also 

wanted physicians to answer more questions: "I want him to volunteer more information, I want 

to ask question and thereby better understand my problem and its suggested treatment". 

1.8.2 Personal and humane attitude 

Jewish-Israeli patients: Three male and four female JI patients emphasized that personal 

relations with the physician were essential. They wanted attention, understanding, friendliness 

and a humane attitude. These characteristics were believed to create positive relations and 

improve the atmosphere of the medical encounter. These seven patients were very sensitive to 

this issue and stressed "a personal and positive approach makes mefeel that the physician 

cares about me, that I am not just a medical specimen or an observation target". A female 

patient felt: "It is not enough if he has the knowledge, a pleasant physician brings happiness to 

the patient's heart". A male patient said: "I want my physician to treat me like a human being, 

to address my pain and show more concern for me". Another female patient found that 

physicians treat specific medical problems but tend to forget the person behind the disease. Four 

patients expressed a desire for friendly physicians who create a warm atmosphere that reduces 

patients' anxiety. 

Arab-Israeli patients: Five male and three female AI patients highly valued physicians' 

personal, humane relations. A female patient said: "Let him first of all be a human being, feel 

the patient's pain". Another female patient wished "physicians to be gentle, to speak nicely, to 

have a good heart. This adds strength to the medication when the physician is nice". Four males 

and one female mentioned friendliness as a desired virtue. "May he be pleasant and friendly, 

and not boastful or impatient". A male patient said: "The physician needs to be able to 

understand his patient and to adjust the treatment to him. He must provide human relations to 

every patient in the manner that suits this patient". 

Immigrant patients from the FSU: Nine out of ten FSU immigrant patients began the 

conversation with physicians' humane and personal relations. Four patients, two male and two 

female, used the expression "ben adam", namely a humane human being, when describing the 

desired characteristics of a physician. The patients used emotional statements: "The most 

important thing is that the physician should be a ben adam", and "the physician should have 

more heart for his patient". Patients wished to receive comfort and attention: "He should have 

a kind attitude, a smile and reassurance for the patient", and "[ want him to be pleasant, 
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patient and friendly". Two male patients were concerned with the physician treating the body as 

a whole: "It is important that the physician listen to the patient, and not just address the specific 

problem presented now. He should be concerned with the body as a whole, with the human 

being, and understand that his body is ill and the medical problem concerns his body and his 

mind". 

1.8.3 Professional knowledge and humane approach 

Jewish-Israeli patients: Four male Jewish-Israeli patients thought the ideal physician combines 

professional knowledge with humane personal relations. "The physician's knowledge is 

important, and so is the communication between him and the patient. The physician should have 

the information and provide it, he should alleviate patients' fears, and respond to patients". 

Another expression was: "It is important that the physician be good professionally and in 

human relations. A smile helps at the right time and so does a professional and serious 

attitude". 

Arab-Israeli patients: Three males and one female wanted physicians to combine the two 

virtues of professional knowledge and humanity. The female patient said: "The physician needs 

to be professional, but it is most important for him to be humane. His smile gives power to cope 

with the disease". A male patient wanted the physician "to be an authoritative and professional 

personality, and a human being, and to treat his patient as a human being. It is not right when a 

physician works well, but is not nice". 

Immigrant patients from the FSU: Three male and three female patients stressed the 

importance of the combined virtues of humanity and professionalism. A male patient said: "The 

physician should be good professionally, but it is also very important that he have a good 

heart". A female patient thought: "Some physicians are professional, but you feel they treat you 

like air. They do not pay attention to you, they seem to hear and not hear you, and this is very 

difficult. A physician should know his profession well, but he must be a ben adam". Another 

explanation was: "It is important that he have a lot of medical knowledge, but a conversation 

about personal matters will enable him to understand what the patient is going through, and all 

it takes is one good word from him to improve the situation". 

1.8.4 Sufficient time offered by physicians 

Jewish-Israeli patients: Shortage of time during the encounters was an important factor for five 

JI patients. They wanted physicians to volunteer more time for several reasons. Two male and 

three female patients felt that lack of time causes physicians to give insufficient information, 

and prevents patients from asking all their questions. "I would like to have sufficient time to 
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receive more information and to feel comfortable asking all my questions". A male patient felt 

that "a physician who is pressed for time does not learn to know you well". One male and two 

female patients felt that shortage of time negatively affects the atmosphere. "Lack of time 

influences the atmosphere, and creates a feeling of uncertainty". 

Arab-Israeli patients: Three male and two female AI patients wanted physicians to spend more 

time with them. They said that lack of time negatively affects the atmosphere, and makes them 

angry and nervous. "More time would create a calm atmosphere", and "I need more time to 

develop an open and friendly conversation". All these patients felt that more time would enable 

them to ask more question and to better understand the physicians. One male patient said that 

more time also enables physicians to examine patients more thoroughly. 

Immigrant patients from the FSU: One male and three female patients were concerned with 

physicians' shortage of time. They felt that physicians are regularly pressed for time, and 

wished they could spend more time with the physicians. Additional time would be used to ask 

more questions, and receive more information, to clarify uncertainties, and to improve the 

atmosphere. "When the physician is pressedfor time, I get stressed, andforget what I wanted to 

ask". Two female patients felt that lack of time leads to insufficient information, "which causes 

uncertainty and stress". All three female patients mentioned the encounter's atmosphere:" It is 

calming when the physician has more time, and gives more explanations", and "when there is 

time, we can speak of personal things, and the atmosphere improves and relations become more 

personal" . 

1.S.S Overcoming language difficulties 

Arab-Israeli patients: One male and three female AI patients felt that language difficulties 

prevented them from understanding medical information, from asking questions, and from 

having friendly relations with language non-concordant physicians. They wished to meet with 

Arabic-speaking physicians with whom they can create friendships and disclose personal 

matters. A female patient felt: "I can only speak about my personal problems and about what 

happens at home with physicians who speak my language, and this way we create a relationship 

offriends, and the physician becomes like afriend. I can tell him more and it is goodfor me to 

speak not only about my medical problems". 

Immigrant patients from the FSU: Two male and five female FSU immigrant patients spoke 

of language difficulties and how these affect the encounters. They said the language barrier 

prevents them from establishing personal relations with physicians, "I want to speak about 

personal things, but I can only do so with a Russian speaking physician". Language difficulties 
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cause misunderstandings and lack of information. "It is difficult to ask questions when you don't 

speak the language well, to verbalize your thoughts. With a Russian-speaking physician I can 

speak about details, ask questions, and better understand the issues", and "I don't understand 

well what the physician says, and he doesn't understand me". 

1.8.6 Participatory decision-making 

'f' 

Jewish-Israeli patients: Two JI patients, one male and one female, wanted their physicians to 

explain their treatment options and to share decisions with them. "1 want to feel we are in a 

mutual consultation and decision-making, and that my choices are right, according to the 

physician's recommendations". 

Arab-Israeli patients: Two AI patients, one male and one female, wished to be seen by 

physicians "who will be open to accept my opinion and my decisions". The male patient wanted 

"the physician to take me seriously, to examine me thoroughly so that we can reach a mutual 

decision based on serious knowledge". 

Immigrant patients from the FSU: One male patient wanted to be seen by physicians who 

would let him participate in treatment decisions. He claimed he was never offered to share 

decision with his physicians and stated that, "to make the patient a partner in decision-making 

is ideal, but my physicians always guarded their authority". 
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Questionnaire in Arabic 
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Questionnaire in Russian 

AHKeTa-COrJlameHUe yqaCTBOBaTh B onpoce. 

Mbl rrpOBO)l;I-IM HCCJIe.n;OBamle MHeHH51 rraUHeHTOB OTHOCHTeJIbHO Me.n;HUHHCKOrO 

06CJIY)l{HBaHH51 (JIetIeHH51). lIccJIe.n;oBaHHe rrpOBO.n;HTC51 aHOHHMHblM rryTeM. 

Mbl rrpOCHM Bac 3arrOJIHHTb KpaTKyIO aHKeTY C ueJIbIO yJHaTb Bailie MHeHHe. 

B cJIyqae, eCJIH BbI comaCHbI rrpHH51Tb yqacTHe B orrpoce, rrpocHM 3arrOJIHHTb 

HH)I{eCJIe.n;yIOIl{He rrpHJIO)l(eHH51 . 

.51, HH)I(erro.n;rrHcaBIIIHHcwa51c51: 

HOMep y.n;ocTOBepeHH51 JIHtIHOCTH: 

a) 3a51BJI51IO, tITO 51 cOrJIaCeH/Ha yqacTBOBaTb B HCCJIe.n;oBaHHH, B paMKax 

BblIIIeH3JIO)l{eHHoro. 

6) 3a51BJI51IO, tITO MHe 06'b51CHHJIH: 

lIM51 06'b51CHHBiliero: 

4. tITO 51 Mory He ytIaCTBOBaTb B HCCJIe.n;OBaHHH HJIH )l{e rrpeKpaTHTb MOe 

yqacTHe B 

B HCCJIe.n;OBaHHH B JII060e BpeM51; 

2. MHe rapaHTHpOBaHHO, tITO MOH JIHtIHble .n;aHHble 6y.n;yT coxpaHeHbl B rrOJIHOH 

ceKpeTHocTH TeMH, KTO 3aHHMaeTC51 3THM HCCJIe.n;OBaHHeM H He 6y.n;yT 

orry6JIHKOBaHbl 

HH B KaKOM H3.n;aHHH, BKJIIOtIa51 HayqHble pa60TbI. 

3a51BJIeHHe HCCJIe.n;OBaTeJI51 / ero rrOMOIl{HHKOB / .n;aIOll{erO 06'b51CHeHHe: 

3TO comaIlIeHHe 6bIJIO rrOJIyqeHo MHOIO rrOCJIe Toro, KaK 51 06'b51CHHJI yqacTHHKy/ue 

HCCJIe.n;OBaHH51 BCe BblilieCKa3aHHoe H y.n;OCTOBepHJIC51, QTO OH/a rroH51JIia Bce MOH 

06'b51CHeHH51. 

I lIM51 06'b51CHHBiliero: I I10.n;rrHCb: l,nam: 
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3.llpaBCTByHTe! 
AHKeTa, npe.lJ;CTaBJIeHHa51 nepe.lJ; BaMlf, COCTaBJIeHa B paMKaX lfCCJIe.lJ;OBaHlf51 MHeHlf51 

naUlfeHTOB OTHOClfTeJIbHO Me.lJ;lfUlfHCKOrO 06CJIY)KlfBaHlf51 (JIeqeHlf5l). 

I1cCJIe.lJ;OBaHlfe npOBO.lJ;lfTC5I aHOHlfMHbIM nYTeM, If BbI He 06513aHbI YKa3bIBaTb Barne 

lfM5I If .lJ;pyrlfe JIlfqHbIe .lJ;aHHbIe B aHKeTe. BarnH OTBeTbI 6y.lJ;YT coxpaHeHbI B nOJIHOM 

ceKpeTHOCTlf y COCTaBlfTeJIeM aHKeTbI If lfCnOJIb30BaHbI TOJIbKO .lJ;JI5I CTaTlfCTlfqeCKlfX 

ueJIeM. 

Y 60JIbHlfUbI If Me.lJ;lfUlfHCKoro nepCOHaJIa He 6Y.lJ;eT B03MO)KHOCTlf Y3HaTb OTBeTbI 
r 

Ka)K.lJ;OrO naUlfeHTa. 

Ha Bce BonpOCbI HeT npaBlfJIbHbIX lfJIlf HenpaBlfJIbHbIX OTBeTOB. MbI 3alfHTepeCOBaHHbI 

Y3HaTb Barne MHeHlfe. 

I1pOClfM Bac OTBeTlfTb Ha BonpOCbI B CB5I3lf C nocemeHlfeM Bpaqa CerOJlHH. 

113 C006pa)KeHlfM 60JIee y.lJ;06HOM 06pa60TKlf aHKeT, BonpOCbI aHKeTbI 

CCPOPMYJIlfpOBaHbI B MY)KCKOM pO.lJ;e. B CB5I3lf C 3TlfM, nplfHoClfM BaM CBOlf H3BlfHeHlf5l. 

B aHKeTe, npe.lJ;CTaBJIeHHOM BaM, OTBeTbI pacnpe.lJ;eJIeHbI no cTyneH5IM OT O.lJ;O 5: 
1- COBeprneHHO He cOrJIaCeH; 3- comaceH B Cpe.lJ;HeM CTeneHlf; 

2- comaceH B He60JIbrnOM CTeneHlf; 4-comaceH B 60JIbrnOM CTeneHlf; 

5- nOJIHOCTblO comaceH. 

I10)KaJIyMCTa, 0603HaqbTe x B rpacpe, cooTBeTcTBYlOmeM BarneMY MHeHlflO. 

1. fo.lJ; pO)K.lJ;eHlf5l: _____ _ 

2. fo.lJ; nplfe3.lJ;a B 113palfJIb: _____ _ 

4. I10JI: ~l 

5. CeMeMHoe nOJIO)KeHlfe: ~ I XOJIOCT 

[4 B.lJ;OBeu 

2 
r::: MYCYJIbMaHlfH 

7. CKOJIbKO JIeT 06pa30BaHlf5l: 

3. MeCTO pO)K.lJ;eHlf5l: _______ _ 

~2 )KeHaT 

LJ 5 
paCCTaJIlfCb 

[3 xplfCTlfaHlfH 

:= 3 
pa:3Be.lJ;eH 

,6 .lJ;pyroe 

8. CTeneHb BJIa.lJ;eHlf5llfBplfTOM: 

C I COBceM HeT =2 HeMHoro =3 Cpe.lJ;H5I5I =4 xoporna51 c:: 5 
oqeHb xoporna51 
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9. ITPIUIIJUf JIlf BbI Ha nocemeHlfe caMlf: '= 1 ,n:a 

ECJIlf HeT, KTO ::.: 1 OTeu =2 MaTh 

Bac COnpOBO)l(,n:aJI? 
_5 _6 
~: My)I( _ )KeHa 

:::: 
9 

,n:pyrOH pO,n:CTBeHHlfK 

10. Ha KaKOM H3bIKe rOBOplfJIlf BO BpeMH= 1 lfBPlfT 

nocemeHlfH 

=2 HeT 

=36paT 

= 
7 

,n:O% =8 CbIH 

:::: 10 3HaKOMbIH '= 11 ,n:pyroe 

=2 apa6CKlfH :::;3 PYCCKlfH 

11. ITepeBo,n:lfJI JIlf KTO-Hlf6y,n:b BO BpeMH nocemeHlfH? ::.: l,n:a =2 ~eT 
ECJIlf ,n:a, KTO nepeBO,n:lfJI? [J 1 OTeu [J 

2 
MaTb =: 3 6paT V

4 
CeCTpa ;J 5 My)l( 

=6 )l(eHa J 7 ,n:Oqb [;8 CbIH :::;9 ,n:pyrOH pO,n:CTBeHHHK 

== 10 3HaKOMbIH '= 11 Me,n:lfUlfHCKHH nepCOHaJI ::.: 12 ,n:pyrlfe 

12. ITocemeHlfe 6b1JIO npOBe,n:eHO y Bpaqa: :::: 1 MY)KCKOrO nOJIa [2 )l(eHCKOro 
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He 
COBepweHHo ComaeeH B COrJlaCeH B COrJlaeeH B HOJlHOeT ... O 

8 KaKOU Mepe BbI comaCHbI C KalK,ilblM H3 He HeOOJlbWOn epeRHen OOJJbW cOrJlaCeH 

JTHX nYHlITOB? 
OTHoeHTeR CTeneH 08 CTcneK (OrJJaceH eTenCH 
K Bonpoey 

I. Bpaq 06MICHHJI MHe BCe, 'ITO H 0 I 2 3 4 5 

XOTeJI 3HaTb 0 MoeH 

Me.llHl.(HHCKOH np06JIeMe 11 0 

B03MO)KHOCTI1 ee JIeqeHI1H 

2. Bpaq 06bHCHI1JI MHe ero nJIaHbl 0 1 2 3 4 5 

OTHOCI1TeJIbHO Moero JIeqeHHH 
, 

3. 51. qYBCTBOBaJI, 'ITO MOry 0 I 2 3 4 5 

rOBOpl1Tb C BpaqOM 0 JIl1qHblX 

np06JIeMaX 

4. 51. He nOHHJI BCe, 'ITO Bpaq MHe 0 1 2 3 4 5 

CKa3aJI' nOTOMY 'ITO OH He 

rOBOpHJI Ha MOeM lI3bIKe 

5. Bpaq XOTeJI qTo6 H yqacTBOBaJI 0 I 2 3 4 5 

B peweHHH B03MO)KHOCTeH 

Moero JIeqeHI1l1 

6. 51. 6bl npe.llnoqeJI, qT06bl Bpaq 0 I 2 3 4 5 

6bIJIa )KeHCKOro HOJIa 

7. Bpaq qaCTO npepblBaJI MeHH BO 0 1 2 3 4 5 

BpeMli HaweH 6eCe.llbl 

8. MHe Ba)KHO, qT06bl Bpaq 0 1 2 3 4 5 

06bllCHI1JI MHe BCe 0 MoeH 

Me.llHI.(I1HCKOH np06JIeMe H 0 

MeTO.lle JIeqeHHlI 

9. 5I.6wnpe.llnOqeJI,qT06wBpaq 0 I 2 3 4 5 

rOBOpl1JI Ha MOeM lI3bIKe 

10. 51. qYBCTBOBaJI, 'ITO Bpaq 0 I 2 3 4 5 

HHTepecyeTcH MHOH, KaK 

qeJIOBeKOM 

II. 51. XOqy, qT06bl Bpaq pewl1JI 3a 0 I 2 3 4 5 

Me"" KaKoe JIeqeHl1e JIyqwe .llJIH 

MoeH Me.llHI..(HHCKOH np06JIeMbI 

12. Y MeHH 6wJIO .llOCTaTOqHO 0 I 2 3 4 5 

BpeMeHH,qT06wcnpocl1Tb 

Bpaqa BCe, 'ITO II XOTeJI 3HaTb 

13. Bpaq OTBeTI1JI Ha Bce MOH 0 I 2 3 4 5 

BonpOCbI 

14. Bpaq CTHMYJII1POBaJI Me"" 0 I 2 3 4 5 

rOBopHTb 0 BOJIHYIOl.l.\HX MeHlI 

np06JIeMaX 

15. 51. qYBCTBOBaJI, 'ITO Bpaq He 0 1 2 3 4 5 

nOHliJI TO, 'ITO H eMY CKa3aJI 113-

3a Toro, 'ITO OH He rOBOpl1T Ha 

MOeM lI3bIKe 

16. HeCKOJIbKO Bel.l.\eH MO)KHO 6wJIO 0 I 2 3 4 5 

6bI YJIyqWI1Tb BO BpeMli Moero 

nOCel.l.\eHI1I1 Bpaqa 

17. 51. XOqy nOJIyql1Tb 0 I 2 3 4 5 

.llOnOJIHHTeJIbHYIO HH<!J0pMalJ,HIO 

o MoeH Me.llI1lJ,I1HCKOH np06JIeMe 

OTpO.llCTBeHHHKOB 

18. 5I.xOqy,qT06wBpaq 0 1 2 3 4 5 

npHcoe.llI1HI1JI MeHH K yqaCTl110 B 

peWeHHI1 OTHOCI1TeJIbHO Moero 

JIeqeHI1H 
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He 
COBepmeHHo COrJIaCeH B COrJIaCeH B Cor.1SceH B nOJ1HOCTblO 

B KaKoii Mepe Dbl comaCHbl C KalKJlblM nl He HefioJIbmoii cpuHeil fiOJIbm comaceH 
lTnX nYHKTOD? 

OTHOCHTCH 
OM CTeneH cOrJIaCeH CTeneH CTeneH 

K Bonpocy 

19. Bpa'! rOBOpHJI nOHHTHO H H 0 I 2 3 4 5 
nOHHJI, '!TO OH MHe CKa3aJI 

20. 51 'IYBCTBOBalI, '!TO Bpa'! 0 I 2 3 4 5 
ToponHTCH 

21. Bpa'! CTHMYJII1POBalI MeHH 0 I 2 3 4 5 
3a)laBaTb BonpOCbI 

22. 51 XO'!Y nOCOBeTOBaTbCH C MoeH 0 I 2 3 4 5 
ceMbeH OTHOCI1TeJIbHO JIe'!eHHH 

MoeH Me)lHu,I1HCKOH np06JIeMbI 

23. Bpa'! 06bHCHHJI MHe 0 I 2 3 4 5 
HenOHHTHbIMI1 CJIOBaMH 

24. 51 XO'!Y, '!T06bI Bpa'! Y)leJIHJI 0 I 2 3 4 5 
MHe 60JIbille BpeMeHH 

25. Bo BpeMH nocemeHHH 60JIbIIIYIO 0 I 2 3 4 5 
'!aCTb BpeMeHH rOBOpHJI Bpa'! 

26. 51 6bI XOTeJI 6bITb BOBJIe'leH B 0 I 2 3 4 5 
y'!aCTHe B peIIIeHHH 

OTHOCHTeJIbHO Moero JIe'leHHH 

60JIbIIIe, '!eM Bpa'! MHe 

n03BOJIHJI 

27. I1HOr)la Bpa'! Ba)KHH'!alI H 0 I 2 3 4 5 
B03BeJIH'!HBaJICH Ha)lO MHOH 

28. 51 '!YBCTBYIO, '!TO Y)l06HO 0 I 2 3 4 5 
60JIbille rOBopHTb 0 

BOJIHYlOmHX MeHH np06JIeMaX C 

Bpa'!OM 

29. Bpa'! )lalI MHe B03MO)l(HOCTb 0 I 2 3 4 5 
CKa3aTb 060 BCeM, '!TO H XOTeJI 

30. 51 6bI npe)lnO'leJI, '!To6bI Bpa'! 0 I 2 3 4 5 
6bIJI MY)I(CKOrO nOJIa 

31. Bpa'! H H CMeHJII1Cb H IIIYTI1JIH 0 1 2 3 4 5 
BO BPCMH nOCCmCHI1H 

32. Bpa'! HCHO 06bHCHHJI MHe MOIO 0 I 2 3 4 5 
Me)lHu,HHCKYIO np06JICMY 

33. 51 XO'lY nOCOBeTOBaTbCH C 0 1 2 3 4 5 
paBBHHOM, CBHmeHHHKOM HJIH 

)lPYrHM )lYXOBHbIM JIHU,OM 0 

JIe'leHHH MOCH Me)lHu,HHcKoH 

np06JIeMbI 

34. 51 )lOBOJIeH Me)lHu,HHCKHM 0 I 2 3 4 5 
06CJIY)I(HBaHHCM npH 

nOCemeHHI1 Bpa'la 

35. BpcMH, )laHHoe MHe Y Bpa'!a, 0 I 2 3 4 5 
6bIJIO He)lOCTaTO'!HbIM 

36. Bpa'! 06bHCHHJI MHC pa3Hble 0 I 2 3 4 5 
B03MO)l(HOCTH JIe'!CHHH MOCH 

Me)lHu,HHcKOH np06JIeMbI 

37. 51 XO'!Y nOJIY'IHTb 0 I 2 3 4 5 
)lOnOJIHHTeJIbHYIO HH<p0pMau,HIO 

o MoeH Me)lI1u,I1HcKOH np06JIeMe 

H3 I1HTcpHeni 

38. 51 '!YBCTBOBalI BO BpeMH 0 I 2 3 4 5 
nocemCHHH, '!TO MHe HY)I(CH 

nepCBO)l'lHK 

39. Bpa'! OTHeCCH KO MHe C 0 I 2 3 4 5 
YBa)l(eHHeM H no'imMaHHeM 
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He 
COBepweHHo COrJlaCeH B COrJlaCeH B COrJJ8CeH B nOJlHOCTI>IO 

B KaKOU Mepe BbI comaCHI,1 C KalK,llLIM H1 He He6oJII,woii cpeJlHeii 60JlLW cornaceH 

JTHX nYHKTOB? 
OTHOCHTCH 

COrJlaCeH CTeneH OK CTeneH CTeneH 
K Bonpocy 

40. Bpa'i BbIcnYWaJI BCe, 'iTO» 0 1 2 3 4 5 
CKa3aJI 

41. 51 'iYBCTBOBaJI, 'iTO Bpa'i MeH» 0 1 2 3 4 5 
nO-HaCTo»weMY nOH»n 

42. 51 XO'iY nOCOBeTOBaTbC» C 0 1 2 3 4 5 
~PY3b»MH,OTHOCHTenbHO 

ne'ieHH» Moeii Me~HIlHHCKOii 

np06neMbI 

43. MHe HYJKHO 60JIbWe BpeMeHH, 0 1 2 3 4 5 
'iT06bI Y3HaTb Bpa'ia, nepe~ TeM 

KaK » cMory paCCKa3aTb eMY 0 

Moeii Me~HIlHHCKOii np06neMe 

44. I10cJIe 6ece~bl C Bpa'iOM » 0 1 2 3 4 5 
nOHHMaIO BCe 0 Moeii 

Me~HIlHHcKOii np06neMe 

45. 51 6bI npe~nO'ien, 'iT06bI KTO- 0 1 2 3 4 5 
HH6Y~b ~pyroii, a He Moii 

po~cTBeHHHK, nepeBO~HJI BO 

BpeM» noceweHH» 

46. Bpa'i HHTepeCOBaJIc» Moeii 0 1 2 3 4 5 
ceMbeii H JIH'lHOii JKH3HbIO 

47. 51 'iYBCTBYIO, 'iTO 60JIee y~06HO 0 1 2 3 4 5 
rOBopHTb 0 MOHX Me~HIlHHCKHX 

np06JIeMaX C Bpa'iOM MYJKCKOrO 

nona 

48. 51 ~OBoneH MOHM noceweHHeM 0 1 2 3 4 5 
Bpa'la 
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Questionnaire in English 

Informed Consent Form 

We are conducting research concerning patients' attitudes towards medical care. The study is 
anonymous, and we ask for your cooperation in answering a short questionnaire reflecting your 
attitudes. 
If you agree to participate in the research and answer the questionnaire, please sign the 
following consent form. ' 

I, the undersigned: 

I Name and Surname: 

lONo.: 

A) Declare that I agree to participate in the research as detailed in this document. 
B) Declare that I was informed by 

Name of interviewer: 

1. That I am free to choose not to participate in the research, and that I am free 
to stop my participation at any time. 

2. That I have been promised that my identity will be kept confidential by 
everyone involved in the research, and will not be published in any 
publication, including scientific publications. 

Declaration of researcher / assistant researcher / interviewer: 

I received the following consent after I explained to the participant in the research all the above 
mentioned and I confirmed that all my explanations were understood by him/her. 

I Name of Interviewer: I Signature: I Date: 
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Shalom 

The following questionnaire is part of a research study concerning patients' attitudes towards 
medical care. The study is anonymous, and we ask you not to mention your name or other 
identifying details on the questionnaire forms. 
Your answers will be confidential, will be kept in complete confidence by the researchers only, 
and will serve for statistical testing only. The hospital and medical staff will not have access to 
patients' answers. 
In the following questionnaire there are no right answers. We are interested in your personal 
opinion. You are asked to refer your answers to your visit with the doctor today. 
For convenience, masculine pronouns are used throughout the questionnaire. 
In the following questionnaire the answers are arranged on a scale of 1 to 5: l=Totally 
Disagree, 2=Agree Mildly, 3=Agree Moderately, 4=Agree Very Much, 5=Agree Totally, 
O=Irrelevant. 

Please put an X next to the answer which best reflects your opinion. 

1. Year of Birth: _____ _ 
2. Year of Immigration: _____ _ 3. Country of Birth: ______ _ 

4. Gender: ~~ I Male "-2 Female 

5. Marital Status::::: 1 Single ::::2 Married ::::3 Divorced 
.-4 Widowed --5 Separated -6 Other 

6. Religion: :::: I Jewish ::::2 Muslim ::::3 Christian 

7 . Years of Education: ------

8. Hebrew Language Proficiency: 
0

1 None 0
2 Poor ::::3 Fair ::::4 Good :=;5 Very Good 

9. Did you come alone to this doctor's visit? .-1 Yes ~2 No 

If not, who =: I Father =2 Mother ::::3 Brother 0 4 Sister 

accompanied you? ::::5 Husband ::::6 Wife :::: 
7 Daughter ::::. 8 Son 

0 9 Other Family Member :::: IO Friend :::: II Other 

10. Language in which the visit was conducted: :::: I Hebrew :::: 2 Arabic =- 3 Russian 

11. Did someone translate during the visit? :::: I Yes ::::2 No 

If so, who ~~ I Father ::::2 Mother ::::3 Brother ::::4 Sister:::: 5 Husband 

translated? ::::6 Wife C 7 Daughter =8 Son ::::9 Other Family Member 

:::: 10 Friend :::: II Medical Staff Member = 12 Other 

12. The visit was with: C I A Male Doctor 0 2 A Female Doctor 
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To what extent do you agree with each of the following sentences? Irrele- Totally Agree Agree Agree Agree 

vant Disagree Mildly Moder- Very Totally 
atelv Much 

The doctor told me all I wanted to know 
1. about my medical condition and its 0 1 2 3 4 5 

treatment 

2_ 
The doctor told me his/her plans for my 0 1 2 3 4 5 
treatment 

3. 
I felt able to tell this doctor about 0 1 2 ;3 4 5 
personal matters 
I did not understand everything the doctor 

3 4 5 4. told me, because he does not speak my 0 1 2 

language 

5. 
The doctor wanted me to share with 0 1 2 3 4 5 
himlher the decision about my treatment 

6. 
I prefer to be examined by a female 0 1 2 3 4 5 
doctor 

7. 
The doctor interrupted me frequently 0 1 2 3 4 5 
during our conversation 
It important to me that the doctor tell me 

2 3 4 5 
8. everything about my medical condition 0 1 

and treatment 

9. 
I would prefer to be examined by a doctor 0 1 2 3 4 5 
who speaks my language 

10. 
The doctor seemed i.nterested in me as a 0 1 2 3 4 5 
person 

11. 
I want my doctor to decide what the best 0 1 2 3 4 5 
treatment is for my medical condition 

12. 
I had enough time to ask the doctor all I 0 1 2 3 4 5 
wanted to know 

13. The doctor answered all my Questions 0 I 2 3 4 5 

14. 
The doctor encouraged me to talk about 0 1 2 3 4 5 
my concerns 
I felt that the doctor did not understand 

15. everything I told him because he does not 0 1 2 3 4 5 

speak my language 

16. 
Some things during my consultation with 0 1 2 3 4 5 
the doctor could have been better 
I want to get more information about my 

17. medical condition and treatment from my 0 1 2 3 4 5 

relatives 
I want the doctor to involve me in the 

4 5 
18. decision of choosing the treatment for my 0 I 2 3 

medical condition 

19. 
The doctor spoke clearly and I understood 0 1 2 3 4 5 
what he told me 

20. The doctor seemed to be in a hurry 0 I 2 3 4 5 

21. 
The doctor encouraged me to ask 
questions 

0 1 2 3 4 5 

22. 
I want to consult my family regarding the 0 1 2 3 4 5 
treatment for my medical condition 

23. 
The doctor explained things in words I 0 I 2 3 4 5 
could not understand 

24. 
I would have liked to spend more time 0 1 2 3 4 5 
with the doctor 

25. 
The doctor did most of the talking during 0 1 2 3 4 5 
the visit 
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To what extent do you agree with each of the following sentences? Irrele- Totally Agree Agree Agree Agree 

vant Disagree Mildly Moder- Very Totally 
atelv Much 

26. I want to be more involved in the decision 0 I 2 3 4 5 

regarding my treatment than the doctor let 
me 

27. Sometimes the doctor talked down on me 0 I 2 3 4 5 

28. I feel more comfortable talking about 0 1 2 3 4 5 

emotional problems with a female doctor 
29. The doctor gave me a chance to say 0 I 2 3 4 5 

everything that was on my mind 
, 

30. I prefer to be examined by a male doctor 0 I 2 3 4 5 

31. The doctor and I laughed and joked 0 I 2 3 4 5 

to~ether during the visit 
32. The doctor clearly explained my medical 0 I 2 3 4 5 

condition 
33. I want to consult my Rabbi / Sheik / 0 1 2 3 4 5 

Priest about the treatment for my medical 
condition 

34. I am satisfied with the medical treatment I 0 I 2 3 4 5 

received from the doctor 
35. The time I was able to spend with the 0 1 2 3 4 5 

doctor was too short 
36. The doctor discussed the options for my 0 1 2 3 4 5 

treatment with me 
37. I want to get more information about my 0 I 2 3 4 5 

medical condition by searching the 
Internet 

38. I felt the need for someone to translate 0 1 2 3 4 5 

during the visit 
39. The doctor treated me with dignity and 0 I 2 3 4 5 

respect 
40. The doctor listened carefully to 0 1 2 3 4 5 

evervthing I said 
41. I felt the doctor really understood me 0 I 2 3 4 5 

42. I want to consult my friends about the 0 I 2 3 4 5 

treatment for my medical condition 
43. I need more time to get acquainted with 0 I 2 3 4 5 

the doctor, before I can tell him/her about 
my medical condition 

44. After talking to the doctor, I understand 0 I 2 3 4 5 

everything about my medical condition 
45. I would have liked someone else other 0 I 2 3 4 5 

than my family member translate in the 
visit 

46. The doctor asked me about my family and 0 I 2 3 4 5 

my personal life 
47. I feel more comfortable talking about my 0 1 2 3 4 5 

medical problems with a male doctor 
48. I am satisfied with mv visit to the doctor 0 I 2 3 4 5 
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Appendix C2: Questionnaires in Hebrew, Arabic, Russian, English - pre-test No.2 

Questionnaire in Hebrew (The first two parts of the questionnaire remained unchanged 
as in pre-test No. I) 

1'I''''Jl 1'I'T'tJl 1'I'T'tJl 1'I'T'IJl ~~) 

1'Il' 1'Il' 1I'm'l 1'1 ")I'IJ N~ 'TnN ~) 0)1 O')t7tJ 1'1111'1 1'I'T'tJ H'Nl 

'TNIJ ! 0'Nl1'l 0'''l)'lIIJ1'IIJ 

5 4 3 2 1 n')I:1n ')1 lW1' '11'~lV nlJ " " l':1t1n N!:Inn .1 

,'!:1'IJn 111 ,)11 "V 1PN1!:11n 

5 4 3 2 1 "V ,'!:1'IJn ':1)' pm')::>)!) ,)1 " l':1tm N!:Inn .2 

5 4 3 2 1 O"V'N 0')"))1 ')1 N!:Inn 0)1 1:11' ,,,, ')NV '11V)ln .3 

5 4 3 2 1 "!:1'IJn ,)) nIJ,nnn 11':1P:1 '111N I')11V' n~l N!:Inn .4 

"V 

5 4 3 2 1 11'N1!:11n n')):1n ,)) "n " 1':10' N!:InnV " :1wn .5 

,'!:1'IJn 111 ,))1 "V 

5 4 3 2 1 n!:lvn 11N 1:11Y.:lV N!:In ''')) '!:I1IJY.:l mm, 1')'1))Y.:l ')N .6 

"V 

5 4 3 2 1 01N P' ':1 1"))l11Y.:l N!:I11nV '11V)ln .7 

5 4 3 2 1 :1mn "!:1'IJn nY.:l ,,':1V:1 IJ',n' N!:I11nV n~n ')N .8 

"V 11'N1!:11n n')I:1n 11:1))lm':1 

5 4 3 2 1 nY.:l " 11N N!:Inn 11N "NV' '1' 1)Jt P'!:IOY.:l " nm .9 

11))1' '11'~lV 

5 4 3 2 1 "V m,Nvn " ,)) m)l N!:I11n .10 

5 4 3 2 1 "V 11UN1n '))1:11' 'mN 11W N!:I11n .11 

5 4 3 2 1 "V11P':1:1 1111' 0':11IJ mm, ,"'V 0'1:11 l!:lOY.:l V' .12 

N!:I11n '~N 

5 4 3 2 1 "V 11'N1!:11n n')I:1n ')1 I')OU )l1'Y.:l ,:1P' n~n ')N .13 

nn!:lVY.:l ':111PY.:l 

5 4 3 2 1 n')I:1:1 "!:1'IJn ')1 N!:Inn 0)1 1n':1 1.J"nn' n~11 ')N .14 

"V 11'N1!:11n 

5 4 3 2 1 " 1Y.:lN N1nV nY.:l 11N 'm:1n1 nln:1 n!:lV:1 1:11 N!:Inn .15 

5 4 3 2 1 1nY.:lY.:l N!:I11nV '11V)ln .16 

5 4 3 2 1 m'NV "NV' 'mN 111)) N!:I11n .17 

5 4 3 2 1 "!:1'IJ' 1VP:1 "V nn!:lVY.:ln 0)) ~)I"11n' n~n ')N .18 

"V 11'N1!:11n n')I:1:1 

5 4 3 2 1 '11):1n N'V 0"'Y.:l:1 0'1:10n " 1m N!:Inn .19 

5 4 3 2 1 1Y.:lt 1m' " V'1P' N!:InnV n~n '11"n .20 

5 4 3 2 1 11p':1n 1Y.:lt :1n:1 1:11V m nm N!:I11n .21 

5 4 3 2 1 "V ,'!:1'IJn ')1 nIJ,nn:1 :11WY.:l mm, n~n '11"n .22 

" 1V!:IN N!:I11nV '!:I'Y.:l 1111' 

5 4 3 2 1 '11'~lV nY.:l " 1')n, " 1V!:IN N!:Inn .23 

5 4 3 2 1 11p':1n 1Y.:lt:1 unn11m upn~ ')N1 N!:Inn .24 

5 4 3 2 1 111 V'N 0)1 ~))"11n' 'N1' 11pN1!:11 m')I:1:1 .25 

( 1Y.:l1::> I1"V 1:11) 

5 4 3 2 1 N!:Inn '~N '11,:1PV 'N1!:11n "!:1'IJnY.:l 1'~1 )):1V ')N .26 
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l'l"'~l l'l"'~l l'l"'~l 
l'll, l'll' "')1)'l 
"N~ 

5 4 3 

5 4 3 

5 4 3 

5 4 3 

5 4 3 

5 4 3 

5 4 3 

5 4 3 

5 4 3 

5 4 3 

3-: 

111'133 111'133 111'133 111'133 
113' 113' "')1l'3 11"",13 
1X13 

5 4 3 2 

5 4 3 2 

5 4 3 2 

5 4 3 2 

l'l"'~l 

l'l"lI'~ 

2 

2 

2 

2 

2 

2 

2 

2 

2 

2 

3-
U 

", x, 

1 

1 

1 

1 

", 
N' .,"N " all a"t7~ l'l"N l'l"'~ 1t'Nl 

! a'Nll'l a'''!)\U~l'l~ 
1 '.,IJ l~P n'n N!:lnn '~N " 1n'J'lI1IJm .27 

1 ')!:l'I.J' nm'lln np)l'll!:lNn nN " l':Jtm N!:l)ln .28 

"'lI n'N)!:lln n'YJJ 

1 )''lI O"!:lmIJ' 1)JJJ) nJlynJ on"nlJ mn N!:lnn .29 

1 m)N 1'JIJ nIJNJ N!:l)ln'll m'lllln .30 

1 O'lJn OY m ~y"nn' 'N1J nPN)!:ll m'Y:JJ .31 

1 ')J' 'IN'lI 'J!:l' ,N!:l)ln nN l'Jn, '1J 1IJl 1'l~ 'IN .32 

"'lI n'N)!:lln n'YJn 'Y )' l!:lO' 

1 mYJn 'Y 'In l'JIJ 'IN N!:lnn OY nn''lIn mJpYJ .33 

"'lI n'N)!:lln 

1 O"l.Jl!:ln "nJ) "'lI nn!:l'llIJJ 1"Jynn N!:l)ln .34 

1 '!:l'J N!:lnn ''lI onmIJ 1)~l YJ'lI 'IN .35 

1 )J''lI nn''lIn )lJU omY!:l' m)N p'O!:ln N!:l)ln .36 

2-__ N!:l)l 1-

1-

p 1,--

'TnI'( ~:J 0)1 0':J'01l m,1'( 1'I'T'lln'1'(3 

! 0'1'(31'1 0'''O'll1l1'l1l 

nN lJ1IJ N' N1n 'J ," lIJN N!:lnn'll nIJ 'J nN mJJn N' .41 

"'lI n!:l'lln 

N' N1n 'J ,)' mlIJN'lI nIJ nN 1'Jn N' N!:l)ln'll m'lllln .42 

"'lI n!:l'lln nN lJ1IJ 

l)p'Jn 1mJ Olln''lI m'll'IJ' P)Pl 'IN'lI m'lllln .43 

1IJlJ Ollm , "'lI nn!:l'llIJ p N') , lnN m'll'IJ'lI ')'1YIJ m"n . 44 

l)p'Jn 
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Questionnaire in Arabic (The first two parts of the questionnaire remained unchanged as 
in pre-test No.1) 

JiI",1 Jil",! JiI",1 
4J~JiI",1 JiI",I'i 

4J~ 4J~ 4J~ \,~I ~I 6.0 &~I", JS ~ Jil":; (.$J.o 'it;. 
I~ &J:!:IS &J:!:IS ~jiA ~ I~I 

5 4 3 2 1 
.:p .o.!..;cl ,:;I..::.w.;I L.. ~ ~I.) C~.lil 

1 4-;.,)U:. 4.i..;b A......bll ~ . ..J __ . (. 

5 4 3 2 1 )l...., WUJI <\.:ilbh.;... ~I .) • ...r. . --. C->'" 2 

5 4 3 2 1 
~I.JA Jy. ~I e':" W:!.l:oo.ll ~I..,JI ..:..~ 3 

~ 

5 4 3 2 1 
~.;b Jy. ).;ill ~W! ...,! ~I~! ~I .ll) 

4 <.r.)U:. 

5 4 3 2 1 
~~ ~ ~I .) cA 01.) ~~ ~I 0'" 5 4-;o.)U:. 4.i..;b ~I ~ . . ..J __ Ie UO"-""""","=, 

5 4 3 2 1 .?Jw~~~ ·1~1..:..;s: •. __ • u 6 

5 4 3 2 1 ·\....j1S • ~I'I' • u . ~~ . __ u '-'..>"-'" 7 
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Questionnaire in Russian (The first two parts of the questionnaire remained unchanged 
as in pre-test No. I) 

B KaKOU Mepe BLI COrJIaCHLI C Ka~LlM U3 
COBepmeHHo COrJlaeeH B ComaeeH B COrJlSeeH 

He He6oJlbmOn epeliHen B60Jlbm 

)TUX nYHIITOB? cornaceH eTeneH" eTeneH" ON eTeneH 

1. Bpa'l 06bl'ICHI1JI MHe BCe, 'ITO H XOTeJI 3HaTb 0 1 2 3 4 

MoeH Me,1lI1l\I1HCKOH np06JIeMe 11 0 

B03MO)J(HOCTI1 ee JIe'leHI1H 

2. Bpa'l 06bHCHI1JI MHe ero nJIaHbI 1 2 3 4 

OTHOCI1TeJIbHO Moero JIe'leHI1H 

3. 51 'lYBCTBOBaJI, 'ITO Mory rOBOpl1Tb C Bpa'iOM 1 2 3 4 

o JII1'lHbIX np06JIeMaX 

4. Bpa'l XOTeJI 'lTo6 H yqacTBOBaJI B peWeHl111 1 2 3 4 

B03Mo)J(HocTeH Moero JIe'leHI1H 

5. MHe Ba)J(HO, 'lTo6bl Bpa'l 06bHCHI1JI MHe BCe 0 1 2 3 4 

MoeH Me,1lI1l\I1HCKOH np06JIeMe 11 0 MeTO,1le 

JIe'leHI1H 

6. 51 6bl npe,1lno'leJI, 'lTo6bI Bpa'l rOBOpl1JI Ha 1 2 3 4 

MOeM H3bIKe 

7. 51 'lYBCTBOBaJI, 'ITO Bpa'l I1HTepecyeTcH MHOH, 1 2 3 4 

KaK 'leJIOBeKOM 

8. 51 XO'ly, 'lT06bl Bpa'l peWI1JI 3a MeHH KaKoe 1 2 3 4 

JIe'leHl1e JIy'lwe ,1lJIH MoeH Me,1lI1l\I1HCKOH 

np06JIeMbI 

9. y MeHH 6bIJIO ,1l0CTaTO'lHO BpeMeHI1, 'lTo6bI 1 2 3 4 

CnpOCI1Tb Bpa'la BCe, 'ITO H XOTeJI 3HaTb 

10. Bpa'l OTBeTI1JI Ha Bce MOI1 BonpOCbI I 2 3 4 

11. Bpa'l CTI1MYJII1POBaJI MeHH rOBOpl1Tb 0 1 2 3 4 

BOJIHYI{)WI1X MeHH np06JIeMaX 

12. HeCKOJIbKO BemeH MO)J(HO 6blJI0 6bl 1 2 3 4 

YJIY'lWI1Tb BO BpeMH Moero nOCemeHI1H Bpa'la 

13. 51 XO'ly nOJIy'lI1Tb ,1l0nOJIHI1TeJIbHYI{) 1 2 3 4 

I1HcpopMal\111{) 0 MoeH Me,1lI1l\I1HCKOH 

np06JIeMe OT pO,1lCTBeHHI1KOB 

14. 51 XO'ly BMeCTe C Bpa'iOM npl1HHTb peWeHl1e 1 2 3 4 

OTHOCI1TeJIbHO Moero JIe'leHI1H. 

15. Bpa'l rOBOpl1JI Ha nOHHTHOM H3bIKe 11 H nOHHJI 1 2 3 4 

TO, 'ITO OH MHe CKa3aJI 

16. 51 'lYBCTBOBaJI, 'ITO Bpa'l TOpOnl1TCH 1 2 3 4 

17. Bpa'l CTI1MYJII1POBaJI MeHH 3a,1laBaTb BonpOCbl 1 2 3 4 

18. 51 XO'ly nOCOBeTOBaTbCH C MoeH ceMbeH 1 2 3 4 

OTHOCI1TeJIbHO JIe'leHI1H MoeH Me,1lI1l\I1HCKOH 

np06JIeMbl 

19. Bpa'l 06bHCHHJI MHe HenOHHTHbIMI1 CJIOBaMI1 I 2 3 4 

20. 51 XO'ly, 'lT06bl Bpa'l y,1leJII1JI MHe 60JIbWe 1 2 3 4 

BpeMeHI1 

21. Bo BpeMH nOCemeHI1H 60JIbWYl{) 'laCTb 1 2 3 4 

BpeMeHI1 rOBOpl1JI Bpa'l 

22. 51 6bI XOTeJI 6bITb BOBJIe'leH B Y'laCTl1e B 1 2 3 4 

peWeHl111 OTHOCI1TeJIbHO Moero JIe'leHI1H 

60JIbWe, 'leM Bpa'l MHe n03BOJII1JI 

23. Bpa'l ,1laJI MHe B03MO)J(HOCTb CKa3aTb 060 1 2 3 4 

BCeM, 'ITO H XOTeJI 

24. Bpa'l 11 H CMeHJII1Cb 11 WyTI1JII1 BO BpeMH 1 2 3 4 

nOCemeHI1H 
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B KaKOU Mepe BhI COrJIaCHhI C Kam)lhlM U3 COBepweHHo COrJlaeeH B COrJlaCeH B COrJlaeeH 
He He6oJlbWoii epellHeii B 60JJbW 

)TUX nYHKTOB? COrJJaceH eTenen" CTeneHH OK CTeneH 

25. I1MeeT CMblCJI nOCOBeTOBaTbCJI no nOBO,llY 1 2 3 4 
Me,llJ1- UJ1HCKJ1X np06JIeM C ,llYXOBHbIM JIJ1UOM 

(paBBJ1- HOM, CBJILUeHHJ1KOM J1JIJ1 ,llpymM 

.l!YXOBHbIM JIJ1UOM). 

26. 51 ,llOBOJIeH Me,llJ1UJ1HCKJ1M 06CJIY)lmBaHJ1eM, 1 2 3 4 
nOJIyqeHHblM BO BpeMJI noceLUeHlUI Bj)aqa 

27. BpeMJI, ,llaHHOe MHe Y Bpaqa, 6blJIO 1 2 3 i 4 
He,llOCTaTOqHbIM 

28. Bpaq 06bJICHJ1JI MHe pa3Hble B03MO)KHOCTJ1 1 2 3 4 
JIeqeHJ1JI MoeH Me,llHUJ1HCKOH nl'o6JIeMbi 

29. Bpaq OTHOCJ1TbCJI C YBa)KeHJ1eM J1 1 2 3 4 
nOHJ1MaHJ1eM K ero naUJ1eHTaM 

30. 51 qYBCTBOBaJI, 'ITO Bpaq MeHJI no- 1 2 3 4 
HaCTOJILUeMY nOHJIJI 

31. I1MeeT CMblCJI nOCOBeTOBaTbCJI no nOBO,llY 1 2 3 4 
Me,llJ1UJ1HCKJ1X np06JIeM TaK)Ke J1 C ,llPY3hJIMJ1. 

32. MHe HY)KHO 60JIbllle BpeMeHJ1, qT06bl Y3HaTb 1 2 3 4 
Bpaqa, nepe,ll TeM KaK JI cMory paCCKa3aTh 

eMY 0 MoeH Me,llJ1UJ1HCKOH np06JIeMe 

33. TIocJIe 6eCe,llbl C BpaqOM JI nOHJ1MalO BCe 0 1 2 3 4 
MoeH Me,llJ1UJ1HCKOH np06JIeMe 

34. Bpaq J1HTepeCOBaJICJI MoeH ceMbeii J1 JIJ1qHOH 1 2 3 4 
)KJ13HblO 

35. 51 ,llOBOJIeH OTHOllleHJ1eM Bpaqa KO MHe. 1 2 3 4 
36. Bpaq J1HOr,lla npepblBaJI MeHJI BO BpeMJI 1 2 3 4 

Hallle" 6eCe,llbI. 

37. 51 npe,llnOqMTalO npoHTM npoBepKY Y Bpaqa: 

::: MY)I(CKOrO = )l(eHCKOro :::: He MMeeT 

nOJIa nOJIa 3HaqeHMJI 

38. 51 'IYBCTBYlO, 'ITO 60JIee Y,l106HO 6eCe,llOBaTb 0 MOMX Me,llMUMHCKMX np06JIeMaX C 

Bpa'lOM: 

~ 1 . -. 2 ""eHCKoro C::~ 3 He MMeeT ., MY)I(CKOrO ~ In 

nOJIa nOJIa 

39. 51 'IYBCTBYlO, 'ITO 60JIee Y,l106HO rOBopMTb 0 BOJIHYlOIUMX MeHJI np06JIeMaX C Bpa'lOM: 

r::: 1 MY)I(CKOrO C 2 )l(eHCKOro = 3 He MMeeT 

nOJIa nOJIa 3Ha'leHMJI 

40. 51, KaK npaBMJIO, MIllY ,llOnOJIHMTeJIbHYlO MH<popMaUMlO 0 MoeH Me,llMUMHCKOH 

np06JIeMe B I1HTepHeTe. 

=3,llPyroe 
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ITO)KaJIyHCTa 3arrOJIHHTb TOJIbKO B TOM CJIyqae, eCJIH 6bIJIH rrp06JIeMbI, CB}l3aHHbIe C 

}l3bIKOM rrpH CerO,llH}lIIIHeM rrOCern:eHHH Bpaqa. 

B KaKOU Mepe BbI COfJIaCHbI C Ka~blM U3 COBepweH COrJlSCeH B COrJlSCeH COrJl8CeH B 

HO He He6oJlbWoii B cpUHeii 60J1bW 

)TUX nYHKTOB? corJ1aCeH cnneHH CTeneHH oii CTeneHH 

41. 51 He nOIDIJl BCe, qTO Bpaq MHe CKa3aJI, nOTOMY I 2 3 4 
qTO OH He rOBopHJI Ha MOeM j/3bIKe 

42. 51 qYBCTBOBaJI, qTO Bpaq He nOHj/JI TO, qTO j/ eMY I 2 3 
I 

4 
CKa3aJI H3-3a Toro, qTO OH He rOBOpl1T Ha MOeM 

j/3bIKe 

43. 51 qYBCTBOBaJl BO BpeMj/ nOCemeHI1j/, qTO MHe I 2 3 4 
HYJKeH nepeBOLlqHK 

44. 51 6bl npeLlnOqeJl, qT06bl KTO-HI16YLlb LlpyrOM, a I 2 3 4 
He MOM pOLlCTBeHHI1K, nepeBOLlI1J1 BO BpeMj/ 

nOCemeHI1j/ 

-251-

HOJlHOCTblO 
COfJl8CeH 

5 

5 

5 

5 



Questionnaire in English (The first two parts of the questionnaire remained unchanged as 
in pre-test No.1) 

To what extent do you agree with each of the following Totally Agree Agree Agree Agry 
sentences? disagree mildly moderately very totally 

much 

1. 
The doctor told me all I wanted to know 

1 2 3 4 5 
about my medical condition and its treatment 

2. 
The doctor told me his/her plans for my 

1 2 3 4 5 
treatment 

3. 
I felt able to tell this doctor about personal 

1 2 3 4 5 
things 

4. 
The doctor wanted me to share with him/her 

1 2 3 4 5 
the decision about my treatment 

5. 
It important that the doctor tell me everything 

1 2 3 4 5 
about my medical condition and treatment 

6. 
I prefer to be examined by a doctor who 

1 2 3 4 5 
speaks my language 

7. 
The doctor seemed interested in me as a 

1 2 3 4 5 
person 

8. 
I want my doctor to decide what the best 

1 
treatment is for my medical condition 

2 3 4 5 

9. 
I had enough time to ask the doctor all I 

1 
wanted to know 

2 3 4 5 

lO. 
The doctor answered all my questions 

1 2 3 4 5 

II. The doctor encouraged me to talk about my I 2 3 4 5 
concerns 

12. 
Some things about my consultation with the 

1 2 3 4 5 
doctor could have been better 
I want to get more information about my 

13. medical condition and treatment from my 1 2 3 4 5 
relatives 

14. 
I want to decide together with the doctor 

1 2 3 4 5 
about the treatment for my medical problem 

15. 
The doctor used clear language and I 

1 2 3 4 5 
understood what he told me 

16. 
The doctor seemed to be in a hurry 

1 2 3 4 5 

17. 
The doctor encouraged me to ask questions 

1 2 3 4 5 

18. 
I want to consult my family regarding the 

1 2 3 4 5 
treatment for my medical condition 

19. 
The doctor explained things in words I could 

1 
not understand 

2 3 4 5 

20. 
I would have liked to spend more time with 

1 2 3 4 5 
the doctor 

21. 
The doctor did most of the talking during the 

1 2 3 4 5 
visit 

22. 
I want to be more involved in the decision 

1 2 3 4 5 
regarding my_ treatment than the doctor let me 

23. 
The doctor gave me a chance to say 

1 2 3 4 5 
everything that was on my mind 

24. 
The doctor and I laughed and joked together 

1 2 3 4 5 
during the visit 

25. 
For medical problems, it's a good idea to 

1 2 3 4 5 
consult a clergyman (Rabbi / Sheikh / Priest) 

26. 
I am satisfied with the medical treatment I 

1 2 3 4 5 
received from the doctor 
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To what extent do you agree with each of the following Totally Agree Agree Agree 
sentences? disagree mildly moderately very 

much 

27. 
The time I was able to spend with the doctor 

1 2 3 4 
was too short 

28. 
The doctor discussed the options for my 

1 2 3 4 
treatment with me 

29. 
This doctor treats his patients with dignity 

1 2 3 4 
and respect 

30. 
I felt the doctor really understood me 

1 2 3 , 4 

31. 
For medical problems, it's a good idea to 

1 2 3 4 
consult friends. 
I need more time to get acquainted with the 

32. doctor, before I can tell him/her about my 1 2 3 4 
medical condition 

33. 
After talking to the doctor, I understand 

I 2 3 4 
everything about my medical condition 

34. 
The doctor was interested in my family and 

1 2 3 4 
my personal life 

35. I am satisfied with the physician's courtesy 
1 2 3 4 

towards me 

36. The doctor interrupted me sometimes during 
I 2 3 4 

our conversation 

37. I would prefer to be examined by: 

=- 1 A male =) A female C3 No 
physician physician preference 

38. I feel more comfortable talking about my medical problems with: 
:.::1 A male =2 A female =3No 

physician physician preference 
39. I feel more comfortable talking about my emotional problems with: 

I:: 1 A male =:2 A female ~~ 3 No 
physician physician preference 

40. I search the internet for more information about my medical problems 

Please fill out the following only if you had language problems during your visit with the 
physician today 

To what extent do you agree with each of the Totally Agree Agree Agree 

following sentences? disagree mildly Moderately Very 
much 

I did not understand everything the doctor 
41. told me, because he does not speak my 1 2 3 4 

language 
I felt that the doctor did not understand 

42. everything I told him because he does not 1 2 3 4 
speak my la1l£uage 

43. 
I felt the need for someone to translate 

1 2 3 4 
during the visit 
I would have liked someone else other than 

44. my family member to translate during the 1 2 3 4 
visit 
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Appendix D: Questionnaire statements divided into sub-scales (numbers refer to 
statement numbers in the questionnaire) 

a. Information-giving and seeking 

1. The doctor told me all I wanted to know about my medical condition and its treatment. (1) 

2. The doctor told me his/her plans for my treatment. (2) 

3. It is important to me that the doctor te11 me everything about my medical condition and 

treatment. (5) 

4. The doctor answered all my questions. (10) 

5. The doctor was the one who did most of the talking during the visit. (21) 

6. The doctor gave me a chance to say everything that was on my mind. (23) 

7. The doctor discussed the options for my treatment with me. (28) 

8. After talking to the doctor, I understand everything about my medical condition. (33) 

b. Participatory decision-making 

1. I want my doctor to decide what the best treatment is for my medical condition. (8) 

2. I want to decide together with the doctor about the treatment for my medical problem. (14) 

3. I want to be more involved in the decision regarding my treatment than the doctor let me. 

(22) 

c. Consulting with others 

1. I want to get more information about my medical condition and treatment from my 

relatives. (13) 

2. I want to consult my family regarding the treatment for my medical condition. (18) 

3. It's a good idea to consult a religious clergyman (Rabbi/SheikhIPriest) regarding medical 

problems. (25) 

4. It's a good idea to consult friends regarding medical problems. (31) 
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d. Verbal communication 

I. The doctor used clear language and I understood what he told me. (IS) 

2. The doctor explained things in words I could not understand. (19) 

3. I did not understand everything the doctor told me, because he/she does not speak my 

language. (41) 

4. I felt that the doctor did not understand everything I told him because he does not speak my 

language. (42) 

S. I felt the need for someone to translate during the visit. (43) 

6. I would have liked someone else other than my family member to translate during the visit. 

(44) 

e. Time 

1. I had enough time to ask the doctor all I wanted to know. (9) 

2. The doctor seemed to be in a hurry. (16) 

3. I would have liked to spend more time with the doctor. (20) 

4. The time I was able to spend with the doctor was short. (27) 

S. The doctor interrupted me sometimes during our conversation. (36) 

f. Physician's interpersonal communication 

1. I felt able to tell this doctor about personal things. (3) 

2. The doctor seemed interested in me as a person. (7) 

3. The doctor encouraged me to talk about my concerns. (11) 

4. The doctor and I laughed and joked together during the visit. (24) 

S. This doctor treats his/her patients with dignity and respect. (29) 

6. I felt the doctor really understood me. (30) 

7. The doctor was interested in my family and my personal life. (34) 

g. Gender 

1. I would prefer to be examined by: A male physician! a female physician! No preference. 

(37) 

2. I feel more comfortable talking about my medical problems with: 

a male physician/ a female physician! No preference. (38) 

3. I feel more comfortable talking about emotional problems with: 

A male physician! a female physician! No preference. (39) 
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h. Statements which were examined separately: 

1. The doctor wanted me to share with him/her the decision about my treatment. (4) 

2. I prefer to be examined by a doctor who speaks my language. (6) 

3. Some things about my consultation with the doctor could have been better. (12) 

4. I am satisfied with the medical treatment I received from the doctor. (26) 

5. I need more time to get acquainted with the doctor, before I can tell him/her about my 

medical condition. (32) 

6. I am satisfied with the physician's courtesy towards me. (35) 

7. I search the Internet for more information about my medical problems. (40) 
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Appendix E: Frequency distribution for each statement (Pre-test No.1) 

2 3 4 5 
# % # % # % # % # % 

1. My doctor told me all I wanted to 2 2 4 3 7 39 87 
know about my medical condition and 
its treatment 

2. The doctor told me his/her plans for 2 4 9 5 11 35 78 
my treatment 

3. I felt able to tell this doctor about 12 27 2 4 5 11 51 11 21 47 
personal matters 

4. I did not understand everything the 14 67 2 10 5 5 3 14 
doctor told me, because he does not 
speak my language 

5. The doctor wanted me to share with 13 29 2 4 3 7 8 18 19 42 
himlher the decision about my 
treatment 

6. I prefer to be examined by a female 33 89 3 3 8 
doctor 

7. The doctor interrupted me frequently 2 2 2 4 41 91 
during our conversation 

8. It important to me that the doctor tell 2 6 13 38 84 
me everything about my medical 
condition and treatment 

9. I would prefer to be examined by a 10 45 5 3 14 8 36 
doctor who speaks my language 

10. The doctor seemed interested in me as 2 4 2 4 2 4 6 13 33 73 
a person 

11. I want my doctor to decide what the 3 7 3 7 8 18 31 69 
best treatment is for my medical 
condition 

12. I had enough time to ask the doctor all 2 2 2 6 13 36 80 
I wanted to know 

13. The doctor answered all my questions 1 2 3 7 4 9 37 82 
14. The doctor encouraged me to talk 9 20 8 18 3 7 6 13 19 42 

about my concerns 
15. I felt that the doctor did not 18 90 5 5 

understand everything I told him 
because he does not speak my 
language 

16. Some things during my consultation 2 4 3 7 4 9 2 4 34 76 
with the doctor could have been better 

17. I want to get more information about 36 80 2 4 4 9 3 7 
my medical condition and treatment 
from my relatives 

18. I want the doctor to let me participate 9 20 2 4 3 7 31 69 
in the decision of choosing the 
treatment for my medical condition 

19. The doctor spoke clearly and I 40 89 2 3 7 2 
understood what he told me 

20. The doctor seemed to be in a hurry 3 7 2 4 1 2 2 4 37 82 
21. The doctor encouraged me to ask 11 24 4 9 2 4 11 24 17 38 

questions 
22. I want to consult my family regarding 22 49 3 7 2 4 4 9 14 31 

the treatment for my medical 
condition 

23. The doctor explained things in words I 37 86 2 5 2 3 7 
could not understand 
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2 3 4 5 
# % # % # % # % # % 

24. I would have liked to spend more time 5 11 2 5 3 7 2 5 32 73 
with the doctor 

25. The doctor did most of the talking 10 22 10 22 9 20 6 13 10 22 
during the visit 

26. I want to be more involved in the 27 60 6 13 3 7 4 9 5 11 
decision regarding my treatment 
than the doctor let me. 

, 

27. Sometimes the doctor talked down to 2 2 2 42 93 
me 

28. I feel more comfortable talking about 34 76 2 4 2 5 11 3 7 
emotional problems with a female 
doctor 

29. The doctor gave me a chance to say 2 4 2 2 4 4 9 36 80 
everything that was on my mind 

30. I prefer to be examined by a male 9 100 
doctor 

31. The doctor and I laughed and joked 19 42 8 18 7 16 6 13 5 11 
together during the visit. 

32. The doctor clearly explained my 2 2 3 7 40 89 
medical condition 

33. I want to consult my Rabbi / Sheikh / 42 95 2 2 
Priest about the treatment for my 
medical condition 

34. I am satisfied with the health care I 2 2 2 2 4 40 89 
received from the doctor 

35. The time I was able to spend with the 3 7 4 9 3 7 2 34 76 
doctor was too short 

36. The doctor discussed the options 5 11 3 7 2 4 14 31 21 47 
for my treatment with me 

37. I want to get more information about 7 16 4 9 2 4 32 71 
my medical condition by searching the 
Internet 

38. I felt the need for someone to translate 19 70 4 7 26 
during the visit 

39. The doctor treated me with dignity 3 7 42 93 
and respect 

40. The doctor listened carefully to 2 4 2 4 41 91 
everything I said 

41. I felt the doctor really understood me 1 2 2 4 9 39 87 
42. I want to consult my friends about the 39 87 2 4 2 2 4 1 2 

treatment for my medical condition 
43. I need more time to get acquainted 3 7 2 4 4 9 36 80 

with the doctor, before I can tell 
himlher about my medical condition 

44. After talking to the doctor, I 2 2 3 7 9 20 31 69 
understand everything about my 
medical condition 

45. I would have liked someone else other 16 84 5 2 11 
than my family member to translate 
during the visit. 

46. The doctor asked me about my family 28 62 2 4 4 9 2 4 9 20 
and my personal life 

47. I feel more comfortable talking about 36 80 2 2 7 16 
my medical problems with a male 
doctor 

48. I am satisfied with my visit to the 2 4 2 42 93 
doctor 
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Appendix F: Pre-test No.1- rephrased statements 

a. Statements No.6 and No.30, "I prefer to be examined by a female doctor" and 

"I prefer to be examined by a male doctor", were combined and rephrased: 

I would prefer to be examined by 

I a male physician 2 a female physician 3 no preference 
" 

b. Statement No.7: "The doctor interrupted me frequently during our conversation" 

was rephrased: 

The doctor interrupted me sometimes during our conversation. 

c. Statement NO.I8: "I want the doctor to let me participate in the decision of choosing the 

treatment for my medical condition" was rephrased: 

I want to decide together with the doctor about the treatment for my 

medical problem. 

d. Statement No.19: "The doctor spoke clearly and I understood what he told me" was 

rephrased: 

The doctor used clear language and I understood what he told me. 

e. Statement No.28: "I feel more comfortable talking about emotional problems with a female 

doctor" was rephrased: 

I feel more comfortable talking about my emotional problems with 

I a male physician 2 a female physician 3 no preference 

f. Statement No.33: "I want to consult my Rabbi / Sheikh / Priest about the treatment of my 

medical problem" was rephrased: 

It's a good idea to consult a religious clergyman (Rabbi / Sheikh / Priest) 

about medical problems. 

g. Statement No.37: "I want to get more information about my medical condition by 

searching the Internet" was rephrased: 

I have the habit of searching the Internet for more information about my 

medical problems 

yes 2 no 3 other 
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h. Statement No.39: "The doctor treated me with dignity and respect" was rephrased: 

This doctor treats his patients with dignity and respect. 

1. Statement No.42: "I want to consult my friends about the treatment for my medical 

condition" was rephrased: 

It's also a good idea to consult with friends about medical problems. 
r 

j. Statement No.47: "I feel more comfortable talking about my medical problems with a 

male doctor" was rephrased: 

I feel more comfortable talking about my medical problems with 

1 a male physician . 2 a female physician 3 no preference 

k. Statement No.48: "I am satisfied with my visit to the doctor" was rephrased: 

I am satisfied with the doctor's courtesy towards me. 
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Appendix G: Means and SD's of patient needs, attitudes and satisfaction according to physician and patient cultures 

Physician culture 
Patient culture 
Information-seeking and giving M 

SO 
Participatory decision-making M 

SO 
The doctor wanted me to share M 
with himlher the decision about 
my treatment (4) SO 
Consulting with others M 

Physician's interpersonal 
communication 
Some things about my 
consultation could have been 
better (12) 

SO 
M 
SO 
M 

SO 

I am satisfied with the medical M 
treatment I received from the 
doctor (26) SO 

I am satisfied with the doctor's M 
courtesy toward me (35) SO 
Verbal communication 

I prefer to be examined by a 
doctor who speaks my 
language (6) 
Time 

M 
SO 
M 

SO 

M 
SO 

I need more time to get M 
acquainted with the doctor, 
before I can tell himlher ... (32) SO 

** p < .01; ***p < .001 

Israeli 
4.24 
.51 

2.60 
1.39 
3.51 

1.28 

1.91 
.83 

3.36 
.75 
1.77 

1.03 

4.63 

.57 

4.54 
.74 
1.23 
042 

3043 

1.84 

1.83 
1.04 
1.74 

1.20 

Jewish-Israeli 
Arab FSU 
4.07 3.66 
.66 .87 

2.16 2048 
1.42 1.59 
3.21 2.62 

1.41 1.58 

1.61 1.77 
.60 .76 

3.09 2.54 
.74 .90 

2.21 2.78 

1.15 1.31 

4.30 4.05 

.92 .1.20 

3.94 3.59 
.92 l.t I 
1.69 2.28 
.85 1.10 

2042 3.81 

1.76 1.55 

1.95 2.34 
1.08 1.29 
2.59 2.15 

l.l8 1.46 

Total 
3.99 
.74 

2041 
1048 
3.11 

1.47 

1.76 
.75 

3.00 
.87 

2.25 

1.24 

4.32 

.96 

4.02 
1.01 
1.74 
.94 

3.22 

1.81 

2.04 
1.16 
2.16 

1.33 

Israeli 
4.15 
.57 

2.53 
1.44 
3.39 

1.33 

1.96 
.84 

3.25 
.79 
1.88 

1.02 

4.52 

.70 

4.33 
.841 
1.36 
.60 

2.91 

1.76 

1.73 
.95 
1.76 

1.12 

Arab-Israeli 
Arab FSU 
4.12 3.85 
.58 .72 
1.97 2.16 
1042 1.39 
3.05 2.11 

1.47 1.33 

1.77 1.85 
.83 .75 

3.28 2.28 
.82 .72 

2.13 2.53 

1.15 1.22 

4.31 4.18 

.92 1.08 

4.12 3.75 
.85 .99 
1.28 2.23 
.60 .91 

2.94 3.87 

1.86 1.63 

1.88 2.07 
1.05 1.15 
2.83 2.02 

1.34 1.39 
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Total 
4.04 
.64 

2.22 
1.43 
2.85 

1.48 

1.86 
.81 

2.93 
.90 

2.18 

1.16 

4.34 

.92 

4.06 
.93 
1.62 
.84 

3.24 

1.81 

1.89 
1.06 
2.20 

1.37 

Russian-Israeli 

Israeli Arab FSU Total Israeli 
4.03 3.84 3.76 3.87 4.14 
.71 .87 .71 .77 .61 

3.00 2.25 1.92 2.39 2.71 
1.43 lAO 1.26 1.43 1.43 
3.01 3.01 3.07 3.03 3.30 

1043 1.52 1.56 1.50 1.36 

1.95 1.79 1.62 1.79 1.94 
.80 .87 .69 .80 .82 

3.15 2.75 3.03 2.98 3.25 
.98 .84 .86 .91 .85 

2045 2.50 2040 2045 2.03 

l.l9 1.16 1.13 l.l5 l.l2 

4.33 4.14 4.35 4.27 4049 

.94 1.09 .92 .99 .76 

3.81 3.58 3.98 3.79 4.22 
.96 1.03 .89 .97 .90 
1.36 1.85 1.44 1.55 1.32 
.67 .92 .76 .82 .57 

3.92 2.33 4.77 3.67 3042 

1.63 1.68 .70 1.74 1.79 
~ .. 

2.09 2.30 2.17 2.18 1.88 
1.16 1.21 l.l9 l.l8 1.06 
1.91 2.64 1.91 2.15 1.80 

1.19 1.25 1.25 1.27 1.17 

Total 
Arab FSU 
4.01 3.76 
.72 .77 

2.13 2.19 
1.42 1.44 
3.09 2.60 

1046 1.54 

1.72 1.75 
.78 .74 

3.04 2.62 
.83 .89 

2.28 2.57 

l.l6 1.23 

4.25 4.19 

.98 1.08 

3.88 3.77 
.96 1.01 
1.61 1.98 
.84 1.01 

2.56 4.15 

1.78 1.42 

2.04 2.19 
1.13 1.21 
2.68 2.02 

1.26 1.37 

Total 

3.97 
.72 

2.34 
1045 
3.00 

1048 

1.80 
.79 

2.97 
.89 

2.29 

1.19 

4.31 

.96 

3.96 
.98 

1.64 
.87 

3.38 

1.80 

2.04 
l.l4 
2.17 

1.32 



Appendix H: Two-way MANOV A examining differences bet~eeri groups 
of patients according to patient and physician cultures: F values and P 
values 

Source of variance (F values) 

Physician culture Patient culture 
Interaction: Physician X 
l2atient culture 

F p F P F p 

Information-seeking and giving 4.67** .007 21.70*** .000 3.29** .04 
I 

Participatory decision-making .55 .157 8.80*** .000 5.83*** .007 

The doctor wanted me to share with 
himlher the decision about my .063 .000 .000 
treatment (4) 

Consulting with others 1.31 .272 7.47*** .001 1.46 .214 

Physician's interpersonal 
.14 .632 39.10*** .000 19.41*** .000 communication 

Some things about my 'consultation 
4.81** .009 17.92*** .000 6.15*** .000 could have been better (12) 

I am satisfied with the medical 
treatment I received from the doctor .42 .658 9.24*** .000 3.27** .Oll 
(26) 
I am satisfied with the docior's 

8.19*** .000 21.21*** .000 11.97*** .000 courtesy toward me (35) 
Verbal communication 4.81 ** .0l3 59.81*** .000 25.67*** .000 
I prefer to be examined by a doctor 

8.11*** .000 78.15*** .000 9.36*** .000 who speaks my language (6) 
Time 4.25** .004 8.52*** .002 1.82 .144 
I need more time to get acquainted 
with the doctor, before I can tell 

.851 .000 .299 himlher about my medical condition 
(32) 
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